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For Isobel



I must be cruel only to be kind.
Thus bad begins, and worse remains behind.
—William Shakespeare!



PREFACE

A further objection to force is that you impair the object by your
very endeavours to preserve it. The thing you fought for is not the
thing which you recover; but depreciated, sunk, wasted, and con-
sumed in the contest.

—Edmund Burke!

We can influence others in two radically different ways—with the
sword or the pen, the stick or the carrot. Coercion is the threat or use of
force to compel the other’s submission. If it is legally authorized, we
call it “law enforcement”; if it is not, we call it “crime.” Shunning coer-
cion, we can employ verbal, sexual, financial, and other enticements to
secure the other’s cooperation. We call these modes of influence by a
variety of names, such as advertising, persuasion, psychotherapy, treat-
ment, brainwashing, seduction, payment for services, and so forth.

We assume that people influence others to improve their own lives.
The self-interest of the person who coerces is manifest: He compels the
other to do his bidding. The self-interest of the person who eschews co-
ercion is more subtle: Albeit the merchant’s business is to satisfy his
customers’ needs, his basic motivation, as Adam Smith acknowledged,
is still self-interest.

Nevertheless, people often claim that they are coercing the other to
satisfy his needs. Parents, priests, politicians, and psychiatrists typically
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X PREFACE

assume this paternalistic posture vis-a-vis their beneficiaries.* As
the term implies, the prototype of avowedly altruistic domination-
coercion is the relationship between parent and young child. Acknowl-
edging that parents must sometimes use force to control and protect
their children, and that the use of such force is therefore morally justi-
fied, does not compel us to believe that parents act this way solely in
the best interest of their children. In the first place, they might be satis-
fying their own needs (as well). Or the interests of parent and child
may be so intertwined that the distinction is irrelevant. Indeed, ideally
the child’s dependence on his parents, and the parents’ attachment to
him, mesh so well that their interests largely coincide. If the child suf-
fers, the parents suffer by proxy. However, if the child misbehaves, he
may enjoy his rebellion, whereas the parents are likely to be angered
and embarrassed by it. Thus, what appears to be the parents’ altruistic
behavior must, in part, be based on self-interest.

How do people justify the coercive-paternalistic domination of one
adult by another? Typically, by appealing to the moral-religious maxim
that we are our brothers’ keepers. It is a treacherous and unsatisfactory
metaphor. Interpreted literally, the maxim justifies only meddling, not
coercing. Moreover, in the family, only an older and stronger brother
has the option of coercing his younger and weaker sibling. The weaker
brother must make do with verbal (noncoercive) helping-meddling.

The dilemma that members of the helping professions find particu-
larly disturbing is this: If they coerce their clients, they cannot really
help them; to help their clients noncoercively, the helpers must enlist the
clients’ cooperation; and they cannot enlist the clients’ cooperation
without respecting, and appealing to, their clients’ self-interest, as the
clients define it. If the helper refuses to respect the client’s view of his
world, or if the client rejects cooperating with the helper, the two are at
an impasse that can be resolved in one of two ways. Either the helper
must leave the client alone; or the state must grant the helper the power,
and indeed impose on him the duty, to coerce the client to accept help, as
the state defines help. Today, leaving a person authoritatively designated
as “in need of professional help” (albeit legally competent) to his own
devices is considered to be unfeeling, inhumane, perhaps even a neglect
of professional duties. In ancient Greece, coercing him would have been
considered undignified meddling, inappropriate for relations among
free adults. We revere Socrates as a powerful persuader, not as a compas-
sionate coercer.

* A paternalistic relationship—one person treating another as a child—may or may not
entail the use of force.
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Ours is a Christian world, and to Christianity we owe the moral foun-
dations of some of our most important institutions. But there is a dark
underside to Christian—as well as Jewish and Islamic—-monotheism. If
there is only one God, and if He is a perfect and perfectly Benevolent
Being, then individuals who reject His Will are rightly coerced, in their
own best interest. In a theocracy, there is no need for political checks
and balances; indeed, such counterweights are synonymous with heresy.
Similarly, in a therapeutic autocracy, there is no need for safeguards
against the guardians; in the psychiatric hospital, the desire for checks
and balances against absolute power is synonymous with madness.

Saint Augustine (354-430), bishop of Hippo in Roman Africa, is usu-
ally credited with being among the first to articulate the Christian duty
to persecute heretics, in their own best interest. The clarity of his argu-
ment for clerical coercion and its striking similarities to the modern psy-
chiatric argument for clinical coercion merit quoting his relevant views
in full. In a letter addressed “To Vincentius, My Brother Dearly Beloved,”
Augustine writes: “You are of the opinion that . . . no coercion is to be
used with any man in order to [hasten] his deliverance from the fatal con-
sequences of error; and yet you see that, in examples which cannot be dis-
puted, this is done by God, who loves us with more real regard for our
profit than any other can.”® God, the coercer, is a loving parent. Man,
the coerced, is a wayward child. Grant divine authority to God’s deputy,
and his right to righteously persecute such errants is unchallengeable.
Augustine continues:

You now see therefore, I suppose, that the thing to be considered when any one
is coerced, is not the mere fact of the coercion, but the nature of that to which
he is coerced, whether it be good or bad. . . . I have therefore yielded to the
evidence afforded by these instances which my colleagues have laid before me.
For originally my opinion was, that no one should be coerced into the unity of
Christ, that we must act only by words, fight only by arguments, and prevail by
force of reason . . . . But this opinion of mine was overcome . . . by the con-
clusive instances to which they could point.*

In pre-Christian antiquity, coercing the person who offended against
the City of Man was considered to be justified by his offense. He was
punished not to improve him, but to improve society. In the Christian
world, coercing the person who offended against the City of God was
considered to be justified by concern for his soul. He was coerced in
order to perfect him, not merely to protect society. Thus originated the
authorization for the “therapeutic” use of force.

Some time between the Reformation and the French Revolution, this
meliorist rationalization became secularized. Error ceased to be deviation
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from religion (iconoclasm, heresy) and became deviation from reason (ir-
rationality, insanity); doctors of divinity diagnosing error were replaced
by doctors of medicine diagnosing madness; forcible religious conversion
was transformed into involuntary psychiatric treatment; the Theological
State was replaced by the Therapeutic State.

In this book, I examine the growing practice of coercing individu-
als, especially adults economically dependent on others, allegedly
in their own best interest. Adult dependency, as we now know it, is a
relatively recent social phenomenon. In the remote past, dependents
were supported in extended families or perished. In the more recent
past, adult dependents were called beggars, drifters, panhandlers,
tramps, vagrants, hoboes, and so forth. Today, we call them homeless
and mentally ill.

From the sixteenth to the nineteenth century, adult dependents were
coerced primarily on economic grounds, because they were a financial
burden on the productive members of society. Since then, they have in-
creasingly been coerced on therapeutic grounds, because they are men-
tally ill and hence are a danger to themselves and others. Both remedies
aggravate the problem. Even charity devoid of coercion demeans and an-
tagonizes its recipient and pits him against his patron. Combine charity
with coercion, and the result is a recipe for feeding the beneficiary’s re-
sentment of his benefactor, guaranteeing the perpetuation of adult de-
pendency and counterproductive efforts to combat it.>

In war, those who wield force can achieve great things, because war is
the use of force. That is what makes the war metaphor—as in the War on
Poverty, the War on Drugs, or the War on Mental Illness—both effective
and repellent. In peace, however, only those who eschew force can do
great things, because peace is security from violence. By separating
church and state, the Founding Fathers uncoupled coercion from the
cure of souls and laid the foundations for the greatest political success
story in history. Unfortunately, the power the Founders took away from
the clerics, their twentieth-century followers handed back to the clerks,
the bureaucrats of the Welfare State and of the Therapeutic State. As a
result, many of the liberties secured in 1787 are now but a dim memory.
Either we must revive the Founders’ Great Experiment in liberty by sepa-
rating coercion from the cure of bodies and minds, or we shall have to
relinquish our much-vaunted claim to being a free people.

Regardless of the names or diagnoses attached to adult dependents,
most post-Enlightenment efforts to remedy their condition have rested
on the benefactor’s self-interest disguised as philanthropy. More than a
century ago, James Fitzjames Stephen, the great Victorian jurist, warned
against this pious self-deception:
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Philanthropic pursuits have many indisputable advantages, but it is doubt-
ful whether they can be truly said to humanize or soften the minds of those
who are most addicted to them. . . . The grand objection to them all is that
people create them for themselves. . . . Benevolence is constantly culti-
vated by philanthropists at the expense of modesty, truthfulness, and con-
sideration for the rights and feelings of others; for by the very fact that a
man devotes himself to conscious efforts to make other people happier and
better than they are, he asserts that he knows better than they what are the
necessary constituent elements of happiness and goodness. In other words,
he sets himself up as their guide and superior.®

No one, myself included, has a solution for the problem of adult de-
pendency. However, I am persuaded that coercing competent adults
solely because of their dependency or dangerousness to themselves—in
an effort to make them more virtuous, industrious, or healthy—injures
their dignity and liberty, is counterproductive, and is morally wrong.*
Only in this century, and only begrudgingly, did we stop treating
blacks and women as quasi children. Perhaps in the next century, we
will extend fully human stature to the so-called mentally ill as well. If
so, we must begin to give serious consideration to the moral and politi-
cal justifications of psychiatric coercions and excuses. I have long main-
tained that we should reject infantilizing mental patients and the
coercive psychiatric paternalism that goes with it, and accord the same
rights to, and impose the same responsibilities on, these patients as we
accord to and impose on patients with bodily illness or with no illness.

1 believe we should condone coercive paternalism as morally legiti-
mate only in the case of (young) children and persons legally declared
to be incompetent.t For the care and control of incompetent adults, the
principle of parens patriae, as applied to the comatose patient, suffices,
and is the sole appropriate mechanism. The ostensibly altruistic coer-
cion of a protesting, legally competent adult should always arouse our
suspicion. We must never forget that adults—even immature, irrational,
or insane adults—are not children.”

Finally, two brief caveats. In this book, I use many terms and phrases—
such as mental illness, mental patient, mental hospital, schizophrenia,
psychiatric treatment, and others—whose customary implications and

* I believe our economic magnanimity toward able-bodied dependents, especially those
labeled mentally ill, is also counterproductive. But that is another story.

* By incompetent, [ refer to adults who are severely mentally retarded or who have been
rendered temporarily or permanently unconscious, delirious, or demented by injury or
illness. Insanity and incompetence are separate and discrete legal categories. A commit-
ted mental patient is not legally incompetent, unless—like a nonmental patient—he is
declared incompetent by a court.
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conventional meanings I reject. To avoid defacing the text, I have refrained
from placing such prejudging expressions between quotation marks each
time théy appear. Also, I use the masculine pronoun to refer to both men
and women, and the terms psychiatrist and mental patient to refer to all
mental health professionals and their clients.

THOMAS SzAsz
Syracuse, New York
November 1993
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INTRODUCTION

A man receiving charity practically always hates his benefactor—it
is a fixed characteristic of human nature.
—George Orwell?

Most people today believe that certain persons ought to be deprived of
liberty, in their own best interest. Psychiatrists implement this belief
by incarcerating such individuals in mental hospitals, and for doing so
society authenticates them as scientifically enlightened physicians and
compassionate healers. Suppose, however, that psychiatrists deprived
certain persons of life or property, in their own best interest. Would so-
ciety applaud them for those interventions as well? The analogy is not
absurd, or even far-fetched. The right to life, the right to liberty, and the
right to property are the sacred values of the Western liberal tradition,
the American political system, and Anglo-American law. Their impor-
tance is reflected in the three types of criminal sanctions—deprivation
of life, deprivation of liberty, and deprivation of property. The person
who is executed, imprisoned, or fined experiences what is done to
him—regardless of how the doers define it—as a punishment.

THE HAZARDS OF HELPING AND BEING HELPED

It is axiomatic that we ought to help persons who need help, such as
children, elderly persons, the poor, and the sick. Some persons we call
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“mentally ill” belong on this list because they are or are perceived to be
like helpless children, needy indigents, or suffering patients. Note,
however, that these diverse individuals share only one basic feature,
namely, dependency.

We fear being dependent on others because we rightly associate de-
pendency with loss of control and hence the risk of having to submit to
a treatment—in the widest sense of the term—whose consequences
might be inimical to our best interests, as we see them. This apprehen-
sion accounts for the fact that the persons most dependent on others for
help are often the ones who most fiercely resist being helped.

All the same, when faced with a suffering human being, most of us
are moved to help him. Out of this noble impulse arises a treacherous
personal temptation and a vexing political problem. How can we be
sure that a benefactor is a genuine supporter who respects his benefi-
ciary, and not an existential exploiter who imparts meaning to his life
by demeaning his ward? How can the beneficiary be protected from the
benefactor’s coercion, ostensibly in the recipient’s own best interest?
Who shall guard the guardians? Thousands of years of human history
have given us a resounding answer to this last question: No one.

The root of this perennial dilemma lies in our prolonged childhood,
when care and coercion are inevitably intertwined. As a result, when
our health or well-being is jeopardized, we re-experience an intense
need for protectors and become vulnerable to our dependence on them.
The maxim that there are no atheists in the foxholes illustrates this
phenomenon. Moreover, it is probably also our prolonged childhood de-
pendence that makes young adults so prone to coerce and demean oth-
ers, as the brutal history of youthful revolutionaries bent on improving
mankind illustrates.

The Ambiguity of Aid

How do we help a starving person? Confucius taught that we can give
him a fish or teach him to fish. If we feed him, we are likely to make him
dependent on us. If we refuse to feed him, he may die. We cannot hedge
and say it all depends on circumstances, on the victim’s ability or inabil-
ity to help himself. It is precisely his ability or inability to help himself
that we typically cannot assess in advance. Moreover, since everyone is
responsive to the way he is treated, the hypothetical starving person’s
behavior will be influenced by the way we respond to him.

Similar dilemmas abound. A person is troubled, agitated, feels guilty,
cannot sleep, suspects others of evil deeds. How do we help Othello, con-
sumed with jealousy? Hamlet, tortured by the suspicion that his mother
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and uncle have murdered his father? Lady Macbeth, maddened by the
memory of her murderous deeds? We may pretend that these are scien-
tific questions about diagnosing and treating illness, but they are not.
They are quandaries intrinsic to living, with which people have strug-
gled since antiquity. The medical profession’s classic prescription for
coping with such predicaments, Primum non nocere (First, do no harm),
sounds better than it is. In fact, it fails to tell us precisely what we need to
know: What is harm and what is help?

However, two things about the challenge of helping the helpless are
clear. One is that, like beauty and ugliness, help and harm often lie in the
eyes of the beholder—in our case, in the often divergently directed eyes
of the benefactor and his beneficiary. The other is that harming people in
the name of helping them is one of mankind’s favorite pastimes.?

A DISPASSIONATE LOOK AT COMPASSION

In our fervor to medicalize morals, we have transformed every sin but
one into sickness. Anger, gluttony, lust, pride, sloth are all the symptoms
of mental diseases. Only lacking compassion is still a sin. Guided by the
light of the fake virtue of compassion, we have subverted the classical
liberal conception of man as moral agent, endowed with free will and re-
sponsible for his actions, and replaced it with the conception of man as
patient, the victim of mental illness.

However, compassion is a dangerous ally. Sir Matthew Hale (1609-
1676), Lord Chief Justice of England, counseled: “Be not be biassed with
compassion to the poor, or favour to the rich, in point of justice.”> Nothing
could be more politically incorrect today. Instead of expecting criminal
courts to dispense justice tempered by mercy, we expect them to sentence
defendants accused of crimes to treatment for their “abusive behavior.”
Instead of expecting civil courts to adjudicate the reciprocal rights and
duties of the litigants, we expect them to dispense “social justice,” redis-
tributing money from deep to shallow pockets. In short, being compas-
sionate is now synonymous with being virtuous.

Is Compassion (Necessarily) a Virtue?

A little self-scrutiny would quickly show us that compassion is not always
or necessarily a virtue. Among my earliest and most vivid memories
is the sight of amputees, blind men, and other cripples on the streets of
Budapest, holding out their hands in a gesture of begging, and my feeling
overcome with a sense of compassion for their misery. The intensity of
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this feeling gradually diminished, but neither the memory nor the feeling
has disappeared.

Receiving a small allowance from my father, supplemented by addi-
tional sums for good grades, I fell into the habit at an early age of placing
some coins, or even bills, into the outstretched hands of these misérables.
I realized all along that my generosity was not wholly altruistic, that I
was motivated by a vague sense of dread that a similar fate might befall
me, together with a superstitious hope that my offering might propitiate
a deity with mysterious powers over such matters, a being in whose exis-
tence I could not bring myself to believe, yet was still too insecure to dis-
believe. I doubt that my childhood experiences were unusual. If not, they
suggest that feeling compassion, like feeling fear or guilt, does not re-
quire much talent or sophistication.

Indeed, Greek and Roman philosophers distrusted compassion. In
their view, reason alone was the proper guide to conduct. They regarded
compassion as an affect, neither admirable nor contemptible. Aristotle
put it this way:

Now neither the virtues nor the vices are passions, because we are not called
good or bad on the ground of our passions. . . . For he who lives as passion
directs will not hear argument that dissuades him, nor understand it if he
does. . . . Passion seems to yield not to argument but to force.*

Because compassion is a type of passion, we ought to view it, as Han-
nah Arendt cautioned, with the same suspicion with which the Greeks
viewed it, rather than with the veneration Rousseau popularized. She
wrote:

[The philosophers of antiquity] took a position wholly at odds with the
great esteem for compassion of modern times . . . the ancients regarded
the most compassionate person as no more entitled to be called the best than
the most fearful. The Stoics saw compassion and envy in the same terms:
“For the man who is pained by another’s misfortune is also pained by an-
other’s prosperity.”®

The Roman goddess of justice is a blindfolded woman: Her virtue is
dispassion, not compassion.

Justifying Coercion by Compassion

The coercive altruist who justifies his behavior by compassion must
convince himself that he is acting for the benefit of the Other. How can
he be sure of that? Since he cannot, he must be able to turn a blind eye
to the suffering he causes. The best way to do this is to stop respecting
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the targeted beneficiary as a person and instead treat him as the mem-
ber of a particular group. He then ceases to be a moral agent and be-
comes the object of our benevolence. Classifying a person as a mental
patient is an especially treacherous enterprise, encouraging abstract
compassion toward him as a patient, and concrete indifference toward
him as a person. Hannah Arendt’s remarks about the Grand Inquisitor
are especially apposite. She wrote: “[The Grand Inquisitor] was at-
tracted toward les hommes faibles . . . because he had depersonalized
the sufferers, lumped them together into an aggregate—the people fou-
jours malheureux, the suffering masses, et cetera.”®

No contemporary professional helper has more compassion for peo-
ple as patients, and less for them as individuals, than the psychiatrist.
He pledges to help millions suffering from mental illness, and harms
the self-defined interest of virtually everyone whose life he touches as a
professional. Arendt’s remark about the political revolutionary fits the
psychiatric reformer: “Since the days of the French Revolution, it has
been the boundlessness of their sentiments that made revolutionaries
so curiously insensitive to reality in general and to the reality of per-
sons in particular.””

The revolutionist-reformist posture romanticized by Rousseau and re-
alized by Robespierre faithfully expresses the guiding principle of collec-
tivist benevolence toward mankind en masse, and hostility toward the
individual as moral agent. “The common enemy,” declared Rousseau, “is
the particular interest of the particular will of each man.”® It is no coinci-
dence that modern psychiatry traces its birth to the mythologized
“liberation” of the mental patient by Philippe Pinel during the French
Revolution.

A RETURN TO DISPASSION

Observation, reason, and science are useful only for clarifying relations
among particular valued ends and identifying the most effective means
for attaining them. They are powerless to resolve conflicts among com-
peting ends or values. For example, the person who claims he is Jesus
Christ is not, ipso facto, irrational. He may simply be trying to enhance
his self-esteem or gain admission to a mental hospital.

The Case against Compassion

The ethics of psychiatric therapy is the very negation of the ethics of
political liberty. The former embraces absolute power, provided it is used
to protect and promote the patient’s mental health. The latter rejects
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absolute power, regardless of its aim or use. By definition, the powers of
constitutional government are limited. Hence, there is no room, in such a
political framework, for psychiatric power over mental patients that, by
definition, is unlimited. A person not declared incompetent by a court of
law has the right to be left unmolested by psychiatrists. Whereas a per-
son declared incompetent—for example, a comatose patient—need not
be diagnosed as mentally ill to justify his physician’s treatment of him
without his consent.’ The whole history of psychiatry then, may be said
to come down to the history of the repudiation of limited therapeutic
powers. Ever since Pinel’s successful recasting of psychiatric imprison-
ment as liberation, every so-called psychiatric advance has consisted of a
shameless celebration of the psychiatrist’s unlimited power over his pa-
tient. Awarding a Nobel Prize in medicine to the inventor of lobotomy is
an example. In 1945, Portuguese neurosurgeon Egas Moniz (1874-1955)
received this honor “for his discovery of the therapeutic value of leuco-
tomy in certain psychoses.” At the Nobel Award ceremonies, famed
Swedish neurosurgeon Herbert Olivecrona hailed Moniz’s work with
these words: “Prefrontal leucotomy . . . must be considered one of the
most important discoveries ever made in psychiatric therapy, because
through its use a great number of suffering people and total invalids
have recovered and have been socially rehabilitated.”

The promise of curing sick people against their will—especially peo-
ple whose illnesses we do not understand or who may, in fact, not even be
ill—is fraught with perils we seem determined to deny. Despite the
ghastly mayhem wrought by psychiatrists in Nazi Germany and the So-
viet Union, we continue to venerate the coercive-compassionate psychia-
trist. Indeed, there is no popular interest in, or professional support for,
a psychiatry stripped of political power. On the contrary, improving the
Other by coercion in the name of mental health has become a characteris-
tic feature of our age.!!

Valuing and Disvaluing Persons

How do we know what a person values? One answer lies in the classic
rule that people value what they pay for, and pay for what they value.
The trouble with this formula is summed up by Oscar Wilde’s maxim:
“Cynics know the price of everything and the value of nothing.” Indeed,
the value of some of the most important things in life cannot be mea-
sured by the yardstick of payment. In the end, we infer a person’s values
from the way he lives. A man cares for and respects his parents, spouse,
and children, and we conclude that he values his family. Another cares
for and collects works of art, and we conclude that he values art.
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The worth we attach to a person, activity, or object may be positive or
negative, a value or a disvalue. We value the individuals and institutions
we cherish (our children or church), and disvalue the persons and hap-
penings we demonize and fear (drug pushers and disabling diseases).
When we value others, our response to them does not generate a social
problem. It is only when we disvalue them—when we deem their behav-
jor to be dangerous or deranged and view them as unwanted—that the
result is a social problem. I want to add here that the distinction between
a person and his behavior is contrived. Only angels are capable of the ex-
istential gymnastics of hating the sin but loving the sinner. Ordinary
mortals are more likely to practice the sin in private and hate the sinner
in public. Although separating sin from the sinner is beyond human ca-
pacity, separating virtue from the virtuous is not. The politics of envy so
popular today is, in effect, loving virtue and hating the virtuous.

Since I am concerned here with mental illness as a social problem—
not as a private experience of anguish or life problem—my focus is on the
mental patient as an unwanted Other. The question we must never lose
sight of is: Who is unwanted by whom and why? Actually, most people
are wanted by some, are unwanted by others, and are of utter indiffer-
ence to the vast majority of mankind. The terms wanted and unwanted
refer to a person’s relationship to others. Many ugly and untalented in-
dividuals are wanted, and many beautiful and talented persons are un-
wanted. I regret saying such trivialities and do so only to emphasize that
before we can effectively help an unwanted person, we must first ask,
Why is this person unwanted? Why do I want to help him? What do I
want to help him be or do?

In every society, certain persons are unwanted. Their identity varies
from time to time, and place to place. In some, the unwanted are female
babies; in others, old persons unable to care for themselves. In the United
States today, the most unwanted are drug abusers, chronic mental pa-
tients, and the homeless.’? Every politician and psychiatrist now pro-
claims his determination to help these persons, by enlisting the coercive
apparatus of the state in a therapeutic crusade against the sickness that
supposedly causes their being unwanted. What the politicians and psy-
chiatrists actually mean is that it is their duty to lead, and the taxpayers’
to fund, prohibitively expensive campaigns to save the victims, viewed as
defective objects, devoid of both rights and responsibilities.

I do not doubt that the desire to help is often genuine. The issue is not
the benefactor’s motive but his method, and the misfit between the treat-
ment and the disease it is supposed to cure. We can help victims of
famines or floods impersonally, by shipping them food or medicines. But
we cannot help people impersonally who are the victims of their own
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religious beliefs, lifestyles, or intentional misconduct. Although the
misfortunes of such persons may also manifest themselves in material
deprivations and personal suffering, the cause and character of their
problem is spiritual. Hence, we can help such “victims” only personally,
by establishing and maintaining a bond of intimacy with them. Obvi-
ously, this is impossible if the moral values of the benefactor and his ben-
eficiary oppose one another. Thus, although we can institutionalize
helping the victims of natural disasters, we cannot institutionalize help-
ing the “victims” of personal disasters.*

How, then, do we help chronic mental patients? For the reasons I set
forth, this question cannot be answered in the abstract. It is possible to
suggest, however, how to avoid harming them. C. S. Lewis put it this
way:

Of all the tyrannies a tyranny sincerely exercised for the good of its victims
may be the most oppressive. . . . To be “cured” against one’s will and cured
of states which we may not regard as disease is to be put on a level with
those who have not yet reached the age of reason or those who never will; to
be classed with infants, imbeciles, and domestic animals. . . . For if crime
and disease are to be regarded as the same thing, it follows that any state of
mind which our masters choose to call “disease” can be treated as a crime;
and compulsorily cured. . . . Even if the treatment is painful, even if it is
life-long, even if it is fatal, that will be only a regrettable accident; the inten-
tion was purely therapeutic.”

To help the unwanted Other, we must therefore first relinquish the
quest to classify, cure, and control him. Having done so, we can try to
help him the same way we would try to help any person we respect—
asking what he wants and, if his request is acceptable, helping him at-
tain his goal or accept some compromise. Would that help him or be
good for him? Who is to say? Moreover, in our secular world, where is
the individual or institution ready to meet Shakespeare’s requirement:
“’Tis is not enough to help the feeble up,/ But to support him after”?14
And how are we to respond to the person who is not feeble but only
pretends to be, to secure our support?

* This generalization requires a slight qualification. Alcoholics Anonymous and some
other self-help groups illustrate the possibility of organizing some types of personal
help. However, such groups are in perpetual danger of losing their integrity by yielding
to the temptation of accepting court-referred “clients” and government funds, a fate that
has already befallen AA.
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THE HUMAN CONDITION AND THE PROBLEM
OF DEPENDENCY

Although we are animals, we are radically different from other crea-
tures we call by that name. As children, we are extraordinarily depen-
dent, for an extraordinarily long period, on our parents or parent
surrogates. As adults, most of us possess an awesome capacity for sym-
bolic experience and expression. As a result, many of us do not simply
reproduce. Instead, we desire and dread having children and go to
great lengths to implement our desires. If we are unable to procreate,
we try desperately to undo the handicap. If we are able to reproduce
and have children, we often neglect them, give them away, even kill
them.’> Although it seems self-contradictory, the generalization that
children are both the most wanted and most unwanted human beings
is, I think, profoundly true.

In this book, I shall view the history of civilization as, inter alia, a
catalog of the various methods man has developed to dispose of un-
wanted persons and the pretexts with which he has justified doing so.
Infanticide, abandonment, oblation, consignment to the foundling
home, adoption, education, and mental hospitalization are some of the
methods and pretexts that have been used, or are used, to dispose of
unwanted children. The methods and pretexts used to dispose of un-
wanted adults are even more familiar—the poorhouse, the school, the
concentration camp, the mental hospital, the nursing home. In short, I
shall present the familiar subject of mental hospitalization from this
somewhat unfamiliar perspective. Ordinarily, this subject is addressed
as a medical problem, that is, as a problem of illness, treatment, and
mental health policy. I shall address it as a problem of adult depen-
dency and unwantedness, that is, as a problem of the political-economic
and power relations between producers and nonproducers, stigmatiz-
ers and stigmatized, intrinsic to modern society.

The nature (or existence) of mental diseases presents an impasse that,
for the moment, we ought to finesse. Although the question of the biolog-
ical basis of mental illness, if any, is important, we need not resolve it to
pursue our inquiry. That is, we need not decide whether mental patients
suffer from brain diseases; or if they do, whether such diseases account
for their unproductiveness and lawlessness. It is enough to acknowledge
that a clear recognition of both our conception of the mental patient and
his conception of himself are crucial for such an undertaking. Changes in
psychiatric and social perspectives on the masturbator and the homosex-
ual as mental patients illustrate the validity of this assertion.'
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Do we regard the mental patient as a moral agent or not? Does he treat
himself as a person responsible for supporting himself, or as a victim en-
titled to the support of others? Do we regard him, and does he regard
himself, as sick and hence responsible for seeking medical care and co-
operating with physicians? Or do we regard him, and does he regard
himself, as not sick, the victim of an intrusive-coercive medical-legal sys-
tem? Should we treat him, and does he want to be treated, as a responsi-
ble adult, or as an irresponsible child? Actually, such conceptions and
presumptions, rather than any medical findings, determine our psychi-
atric policies.

Few of us are free of disease. However, suffering the slings and arrows
of outrageous diseases—such as diabetes, epilepsy, or heart disease—
does not diminish our rights as citizens or our responsibilities as per-
sons. Perhaps the time will come when we shall base our psychiatric
policies on such a “medical model”; that is, when instead of mouthing
the cliché that mental illness is like any other illness, our mental health
policies will rest on the principle that adults have rights and responsibil-
ities that are unaffected, much less annulled, by psychiatric diagnoses.
In practice, that would mean treating the psychiatrically diagnosed per-
son as a moral agent who is expected to cope with his problems and obey
the law. If he asks for help, we offer to help him on terms agreeable to
both him and us. If he does not, we leave him alone. And if he breaks the
law, we treat him as we would want to be treated by a policeman who
stopped us for a traffic violation.

Psychiatry: Solution for the Problem of
Aduit Dependency

Although producers are ambivalent toward the nonproducers they must
support, the dependency of young children, aged persons, and those
temporarily disabled by genuine diseases is universally recognized as
legitimate. These dependencies are tolerable because they are tempo-
rary. Children become adults. Old people die. The sick (usually) recover
enough to cease being dependents or die. Last but not least, we tolerate
the dependency of our kin better than that of the stranger. We do not re-
gard our own children as parasites, but that is exactly how we tend to
regard the able-bodied stranger who lives off the welfare or psychiatric
system.

Although most mental patients appear to be able-bodied adults, we
pretend that they suffer from genuine diseases that are genuinely dis-
abling, and pledge ourselves to treat them as genuine dependents. It is
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important to understand how this view and policy arose.* Modernity
is the mother of twins. One twin is science, technology, and limited
government. The other is the able-bodied but unproductive adult and
the efforts of producers to control and support him. Initially, the mem-
bers of this new dependent class were categorized as indigents and
dealt with by means of poor laws and workhouses. Gradually, the effort
to cope with the problem of adult dependency merged with the new
pseudoscience of psychiatry and led to storing adult dependents in
mental hospitals. In short, I view our statist-institutional psychiatric
practices not as specialized medical technics for treating mental dis-
eases, but as socially approved procedures for disposing of unwanted
persons, similar to such past social practices as segregating paupers in
workhouses, incarcerating defaulting debtors in prisons, and exiling
epileptics to colonies.

* I develop this story more fully throughout this book.



PART ONE
STORING THE UNWANTED




THE INDIGENT

To remove a man who has committed no misdemeanour, from a
parish where he chooses to reside, is an evident violation of natural
liberty and justice.

—Adam Smith?

Poverty is a fact of life. “ You always have the poor with you,” the Bible
assures us.2 However, society’s criteria of poverty and its responses to
it change from time to time and place to place.

Throughout most of history, indigence was the near-normal condi-
tion of the majority of mankind. However, in subsistence economies
and feudal societies, with people bound to the soil and the clan, there
were no individuals in our present sense of that word. The homeostasis
of premodern communities thus precluded the possibility of poor per-
sons, as indigent individuals, becoming social problems.

A BRIEF HISTORY OF POOR RELIEF

In Jewish and Christian communities, helping the poor was a familial and
religious duty. The medieval establishments that provided for the poor,
called “hospitals” in England and Maisons Dieu (God’s houses) in France,
were attached to monasteries, were supported by public donations, and

15
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functioned as guesthouses for “free to all . . . poor travellers as well as
the sick, infirm, and aged.”? The root meaning of the word hospital is to
give shelter to a guest or traveler. In sixteenth-century England, there
were some 800 such “hospitals.”*

Until modern times, the population in virtually all societies consisted
of masses of indigents, a few rich families, and one opulent “house,” that
of a pharaoh, emperor, or king. The material advancement of large num-
bers of ordinary people and the development of a so-called middle class
are recent historical phenomena, originating in England, Scotland, and
the Low Countries with the Reformation, the industrial revolution,
and the free market. Widespread material advancement generated a
heightened awareness of poverty, the appearance on the social scene of
large numbers indigents, and an exploding vocabulary for naming them.
In a study of Elizabethan “low life,” Gamini Salgado describes “a vast
army of wandering parasites . . . a ragged and motley band whose
names in their own private tongue are as variously fascinating as their
tricks and trades—patriarchos, palliards and priggers of prancers,
autem-morts and walking-morts, fraters, Abraham men and rufflers
. . . thelistis all but endless.”>

The Invention and Interpretation of Indigence

Although state and church are still not formally divorced in England,
the two have long lived apart, their separation reflected, among other
things, by the transformation of poor relief from a religious to a secu-
lar enterprise. In the sixteenth century, as the English people set out
on the road to modernity, working became a virtue and idleness a sin,
indeed a crime. Parliament undertook to define and curb vagrancy.
The Act of 1531 defined a vagrant as “any man or woman being whole
and mighty in body and able to labour, having no land, master, nor us-
ing any lawful merchandise, craft, or mystery whereby he might get
his living.”¢ David Little emphasizes that during the reign of Elizabeth
there was a “widespread aversion . . . to "that loathsome monster
Idelness (the mother and breeder of Vacabounds) . . . that pestilent
Canker . . . which is the root of all mischief.””” The great English ju-
rist, Sir Edward Coke (1562-1634) demanded the suppression of “that
root evill, from whence all mischiefs proceed, and that is idleness.”® In
public, paupers were at all times required to wear the letter P on their
clothes.

Consistent with this outlook, the Elizabethans regarded the idle-
ness of an able-bodied person as a commission rather than omission
and were prepared to punish it with the utmost severity. The Act of
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1572 prescribed: “He [the sturdy beggar] was to be whipped and bored
through the gristle of the right ear, and if he continued his roguery he
was to suffer, in the last resort, death for felony.”® We have inverted
this outlook. According to the politically correct view, the idleness of
an able-bodied person is an omission rather than a commission, indi-
gence is a no-fault status of victimage, and the pauper is endowed with
a constitutional right not only to the franchise but to welfare benefits
and health care as well.

In 1597 and 1601, Parliament enacted the first English Poor Laws,
mandating each parish to maintain its indigents and initiating the use
of tax revenues to support them. From the start, the cost was consider-
able. In the seventeenth century, approximately 600,000 “cottagers and
paupers”—more than 10 percent of the population of England and
Wales—were dependent on the parish.!? Thenceforth, the history of poor
laws, like the history of mental health laws, is a tale of successive re-
forms, each seeking to correct the abuses of former practices, each in
turn generating fresh abuses. “It is a singular curse in the records of our
race,” remarked Edward Bulwer-Lytton, British novelist and Member of
Parliament, “that the destruction of one evil is often the generation of a
thousand others. The Poor-laws were intended to prevent mendicancy;
they have made mendicancy a legal profession.”!!

The drafters of the early poor laws were deeply conscious of both the
economic and moral significance of work. Their aim was to rehabilitate
the pauper by setting him to work. To this end, parishes began to erect
Bridewells, named after the London penitentiary near St. Bride’s Well,
to “receive[d] vagrants and beggars who could not be convicted of any
crime save that of wandering abroad and refusing to work.”'? In 1714,
an Act authorized the “detention, restraint, and maintenance” of lu-
natics in Bridewells as well.!* Gradually, Bridewells “degenerated into
mixed receptacles of misery where every class of pauper, vicious or un-
fortunate, young or old, sick, well, or lunatic, was dumped.”4

Contemporary observers quickly realized that the social processes
that liberated the person, transforming him from clan member into in-
dividual, were also responsible for defining him, if he was poor, as indi-
gent. Gertrude Himmelfarb described this metamorphosis thus:

Before the introduction of manufacturing . . . there had been no “poor.” It
was manufacturing that liberated an entire class of people from bondage to
the soil, and liberated them at the same time from territorial lords who had
assumed responsibility for them in times of drought or war. In that earlier
condition of servitude there had been no “poor,” only “slaves.” The poor
were thus a “new class,” a product of emancipation.'
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The insane were also a new class, a product of replacing a theologi-
cal with a medical perspective on dissent and deviance. Both indi-
gence and insanity are thus the products of modernity, specifically, of
individualism and of the new political relationship between the indi-
vidual and the state. “It is a great law of social development,” Arnold
Toynbee observed a century ago, “that the movement from slavery to
freedom is also a movement from security to insecurity of mainte-
nance. There is a close connection between the growth of freedom and
the growth of pauperism; it is scarcely too much to say that the latter is
the price we pay for the former.”¢ There is a similarly close connection
between the growth of freedom-as-reason and the growth of insanity-
as-unreason.!” The factors responsible for the individualization of
poverty as a personal trait were thus also responsible for its initial iden-
tification as a political problem, and its present perception as a medical
illness.

Poor Relief and the Perception of Poverty

When poor relief was a religious affair, producers supported nonpro-
ducers out of their sense of duty to God, rather than out of a sense of
duty to the poor themselves. So long as that was the case, the engine
of poor relief was driven more by the donors’ rectitude than by the re-
cipients’ need; and the donors, feeling ennobled by their charitable-
ness, were relatively unconcerned about the corrupting effect of the
dole on the paupers’ character.

As the focus of poor relief shifted from pleasing God to reclaiming the
pauper, from voluntary donation to compulsory taxation, peoples’ per-
spective on helping the indigent underwent a radical change. Helping
the poor by giving to charity salves a person’s conscience. Being taxed so
the state can support parasites vexes a person’s soul. This is the reason
secular programs of poor relief immediately excited the fear that main-
taining able-bodied poor persons on the dole would seduce them into
lives of parasitism. “You [the English] offered a premium for the encour-
agement of idleness,” observed Benjamin Franklin in 1766, “and you
should not now wonder that it has had its effect in the increase in
poverty.”18

Albeit Franklin’s remark had merit, as we now know only too well, it
was too simplistic, failing to distinguish between “real” and “perceived”
poverty. England was then the most rapidly developing and most power-
ful country in the world. Some observers were awestruck by the magnifi-
cent tusks of this mammoth, seeing England as a land of incredible
prosperity. Others were appalled by the beast’s ugly rear end, seeing
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England as a country full of destitute people.!® The two images fed off one
another. From the market point of view, “Pauperism is the product of
freedom.”?° From the Marxist point of view, it is a product of oppres-
sion.?! The point is that the market is responsible not for poverty per se,
but for poverty publicly identified and politically ratified. No student of
history or economics doubts that there was far more privation in old, feu-
dal societies than there is in modern, industrialized nations. However,
unlike the perceived and acknowledged poverty of capitalism, feudal
poverty was unperceived and unacknowledged.* With the advance of
the free market, prosperity diffused over ever wider portions of the popu-
lation, and the collective poverty of the peasant on the land was trans-
formed into the individualized poverty of the urban laborer. The im-
poverishment of the former was veiled, whereas that of the latter was
glaring. The conspicuous cost of maintaining the poor lifted his visibility
to a new plane. Once poor relief became a politically centralized enter-
prise funded by the government, its cost began to explode, from less than
2 million pounds in 1785, to more than 4 million in 1805, and to 8 million
by 1817.22 The rest is history.

STORING THE UNPRODUCTIVE

After millennia of unrelieved scarcity and slavery, the dream of prosper-
ity and liberty for many members of society first appears on the stage of
history as a grand Scottish-English-Protestant vision. It is a vision that
places exceptionally high value on effort and productivity, by persons as
well as property, exalting hard work and savings as the engines of pros-
perity, and debasing idleness and indigence as impediments to it. Thus,
the owners of land, factory, and machinery, in cooperation with the
workers whose labor turns raw materials into consumer goods, are per-
ceived as virtuous providers; whereas idle paupers, lacking both em-
ployment and property, are perceived as warped parasites.

The Market Economy and Its Outcasts

The existence in society of a large class of adult dependents, requiring
government-mandated relief, presents a irksome problem for society. If

* Poverty in the Soviet Union was similarly unacknowledged within the system, and of-
ten unperceived outside it. Even today, after the collapse of the Soviet empire, left-liberal
ideologues in academia systematically mask poverty in Marxist countries, and drama-
tize it in capitalist countries.



20 THE INDIGENT

the model citizen of a free-market society is a producer, the able-bodied
adult nonproducer is bound to be disdained as a deviant. Not surpris-
ingly, an obsession with work, both as economic necessity and emblem of
virtue, dominated debates on poor relief right through to the end of the
nineteenth century. Society’s economically motivated inclination to ex-
clude the idle pauper from the ranks of normal adults (citizens) was re-
inforced by the traditional exception of “infants, idiots, and the insane”
from the body politic. Since infants, idiots, and the insane could neither
support themselves nor enter into binding contracts, they were required
to be under the tutelage of competent adults. It was tempting to assimi-
late the idle pauper to this group. Himmelfarb writes:

In that contractual world [of the free market] the pauper had no part.
. . . Since the framework defined the boundaries of society, the pauper was,
by definition so to speak, an outcast—an outcast not so much by virtue of
his character, actions, or misfortunes, but by the mere fact of his depen-
dency, his reliance on relief rather than his own labor for his subsistence.
From being an outcast it was only a short step to being regarded a criminal.
Hence the workhouse, the visible confirmation of his status as an outcast
was also, in popular parlance, a prison, a “Bastille.”®

In a market economy, logic dictates juxtaposing industriousness
with idleness, the productive with the unproductive adult. In a thera-
peutic society, logic dictates juxtaposing mental health with mental ill-
ness, the self-caring with the self-neglecting person. Casting out the
unproductive (parasitic) person was thus intrinsic to eighteenth- and
nineteenth-century English society, just as casting out the unreason-
able (psychotic) person is intrinsic to contemporary society. The work-
house, Himmelfarb cogently observes, “was meant to be cruel—not in
terms of food or physical conditions, or arduous labor, but conceptu-
ally.”?* For the same reason, cruelty is intrinsic to the mental hospital
and accounts for the futility of mental health reforms.?

The Criminalization and Decriminalization of Poverty

English and Scottish scholars were the first and foremost supporters
both of the free market and political liberty, epitomized by Adam Smith
(1723-1790), and of the principles and practices of storing unwanted per-
sons, epitomized by Jeremy Bentham (1748-1832). When Bentham en-
tered on the stage of social reform, secular poor relief was an integral
part of the British social fabric. Bentham’s main contribution to the sub-
ject lay in his efforts to abolish outdoor relief, on the ground that it
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allowed able-bodied individuals to shirk their duty to support them-
selves. His motto was: “No relief but upon the terms of coming into the
house.”?¢ In 1834, when outdoor relief to the able-bodied poor was abol-
ished, the Poor Law Commissioners vindicated this measure as follows:

In no part of Europe except England has it been thought fit that the provision
of relief . . . should be applied to more than the relief of indigence, the state of
a person unable to labour, or unable to obtain, in return for his labour, the
means of subsistence. It has never been deemed expedient that the provision
should extend to the relief of poverty; that is, the state of one who, in order to
obtain mere subsistence, is forced to have recourse to labour.?”

Yet, after drawing a distinction between the poor (who did not merit
relief) and the indigent (who did), the Commissioners complained about
“the mischievous ambiguity of the word poor.”?® History does repeat it-
self. Today, psychiatrists draw a distinction between nondangerous
mental illness (that is not a ground for commitment) and dangerous
mental illness (that is), and complain about the ambiguity of the
term mental illness.

Denying liberty to recipients of poor relief was consistent with Ben-
tham'’s view that they were unruly children who needed to be controlled
by a paternalistic state. “The persons in question,” he wrote, “are a sort
of forward children—a set of persons not altogether sound in mind, not
altogether possessed of that moral sanity without which a man cannot in
justice to himself any more than to the community be intrusted with the
uncontrolled management of his own conduct and affairs.”? Note the
merging of the images of infancy, indigence, and insanity, yielding a con-
struct closely resembling our image of the homeless mental patient.
Seemingly unaware of Bentham and the history of controlling the poor,
psychiatrists now advance arguments very similar to Bentham’s in their
effort to defend restricting the liberty of the mental patient.

Producers are rarely happy about supporting dependents, even when
they are their own children or aged parents. When the dependents are
strangers, the producers’ resentment of them cannot be denied and must
be dealt with. That is why, formerly, people tried to distinguish between
the able-bodied and the disabled pauper, and now try to distinguish be-
tween mentally healthy homeless persons (able to work) and mentally ill
homeless persons (unable to work). The impulse for wanting to make the
distinction is understandable. However, unless we are willing to resort
to unacceptably brutal measures to compel nonproducers to work, it is
impossible to distinguish between persons who cannot and those who
do not want to work. “Nothing,” warned Tocqueville, “is so difficult to
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distinguish as the nuances which separate unmerited misfortune from
adversity produced by vice.”3

The Workhouse: The Emblem of Secular Poor Relief

Administering institutionalized poor relief required criteria for identi-
fying the persons who qualified for it. Initially, the list included only
orphans, women without husbands or kinfolk, the “decrepit aged” lack-
ing family support, and the sick. Although the dependency of these
persons was economically troubling, it was morally unproblematic. The
dependency of the able-bodied adult male was a very different matter.
The community’s moral expectation of him was that if he did not work,
he did not deserve to eat, and if he was supported by charity, he did not
deserve the blessings of liberty.*

While the text of the history of poor relief is assisting the indigent,
its subtext is the providers’ consuming concern that poor people might
yield to the temptation to take advantage of society’s largesse. Assis-
tance was thus deliberately organized to be disagreeable and demean-
ing. The workhouse, declared George Crabbe in a poem famous in its
day (1783), “is a prison with a milder name/ Which few inhabit without
dread or shame.”3! In a similar vein, George Nicholls wrote: “Let the
poor see and feel, that their parish, although it will not allow them to
perish through absolute want, is yet the hardest taskmaster, the closest
paymaster, and the most harsh and unkind friend they can apply to.”%2
The cruelty intrinsic to the workhouse system was excused by the need
to discourage idleness, much as the malice intrinsic to the mental hos-
pital system has been excused by the need to provide treatment.

Despite all efforts to reduce indigence, it grew, illustrating the bitter
truth of the maxim that what the government pays for, it gets more of.
Poor relief encouraged the relativization of poverty, defining it “as a
function of ‘felt wants’ rather than of basic needs.”* “The accommoda-
tion of an European prince,” wrote Adam Smith, “does not always so
much exceed that of an industrious and frugal peasant, as the accom-
modation of the latter exceeds that of many an African king, the abso-
lute master of the lives and liberties of ten thousand naked savages.”>*
In 1833, Alexis de Tocqueville visited England and arrived at the same
conclusion as Smith: “The countries appearing to be the most impover-
ished, are those which in reality account for the fewest indigents. In

* In those days, Englishmen would have considered the idea of giving the franchise to non-
producers as absurd as we would consider the idea of giving the franchise to noncitizens.
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Portugal, there are hardly any paupers, [whereas in England] one-sixth
of the inhabitants . . . live at the expense of public charity.”%

The upward relativization of poverty has advanced rapidly since
then. Today in the United States, the Census Bureau identifies more
than 30 million Americans as “poor,” and 1 in 10 qualifies to receive
food stamps.3¢ By the standards of our own recent past, not to mention
those of less developed countries, most of the poor people in the United
States are well off. According to a report in The Wall Street Journal, 40
percent of officially poor householders own their own homes:

The average home owned by a “poor” person is a three-bedroom house with

a garage and a porch or patio. . . . One million “poor” people own homes
valued at more than $80,000. . . . The average American poor person has
twice as much living space as the average Japanese citizen and four times as
much as the average Russian. . . . Most “poor” Americans today are better

housed, better fed, and own more personal property than average Ameri-
cans throughout most of the 20th century.”

These statistics cannot be attributed to the Journal’s conservative
leanings. In an essay on American affluence in Parade Magazine, finan-
cial writer Andrew Tobias writes: “Not every American has these
things [faxes, etc.], but even among our poor, 60 percent own automo-
biles. Compare that with Somalia or Russia or China or India or Africa
or Mexico. Or even Japan.”>® We have redefined the meaning of the
word poor. It no longer means destitute, in the sense in which Orwell
might have used this term a mere half century ago.? Instead, it denotes
anyone in the bottom 10 or 20 percent of the income scale. This rela-
tivization of poverty, as I noted earlier, explains why the richest coun-
tries have the greatest number of persons officially classified as poor,
that is, qualified to receive public assistance. The analogous relativiza-
tion of insanity explains why the technologically most advanced
countries have the greatest number of persons officially classified as
mentally ill, that is, qualified to receive services from the psychiatric
and Social Security systems.

Although contemporary observers were quick to note that the poor
laws were “pauperizing the poor,” once the state assumed the role
of dolemaster—and stripped the churches of access to the taxpayers’
money—the foundation for the welfare state was firmly set. By the
nineteenth century, reformers stopped trying to abolish the poor laws
and concentrated instead on developing methods to distinguish among
various types of impoverished persons, hoping to rationalize bestow-
ing benefits by matching them against need and merit. The result was
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that they had almost as many diagnostic categories for poverty as
we have for mental illness. Not so long ago, people thought they could
distinguish between the “beggar,” the “sturdy beggar,” the “in-
dustrious poor,” the “laboring poor,” the “pauper,” the “indigent,” and
the “impotent.” Their strategic fictions, whose aim was to regulate
poor relief, were no more or less ridiculous than are our strategic fic-
tions for regulating psychiatric relief, which include categories such
as “pathological gambling,” “pyromania,” “factitious disorder,” and
“insomnia.”#

In a society as deeply committed to the protection of individual lib-
erty as Victorian England, the incarceration of the poor as quasi crimi-
nals could not go unchallenged forever. For people who love liberty,
nothing can change the fact that a person detained against his will is a
prisoner, regardless of how his guards define his status or describe his
place of detention. A person may be deprived of liberty for good or bad
reasons, but deprived of liberty he is. This fact set the stage for the
demise of the workhouse.

The opening salvo in the battle to abolish imprisonment for indi-
gence was fired by Benjamin Disraeli in 1837, when he declared: “In
England, poverty is a crime.”#! That rebuke challenged the principle
behind the penalizing of poverty. Henceforth, the struggle on behalf of
the poor was fought not for more material relief, but for more political
power; it was exemplified by the Chartist movement, whose goal was
univei sal male suffrage. That effort failed. In the nineteenth century,
popui-r opinion was not yet ready to embrace the view that the depen-
dent poor, who do not contribute to the maintenance of society, should
be given the franchise. Englishmen on relief did not receive the vote un-
til 1918, when women were enfranchised as well.*

In retrospect, the poor laws clearly rested on an unresolved conflict
between personal freedom and freedom of property.t The person incar-
cerated in the workhouse had a right to the freedom of his person, and
the person whose taxes supported him had a right to his property.?
The identical conflict reappears in our mental health policies. The per-
son incarcerated in the mental hospital has a right to freedom, and the
person whose taxes support him has a right to property.

After the workhouse was unmasked as a de facto prison, it gradu-
ally fell into disrepute. However, it disappeared only in our century,

* ] am narrating these events without wishing to imply that I believe giving the franchise
to persons with no material stake in their society is a good thing.
* Another manifestation of this conflict was the debtor’s prison, discussed in Chapter 2.
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replaced in part by the state hospital, and in part by the social pro-
grams of the welfare state.

The Merging of Indigence and Insanity

In the eighteenth century, social practices aimed at controlling the indi-
gent and the insane developed in tandem, and both became intertwined
with policies aimed at controlling criminals. During the nineteenth cen-
tury in the United States, agencies providing relief for the poor, insane
asylums for the mentally ill, and prisons for the criminal converged into
a single, bureaucratic system, called Boards of Charity and Corrections,
whose main responsibility was “the direct administration of prisons, re-
formatories, mental hospitals, and other welfare institutions.”*3

The similarities between the nineteenth-century workhouse and the
modern mental hospital extend far beyond both being incarnations of to-
tal institutions.** Faced with contradictions between each institution’s
avowedly benevolent aims and manifestly social-control functions, re-
formers tried to placate the public and their own consciences by perform-
ing semantic surgery on the institutions’ names. In 1904, the Poor Law
Commissioners declared that “the name ‘workhouse’ should be done
away with and the term ‘state home’ or ‘state infirmary’ substituted.”*3
Insane asylums have similarly been renamed state hospitals, psycho-
pathic hospitals, psychiatric hospitals, psychiatric centers, community
mental health centers, and John Doe Centers (the name often commemo-
rating some former madhouse superintendent).

The arguments advanced for and against the workhouse and the mad-
house also resemble one another. Critics of the workhouse asked: Is
poverty a crime? Isn’t the workhouse “a prison with a milder name”?4
Its defenders replied: No, poverty is not a crime; it is a misfortune. Incar-
ceration in the workhouse is not imprisonment; it is a means of maintain-
ing those unable to care for themselves and helping them become
productive citizens. Today, critics of commitment ask: Is mental illness a
crime? Isn’t psychiatric incarceration simply a form of imprisonment?
Apologists for psychiatric power answer: No, mental illness is not a
crime; it is a disease. Incarceration in the mental hospital is not loss of
liberty; it is a means of restoring the patient to liberty, lost as a result
of insanity.+

There is, however, a dramatic difference between the workhouse and
the mental hospital, namely, the posture of the press toward each. In
1834, the London Times bluntly declared that the workhouse was a
prison: “Such a system amounts to a declaration that every pauper is
a criminal, and that, under the name of workhouses, prisons shall be
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erected throughout the land for their safe custody and punishment.”*®
Today, the American press enthusiastically embraces the canard that
involuntary mental hospitalization is bona fide medical treatment and
a blessing for the “patient.”

The Pauper: Criminal, Client, Patient

It was one thing for the disenfranchised pauper to acquire political
rights, formerly belonging only to members of the propertied classes;
acquiring their habits of industry, self-discipline, and delayed gratifica-
tion was quite another matter. Despite valiant efforts by the Victorians
to solve the problem of poverty, their remedies seemed only to increase
the number of poor persons and the “problem of poverty.” At the dawn
of the twentieth century, Charles Booth (1840-1916), a wealthy business-
man and prominent antipoverty warrior, claimed that one-third of the
people in London were “poor” and were his, and society’s, “clients.”#
The welfare state, based on the principle of providing state support not
only for the poor but for all “needy” persons, had arrived. Soon, its man-
date was extended to supplying a variety of social services, initially only
to those who could not purchase such services on the open market, and
subsequently to virtually the entire population.

An inevitable consequence of the principle of welfarism was that ac-
cess to a so-called basic level of decent subsistence, which could only
escalate with the passage of time, became perceived as a political right
or entitlement. The “last” of the Scriptures did not become the “first,”
but they did become “special.” In feudal times, the aristocracy, by
virtue of birth, was entitled to the services of the laboring poor. Today,
the roles are almost reversed: The indigent and the insane, by virtue of
material and mental insufficiencies, are entitled to a proportion of the
producers’ earnings.

In tandem with the metamorphosis of the pauper from disgrace-
ful quasi criminal into no-fault client possessing entitlements, a new
bureaucratic-professional class came into being, charged with the task
of mediating between providers and parasites. Called “social welfare
workers” or simply “social workers,” their ostensible mandate was to
help the poor obtain food and shelter and prepare them to enter the job
market. In reality, they became functionaries of the policymakers, stig-
matizing and controlling their clients while ceaselessly expanding
their client base. Society’s responses to poverty, unemployment, law-
lessness, and craziness have thus merged in a vast quasi-therapeutic
bureaucracy whose basic mandate is storing the unwanted.
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Belief in the obligatory force of contracts and respect for the given
word are going, if not in some spots actually gone, in the law of today.
—Roscoe Pound!

If insanity is due to brain disease, it is partly a medical matter. Al-
though insolvency might also be partly the result of disease, it is not
considered to be a medical matter. The history of the practice of impris-
onment for failing to respect financial obligation (debt) thus forms a
particularly instructive background against which to view our present
practice of imprisonment for failing to respect personal and social obli-
gation (mental illness).

Although lending, borrowing, and defaulting are universal phenom-
ena, imprisoning the defaulting debtor is a singular social response to
nonpayment of debt. The belief that the only proper response to a par-
ticular social problem is the policy prevailing in a person’s own society
is a mark of parochialism or stupidity. Although it is understandable
why people hold such ethnocentric views, there is nothing admirable
about doing so. Admittedly, social policies rest on, and reflect, the val-
ues of the community. Hence, so long as people are satisfied with their
customary moral priorities, they refuse to entertain other, possibly
more “rational,” policies as valid alternatives.

27
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CONTRACT: THE PILLAR OF ORDERED SOCIETY

The Framers of the Constitution never doubted that among the princi-
ples on which the United States was founded the sanctity of private
property and the inviolability of contracts ranked very high. Property
was the foundation for liberty, contract the bulwark against force and
fraud. It is “a source of especially keen distress to students of political
theory,” writes Clinton Rossiter in his Introduction to The Federalist Pa-
pers, “that they [the Framers] apparently found it unnecessary to make
more than a handful of explicit observations on private property as a
right of man . . .”? Alexander Hamilton did warn against the danger of
individual States showing favoritism to their citizens by enacting “Laws
in violation of private contracts . . .”> James Madison insisted that
“. . . laws impairing the obligation of contracts are contrary to the first
principles of the social compact and to every principle of sound legisla-
tion . . . [and] are prohibited by the spirit and scope of these funda-
mental charters.”* Finally, Article I, Section 10, of the Constitution
states: “No State shall . . . passany . . . Law Impairing the Obligation
of Contracts.” That this principle is now observed more in the breach
than in the observance is widely recognized. Roscoe Pound attributed
the phenomenon, I think rightly, to

“contractual dirigism” . . . and the humanitarian idea of rendering a ser-
vice to debtors or promisors by the state lifting or shifting burdens or
losses, and hence the burden of promises, so as to put them upon those bet-
ter able to bear them. The two are closely related. When contracts are made
for the people by the service state, they do not feel any strong moral duty to
perform them. If the state makes the contract, let the state perform it or com-
pensate the disappointed promisee.”

The Creditor: Benefactor or Malefactor?

The practice of lending and borrowing—persons, animals, objects,
money—must be as old as civilization itself. Owning what another
lacks and covets, and hence what he has an incentive to borrow or steal,
provokes sentiments in both lender and borrower whose roots extend
into the deepest recesses of our nature. Jeremy Bentham astutely lo-
cated the source of the debtor’s resentment against his creditor in the
child’s intemperance and incompetence. In his classic, Defense of Usury,
he wrote:

The business of a money-lender . . . has no where nor at any time been a
popular one. Those who have the resolution to sacrifice the present to the
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future, are natural objects of envy to those who have sacrificed the future
to the present. The children who have eat their cake are the natural enemies
of the children who have theirs. While the money is hoped for, and for
a short time after it has been received, he who lends it is a friend and bene-
factor: by the time the money is spent, and the evil hour of reckoning is
come, the benefactor is found to have changed his nature, and to have put on
the tyrant and the oppressor. It is oppression for a man to reclaim his own
money; it is none to keep it from him.*

When two persons exchange goods or services, the transaction is
rarely simultaneous. Usually, one party delivers his part of the bargain
first, and the other reciprocates after a certain delay, which may run
from a few seconds to many years. The potentiality for nonreciprocity
is inherent in this lapse of time. In addition, the relationship between
creditor and debtor is often informal and the borrower may not be re-
quired to repay his debt in time, or in full, or perhaps at all. For exam-
ple, a man may give his friend food, clothing, or money, and expect
to be repaid only if and when the borrower is able to do so. This sort of
arrangement tends to be based on bonds of mutual affection and obli-
gation between the parties, such as prevail in families and among
friends, and typically remains a private affair.

Outside the family, lending and borrowing tends to be more formal,
based on a legally binding contract. Still, patterns of lending, borrowing,
repaying, and penalizing the defaulting debtor are very diverse, each cul-
ture representing its values through this mechanism. In ancient Rome,
for example, imprisoning a criminal was not a recognized legal sanction,
but enslaving him was. The delinquent debtor, called addictus,* was sen-
tenced to be his creditor’s slave.”

THE BIBLE, THE CLAN, AND THE CRIME OF USURY

In Exodus, God prohibits the Israelites from charging interest to their
coreligionists.® In Leviticus, the injunction is repeated: “And if your
brother becomes poor . . . you shall maintain him. . . . Take no in-
terest from him, but fear your God.”® Finally, there is the momentous
Deuteronomic directive from God to his Chosen People:

* The prefix ad means “in the direction of ”; and dictus means to speak solemnly, as does
a judge when he pronounces a sentence. The etymological root of our present concept of
addiction, as when we speak of a person being addicted (enslaved) to a drug or to gam-
bling, lies in that ancient practice.
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At the end of every seven years . . . every creditor shall release what he
has lent to his neighbor; . . . Of a foreigner you may exact it; but whatever
of yours is with your brother your hand shall release. . . . You shall not
lend upon interest to your brother. . . . To a foreigner you may lend upon
interest."

The rationale of these rules—to strengthen the bonds of solidarity
among members of the clan and weaken them with outsiders—was ap-
propriate for regulating relations among people living in a tribal, agricul-
tural society. By the same token, such rules are unsuitable for regulating
relations among strangers engaged in trade. People unrelated by bonds of
kinship do not treat each other as brothers.*

The transition from Judaism to Christianity marks a major advance in
social consciousness, from tribal exclusivism to universal brotherhood
(at least in principle). The New Testament rules transform lending into
giving, credit into charity: “It is well with the man who deals generously
and lends. . . . He who is kind to the Lord lends to the poor, and he will
repay him for his deed.”"! In an often-quoted passage, Jesus exhorts his
disciples to follow what might be called the fundamental rule of an-
tibanking: “But love your enemies, and do good, and lend hoping for
nothing in return; and your reward will be great, and you will be sons of
the Most High.”!2 Here, the destitute displace the Jews as God'’s favorite
children, and almsgiving is raised to the level of religious worship. The
goodness of God, not the borrower’s exertion, repays the lender. The con-
trast between the Old and New Testament precepts concerning credit
are the sources of the two stereotypical images of the creditor—the Jew,
as greedy exploiter of the helpless pauper, and the Christian, as God-
fearing benefactor selflessly aiding the needy.!* The Jewish, Deutero-
nomic standard became a source of anti-Semitism, and the Christian,
antibanking standard, a source of hypocrisy.

Neither the Jewish rule, imposing different obligations on creditors
and debtors depending on whether they are or are not members of the
Tribe, nor the Christian rule, requiring lenders to be self-sacrificing al-
truists, meets the requirements of trade between strangers. The growth
of commerce during the Middle Ages led to the abandonment of both
sets of Biblical rules and gave birth to modern banking. Contrary to
common belief, moneylending was never primarily a Jewish occupa-
tion. Christian bankers in Italy and the Low Countries—especially in

* 1 disregard here the unbrotherly relations between Cain and Abel.
* All three major Western religions lay down strict rules about lending and borrowing,
regulating or prohibiting charging interest (“usury”).
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Siena, Florence, Venice, and Amsterdam—Ilaid the foundations for mer-
cantilism and capitalism.

After the Reformation, the influence of the Deuteronomic law on
Western morals disappeared altogether. This happened not because the
great Reformers were devout free-marketeers, but because, turning
the tables on the Church, they attacked the papacy as a usurious ex-
ploiter of the poor. “Luther stands forth,” wrote Benjamin Nelson, “as
the spokesman of the German nation against the ‘usurious’ extortions
of the Roman Church and ecclesiastical foundations. All Germany, he
charges, is being exhausted by usury.” Luther’s anticapitalist agita-
tion was simultaneously an attack on the Church’s secular power and a
summons to reembrace a primitive proto-Christianity, leading some
Lutherans “to declare not only interest taking, but even private prop-
erty, to be incompatible with brotherly love.”!> As a result, Luther’s
greatest influence was not on economics, but on politics. In economic
affairs, Calvin proved to be the prophet.

Calvin, Capitalism, and Contract

Like every person engaged in the business of molding public opinion,
John Calvin was a rhetorician. And as he was a priest, he claimed that the
will of God ratified his pronouncements. His unique talent lay in endow-
ing with religious legitimacy hard work and frugality that generated
prosperity and wealth.

The Church held that poverty is blessed. Calvin declared that pros-
perity is even more blessed: “Riches in themselves and by their na-
ture are not at all to be condemned; and it is even a great blasphemy
against God to disapprove of riches, implying that a man who pos-
sesses them is thereby wholly corrupted. For where do riches come
from, if not from God?”16

The Church insisted that lending money at interest is a sin. Calvin
rejected this proposition and deployed a tactic that makes him appear
very modern. He proposed banishing the word usury: “Only those exac-
tions are condemned as unjust in which the creditor, losing sight
of equity, burdens and oppresses his debtor. . . . I wish the name
[usury] itself were banished from the world.””

Calvin’s attack on the traditional interpretation of the Deuteronomic
passage marks a turning point in the history of Western thought. Since
Calvin was not about to spurn the Old Testament, he offered an inspired
reinterpretation of the Jewish rule on usury, arguing that lending money
at interest could not be an unqualified evil because God permits no
evil, and He permitted Jews to engage in this practice when dealing with
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Gentiles. Furthermore, the Deuteronomic commandment applied to Jews
only, and was not binding on Christians: “God had laid the Jews alone and
not foreign nations under the obligation of the law against usury.”!®* This
ingenious tactic enabled Calvin to sanction business and trade as posi-
tively godly vocations: “For the life of the godly is aptly compared to busi-
ness, since they ought to deal with one another in order to maintain their
fellowship.”!? Veritably, Calvin is the patron saint of contract, commerce,
and capitalism. “Adversity,” he declared, “is a sign of God’s absence,
prosperity of his presence.”?

In two grand leaps, (Protestant) Christianity transcended the Jewish
tribal ethic and established interpersonal reciprocity as a moral ideal,
respect for private property as an economic ideal, and the faithful execu-
tion of contracts as a legal ideal. The first leap, executed by Jesus and his
disciples, consisted of proclaiming the brotherhood of all men (persons) in
God. The second, executed by Calvin and his disciples, consisted of exalt-
ing reciprocity in human relations, especially economic relations. Calvin as-
tutely reinterpreted charging and paying interest as two sides of the
same coin, “since otherwise a just reciprocity would not have been pre-
served, without which one party must needs be injured.”?!

The immense success of Calvin’s teachings about usury is reflected
by the fact that “Calvinist pastors were under pressure to toe this line.
In 1564-65, Bartholomew Gernhard of St. Andrews, Rudolstadt, was
forced out of office for refusing communion to men who had loaned
money at interest; and in 1587 at Ratisbon five preachers were expelled
for insisting on preaching against usury.”?

Probably because even before the Reformation, the English and the
Scots were successful seafaring and trading people who had embraced
the values of private property and individual liberty, Calvinism proved
to be especially influential in Britain. In 1545, the English parliament
formally approved lending at interest.”? “Englishmen’s fundamental
rights,” declared William Penn (1621-1670), “included right and title to
your own lives, liberties, and estates: in this every man is a sort of little
Sovereign to himself.”?* Note that Penn characterized the rights to life,
liberty, and property as the rights not of mankind in the abstract, but as
those of Englishmen.

These remarks linking Calvin to contract must not be interpreted as
implying that he supported a right to self-ownership. As a devout Chris-
tian, Calvin believed that God owns man and viewed market relations

* Calvin might have noted that the divine commandment requiring male circumcision
also applied only to Jews.
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simply as His design of the proper social order.?> Nor was Calvin a sup-
porter of the open society. Just the contrary. My remarks are intended
only to emphasize that modern capitalism required respect for property;
respect for property begot respect for persons as proprietors; and re-
spect for proprietors generated respect for the satisfaction of contract, a
story to which I now turn.?

THE DEBTOR’S PRISON AND THE SANCTITY
OF CONTRACT

Imprisoning the defaulting debtor, first mentioned in English Common
Law in 1285, became a frequent practice in the sixteenth century, when
the English people began their rapid ascent up the ladder of economic
and political development. Soon, the debtor’s prison appeared to be an
indispensable social institution, and remained so until the second half
of the nineteenth century. Calvin’s profound influence on English
thought regarding credit and the obligations of the debtor is dramati-
cally illustrated by Jeremy Bentham’s classic, Defense of Usury. In that
work, he declared:

Among the various species or modifications of liberty, of which on different
occasions we have heard so much in England, I do not recollect ever seeing
any thing yet offered in behalf of the liberty of making one’s own terms in
money-bargains . . . this meek and unassuming species of liberty has been
suffering much injustice. In a word, the proposition I have been accustomed
to lay down to myself on this subject is the following one, viz. that no man of
ripe years and of sound mind, acting freely, and with his eyes open, ought
to be hindered, with a view to his advantage, from making such bargain, in
the way of obtaining money, as he thinks fit: nor, (what is a necessary conse-
quence) any body hindered from supplying him, upon any terms he thinks
proper to accede to.”

In 1787, when Bentham offered this argument, England was already
the world’s leading industrial and commercial power, and the system of
debtor’s prisons was an indispensable feature of the English social
landscape.

Imprisonment for Debt

Imprisonment for debt has a long and colorful history, richly docu-
mented in belles lettres as well as in legal literature. Sir William
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Holdsworth summarized the basic premise underlying the practice as
follows:

If it is advantageous to commerce that the standard of commercial morality
should be high, and that credit should be given, it is necessary to bring home
to such persons, in the only way in which they will feel it, the consequences
of their conduct. It is true that the imprisonment of a debtor, who is unable
or unwilling to pay his debt, will not necessarily give the creditor his
money; but it will tend to stop such abuses of confidence.?®

The promise to discharge commercial obligations was taken so seri-
ously that the principle could also be enforced against a “delinquent”
worker, that is, one who did not show up for work as pledged: “In the
middle of eighteenth century, Statutes were passed giving justices
power to jail workmen who absented themselves from work in breach
of contract to the great disappointment and loss of the persons with
whom they so contract.””?

It did not matter why the debtor was insolvent. Failure to repay debt
as due made the delinquent borrower appear to be like a thief or able-
bodied beggar, a predator or parasite living off the labor of others. So
secure was the place of debtor’s prisons in eighteenth-century English
society that no Englishman could imagine life without them, just as no
American today can imagine life without mental hospitals. The
“abuses” of debtor’s prisons, like those of mental hospitals, came with
the territory.

Everyone realized that once an impecunious debtor was imprisoned,
he could no longer earn any money and he and his family sank ever
deeper into destitution. However, imprisoning the delinquent debtor was
not merely a utilitarian act, it was also a ceremonial and symbolic perfor-
mance. The sanction combined the contract-violator’s punishment for his
wrongdoing and society’s ritual observance of the sanctity of contracts.
Involuntarily hospitalizing the mental patient serves the same dual pur-
pose. Nearly everyone realizes that psychiatric coercion does not cure the
mental patient and aggravates his conflicts with his relatives, but it pun-
ishes the patient (by means of so-called treatments) and discourages peo-
ple from taking advantage of the largesse of the state (free room and
board in return for being “psychotic”).

Certain peculiarities of English customs and laws gave the practice of
imprisoning debtors a unique piquancy. English legal tradition placed a
mythic importance on landed property. Only a debtor’s liquid assets
could be confiscated; freehold land and certain other nonmonetary as-
sets were protected from the creditor’s reach. This practice was a relic of
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feudalism, in which the integrity of family estates was protected from
the profligacy of their owners, who were regarded as temporary occu-
pants of a privileged position rather than as individual proprietors.
Prior to 1830, the delinquent debtor was sometimes richer than his cred-
itor. The creditor had the power to deprive him of liberty, but not of land.
When people valued the sanctity of contract more highly than individ-
ual liberty, they viewed such an arrangement as rational and desirable.

Criticisms of the “Abuse” of Debtor’s Prisons

The seemingly antiquated criticisms of debtor’s prisons and the mod-
ern criticisms of mental hospitals are amazingly similar. In each case,
the critics supported the institution in principle, and objected only to
certain practices they considered to be “abuses.”

Reformers of debtor’s prisons believed that the delinquent debtor is
justly deprived of liberty. They deplored only the suffering of the im-
poverished inmates and the frequency of imprisonment for debt. A typ-
ical eighteenth-century critic referred respectfully to “that necessary
part of the Law, call’d Imprisonment for Debt, [which ought to] be exe-
cuted with Humanity and with Equity,” and protested only against the
“Cruelty and Inhumanity of Jaylors and Prison-keepers.”3’ Another
critic acknowledged:

Therefore if we will support Trade, we must encourage Petty Credit; and if
you will support Petty Credit, you must not take away the Security to the
Creditor; the Security of the Tradesman’s trusting his Neighbour is the Power
he has by Law to enforce his Payment, and of arresting and imprisoning the
Debtor if he fails or refuses. . . . If you take away this Right, you take away
the Credit; for no Man will sell his Goods upon a Faith which the Debtor is
not obligated to keep.™!

As late as the nineteenth century, a reformer pleaded that “the
benevolent principles of genuine Christianity . . . [must inspire peo-
ple] to persevere in relieving those Debtors, who may be found worthy,
distressed, and friendless.”3?

Although it is unlikely that such lamentations helped the victims,
they no doubt made the reformers feel much better. Moreover, impris-
onment for debt had become so common that the very number of de-
tained debtors offered reformers a limitless opportunity to ventilate
their sympathies on behalf of these victims.

As one might expect, the system of imprisoning debtors worked dif-
ferently for the poor and the rich. The propertyless delinquent was
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dispatched to a dungeon where he languished in misery and often
soon perished. Samuel Johnson estimated that each year a quarter of
all imprisoned debtors died, “overborne with sorrow, consumed by
famine, or putrefied by filth.”33 In contrast, the propertied delinquent
could “voluntarily” enter a posh private residence, called “sponging
house,”* and live comfortably under a kind of house arrest while nego-
tiating for a settlement with his creditor. Indeed, he could make use of
an even more shameful legal fiction: He could reside, unguarded and
unsupervised, in a house or apartment located within certain areas—
for example, in the Southwark district of London—and be “legally
considered [to be] in prison.”?* This injustice moved the anonymous
critic cited earlier to propose that rich and poor debtors be regarded as
two distinct classes: “When I argue against the Knavery of the Debtor,
in making himself a voluntary Prisoner, on purpose to defraud and de-
lude his Creditors, it naturally follows that the prisons should be
purged from all such voluntary, fraudulent People.”?

The fact that some persons were confined in debtor’s prisons
“yoluntarily” may surprise people.! However, the debtor who made
such a decision was neither mad nor masochistic. He simply chose
what he regarded as the least of three evils. Paying for his keep in a
sponging house and thus pressuring his creditor to settle was prefer-
able to paying him in full or going to a common debtor’s prison.

The Demise of Debtor’s Prisons

In 1758, Samuel Johnson—who had himself been imprisoned for debt—
wrote:

The end of all civil regulations is to secure private happiness from private
malignity; to keep individuals from the power of one another; but this end is
apparently neglected, when a man, irritated with loss, is allowed to be the
judge of his own cause, and to assign the punishment of his own pain; when

* According to the Oxford English Dictionary (OED), the term sponging house was first
used in 1700. A debtor entered a sponging house nominally voluntarily, but actually un-
der duress by creditors, just as most patients enter a mental hospital ostensibly voluntar-
ily, but actually under duress from relatives, employers, or judicial authorities.

*Many people who read Ken Kesey’s novel, One Flew over the Cuckoo’s Nest, or saw the
film, were similarly surprised that the mental hospital in which the protagonist was con-
fined against his will also housed patients who chose to be there voluntarily. The reason
for this is that, in each case, the actor’s motives disturb his audience. In the eighteenth
century, some people preferred to lose their liberty rather than their property; today,
some people prefer to lose their liberty rather than their pretensions.
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the distinction between guilt and unhappiness, between casualty and de-
sign, is intrusted to eyes blind with interest, to understanding depraved by
resentment. . . . It is vain to continue an institution, which experience
shows to be ineffectual.®

The only justification for depriving a debtor of liberty, Johnson
maintained, was to discover his hidden assets and compel him to dis-
gorge them: “If such property can be discovered, let it be given to the
creditor; if the charge is not offered, or cannot be proved, let the pris-
oner be dismissed.”%

Almost a century had to elapse for these views to become acceptable.
In 1832, echoing Johnson, the Commissioners of the British Common
Law Procedure declared that “the system [of imprisoning debtors] was
too harsh towards the person and too relaxed towards the property of
the debtor.”3® In the same year, the creditor was granted the right to at-
tach the debtor’s banknotes, stocks, bonds, and other negotiable instru-
ments. In 1854, he was granted the right to garnish his wages as well.*
Gradually, the aim of the laws regulating lending ceased to be the cere-
monial chastisement of the delinquent debtor, and instead became the
satisfaction of the creditor’s just demands balanced by the protection of
the debtor’s right to liberty. The eighth edition (1859) of the Encyclopaedia
Britannica gave the following account of this transformation:

A revolution has been almost noiselessly made in this department by the re-
adjustment of the laws of debtor and creditor. Formerly the creditor was de-
nied access by form of law to the debtor’s estate, and he took vengeance on his
person; hence the industrious man might be kept idle, separate from the
means of supporting his family, or even paying his creditor; and on the other
hand the man of fortune might live in jail, spending his money, and defying
his creditors to touch his estate. The procedure for realizing and appropriat-
ing the property of the debtor has now, however, been rendered more com-
plete and effective. At the same time, the honest and fair debtor can obtain a
speedy discharge under one of the bankruptcy or insolvency statutes. It hence
arises that those who are now long detained in prison for debt are in some
measure criminals as well as debtors, having been guilty of fraud or culpable
recklessness.®

After the 1850s, laws authorizing the imprisonment of debtors grad-
ually atrophied and were replaced by procedures for bankruptcy.*

* The OED states that in 1700 the term bankruptcy was synonymous with “willful fraud”;
and that, in 1776, Adam Smith observed that “bankruptcies are most frequent in the
most hazardous trades.”
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The Debtor’s Prison in America

The American experience with the practice of imprisoning debtors dif-
fered considerably from that of the English. The two principal reasons
for the difference were that many Americans had come to the New World
to escape imprisonment for debt and that Colonial America was an agri-
cultural rather than a commercial society. There were debtor’s prisons in
the Colonies, however, and some famous Americans had been impris-
oned in them. Robert Morris, who helped to finance the Revolution and
signed the Declaration of Independence, spent three years in a Philadel-
phia jail for “incurring debts of about $12 million.” James Wilson,
an early justice of the Supreme Court, fled from Pennsylvania to North
Carolina to avoid imprisonment for debt.*!

In the United States, opposition to debtor’s prisons rested from the
start on the principled rejection of the right of a private person to de-
prive another of liberty.* In 1823, Thomas Hertell challenged the legiti-
macy of the practice with the following incisive statement: “I will not
deny the right of government to punish, by imprisonment or other rea-
sonable means, a fraudulent debtor, because he is a criminal, and ought
to be punished; but it is the fraud and not the debt, which constitutes his
crime.”#2 The policy Hertell proposed was similar to the policy I have
advocated for managing mental patients.! He wrote: “I would have
fraudulent debtors punished; but it should, as in other criminal cases,
be done agreeably to the constitutional law of the state . . . for the law
of imprisonment for debt, levelling all the boundary marks of inno-
cence and guilt, involves the fraudulent and the honest debtor in one
common fate.”3

Much of what Hertell said about debtor’s prisons applies to mental
hospitals: “The law authorizing imprisonment for debt was passed; it
became an engine of oppression, to prevent which, another law became
necessary; this produced fraud and perjury, which other laws were en-
acted to punish, but did not prevent those crimes.”* Similarly, once
commitment laws are enacted, they become an engine of oppression;
other laws are then enacted to prevent this from happening, such as
laws guaranteeing the patient’s right to treatment, to refuse treatment,
to a lawyer, to a hearing, and so on; and the more laws, the less protec-
tion for the patient, and the more power for his oppressors.

* This principled rejection of depriving insolvent debtors of liberty was, of course, incon-
sistent with the principled acceptance of Negro slavery, a contradiction that was over-
come by viewing black slaves as nonpersons.

*Such persons should be restrained/punished only if they are guilty of a criminal of-
fense, in which case they should be punished for their crimes, by the criminal law.
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ECONOMICS VERSUS IDEOLOGY: BANKRUPTCY
AS COMPROMISE

In a society committed to the protection of private property and the
sanctity of contracts, the defaulting debtor could not be allowed to es-
cape his obligation. If a borrower failed to repay his debt, he was merci-
lessly punished. Contrariwise, in a Communist society, committed to
viewing the production of goods as a means of strengthening the state,
no (industrial or commercial) debtor could be found in default. If he
failed to repay his loan, it would mean he needed another. Because
creditor and debtor alike were agents of the state, admission of impru-
dence, impropriety, or incompetence by either party would have re-
flected negatively on the state and was thus ruled out of court.
Eventually, both systems had to compromise. Capitalism accepted and
accommodated to the reality of the hopelessly, sometimes innocently, in-
solvent debtor. Communism accepted and accommodated to the reality of
the irresponsible, economically unmotivated, bureaucrat as both lender
and borrower. The charade of Communist commerce, accurately diag-
nosed at the very moment of its birth by Mises, was finally unmasked
after the disintegration of the Soviet empire. In 1989, the Polish govern-
ment proposed an economic package that was labeled “revolutionary”—
because it decreed that companies “must be allowed to go bankrupt.”#

The Abuse of Bankruptcy: Caveat Creditor

In capitalist and socialist countries alike, economic necessity and politi-
cal ideology continue to influence the regulations governing the rela-
tions between unsatisfied creditors and insolvent debtors. For example,
in the 1980s, the French government revised the bankruptcy laws “to en-
able the authorities to seize an insolvent company in the name of pre-
serving jobs.”46

In the United States, Florida law allows “debtors [to] shield from cred-
itors up to 160 acres of land in rural areas and half an acre inside city lim-
its—no matter how much it’s worth . . . and keep all wages, annuities,
partnership profits, pension plans, and property jointly owned with a
spouse.”4” Bankruptcy is now an American growth industry, students in
business school and law school flocking to specialize in the subject.*®

During the past decades, the American people, aided and abetted
by courts and the press, have steadily retreated from contract, caveat
emptor, and personal responsibility, and advanced toward blaming all
manner of personal failures and suffering on agents with deep pockets,
regardless of the latter’s responsibility for the accuser’s grievance.
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Transferring responsibility for business failure from the user of credit
to the provider of it is merely one facet of this pervasive trend.* Invert-
ing the principle that justified imprisoning the delinquent debtor,
courts now recognize the concept of “lender liability,” that is, the cred-
itor’s duty to extend loans to clients with failing businesses to enable
them to keep their enterprise afloat. Lawyers representing debtors
attribute the phenomenon to the “recession in the energy, farming,
and real-estate industries,” and claim that “lenders moved too aggres-
sively to call in loans from those troubled companies.”>® Bankers
contend that “hapless borrowers are looking to pin the blame for
their failure on institutions with deep pockets.” During the decade of
the 1980s, borrowers have won at least $1 billion in so-called lender-
liability suits.>! Caveat creditor.

IMPRISONMENT FOR DEBT AND MENTAL ILLNESS

The practices of imprisoning delinquent debtors and involuntarily hos-
pitalizing dangerous mental patients resemble one another in two im-
portant ways: Each practice affected/affects virtually every aspect of
daily life;52 and the victim of each was/is deprived of liberty by means
of a civil procedure.

The Civil Law as Quasi-Criminal Sanction

Unlike Roman and Continental laws, English and American laws are
exceedingly protective of individual liberty. In our system, only a suc-
cessful criminal action—that is, an action brought against an individual
by the state—carries with it the penalty of loss of liberty. The normal
penalty for a successful civil action—that is, an action brought against a
person by a private plaintiff—is a fine.

How could a civil law procedure be used to imprison debtors? How
can such a procedure now be used to incarcerate mental patients? The
answer in each case is, by legal legerdemain, supported by professional
and popular opinion. The confinement of the debtor was rationalized
on the ground that he was neither imprisoned nor punished; he held the
keys to his cell door; to regain his liberty, all he had to do was repay his
debt. Similarly, the confinement of the mental patient is rationalized on
the ground that he is neither imprisoned nor punished; he is holding
the ticket for his trip to both health and freedom; to regain his liberty,
all he has to do is accept treatment and recover from his treatable
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illness. This legally sanitized despotism, which is coeval with psychi-
atry, has become immensely popular in the United States since World
War I1. Consider the striking parallels between the past use of the civil
law against debtors and its present use against mental patients.

The debtor:

* Was accused by his creditor—a person with close and important
economic ties to him—of defaulting on his financial obligation
to him.

* Was brought into court by his creditor.

* Was imprisoned by his creditor—because that is what the creditor
demanded (he had the option to extend the loan or forgive it).

* Was freed only when he satisfied his creditor.
* Ergo, the debtor forfeited his liberty to his creditor.

The mental patient:

* Is (typically) accused by a parent or spouse—a person with close
and important emotional and economic ties to him—of defaulting
on his personal obligation to him (being mentally ill).

* Is brought to the mental hospital (or some intermediate place of de-
tention) by his relative (or an agent of the state he has summoned).

¢ Is involuntarily hospitalized—because that is what his relative
wants (the concerned kin has the option of taking the patient into
his home or leaving him to his own devices).

¢ Ergo, the mental patient forfeits his liberty to his kin (or to a psy-
chiatrist who is his kin’s agent).*

The parallels between imprisonment for debt and mental hospital-
ization extend to the conceptual and legal controversies about the legal
status of debtor’s prisons and mental hospitals. In the eighteenth cen-
tury, jurists pondered whether a debtor in a sponging house was im-
prisoned, and decided that he was not. Today, jurists ponder whether
a voluntary patient in a mental hospital is imprisoned, and decide that
he is not. Jurists thus supported, and continue to support, the legal fic-
tion that the subject—albeit he acts under duress of potential “literal”

* The parallel now ends here. Historically, the mental patient was usually confined in-
definitely, unless a relative requested his release and took him back into his home.
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imprisonment—is nevertheless a free agent.* The wisdom of our lan-
guage tells a different story. The OED offers “Locked up in a sponging
house” as a typical example of the use of this term in 1838. The term
“locked up” also fits the situation of the voluntary patient in a mental
hospital.

It remains for me to mention an important difference between impris-
onment for debt and mental hospitalization, namely, the role of the state
in the proceeding. With respect to the debtor, the role of the state was
limited to enforcing the laws. Prosecutors did not petition to have
debtors imprisoned. With respect to the mental patient, the role of the
state goes far beyond enforcing laws. Prosecutors and judges regularly
instigate and initiate commitment proceedings, especially if the patient
is indigent and deemed to be dangerous to himself or others. At the
same time, the state plays, or pretends to play, the role of umpire as well,
courts being entrusted with the duty of protecting the citizen from
abuses of the mental health laws. This dual role of the state makes the
practice of civil commitment especially corrupt, farcical, and tragic.t

* The legal fiction of the freedom of the voluntarily hospitalized mental patient stands in
ironic contrast to the legal fiction of the unfreedom—attributed to his irresistible im-
pulse (i.e., insanity)-—of the perpetrator of a premeditated crime to which he wants to
plead guilty (e.g., John W. Hinckley, Jr.).

*I continue and conclude my analysis of the parallels between imprisoning debtors and
committing mental patients in the Epilogue.



THE EPILEPTIC

The criminal classes contain a considerable portion of epileptics and
other persons of instable, emotional temperament, subject to nervous
explosions that burst out at intervals and relieve the system . . .
in all cases it [epilepsy] is a frightful and hereditary disfigurement
of humanity.

—Sir Francis Galton!

In 1938, when I came to the United States, there were 13 epileptic
colonies in the country, housing tens of thousands of inmates. Yet, nei-
ther the 15th edition (1987) of the Encyclopaedia Britannica nor current
textbooks of medicine, neurology, or psychiatry even mention epileptic
colonies.? Save for some historians of medicine, hardly anyone today
has heard of an epileptic colony. And who remembers that, as recently
as the 1950s, the U.S. Immigration and Nationality Act stipulated that
“Aliens afflicted with . . . epilepsy . . . shall be excludable from ad-
mission into the United States”?3

A BRIEF HISTORY OF EPILEPSY

Because of its dramatic symptoms—loss of consciousness, convul-
sions, tongue-biting, and other accidental injuries—epilepsy is one of

43
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the oldest recognized diseases. It is a relatively common ailment, af-
fecting 1 to 2 percent of the population.

Like many diseases, epilepsy may be mild, requiring no treatment or
easily controlled with medication, severe and difficult to control, or even
fatal. Although Hippocrates attributed the disease to natural causes,
that view proved to be premature. For millennia, people preferred to be-
lieve that seizures were caused by deities or demons and regarded the
disease as either sacred or accursed.

From Possession by Demons to Possession by Madness

The demonic origin of epilepsy, accepted by the Gospel writers, meant
that its cause was possession, and hence its proper treatment was exor-
cism by holy men skilled in the practice of casting out devils. Jesus reg-
ularly engaged in this practice:

And when they came to the crowd, a man came up to him and kneeling be-
fore him said, “Lord, have mercy on my son, for he is an epileptic and he
suffers terribly; for often he falls into the fire, and often into the water. And
I brought him to your disciples, and they could not heal him.” And Jesus
answered, “O faithless and perverse generation. . . . Bring him here to
me.” And Jesus rebuked him, and the demons came out of him, and the boy
was cured instantly.*

When the religious explanation of epilepsy was replaced by the med-
ical explanation of it, the belief that the disease is due to possession was
replaced by the belief that it is due to madness. But madness was not so
easily cast out. Indeed, the first tangible result of the medicalization of
epilepsy was that suffering from the disease became a major social
handicap. Only after World War II did physicians change their attitude
toward the epileptic, from demeaning him as a defective dependent, to
respecting him as an individual with the same rights and responsibili-
ties as anyone else. To be sure, not all experts on epilepsy agree with
this thumbnail sketch. For example, William G. Lennox, a professor of
neurology at Harvard and a world-renowned authority on epilepsy, de-
clared: “The emancipation of the epileptic by physicians began some
three hundred years ago and has proceeded with increasing success.”®

The Physician and Epilepsy

Modern medicine begins in the nineteenth century, with the study of the
structure and function of the human body, in health and disease. In
practice, this meant the study of normal and pathological anatomy and
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physiology, the clinical examination of sick patients, and the post-
mortem study of cadavers. Examination of the brains of persons dying
from nervous diseases, carried out mainly by British and French pathol-
ogists, demonstrated certain connections between abnormal brain struc-
tures and functions (brain diseases) and abnormal behaviors (some of
which were considered “diseases of the nervous systems,” others,
“nervous diseases”). Convulsions or so-called grand mal seizures were
among the earliest maladies identified as the manifestations of neurolog-
ical malfunction.

The first physicians to observe patients suffering from epilepsy were
general practitioners who knew their subjects as persons, not as speci-
mens. They concluded that, in the main, epileptics were not seriously
disabled. Sir John Russell Reynolds, the most prominent nineteenth-
century English physician writing on epilepsy, stated: “Epilepsy does
not necessarily involve any mental change . . . considerable intellec-
tual impairment exists in some cases; but that is the exception, not the
rule . . . ulterior mental changes are rare.”® When the psychiatrist
looked at the epileptic, he saw a very different phenomenon.

The medical stigmatization and persecution of the epileptic may be
dated from 1873, when Sir Henry Maudsley, the acknowledged founder
of British psychiatry, renamed epilepsy “epileptic neurosis” and cast
the epileptic in the role of a Frankensteinian monster. He wrote:

[Elpileptic neurosis may exist for a considerable period in an undeveloped
or masked form, showing itself not by convulsions, but by periodic attacks of
mania, or by manifestations of extreme moral perversion. . . . The epilep-
tic neurosis is certainly most closely allied to the insane neurosis. . . . A
character which the insane neurosis has in common with the epileptic neu-
rosis is that it is apt to burst out into a convulsive explosion of violence.”

Maudsley maintained that insane persons are biologically disposed
to engage in destructive behavior, for which they are not morally or le-
gally responsible; and that they must, therefore, be permanently incar-
cerated under the watchful eye of the psychiatrist.® His approach to
epilepsy, based on commingling it with insanity, reflected this bias:
“The two diseases most closely related in this way [that is, being hered-
itary], are insanity and epilepsy; the descendant of an epileptic parent
being almost if not quite as likely to become insane as to become epilep-
tic, and one or other of the descendants of an insane parent not infre-
quently suffering from epilepsy.”®

Maudsley had not a shred of evidence to support the claim that
epilepsy and insanity are closely related diseases. But he had the power
of his authority—unmatched and uncontested at that time, not only in
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the English-speaking world but in all advanced countries—and he used
it to incriminate the epileptic, along with the insane, as a crazed killer:

I shall now, then, proceed to point out what I conceive to be the most impor-
tant conditions which are precedent of an outbreak of insane homicidal im-
pulse. These are the insane neurosis and the epileptic neurosis in both of which
the tendency is to convulsive action. . . . It is a remarkable and instructive
fact that the convulsive energy of the homicidal impulse is sometimes pre-
ceded by a strange morbid sensation, beginning in some part of the body
and mounting to the brain, very like that which, when preceding an attack
of epilepsy, is known in medicine as the aura epileptica. 10

This melange of metaphors is typical of Maudsley’s rhetoric in the
service of maligning the madman as a menace. Note the treacherous
use of the oxymoron, “convulsive action.” Properly speaking, we call
the involuntary movement of a muscle a reflex, convulsion, or seizure.
Whereas action is the name we attach to the deliberate, voluntary
movement of a person. This is why we do not hold people morally or le-
gally accountable for reflex movements, but do hold them accountable
for actions. I shall not belabor the obvious, namely, that the evidence for
Maudsley’s assertions is purely analogical or rhetorical. In fact, Maud-
sley’s epileptic killer was a creature who, by definition, could not com-
mit a murder. He was merely an innocent bystander who happened to
inhabit a body filled with “the convulsive energy of the homicidal im-
pulse.” In the scriptural view, the epileptic is possessed by demons. In
Maudsley’s view, he is possessed by “homicidal impulses.” This was
not medical progress, replacing superstition with science. It was medi-
cal propaganda, replacing clerical with clinical superstition.*

By the end of the nineteenth century, the view that epileptics are
potential criminals—specifically, that they are afflicted with an ir-
resistible urge to commit violent acts—became psychiatric dogma.
Hungry for the spooky and the sensational, journalists and the public
eagerly embraced this view, which still lingers in the back of the
popular mind. The Italian psychiatrist, Cesare Lombroso (1836-1909)
became world famous largely on the grounds of popularizing this
nonsense.!!

The Treatment of Epilepsy

At the end of the nineteenth century, physicians did not yet understand
that the proximate cause of an epileptic seizure was an abnormally

* From the patient’s point of view, Maudsley’s treatment of epilepsy by lifelong impris-
onment rather than exorcism was hardly an improvement.
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heightened excitability of the cerebral cortex. However, they knew from
experience that sedatives, such as opium, were useful for controlling
convulsions. In 1835, potassium bromide was discovered and was soon
employed in the treatment of insomnia. About 20 years later, Sir
Charles Locock learned of a person who, after medicating himself with
bromides, complained that the drug virtually eliminated his sexual de-
sire. Like every knowledgeable person at that time, Locock believed
that masturbation caused epilepsy and reasoned that potassium bro-
mide was an “anaphrodisiac” that might be an effective treatment for
the disease. He tried it on 14 patients and had good results in 13.'> The
drug treatment of epilepsy had arrived.

For the next half-century, bromide was the standard treatment for
epilepsy. Its use, however, left much to be desired, as adequate suppres-
sion of seizures often required doses large enough to cause sedation,
interfering with normal existence. The next advance in the treatment
of epilepsy occurred in 1903, with the discovery of barbiturates. The
long-acting barbiturate, phenobarbital, proved to be especially helpful,
enabling many epileptics to take enough of the drug to reduce the fre-
quency of seizures without making them too sleepy in the bargain.
Phenobarbital remained the drug of choice for treating seizure disor-
ders until 1938, when it was displaced by Dilantin, the firstina class of
drugs with specifically anticonvulsant properties. Today, several anti-
convulsant drugs are available for treating seizure disorders.

COLONIZING THE EPILEPTIC

In 1872, an new type of institution was established at Bielefeld, in Ger-
many. Resembling the large public mental institutions popular at the
time, the Bielefeld facility was devoted to housing and caring for epilep-
tics. It soon attracted the attention of American psychiatrists, who began
to agitate for the construction of similar institutions in the United
States. Their efforts were successful. In the 1890s, legislatures in the
more populous states appropriated funds for the construction of so-
called epileptic colonies.

A Brief History of American Epileptic Colonies

Prior to the end of the nineteenth century, most epileptics lived like
other people, with their families and relatives. Insane epileptics were
confined in madhouses, like other insane persons. By the time the cen-
tury ended, epileptics were slaves, and psychiatrists masters, in state fa-
cilities popularly known as “epileptic colonies.” The institutions were so
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called because they were run largely by the inmates themselves, who re-
ceived little or no pay. In those bygone days, such an arrangement was
considered to be generous. Most of the inmates were poor, unemployed,
or unemployable. They received room and board and medical care,
gratis. Like grateful children, the least they could do was help their
“parents.”

The first American institution for epileptics, initially called the
“Asylum for Epileptics and Epileptic Insane,” was established at Gal-
lipolis, Ohio, in 1891. Before the first inmate was admitted in 1893, the
institution’s name was changed to the “Ohio Hospital for Epilep-
tics.”13 Thus began the American experience with storing epileptics,
allegedly because they had epilepsy, ostensibly in order to treat them.

I want to remark here briefly on the history of a famous epileptic
colony in upstate New York. Established at Sonyea, in Livingston County,
this institution’s name was also changed before it opened its doors in
1894, from Sonyea Colony to Craig Colony, in honor of Oscar Craig of
Rochester, then the president of the State Board of Charities.!* Two years
later, the facility was renamed the Craig Colony for Epileptics. After
1920, renamed once more the Craig Colony, it became one of the largest
and best known epileptic colonies in the United States, housing about
1,600 inmates in 1928. In 1951, the facility became the Craig Colony and
Hospital; in 1966, the Craig Colony School and Hospital; in 1968, the
Craig State School; and in 1969, the Craig Developmental Center. This
series of euphemisms reflect society’s changing fashions for concealing
the stigmatization and storage of epileptics, mental patients, and re-
tarded persons.

Packaged as “therapeutic communities,” the advocates of epileptic
colonies directed their sales pitch to the families of epileptics, offering
them a legitimate, indeed laudable, means of getting rid of their un-
wanted relatives. The doctors promised that the inmates would receive
better treatment in the institutions than they could receive at home.
Since the colonies were state facilities, the inmates were housed and fed
at taxpayers’ expense. Institutionalizing the epileptic thus relieved
nonepileptics not only of their obligation to care for their afflicted de-
pendents, but also of their feelings of guilt for rejecting them.

Of course, the colonists were conscious of their self-interests. They
knew that with every increase in the number of persons housed in their
institutions, their power and profit would increase as well. Even before
the first epileptic colony in the United States opened its doors, the New
York State Lunacy Commissioners declared: “There can be no question
as to the desirability of the State making special provisions for epileptics
of the dependent and semidependent class, apart from the insane.”'> A century
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earlier, physicians had gained control over lunatics. It was time to go
after the nonlunatics. Epileptics were the perfect targets. “The entire
question [of how best to care for epileptics] can be solved,” declared the
clinicians bent on colonial conquest, “by the creation of colonies, the ad-
mission to which is not to be regulated by the mental condition of the
patient.”16 If the mental condition of the patient was irrelevant to the
business at hand, why was their care delegated to specialists in mental
diseases? No respectable physician or jurist asked that question, then
or later.

During the 1940s, partly as a result of the development of Dilantin, the
policy of segregating epileptics began to lose its appeal. By 1950, only
one epileptic colony remained, the Indiana Village for Epileptics. In
1955, it became the New Castle State Hospital.’” Most of the buildings
formerly used to store epileptics were renamed and used for storing re-
tarded persons.

The Medico-Legal Rationalization for Epileptic Colonies

In the 1890s, epilepsy was considered to be a type of insanity. Neverthe-
less, epileptic colonies were not intended to be special types of insane
asylums. The main reason for this was that the colonizers were eager to
expand their clientele to include sane epileptics.

William Pryor Letchworth, a celebrated colonist, explained the legal
procedure for storing sane epileptics as follows: “Sane epileptics are
committed [in Ohio] by the probate judge . . . upon the application of
parents, guardians, or friends.”® Because the persons committed were
considered to be sane, physicians were not associated with these com-
mitment proceedings. Nevertheless, the committed subject was placed
under the custodial care of medical professionals. Because mental pa-
tients are now incarcerated for many of the same reasons formerly used
to incarcerate epileptics, Letchworth’s justifications for his policies are
timely and worth pondering: “Special institutions or colonies, besides
benefiting the unfortunate sufferers, may be made to serve the economy
of the State. . . . In colonizing epileptics, society is relieved in some
measure of a dangerous element and the public safety promoted.”"

Professional articles published during the early decades of this cen-
tury reveal that the incarceration of epileptics had, in fact, nothing to
do with their illness. Diagnosis and treatment were mere pretexts.
Epileptics were institutionalized because they were poor, unwanted, or
both. The colonizers guaranteed the success of their enterprise with the
surefire formula of heads-I-win, tails-you-lose. Insane epileptics needed
to be confined in colonies because epilepsy was best treated there. Sane
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epileptics needed to be so confined because epilepsy was untreatable
and hence the patients’ best interests required their lifelong protection
from the demands of normal society. “A cure of epilepsy,” remarked a
Scottish physician in 1906, “is not to be expected in more than about 10
per cent of those affected with this disease.” This did not prevent him
from proffering this remarkable reasoning for storing sane epileptics in
colonies: “The purpose of the present contribution is to expose the un-
fortunate position of the sane epileptic, to advocate the advantages of
the colony system in dealing with individuals of this class, and to indi-
cate the need for further extension of this system.”?® Some colonizers
candidly acknowledged that their goal was to remove unwanted per-
sons from the community:

The National government has provided for the Mute, the Negro, and the
Indian—then, why not for this branch of population [epileptics], increasing as
rapidly as they, and becoming yearly more inimical to national prosperity? A
reservation set apart, affording facilities for agricultural pursuits as well as
all the varied industries of a town, would provide an outlet for the surplus
population.?!

Despite the experts’ self-contradictory rationalizations, members of
the legal profession and the public eagerly embraced their claims as
valid therapeutic prescriptions. At the 1903 annual meeting of the Na-
tional Conference of Charities and Correction, William E. Sprattling,
M.D., medical superintendent of the Craig Colony for Epileptics at
Sonyea, declared:

Epileptics cannot be cared for successfully, or even with partial success, in any
other way than under the colony plan. . . . [The colonies] provide home
life . . . , vocations ranging from . . . weeding the cabbage patch to the mak-
ing of brick, . . . amusements and recreation . . . the highest treatment for
the disease, . . . [and] segregating epileptics in colonies has a too often for-
gotten value in that it keeps them from reproducing.?

Alexander Johnson, the chairman of the Conference’s official Com-
mittee, went further, pleading for the medical segregation of all “the
degenerates who either physically, or morally, are so far below the nor-
mal that their presence in society is hurtful to the fellow citizens, or
that their unhindered natural increase is a menace to the well being of
the State.”2* Here is a partial list of the persons Johnson classified as
“degenerates,” fit for permanent involuntary storage:

The chronic insane, the epileptic, the paralytic, the imbecile and idiotic of
various grades, the moral imbecile, the sexual pervert, the kleptomaniac;
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many, if not most, of the chronic inebriates; many of the prostitutes, tramps,
and minor criminals; many habitual paupers, especially the ignorant and ir-
responsible mothers of illegitimate children . . . many of the shiftless poor
ever on the verge of pauperism; some of the blind, some deaf-mutes, some
consumptives.

EPILEPSY AND EUGENICS

By the end of the nineteenth century, the practice of medicine was
solidly based on the principles of pathological anatomy and pathophys-
iology. Many serious illnesses—tuberculosis, syphilis, and the conta-
gious diseases of childhood—were understood as being caused by
infections with microbial agents. Others, such as feeblemindedness
and dementia praecox (later renamed schizophrenia), were believed to
be due to heredity. The nature and causes of many other diseases, in-
cluding epilepsy, remained shrouded in mystery. Meanwhile, the con-
dition was closely linked to idiocy (feeblemindedness) and insanity, all
three of which were attributed to heredity.

Eugenics: Theory, Ideology, Politics

Sir Francis Galton (1822-1911), the father of the eugenics movement,
was confident that he knew what caused epilepsy. In 1883, he wrote:

The criminal classes contain a considerable portion of epileptics and other
persons of instable, emotional temperament, subject to nervous explosions
that burst out at intervals and relieve the system . . . . The highest form of
emotional instability is often associated with epilepsy; in all cases it is a
frightful and hereditary disfigurement of humanity.®

Though not trained as a physician, Galton was a highly educated
“person. He must have known that epilepsy is often the result of head
injury and, in those cases at least, it is not hereditary. However, Galton
was more interested in controlling epileptics, especially preventing
them from reproducing, than in understanding epilepsy. His snobbish
lucubrations about “race improvement” supported the movement to
forcibly sterilize persons categorized as epileptic or feebleminded. He
declared:

I do not see why any insolence of caste should prevent the gifted class, when
they had the power, from treating their compatriots with all kindness, so long
as they maintained celibacy. But if these continued to procreate children, infe-
rior in moral, intellectual and physical qualities, it is easy to believe the time
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may come when such persons would be considered as enemies to the State,
and to have forfeited all claims to kindness.**

Here Galton, who was Charles Darwin’s cousin, departed from the
evolutionist belief that the individuals and groups that most success-
fully procreate are biologically the most fit. To check the reproductive
superiority of the “unfit,” Galton proposed replacing “Natural Selec-
tion by other processes that are more merciful and not less effective.
This is precisely the aim of Eugenics. Its first object is to check the
birth-rate of the Unfit.”?” Galton was not alone. Long before the Na-
tional Socialists in Germany adopted his Weltanschauung, prominent
English and American scientists embraced it as their version of psychi-
atric humanism. Declared Elmer E. Southard (1876-1920), director of
the Boston Psychopathic Hospital, professor at the Harvard Medical
School, and the most revered psychiatrist of his time:

[Psychiatry] has neglected feeble-mindedness . . . . The interest of us all
must primarily be a humanitarian interest . . . it becomes a question with
us, what to do with these waste materials . . . [ am told that we make car

wheels from the refuse of cheese factories and that all the great firms are
putting research men to work on the disposal of their by-products. Let us,
then, look upon the feeble-minded as in some sense by-products of society.”

Sterilizing the (Female) Epileptic

The title of an early twentieth-century medical journal, The Journal of
Psycho-Asthenics: Devoted to the Care, Training and Treatment of the Feeble-
Minded and the Epileptic, illustrates the doctors’ dogmatic bracketing of
seizure disorders with severe mental retardation. A typical article—
devoted to “Surgical Sterilization as a Eugenic Measure,” by Bleecker van
Wagenen, Chairman of the Eugenics Section of the American Breeders’
Association—advocated the sterilization of “the Feeble-minded . . . the
Pauper class . . . the Criminaloids . . . Epileptics . . . [and] the In-
sane.”?? The author described one of his “cases” as that of “a high grade,
feeble-minded, epileptic girl, twenty-three years of age. The operation
(salpingectomy) was performed . . . to overcome if possible excessive
masturbation, to which they [her parents] attributed the epileptic

* I should note that, once again, the issue is not science but politics. My remarks here are
intended to be a critique of state-sponsored coercions legitimized by eugenic claims and
should not be construed as a criticism of eugenics as scientific inquiry or as a voluntary
practice by private persons. Individuals who know they suffer from a genetically transmit-
ted disease often abstain from procreating. That is eugenics uncontaminated by politics.
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seizures which began when she was seven . . . So far as can be ascer-
tained, the bad habit is no longer practiced.”

It would be a mistake to dismiss this report as a quaint relic of a
bygone era. The modern reader knows, because the new science of sexol-
ogy tells him, that masturbation is not a bad habit but a good method of
sex therapy.*! But the story of the sterilization of epileptics did not end
there. In 1938, as the greatest experiment in eugenic sterilization in hu-
man history was gathering steam in Germany, G. B. Arnold, a physician
at the State Colony in Virginia, delivered an address at the annual meet-
ing of the American Association on Mental Deficiency, in which he en-
thusiastically endorsed the involuntary sterilization of epileptics. “The
Virginia sterilization law,” he explained, “well protects the patient’s in-
terests . . . provid[ing] that no person legally participating in the exe-
cution of the provisions of the law shall be liable therefore either civilly
or criminally.”3 Twenty-two percent of Arnold’s patients were diag-
nosed as epileptics, the rest as feebleminded. But the diagnoses were
mere pretexts. The patients’ most important common characteristic was
poverty: “The majority of our patients . . . came from families of the
definitely low class—and by low class’ we mean families whose heads
are barely eking out an existence.” In addition to being poor, most of
the female patients displayed what Arnold calls “sex delinquencies
... . Of these women, 404 [out of a total of 607] had been guilty of sex-
ual immorality prior to admission.”** Feminist historians have yet to
discover epilepsy, eugenics, and female sterilization as chapters in the
persecution of “immoral” women by “moral” male physicians.*

EPILEPSY, SCHIZOPHRENIA, AND SHOCK TREATMENT

As we saw, no sooner did psychiatrists begin to take an interest in
epilepsy than they detected remarkable connections between having con-
~ vulsions and being crazy. Although these alleged connections bore no re-
lation to reality, that fact did not diminish the psychiatrists’ influence on
legislators, as the history of epileptic colonies and the sterilization of
epileptics illustrates. It was enough that the psychiatrists were useful. It
was not necessary that they also be right. In psychiatry (as in religion),
the maxim “Seeing is believing” works better when it is inverted. When
you are very powerful or very powerless, believing is seeing.

* During the early decades of this century, unmarried women engaging in sexual activity,
including masturbation, were defined as being guilty of “sexual immorality”; whereas
male physicians performing surgical operations on women—without the patients’ consent
and aimed at unsexing them—were defined as paragons of ethical professionalism.
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In the 1930s, the psychiatrists’ perception of the relationship between
convulsions and craziness reversed course. Instead of seeing epilepsy
and insanity as fraternal twins, psychiatrists suddenly saw the two con-
ditions as mutually antagonistic. The person who fabricated this false-
hood, and devised the prototype of the diabolical “shock treatment”
based on it, was the Hungarian psychiatrist Ladislaus von Meduna. De-
spite all the evidence to the contrary, most historians of psychiatry ac-
cept Meduna’s rationalizations and repeat the mendacious legend of his
“discovery” as if it were legitimate scientific history. For example, in
their best-selling History of Psychiatry, Franz Alexander and Sheldon Se-
lesnick write:

In the late 1920’s Ladislaus Joseph von Meduna (1896-1964) . . . observed
that the glial tissue [in the brain] had thickened in epileptic patients. When
he compared their brains with those of deceased schizophrenic patients he
noted that the latter showed a deficiency of glial structure. On the basis of
these findings . . . Meduna became convinced that schizophrenia and
epilepsy were incompatible diseases and that a convulsive agent adminis-
tered to schizophrenics would therefore cure them.*

Actually, Meduna invented the inverse relationship between the inci-
dence of epilepsy and the incidence of schizophrenia to justify his use of
metrazol. Moreover, like Meduna, Alexander and Selesnick are also
guilty of conscious misrepresentation: They fail to mention that in his
classic text on schizophrenia, Bleuler still claimed that there is a direct,
rather than an inverse, relationship between schizophrenia and epilepsy.
He wrote: “Many of our patients were first sent to us with the diagnosis
of epilepsy, and were so labeled in the clinics.”3* Neither Meduna nor
Alexander could possibly have been unfamiliar with Bleuler’s classic text,
the veritable bible on schizophrenia.

latrogenic Epilepsy as Psychiatric Treatment

The American Psychiatric Association’s centennial celebratory volume,
One Hundred Years of Psychiatry (1944), summarizes the official psychi-
atric version of the story of the origin of shock treatment as follows:
“Somewhat as the treatment of general paralysis with tryparsamide
paralleled malaria therapy . . . so was the treatment of schizophrenia
by means of insulin shock paralleled by the use for the same purpose of
pentamethylenetetrazol (metrazol), as a convulsive agent.”%”

The comparison is absurd. When the malaria treatment of paresis
was introduced, neurosyphilis, unlike schizophrenia, was a clearly
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defined disease, known to be due to infection with the trepona pal-
lidum. As I see this period in psychiatric history, what happened was
that, after the 1920s, schizophrenia gradually displaced paresis as the
core “clinical entity” of psychiatry. There was a treatment for paresis,
but not for schizophrenia. Naturally, psychiatrists wanted to be able to
treat “it.” But they had not the foggiest notion what this alleged dis-
ease was, much less what to do about it. At this point, coincidental ad-
vances in medicine once again determined the course of psychiatric
quack-therapeutics.

In 1922, insulin was discovered and diabetes became a treatable dis-
ease. The early preparations of insulin were crude and made it especially
difficult to regulate the diabetic’s blood sugar level. Patients often re-
ceived too little or too much insulin. The consequence of receiving too
little insulin is hyperglycemia (too much glucose in the blood); if severe
and protracted, this condition leads to diabetic coma and death. The
consequence of receiving too much insulin is hypoglycemia (too little
glucose in the blood). If mild, hypoglycemia causes light-headedness; if
moderately severe, loss of consciousness and involuntary, epilepticlike
movements, a condition called “insulin shock”; and if severe and pro-
tracted, brain damage and death.

Diabetes is a common disease. Many patients in mental hospitals
had diabetes. Treated with insulin, some developed episodes of hypo-
glycemia, after which they appeared to be “better.” Presto, a cure for
schizophrenia. The psychiatrist who claimed to have made this dis-
covery was Manfred Sakel, the place was Vienna, the year was 1933,
and the name of the cure was “insulin shock treatment.” The era of
“modern somatic treatment in psychiatry” had arrived.

The trouble was that psychiatrists had no objective criteria or tests
for diagnosing schizophrenia. One could never really be sure that a
particular patient had the (alleged) disease or whether a particular
treatment for it was effective. (This is still the case.) But now at least
~ doctors knew how to give people artificial epilepsy. Before psychia-
trists could subject nondiabetic persons to the risks of an insulin over-
dose, they had to find a reason and a justification for doing so. It was
this need to rationalize inducing artificial convulsions in mental pa-
tients that generated the theory of epilepsy and schizophrenia as an-
tagonistic conditions and justified giving schizophrenics seizures.

Insulin shock was an instant success. Insulin wards, with hundreds
of people subjected to hypoglycemia, became a standard fixture of pro-
gressive mental hospitals. However, the procedure had two major
drawbacks. It was dangerous for the patient, and time-consuming and
troublesome for the staff. The search was on for a simpler and safer



56 THE EPILEPTIC

method of inducing convulsions that did not require a laborious inter-
vention to bring the patient out of the coma.* In 1935, Meduna, as |
mentioned, observed that an overdose of metrazol by injection causes
convulsions. Three years later, in Rome, Ugo Cerletti and Luigi Bini ob-
served the slaughtering of pigs tranquilized by electric current passed
through their brains. Thus were metrazol shock and electroconvulsive
therapy (ECT) “discovered.”38

Today, seizure disorders are no longer considered to be mental dis-
eases. The term epilepsy is absent from the Diagnostic and Statistical Manual
of the American Psychiatric Association (DSM-I1I).3% Yet, as if in an uncon-
scious embrace of the old, Maudsleyan bracketing of epilepsy and mad-
ness, and despite the Physicians’ Desk Reference’s firm assertion that there
are no psychiatric indications for the use of the antiseizure drug, Tegretol
(carbamazepine),** psychiatrists claim that it is “effective in certain pa-
tients with behavioral dyscontrol, alcohol and sedative-hypnotic with-
drawal, eating disorders, anxiety disorders, and post-traumatic stress
disorder.”#! In short, psychiatrists now treat some mental patients with
convulsions, others with anticonvulsant drugs, maintain that both are
cures for mental diseases—and most people believe them.

THE EPILEPTIC COLONY IN HINDSIGHT

Galton, Maudsley, Lombroso, and their followers assembled the rhetori-
cal building blocks necessary for scapegoating epileptics. The epileptic
ceased to be a person and became instead the feared and persecuted car-
rier of an “epileptic neurosis,” a term that conjured up images of unpre-
dictable violence. “The consequence of this approach,” observed Sir
Dennis Hill, Emeritus Professor of Psychiatry at the University of Lon-
don, “was the enormous stigma attached to the epileptic. . . . By des-
tiny he was seen as mad and bad, liable to explosive and unpredictable
attacks of violence and insanity, perhaps murder or at least moral
depravity.”#? Hill failed to mention that this image of the epileptic justi-
fied depriving him of the rights, and excusing him from the responsibil-
ities, of the citizen. Moreover, although Hill’s account is correct, his
attribution is not. It was not abstract destiny that made the epileptic

* Comatose patients had to be given glucose, by nasal tube, to bring them out of hypo-
glycemic shock.

¥ Evidently, psychiatrists now consider epilepsy a neurological disease, meriting no more
special attention than, say, multiple sclerosis. Nevertheless, they continue to use the di-
agnosis of epilepsy to support a defendant’s insanity plea.
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appear as mad-and-bad; instead, it was psychiatrists who had cast him in
that role (to which they now assign the “dangerous” mental patient).

The Myth of the Dangerous Epileptic

The antiepilepsy agitators, posturing as the compassionate protectors
of the patient as well as the public, identified three distinct clinical
states or phases that supposedly made the epileptic dangerous. The
first phase, called the “aura,” occurred just before the seizure and was
characterized by visual, auditory, or olfactory sensations. The second,
manifested by automatic behavior, occurred when the convulsive pro-
cess did not progress to a grand mal seizure. And the third, called the
“fugue,” occurred following a grand mal seizure and was character-
ized by confusion and perhaps headache. During each phase, especially
the last, the epileptic was believed to be liable to automatic, sponta-
neous violence. He was also thought to be dangerous because of his
“epileptic personality,” manifested by moral degeneration and a gen-
eral lessening of the ability to exercise self-control.*’

During the first half of this century, experts on epilepsy ceaselessly
trumpeted the message that epileptics were dangerous unless confined
in colonies. The medical directors of the Ohio Hospital for Epileptics
and of the Craig Colony in New York both stoutly maintained “that
epileptics were liable to attack others, frequently with deadly vio-
lence.”** No contemporary medical or legal authority challenged that
claim. The belief that any epileptic is susceptible to sudden, unpre-
dictable, random violence, even homicide, thus became a scientific
“fact.” Ironically, the very existence of epileptic colonies, housing large
numbers of epileptics in close quarters, demonstrated that this belief
was a libelous falsehood. The inmates of epileptic colonies, as Janet
Colaizzi states,

. were neither sedated, restrained, nor closely supervised . . . . [They]
lived in cottages housing twenty-five to a hundred residents . . . . The con-
centration of large numbers of epileptics did not precipitate the anticipated
violence . . . . Despite this evidence to the contrary, medical superinten-
dent William H. Pritchard of the Ohio Hospital . . . asserted [in his annual
report for 1909], that the epileptic was “dangerous to others. During the
mental disturbance which precedes, replaces, or follows an attack he fre-
quently commits acts of violence or may be guilty of homicide or other re-
volting crimes for which he is not really responsible.” William D. Sprattling,
the first medical superintendent of the Craig Colony for Epileptics, also be-
lieved that the affliction was characterized by the “meanest violence.” Yet
the Craig Colony was as free from injuries as the Ohio Hospital.®
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Few people then cared about the truth concerning epileptic persons,
and perhaps even fewer now care about the truth concerning schizo-
phrenic persons. The myth of the dangerous epileptic justified a popular
social policy, and that was all that mattered.

Eventually, thanks to the efforts of conscientious neurologists, the
epileptic was freed from psychiatric slavery. Sadly, the psychiatrist’s
disastrous encounter with the epileptic has not impaired his authority
vis-a-vis the mental patient.

Contemporary Reassessments

The practice of confining epileptics in colonies lasted about half a cen-
tury. While it was in vogue, people believed that epileptic colonies were
progressive, therapeutic institutions, and that incarcerating epileptics
in them was the best treatment for the patients. As late as 1949, Albert
Deutsch, the widely admired journalist-historian of psychiatry, wrote:

Among the major advantages of separate care for the epileptics in colonies
are the following: The model colony provides the patient with an environ-
ment from which many of the dangers he faces in normal community life, as
well as stresses injurious to his mental health, are eliminated . . . . It re-
lieves society in some measure of a source of potential danger to public
safety, since certain types of epileptic seizures are often accompanied by
homicidal impulses.*

Similar falsehoods appeared in medical textbooks as well. The 1942
edition of Cecil’s Textbook of Medicine (the standard text when I was a med-
ical student) explained:

Between attacks, the frank epileptic is usually a constitutional psychopath
of the most disagreeable sort. . . . [Epileptics] are self-centered, unable
to grasp the viewpoint of others, and childishly uncomprehending when
forced to accept the opposite view. . . . Like manic-depressives and other
psychotics, they are apt to adjust their depressions through this means
[alcoholism], and are likewise easy victims of delirium tremens . . . . Insti-
tutional treatment properly directed along strictly modern lines affords the
best possible means of handling [epileptics]. . . . In properly conducted in-
stitutions the epileptic . . . [is] taught to view his malady in its proper light,
and learn to enjoy the inestimable advantages of outdoor life.*

Thirty years later, when one of my daughters was a medical student,
gone were the “constitutional psychopathy” of the epileptic and the ad-
vantages of “institutional treatment.” Passing over the long history of
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the medical persecution of epileptics in discreet silence, physicians
were now (1974) advised: “It is important to emphasize that the patient
should be allowed to live as normal a life as possible . . . . Every effort
should be made to keep children in school, and adults should be en-
couraged to work.”# Since then, neurologists have gone even further,
enjoining the physician to treat the person afflicted with epilepsy as an
autonomous moral agent. A current textbook of neurology counsels:
“It is important to remember that the goal of treatment is to assist pa-
tients in their efforts to overcome or at least adapt to the consequences
of epilepsy. This means that treatment consists of things done in col-
laboration with patients rather than to or for them.”#*

The differences between the neurological and psychiatric attitudes
toward patients could hardly be more dramatic. The neurologist es-
chews dominating, much less coercing, patients suffering from demon-
strable brain diseases. The psychiatrist, protesting more stridently than
ever that mental patients suffer from brain diseases, clings to his power
to impose unwanted interventions on nonconsenting nonpatients.

The modern medical history of epilepsy is full of ironies. Until rela-
tively recently, when epilepsy “belonged” to psychiatry, psychiatrists
emphasized the similarities between epilepsy and insanity. Today, when
epilepsy no longer “belongs” to psychiatry, neurologists emphasize the
differences between it and mental illness. The Epilepsy Foundation of

America states: “Not many years ago, people with epilepsy . . . were
sometimes treated as if they were insane. . . . No state allows commit-
ment based solely on a person’s epilepsy. . . . The EFA does not believe

that epilepsy is a reason to take an individual’s freedom away.”> Will
there ever come a day when the American Psychiatric Association makes
the same statement about mental illness?

Believing is indeed seeing. The disease we call epilepsy is the same
today as it was in 1893. But the beliefs of physicians about epilepsy and
our social policies toward epileptics are very different indeed. Michael
~ Trimble, an English authority on the relationship between epilepsy and
psychiatry, comments: “By the 1950s, the view was that patients with
epilepsy were exactly like anybody else and did not have any special
susceptibility to psychopathology.”*! Unfortunately, not every expert
on epilepsy was willing to relinquish his power. As late as 1960,

* If we were to replace “epilepsy” with “schizophrenia,” the statement would read: “It is
important to remember that the goal of treatment is to assist patients in their efforts to
overcome or at least adapt to the consequences of schizophrenia. This means that treat-
ment consists of things done in collaboration with patients rather than to or for them.”
Were a psychiatrist to write a textbook containing this paragraph, he would not a find a
publisher for it.
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William G. Lennox, the great Harvard authority on epilepsy, advocated
killing certain epileptic children. He wrote:

Epilepsy belongs to the specialty of neurology, but the need for custodial care
of public patients has caused epilepsy to be bracketed with the psychoses in
state departments of mental disease and in the American Psychiatric Associa-
tion . . . “Thou shalt not kill” and “Be ye merciful.” Can the two commands
be combined in mercy killing? . . . Society systematically and cruelly kills
its best members by the means called “war,” and unmercifully prolongs the
lives of its hopeless liabilities [idiotic epileptic children].”

While Lennox’s brand of humanism no longer dominates medical-
legal opinion concerning epilepsy, it remains firmly in control of such
opinion concerning mental illness. When the doctor cannot cure the pa-
tient, he can still kill him and thus demonstrate his usefulness to the so-
ciety he cravenly seeks to serve.*

A recent historical-political event merits notice here. In 1964, in the af-
termath of the assassination of President Kennedy, there was a momen-
tary revival of the psychiatric myth that epilepsy causes murder. Soon
after Lee Harvey Oswald, Kennedy’s alleged assassin, was taken into
custody, he was assassinated by Jack Ruby. Celebrity lawyer Melvin Belli
came to Ruby’s defense, claiming that his client was not guilty because
he suffered from an epileptic fugue when he shot Oswald. The defense
failed, not because it was ridiculous—it was no more ridiculous than
other insanity defenses that have succeeded—but largely because the
American neurological profession united in refuting the claim. Belli was
unable to find a single neurologist willing to testify for the defense. In
an editorial in the Journal of the American Medical Association, Samuel Liv-
ingston, a prominent neurologist, warned:

The “average reader” who has recently been exposed to the many newspaper
articles relative to the Jack Ruby murder trial can understandably get the im-
pression that epilepsy, murder, and crimes of passion are related. . . . I find
no evidence of a higher rate of criminal activity among epileptics than among
nonepileptics. . . . I certainly would not question the fact that an epileptic
might kill, not because he has epilepsy, but because he is a human being.>

Similarly, a psychotic might kill, not because he is psychotic, but be-
cause he is human. A recent work on epilepsy aimed at the public re-
emphasizes precisely this point: “There is no scientific or medical

* Unlike Nazi psychiatrists, democratic psychiatrists do not literally kill their patients.
They kill them metaphorically, by incarcerating, shocking, and drugging them.
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evidence that epilepsy causes violent behavior. . . . Of course, people
with epilepsy sometimes become violent, just as people without epilepsy
sometimes do.”>*

The Unlearned Lesson of Epilepsy

A hundred years ago, people found it intolerable to witness a person
having a seizure, falling down, perhaps injuring himself. The public
wanted to be spared this spectacle. To accommodate this desire, psychi-
atrists declared that epileptics needed to be confined in institutions.
Today, people find it intolerable to witness a person talking to himself,
depressed, contemplating suicide. The public wants to be spared this
spectacle. To accommodate this desire, psychiatrists declare that (seri-
ously ill) mental patients need to be confined in institutions.

That is not the official version of the story. It is considered unprofes-
sional to acknowledge that doctors dispose of unwanted persons at the
behest of society. The professionally correct perspective on the incar-
ceration of epileptics and mental patients is that such policies serve the
purpose of caring for sick and dependent person. As recently as 1944,
Samuel W. Hamilton, psychiatric advisor to the Mental Hygiene Divi-
sion of the United States Public Health Service, stated:

Still another group that needs special institutional accommodation is the
convulsive disorders. Some of these are found in mental hospitals. . . .
Many more are cared for along with mental defectives. . . . The idea of the
separation of buildings into many different groups was thoroughly carried
out at the Craig Colony in western New York, to create for appreciative pa-
tients homes where they could be comfortable and have suitable occupation
for life.®

The rhetoric of the therapeutic segregationist creating ghettos for
“appreciative patients” sounds eerily similar to that of the racial segre-
gationist creating ghettos for “appreciative Negroes.” Hamilton was
not satisfied with institutionalizing only epileptics and mental defec-
tives (and, of course, the mentally ill). He added: “Since many alco-
holic persons are unable to control themselves, the necessity of
institutional control is obvious.”?* The hypocrisy intrinsic to this
rhetoric makes the predicament of the person caught in the web of

*In the United States, this tactic has been used to justify the segregation and coercive
treatment of “sex offenders” (a category that used to include homosexuals) and “drug
abusers” (including alcoholics).
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therapeutic segregation even worse than that of the person caught in
the web of punitive segregation. When we imprison a murderer, we do
not say he needs to be deprived of liberty; we say he deserves to be pun-
ished. But when we imprison the epileptic or the mentally ill, we say
he needs to be treated; we do not say that we don’t like his behavior and
want him to change it.

Finally, there is an important medical-political lesson in the history
of epileptic colonies that we are eager to ignore. When the treatment of
epilepsy was nonexistent or rudimentary, psychiatrists used the epilep-
tic’s alleged need for treatment as a pretext for confining him. Sub-
sequently, as the physician’s pharmacological power to treat epilepsy
increased, his political power to deprive him of liberty, in the name of
therapy, diminished and quickly disappeared. Let us apply this for-
mula to psychiatry. If the psychiatrist has no effective remedies for
mental illness, then he cannot appeal to treatment as a justification
for depriving the patient of liberty. And if the psychiatrist does possess
effective treatments for mental illness, then, as the lesson of epilepsy
has shown, the patient’s alleged need for treatment ceases to be a legit-
imate reason for depriving him of liberty.



THE CHILD

Come away, O human child!
To the waters and the wild
With a faery, hand in hand,
For the world’s more full of weeping
than you can understand.
—William Butler Yeats!

Adults are larger, stronger, and more experienced than children, and
can survive without them. Children cannot survive without adults.”
This basic inequality defines and shapes the child’s relationship to the
adult world.

Childhood is a sociolegal status that, in the modern West, lasts 18 to 21
years. In the past, childhood ended earlier with respect to some activities,
such as entrance into the labor force and marriage, and ended later (or
never) with respect to others, such as achieving personal independence.

* ] use the words child and childhood in this chapter to identify a biological condition of
immaturity, a chronological condition of minority, and a sociolegal status of dependence
on adults.
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CHILD ABUSE

Because parents have power over children, there have always been par-
ents who abused their children. The truth is that childhood is a prison
sentence that lasts until the young person is able and allowed to cast off
the chains of his status as a minor. Saying this, I do not mean to imply
that childhood is pure torment. I mean only that the kind of childhood
a person has depends overwhelmingly on the wardens he happens to
have. Many parents are good parents. Some are too indulgent, with the
result that when the child reaches adolescence he refuses to relinquish
the security of his sanctuary and remains a ward for the rest of his life.
Others are too indifferent, with the result that the child becomes per-
manently disabled from independent existence and is doomed to spend
the rest of his life in one institution or another.

History teaches us not only that parents have always abused their
children but also that every socially sanctioned abusive practice was,
by definition, so well integrated into the culture it served that, to a
properly acculturated person, it did not appear to be an abuse at all.2
For some reason, Americans have long regarded their culture as espe-
cially sensitive to the needs of children, a collective self-delusion that
may in part account for the popularity of psychoanalysis in the United
States. The falsehood that childhood is a state of blissful dependency, to
which adults perpetually long to return or “regress,” is one of the doc-
trinal tenets of the Freudian cult. Although perhaps true for some peo-
ple, such a longing is an exception, not a rule.

A Historical Glimpse at Child Abuse

In every culture, children have been subordinated to adults. Their infe-
rior, captive status is illustrated by etymological evidence. In the ante-
bellum South, the male slave was called “boy,” and the female slave was
called by her first name. “The terms for ‘child,” ‘boy,” and ‘girl,’” John
Boswell explains, “are regularly employed to mean ‘slave’ or “servant’ in
Greek, Latin, Arabic, Syriac, and many medieval languages.”? The status
of inferiority is intrinsic to the idea of childhood, much as the notion of
irrationality is intrinsic to the idea of insanity.*

The oldest method of (what we would now call) child abuse appears to
be child sacrifice. The practice must have been prevalent among the an-
cient Hebrews, as Moses tried to prohibit it: “The Lord said to Moses,
"Say to the people of Israel . . . who gives any of his people to Moloch,
shall be put to death.””> Still, Abraham was ready to sacrifice Isaac, not
to Moloch, but to Jehovah.



CHILD ABUSE 65

The Oedipus legend is the classic Western case of an unsuccessful
infanticide. The failure of Freud’s moral vision is starkly revealed by
his neglect of Laius’s initial murderous act and his reframing of Oedi-
pus’s self-defense into a symbol of mankind’s primal sexual sin and en-
during infantilism.®

Pre-Christian cultures provided many legally sanctioned forms of
relief for parents who wanted to dispose of their unwanted children.
In Egypt, a woman could abandon her child. In Rome, a father could
kill his child, even after he had reached (biological) adulthood. Almost
everywhere, parents could sell their children into slavery. Boswell
lists other examples of child-disposal, both real and legendary: Kronos
devoured his children; Jupiter was abandoned; Zeus, Poseidon, Aescu-
lapius, Attis, and Cybele were exposed.” Today, we call “child abuse” a
symptom of mental illness, obscuring personal agency and responsibil-
ity for acts motivated by some of the oldest and most enduring human
passions.

Oblation: Committing the Child to the Church

In the Middle Ages, a parent could donate his unwanted child to the
church, a practice called “oblation.” Boswell’s account of this custom
suggests certain parallels with our practice of “psychiatric oblation.”
He writes: “There is no reason why oblation could not have been a reli-
gious act on the part of the parents and still have functioned socially
as a means of divesting the family of children.”® Mutatis mutandis,
there is no reason why the practice of committing children to mental
hospitals may not be a nominally medical act and still function so-
cially as a means of divesting the family of children. “Far from consti-
tuting antisocial behavior,” Boswell adds, “it [oblation] ostensibly
involved altruism, sacrifice, and devotion to the major benevolent in-
stitution of the day.”® Continuing the parallel, the staff of the mon-
~ astery functioned as a substitute family for the oblate, just as the staff
of the children’s madhouse functions as a substitute family for the
child mental patient. The hierarchy of the religious institution repli-
cated that of the family: The word abbot is Aramaic for “father”; a
monk was called “brother,” and a nun, “sister.” Similarly, the chil-
dren’s mental hospital is furnished and decorated to resemble a home,
and other trappings of family life are contrived to make it resemble a
residence rather than a hospital. The oblate was, in effect, a slave on
a clerical plantation; the child mental patient is a slave on a clinical
plantation. Boswell writes: “It was the child, obviously, who bore the
costs of these benefits to family and community. . . . His diet, drink,
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ed ucation, labor, and occupation were determined by his superiors in
the community.”10

When Boswell turns to the abuses of oblation, his remarks read al-
most as if he were writing about child psychiatry. An eleventh-century
cleric’s apology is telling: “Anything born of honest and pious motiva-
tion can, indeed, be turned to bad use, and this holy institution [obla-
tion] has been corrupted by the greed of parents, who, for the benefit of
the family, commit to monasteries any hump-backed, deformed, dull,
or unpromising children they have.”!! It is easier to state than to resolve
the dilemma: Either we consider oblation and child psychiatry morally
impermissible, in which case we must abolish such practices. Or we
consider them morally permissible, in which case we have no meaning-
ful way to distinguish between the uses and abuses of the practices.!?

Child Abandonment: The Church as Depository

The most common medieval method of disposing of unwanted children
was abandonment. Typically, a parent or servant would leave the un-
wanted child in or near a church, many of which provided special re-
ceptacles, built into their walls, where infants could be deposited
unobserved.* In the eighteenth century, about 14,000 foundlings a year
were officially registered in the city of Lyons alone.!? In fact, it was the
ubiquity of child abandonment that gave rise to the foundling home,
the first social welfare institution ostensibly devoted to child care, but
actually serving the interests of the rejecting parents. The mortality
rate in foundling homes was staggering, most children dying within a
few weeks or months of admission. That did not matter. Boswell’s re-
marks highlight the similarities between the foundling home and the
children’s mental hospital:

A major benefit of the foundling-home system was that the problem of un-
wanted children was removed from the streets and the view of ordinary citi-
zens. The children disappeared behind institutional walls, where specialists
were paid to deal with them, so that parents, relatives, neighbors, and society
could forget. How would a parent know that the vast majority of such chil-
dren died?™

* The practice must have made many people feel guilty and was probably partly responsi-
ble for the popular belief that Jews habitually stole and murdered Christian children, to
use their blood for baking matzo. Hospital emergency rooms now offer a similar oppor-
tunity for children to deposit their unwanted, elderly parents, a practice called “granny
dumping.”
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Probably this is the sort of thing the parent who has deposited his
child in a mental hospital tells himself after he realizes what psychi-
atry has done to his “loved one.”

I might add that child abandonment, functioning as a kind of postna-
tal birth control, has remained a common practice to this day. In the
United States, unwanted children are often deposited in trash cans or
left in bus stations, train stations, or hospitals. In China, at least 700,000
infant girls are abandoned annually.!

CHILD PSYCHIATRY*

The conventional definition of child psychiatry is that it is a medical spe-
cialty devoted to the diagnosis, treatment, and prevention of the mental
diseases that afflict children. From a sociological viewpoint, child psy-
chiatry is a secular institution for regulating domestic relations. From
my point of view, it is a form of child abuse.

Because the mental diseases that supposedly afflict children are un-
deniably misbehaviors, and because the child mental patient is in an
even more helpless position than the adult mental patient, child psychi-
atry is a doubly problematic enterprise. John S. Werry, professor of psy-
chiatry emeritus at the University of Auckland, in New Zealand, comes
close to admitting this, and more. He writes:

. many children seen in clinics do not have true disorders but problems of
living—developmental conflicts with parents, schools or peers. . . . Poverty,
untreatability, chance and the desire to escape punishment, rather than need
for medical attention are often the tickets of entry to child psychiatric services.
Child psychiatry has persistently avoided debating this issue."

Here is an example from the daily press. A five-year-old boy gets up
early one morning, helps himself to the car keys, and takes off in the
“family’s Honda Accord. He drives about a mile and a half without inci-
dent but then, according the news report, “got into trouble when he
stopped at a gas station and struck a pickup truck.”!” No one is injured.
The boy is placed in the psychiatric wing of a hospital and is held there
against the wishes of his parents and their lawyer, “Thomas Stickle,
[who] said a psychiatrist at the hospital told him that “any little kid who
gets up at 5:30 in the morning and drives the family car for 31 blocks is

* I use the term child psychiatry to refer to any intervention vis-a-vis children under men-
tal health auspices. Although it is not an American invention, the promiscuous practice
of child psychiatry is a characteristically American social phenomenon.
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psychiatrically unbalanced.”” A hospital spokeswoman added: “We're
still evaluating him. . . . We are in the proces of developing a good
after-care program for him.”?8

By definition, children are under the age of consent. They are not
free to choose when or what to eat, when to go to bed, what religion to
profess. Obviously, they are not free to accept or reject medical or psy-
chiatric examination and treatment. Hence, every mental patient who
is a minor is, ipso facto, an involuntary patient. Because psychiatric re-
lations are intrinsically intimate-invasive, in a way that resembles sex-
ual relations, I oppose involuntary psychiatric relations, just as nearly
everyone opposes involuntary sexual relations.* I have no intention of
depriving parents of their rights and responsibilities as guardians of
their children. On the contrary. I propose only that we prohibit them
from violating the bodily and spiritual integrity of the child.’

In the West, a parent cannot consent to his minor child’s having sex-
ual relations with an adult (“in the best interest of the child”). Simi-
larly, a parent should not be allowed to consent to his minor child’s
having psychiatric relations (“in the best interest of the child”). Sexual
relations between adults and children are outlawed, as statutory rape;
child psychiatry ought to be outlawed, as psychiatric rape. This recom-
mendation is consistent with, and is merely an extension of, my view
that all involuntary psychiatric interventions should be outlawed.

The Child as Mental Patient

The child mental patient is doubly disfranchised, as a minor and as
mad. Every encounter between a child psychiatrist and his denomi-
nated patient entails this double handicap for the child.

Typically, the child is brought to the psychiatrist by one or both of his
parents. Many of the child psychiatrist’s patients are adolescents, that is,
individuals who no longer feel like children but are not yet adults. What
do parents expect of the psychiatrist? The same thing as Macbeth did:

* All intimate relations are invasive, literally or figuratively. Therein lies much of their
beauty and value. In the case of females, the invasive nature of the sexual act is anatom-
ically obvious. In the case of males, it is anatomically less obvious, but psychologically
no less relevant. What makes a bodily or spiritually invasive relationship valuable is the
person’s desire for it; and what legitimizes it, morally and legally, is consent.

* This is the reason we do not let parents mutilate their children’s bodies. What consti-
tutes mutilation is, of course, also culturally defined. We consider female circumcision a
mutilation, but not male circumcision.

¥ Voluntary psychiatric relations (“treatment”) are a very different matter. Like volun-
tary religious relations (“worship”), they ought to be protected as a basic human right.
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They want to believe that their child is sick and want the doctor to cure
him. The “patient,” however, is likely to experience the intervention as a
tactic to thwart him from reaching the position of power and freedom
represented by adulthood.

Unusual is the psychiatrist who, like James Simmons, the author of a
textbook of child psychiatry, acknowledges: “The child psychiatric pa-
tient is similar to the committed adult patient in that usually he had no
part in the decision to seek professional help and has been brought for
examination against his will.”?* Most psychiatrists ignore the involun-
tary and stigmatizing character of child psychiatry and dismiss the child
patient’s realistic perceptions as cognitive errors due to his “primitive
thinking.” For example, child psychiatrist John Markowitz distorts the
child’s justified fear of psychiatry as a symptom of his “initial resistance
to psychotherapy” and insists: “The child knows that the psychiatrist is
only rarely enlisted ‘against’ children and then only when the child
is especially "bad’ (uncontrollable, crazy, dangerous).”?

Aided and abetted by psychoanalysis, child psychiatrists have per-
fected a professional jargon well suited for concealing the simplest social
realities behind a semantic facade of illness and treatment. The follow-
ing sentence is typical: “The neurotic child coming for analysis has
frequently lived in a home where he had not adequate opportunity to ex-
press himself or to feel.”?! A child does not come for analysis; he is brought
to the doctor’s office, clinic, or hospital. Lest it appear that I quote out of
context, consider the next sentence: “The child who comes in for his first
therapeutic session may not be consciously aware of his difficulties or of
his need for help.”?? Again, the author writes that child comes in, when,
in fact, he is brought in. Moreover, now the child is also said to be unaware
of his own needs. The very language of child psychiatry perverts the truth,
denying that the reason the child submits to psychotherapy is because
adults force him to do so.

The Mentally Ill Child: The Metaphor of Development

Although child psychiatry’s root metaphor is the same as that of its par-
ent discipline, namely disease, their respective concepts of disease are
informed by different models. The psychiatrist’s model of disease is the
abnormal brain, exemplified by neurosyphilis.?3 The child psychiatrist’s
model of disease is abnormal development, exemplified by undescended
testicles in the male or delayed menarche in the female.

Like the word disease, the word development may be used literally or
metaphorically. The growth of the child’s body is an instance of literal de-
velopment. The growth of the child’s intellectual and interpersonal skills
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is an instance of metaphorical development. One happens to the organ-
ism. The other is something a person does or learns. Measles is a literal
disease. Oppositional disorder is a metaphorical disease.

Unless a child has a proven brain disease, we have no more reason to
believe that his misbehavior, called “mental illness,” is due to organic
causes than we have to believe that any other human behavior is so
caused. Prima facie, a child’s mental illness is simply behavior that up-
sets the adults who have legal authority and power to define and control
him.

Actually, the developmental model of disease has scant bearing on the
child psychiatrist’s everyday practice. The patients brought to the pio-
neer child psychiatrists were referred to them by family court judges.
The psychiatrists had no reason to suspect that such children suffered
either from brain diseases or from somatic developmental arrests. The
children were denominated as mentally ill because they were unruly,
difficult to manage, or guilty of behavior deemed criminal in adults
(theft, assault, or murder). The child psychiatrists’ vested interest in psy-
chopathologizing the misbehavior of children is illustrated by the sorts
of phenomena they consider to be children’s mental diseases. Herewith a
few examples:

Oppositional Disorder, 313.81

The essential feature is a pattern of disobedient, negativistic, and provoca-
tive opposition to authority figures. . . . The oppositional attitude is to-
ward family members, particularly the parents, and towards teachers . . . .
Usually, the individual does not regard himself or herself “oppositional,”
but sees the problem as arising from other people.

This is the description of a conflict between two persons of unequal
power, the superior person defining the inferior person as mentally ill.
The child’s “oppositional behavior,” just like a political protestor’s
“dissident behavior,” is motivated action, not disease. However, if we
accept the view that motivated action may be a form of mental illness,
then we can interpret the deliberate infliction of injury on others as
disease, as the following diagnosis illustrates:

Conduct Disorder, Socialized, Aggressive, 312.23

A repetitive and persistent pattern of aggressive conduct in which the basic
rights of others are violated, as manifested by . . . physical violence against
persons or property (not to defend someone else or oneself), e.g., vandalism,
rape, breaking and entering, fire-setting, mugging, assault.”

Welcome to the “Bonfire of the Psychiatric Vanities.”
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Child Psychoanalysis

Freud defined the psychoanalytic relationship as a contract between two
independent, legally competent adults,? a definition that renders the
concept of child psychoanalysis a self-contradiction. Freud also warned
against the therapist’s “attempt to gain the confidence or support of par-
ents or relatives,”? a rule obviously incompatible with the practice of
child therapy. In short, child analysis is a contradiction in terms.?

Anna Freud, Freud’s daughter and the exemplar of child analysis, ac-
knowledged that the child “does not enter analysis of his own free will,
and makes no contract with the analyst. . . .” However, she then added
that “he [therefore] does not feel bound by any analytic rules.”?® But why
should he? Although there is no contract between the child patient and
the analyst, Anna Freud blamed the child for not being “bound by any
analytic rules.” In the same vein, she interpreted the child’s rejection of
her meddling as a symptom of his “resistances” to analysis: “Since habit-
ually his ego sides with his resistances, every child wishes to abscond
from analysis in times of heightened pressure from unconscious mate-
rial or intense negative transference, and would do so if not held in treat-
ment by the parents’ support.”* One more example of Anna Freud’s
pretentious gaffes should suffice:

The most seriously disturbed children are completely oblivious of their illness.
. .. Children suffer less than adults from their psychopathology. . . .
Obviously, we have become accustomed to the paradoxical situation that the
correspondence between pathology and suffering, normality and equanimity,
as it exists in adults, is reversed in children.”

My critical estimate of child psychoanalysis and of Anna Freud’s
baneful influence on children is supported by the testimony of one of her
former patients, Peter Heller. In a memoir written some 50 years after
the event, Heller describes Anna Freud as having “spun, in all inno-

_cence, the spiderweb of the older generation in which later so many of us,
beneficiaries and victims [i.e., her child patients], got caught”; chroni-
cles her “fateful embrace stifling the unfolding lives of these children”;
and concludes with this remonstrance: “My most bitter reproach to
Anna Freud, Dorothy Burlingham, and the circle of orthodox, presump-
tuously authoritative psychoanalysts has always been that they had an
infantilizing and often debilitating influence on their patients.”32

History is replete with injustices for which there can never be reckon-
ing. The injustice done to children by psychoanalysts, illustrated by the
outcome of the first “child analysis,” is an example. The first so-called
child psychoanalyst, accredited as such in 1910 by Freud himself, was a
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Viennese physician named Hermine Hug-Hellmuth. Her first patient
was her nephew, Rolf. When Rolf was 18, he murdered and robbed his
aunt. When he came to trial, he told the court that he killed her because
she treated him as “her experimental guinea pig [Versuchskaninchen].”*
Nevertheless, the authors of a recent biography of Hug-Hellmuth, labor-
ing under the delusion that child psychoanalysis is a genuine treatment
for real illnesses, try to whitewash this sordid affair by casting Hug-
Hellmuth in the role of innocent victim and Rolf in the role of ungrateful
“rotten kid.”3*

THE CHILDREN'S MENTAL HOSPITAL

The systematic confinement of children denominated as mentally ill, in
psychiatric wards for children only, is a recent phenomenon. Before
1910, there was not a single such psychiatric facility in the United
States. At this point, it would be logical to ask: If mental illnesses are
real (bodily) diseases, why did they not affect children in the past? The
answer to this question is instructive.

Children were always especially vulnerable to bodily diseases, often
dying of intestinal or infectious illnesses during the first year of life. In
the old days, a real disease was something that killed the patient. Thus,
before the twentieth century, people did not “recognize” that children
suffer >d from mental illnesses because they regarded the youngsters
now s» diagnosed as unruly or wicked.

The Orphanage and Other Precursors of the
Children’s Madhouse

In the nineteenth century, when child-care institutions came into be-
ing, dependency and delinquency were not clearly differentiated, both
conditions being regarded as intrinsic to the problem of pauperism.
Abandoned or orphaned children were then often housed in the same
institutions as adult dependents, that is, in workhouses and insane
asylums. At the end of the 1800s, there were more than 50,000 children
under the age of 16 in English workhouses.® In the United States, or-
phanages were first established in the early 1800s. By midcentury, in
New York State alone, there were 27 public and private child-care insti-
tutions, mainly reformatories.3® Unwanted children were also con-
fined in madhouses. In 1823, the Bellevue Asylum in New York City
housed 553 children, and in 1848, over a thousand.

At the end of the nineteenth century, there were 140 facilities in New
York State, housing more than 100,000 unwanted children or one child
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out of every 100. In New York City, one child in 35 was publicly housed.
In the United States as a whole, hundreds of thousands of children
were stored in nearly 800 public institutions.’” The only requirement
for admission to such children’s prisons was the caretaker’s desire to
discard the child. Psychiatric historian David Rothman describes the
admission criteria thus: “The reformatory, like the orphan asylum,
maintained a flexible admission policy, prepared to accept the com-
mitment decisions of a judicial body, the less formal recommendations
of overseers of the poor, or the personal inclination of the head of the
household.”*

The Children’s Madhouse

Until the middle of the twentieth century, children deemed mentally
ill or retarded were usually incarcerated, along with adults, in public
mental hospitals. The 1955 Mental Health Study Act stated that “there
is reason to believe that many emotionally disturbed children are being
placed in mental hospitals, which have no proper facilities to adminis-
ter to their needs.”?*

The systematic confinement of children in psychiatric institutions
devoted specifically to housing them began during the 1950s, and be-
came a large-scale phenomenon only in the 1970s. Today, hundreds of
thousands of children are imprisoned in psychiatric hospitals, most
of them, even according to psychiatric authorities, unnecessarily.?* A
1993 study by the New York State Commission on Quality Care for the
Mentally Disabled found that more than half of all children in state-
run children’s psychiatric residences did not belong there, and that
“three quarters of the children . . . had no psychotic symptoms but al-
most all were receiving psychotropic drugs.”#! Like fast-food chains,
child psychiatric inpatient units and the wholesale psychiatric drug-
ging of children, in and out of hospitals, are recent, typically Ameri-
can, and remarkably popular products and practices.

The cornerstone of the children’s madhouse movement was laid
in Chicago by William Healy, a general practitioner with an interest in
“problem children.” Healy s curiosity about such children was sparked
by a woman friend engaged in trying to help delinquent children
whose cases came before the Cook County (Illinois) court system. Feel-
ing unqualified to assist her in her endeavor, Healy traveled to Europe,
for special training in neurology. After returning to Chicago in 1909,
with help from associates and philanthropists, he founded the Juvenile
Psychopathic Institute (soon renamed the Institute for Juvenile Re-
search), which was intended to act as “an administratively nonaffili-
ated adjunct of the court.”*?
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Trained in law and feeling unqualified in matters of child care, fam-
ily court judges were bewildered by the cases of unruly and unwanted
children brought before them. Because there were no special institu-
tions to house such children, the judges welcomed with open arms the
doctors who offered to take their problems off their hands. Thus was
child psychiatry, the last refuge of psychiatric scoundrels, born.

Healy’s book, The Individual Delinquent, became the instant bible of
the child psychiatry movement. Inadequate physicians, unable to make
a go of their professional lives even as psychiatrists, became child psy-
chiatrists, working as glorified governess-guards, while posing as med-
ical specialists. Naturally, any suspicion that the child psychiatrist’s
job was to confine and control unwanted children had to be denied and
disguised. That was accomplished by means of the legal-psychiatric
code phrase, “in the best interest of the child”; the preposterous propo-
sition that the child psychiatrist was the person best qualified to define
and protect the child’s best interest; and the fiction that this enterprise
was therapeutic in character and required medical qualifications.

In 1917, Healy moved to Boston and established the Judge Baker Foun-
dation. Soon renamed the Judge Baker Child Guidance Center, this fa-
cility became the mecca of the new profession of child psychiatry. In
1924, the American Orthopsychiatric Association was established and
assumed formal control over the child mental health movement. The lan-
guage in which the child psychiatrist’s work was couched is, as usual, re-
vealing. The Greek prefix ortho means straight or to straighten, as in
orthopedics. The child psychiatrist’s task was thus to straighten out the
mentally crooked child.

Although psychiatrists define these events as milestones of medical
progress, nothing could be further from the truth. In 1941, the year
I entered medical school, Foster Kennedy, one of the leading psychia-
trists in America, declared:

I am in favor of euthanasia for those hopeless ones who should never have
been born—nature’s mistakes . . . . I believe it is a merciful and kindly
thing to relieve that defective of the agony of living. . . . The social organism
[will] grow up and [move] forward to the desire to relieve decently from liv-
ing the utterly unfit, sterilize the less unfit, and educate the still less un-
fit . . . and thereafter civilization will pass on and on in beauty.**

After the end of World War II, American psychiatry, and child psychi-
atry along with it, entered a period of explosive growth. By 1945, there
were enough child psychiatry clinics to organize a special society for
their directors and staff, called the American Association of Psychiatric



THE TRADE IN CHILD LUNACY 75

Clinics for Children. Two years later, special training standards for child
psychiatrists were created, which, in turn, led to the establishment of
the Subspecialty Board of Accreditation in Child Psychiatry by the
American Board of Psychiatry and Neurology.*! In 1957, the Board rec-
ognized Child Psychiatry as a subspecialty of Psychiatry.

THE TRADE IN CHILD LUNACY

Like the trade in adult lunacy, the trade in child lunacy quickly became a
two-class phenomenon: Children of poverty, diagnosed as delinquents,
became psychiatric patients; children of privilege, diagnosed as neurot-
ics, became psychoanalytic patients.

In the 1920s, Anna Freud founded a psychoanalytic “school” in
Vienna. With the mixture of naiveté and arrogance characteristic of her
work, she declared: “Psychoanalysis, whenever it has come into contact
with pedagogy, has always expressed the wish to limit education. Psy-
choanalysis has brought before us the quite definite danger arising
from education.”%5 Nevertheless, we continue to delude ourselves that
mental health professionals in schools help rather than hinder the de-
velopment of children.

Ostensibly, the students in this Freudian parody of education had
mental problems “treated” at the school; actually, they were the pam-
pered rejects of rich parents. Typically, the children were denominated
as sick because they were upset by the parents’ extramarital affairs. For a
fee, Anna Freud took the troubled and troubling children off their par-
ents’ hands. But she and her colleagues evidently convinced themselves
that they were engaged in a more lofty enterprise, rationalizing the
school’s aims in terms that echo the rationalizations of the Jacobins and
Bolsheviks—making a new and better human being. Victor Ross, an eye-
witness—his mother, Eva Rosenfeld worked at the school and was a close
of friend of Anna Freud—puts it thus: “The reform of life through
psychoanalysis, traceable in the founding of the school . . . was in truth
meant to be a reform of humanity. What was to be created was the new,
the truly truthful and truly human being.”#¢ The school closed when the
analysts had to flee the Nazis, who had their own ideas about the making
of the New Man.

Along with psychoanalysis, child analysis was brought to the United
States where, wed to child psychiatry and the family court system, it
has flourished. During recent decades, the trade in child lunacy grew
even faster than the trade in adult lunacy.*’ The lure of government and
other third-party payments for mental health services for minors was
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more than parents or psychiatrists could resist. Child psychiatrists of-
fered parents a medically legitimized program to dispose of their trou-
blesome children. To discard his disobedient child, a parent had only to
call him “mentally diseased,” bring him to a mental health profes-
sional, denounce him to the doctor, and presto, the child was taken off
the parent’s hands. The supreme beauty of the arrangement was that
the parent was praised for his concern for the child’s mental health, dis-
posing of the child cost him nothing, the children’s madhouse was
lauded as a marvel of modern medical science, and the child psychia-
trist who oversaw the operation basked in his glory as guardian of the
best interests of the mentally ill child.

Certain economic and social changes in post-World War II American
life laid the ground for this new, psychiatrically-sanctioned, form of
child abuse. The disintegration of the extended family made child rear-
ing more demanding and more difficult than ever. Then, beginning in
the 1950s, the nuclear family itself started to unravel. More children
were being raised by single mothers; more married women, with young
children at home, joined the labor force; and more unmarried women
raised children relying on welfare. Millions of youngsters were left with-
out adequate adult supervision. Demographer Peter Morrison wisely re-
marks: “What we are now doing is contracting out for family care. If you
contract out everything, you have an enterprise, not a family.”*® Actu-
ally, television has become the American family’s principal child-care
robot/worker. Many parents’ idea of minding their child is letting him
sit in front of the boob tube, so long as he causes no trouble; as soon as he
causes trouble, taking him to a child psychiatrist and putting him on Ri-
talin; and if that doesn’t fix the sick kid, sending him to a children’s
madhouse for more intensive treatment.

The Boom in Madhousing Children

Once Medicare, Medicaid, and private health insurance programs be-
gan to pay for hospital care, the American public witnessed the realiza-
tion of the adage, “He who pays the piper, calls the tune.” Health care
managers assumed control over who gets hospitalized and for how
long. As a result, the use of hospital beds for nonpsychiatric patients
decreased dramatically, while the use of hospital beds for psychiatric pa-
tients, especially in children’s mental hospitals, increased even more
dramatically.®® The practice of madhousing children grew so spectacu-
larly that it attracted widespread media attention. In 1987, American
Medical News, the American Medical Association’s official newspaper,
reported:
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Psychiatric admissions to private hospitals nearly tripled between 1980 and
1986 for those younger than 18. . . . Patients are hospitalized for periods
consistent with their insurance coverage and discharged with diagnoses
that question whether hospitalization is appropriate. . . . The cost of inpa-
tient psychiatric care is estimated at about $1,000 a day per patient . . . The
hospitalization rates have been particularly startling given that the popula-
tion of 10- to 19-year-olds has declined 11 percent from 1980 to 1987.%

One psychiatrist opined that mental hospitals “have become the
new jails for upper-and middle-class children.” Another called the
practice of madhousing children “a racket.” A third explained: “Hos-
pitalization often increases in June as parents begin to make plans for
vacation . . . . The presence of full payment by medical insurance
stimulates the use of maximum treatment measures, incorrect diag-
noses, untrustworthy records, and full units.”>! The psychiatrically
abused children were not fooled: “Many children refer to the mental
hospital as a jail.”>?

Instead of examining the dubious premises on which child psychi-
atry rests, the media preferred to dramatize its “abuses.” The following
report from The Wall Street Journal is typical:

For-profit chains have concentrated on building psychiatric wards and on
advertising services to parents frightened by teen-age suicide, sex, and
drug use. . . . These new psychiatric hospitals aren’t the stark wards of
late-night slasher movies. . . . [One]looks like a condominium. . . . The
hospital has a tennis court, two swimming pools, and a fully equipped

gym.SS

Horribile dictu, maybe this hospital is not a hospital at all. Maybe the
patients are not really sick. The reporter does not consider these possi-
bilities. Instead, once inside the madhouse, he encounters psychiatry’s
paradigmatic therapeutic procedure, coercion, and concludes that
the dwelling is really a hospital: “In a windowless ‘quiet room” . . . an
11-year-old boy is lying motionless, his wrists and ankles strapped to a
bed.” The restraints, the reporter assures us, are used only “as therapy

. as a sort of metaphorical hug.”>* The hug is metaphorical, but the
disease is real.

Between 1980 and 1987, the number of teenagers incarcerated in
madhouses increased by nearly 50 percent. Children’s madhouses be-
came the private hospital industry’s cash cows. Newsweek reported:

Difficult, disruptive, disobedient adolescents—kids who once might have
been sent to military schools or even juvenile-detention centers—are now
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being locked up in mental hospitals. . . . The diagnoses . . . cover a wide
variety of teenage behavior: running away, aggression, persistent opposi-
tion to parental values and rules, engaging in “excessive” sexual activity

- or serious antisocial behavior. . . . [Teenagers] do not enter full-time
hospitalization willingly. That’s why hospitals sometimes even advise par-
ents to trick their teenagers by saying that the visit is for a brief evalua-
tion. . . . A California girl—whose mother said she had to stop off at the
hospital on her way home from the beach to make an appointment for
future counseling—was forcibly committed while still in her bathing suit
- - - . Getting out of the hospital is a lot harder than getting in. . . . They
are minors, their parents’ decision to hospitalize them is binding, and the
commitment is considered voluntary.>

None of this dampened Americans’ enthusiasm for child psychiatry.
The prestigious Institute of Medicine declared: “At least 7.5 million
children, or 12 percent of the nation’s population under 18, suffer from
a mental disorder or emotional disturbance, [yet] few are getting treat-
ment.”*% A report in the New York Times, fittingly placed in the business
section, told of hospitals converting “large sections into locked units
for kids, whom they admit on the signature of a parent and a physi-
cian.”” A Prudential Securities investment letter colorfully informed
its readers: “Insane Demand—Psychiatric Hospitals. It may strain in-
vestment credulity, but there seems to be no limit to the demand for,
and the supply of, psychiatric hospital care.” At the Hartgrove Hospi-
tal in Chicago, psychiatrists created “one of the nation’s first treatment
programs to wean teenagers away from Satanism.”>® The hospital, with
an expert on the “treatment of Ritualistic Deviance” on its staff, “plans
to inaugurate a program in which teenagers will spend four to eight
weeks as inpatients . . . to undermine Satanism’s underlying belief
system.”%® Never has the manufacture of madness been more popular,
or the trade in lunacy more lucrative.

Does hospitalizing children for psychiatric treatment help them? Even
child psychiatrists acknowledge that there is no evidence that it does.
Martin Irwin, co-editor of a textbook on the psychiatric hospitalization of
children, writes: “Despite there being many advocates for inpatient and
residential treatment, the efficacy of the treatment is in doubt.” He cites
a recent study of children who received individual residential treatment
“considered, at the time of discharge, to have benefited from treatment,”
and notes that even these supposedly successfully treated children
“fared poorly at follow-up according to objective measures used to assess
outcome.”®!
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THE CHILD PSYCHIATRIST AND SUICIDE

Few things in today’s world unsettle a normal American more than
suicide, especially if the person who kills himself is neither very old
nor very ill. The suicide of an adolescent, perceived as the death of a
young person “with his whole life before him,” is the most upsetting of
all. One of the child psychiatrist’s jobs is to explain away the lure of sui-
cide for the young person facing the challenge of life. Since the Ameri-
can public thirsts for the authoritative attribution of suicide to mental
illness, it is not a difficult task.62

Once a mental health professional attributes suicidality to a person,
no one dares to oppose his recommendation for the subject’s preventive
psychiatric detention. Thus, when a child psychiatrist meets an osten-
sibly suicidal adolescent, the requirements of his professionally correct
conduct negate the possibility of his being able to help the youngster.
This antitherapeutic posture is intrinsic to the child psychiatrist’s pro-
fessional role.* As an agent of the parents, he is expected to prevent the
child’s suicide. Prevented from being the youngster’s agent, the psychi-
atrist cannot support his uncertain self-esteem by siding with his striv-
ings for autonomy, and hence cannot help him to clarify and master his
confusions and conflicts. Instead, the psychiatrist must “discover” and
diagnose the mental disease that causes the adolescent to want to kill
himself. As a result, he is bound to impair the adolescent’s ability to
cope with his first truly serious fight-or-flight dilemma in life. The lit-
erature of child psychiatry supports this view.

John Donaldson and James Davis, the authors of a chapter titled
“Evaluating the Suicidal Adolescent,” present the case history of a “17-
year-old adolescent male,” whose problem they describe thus: “Current
Complaints. Recent suicidal gestures.”®? This cannot be true: No one calls
his own suicide attempts “gestures.” The authors’ final diagnoses of their
patient are “Adjustment reaction with depressed mood. 2) Personality
disorder . . . 3) Homosexuality.”¢* The book I cite was copyrighted in
1980, seven years after the APA abolished the diagnosis of homosexuality.
Nine years after the authors’ treatment ended, the patient committed sui-
cide. I am not faulting the authors for the suicide. I am faulting them for
using this case as support for psychiatric coercion as a rational method of
suicide prevention.

* The same antitherapeutic posture is intrinsic to the adult psychiatrist’s professional
role as well.
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Anyone familiar with the mental health industry knows that suicide
is now the single most effective tool for promoting, justifying, and sell-
ing psychiatry. The threat of suicide, fear of suicide, gesture of com-
mitting suicide, attribution of wanting to commit suicide, promise of
preventing suicide, claim of having successfully prevented suicide,
each of these fears, threats, and promises stokes the furnaces of the
madhouse industry, especially of its children’s division.®®

Why Is Suicide among Children Increasing?

If the frequency with which adolescents and young adults kill themselves
is a measure of the difficulty they experience growing up, then we have
convincing evidence that growing up in the United States is becoming
steadily more difficult. In 1957, 4 persons in 100,000 aged 15 to 24 killed
themselves. In 1977, the figure was 13.6 in 100,000, an increase of more
than 300 percent. Today, suicide is the second leading cause of death (af-
ter accident) in that age group.® Since many accidents are covert suicides,
these are startling statistics, indeed. What do they mean?

To the psychiatrically enlightened, the escalating frequency of youth-
ful suicide proves that mental illness is a real disease, that it causes sui-
cide, that suicide is a public health problem that has reached epidemic
proportions, and that the nation needs more child psychiatrists, more
children’s mental heaith facilities, and more government funding for pro-
grams dedicated to preventing adolescent suicide. The literature of child
psychiatry is replete with assertions supporting these psychiatrically
self-serving clichés. Cynthia Pfeffer, a prominent suicidologist, declares:
“Studies are beginning to indicate that suicidal tendencies in children
are not the result of normal developmental turmoil, but are the outcome
of a psychopathological process. . . . [A]ll children who consult a psy-
chiatrist should be evaluated for suicidal impulses.”¢” Child psychiatrists
Emmett Kenney and Kenneth Krajewski assert: “Hospitalization is man-
dated whenever a suicidal gesture or attempt is made.”6®

Child psychiatrists systematically ignore the possibility that mental
health professionals, with a vested interest in diagnosing children as
mentally sick, might magnify or even manufacture the risk of suicide. At
the same time, they deny the deleterious consequences intrinsic to psy-
chiatric diagnosis and hospitalization. “When in doubt,” Howard Sudak
and his colleagues counsel, “it is preferable to err on the conservative
side. Obviously, less harm is done by a relatively unnecessary admission
than by a needless death.”®® The authors offer no evidence to support
this claim. Instead, they distort and disparage my critique of psychiatric
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coercion: “Freedom [in Szasz’s books] becomes equated with "freedoom’
[sic].” As for my view that mental illness is a metaphor, for Sudak and his
colleagues that translates into: “Therapists can evade their professional
responsibilities.”?0

No one has demonstrated that mental illness causes suicide. Instead of
engaging the moral problem of suicide and the practical problems of sui-
cide prevention, Sudak and his colleagues criticize my views: “Such a
view [as Szasz’s] totally ignores the fact that a majority of suicidal indi-
viduals suffer from depressions of one sort or another and these are
among the most treatable illnesses—often, even without the patient’s co-
operation.””! Then, without further explanation, they reasserts the psy-
chiatrist’s social mandate to coerce: “Since it is clear that for children
and adolescents, whether or not one believes in mental illness per se,
therapists and ’the state” have the responsibility to prevent them from
self-harm, the issue of ‘don’t hospitalize them against their will’ is not
nearly so evident. Dealing with minors who can be signed into hospitals
by their parents also, of course, helps to obviate this issue.””? However,
even the most ardent supporters of psychiatric coercions admit that the
confinement of allegedly suicidal adolescents does not help to prevent
their suicide, a fact that Sudak and his co-workers acknowledge: “There
are no satisfactory objective data to tell us which therapies are best
. . . there are little objective data to confirm our biases.””

Although I have written very little about child psychiatry, child psy-
chiatrists seem even more antagonized by my work than psychiatrists
who deal with adults. Kenney and Krajewski also base their support for
confining crazy children in mental hospitals on inveighing against my
baneful influence on the psychiatric scene. They write: “[According to
Szasz,] adults have a right to suicide if they are not suffering from a ma-
jor psychiatric illness. This complicates the decision-making ability of
certain treatment personnel who extend Szaz'’s [sic] concern to patients
of the adolescent years.””* Kenney and Krajewski are unable or unwill-

-ing to grasp that I oppose psychiatric coercion, period.

I have commented at length on the child psychiatrists’ enthusiasm
for coercing the allegedly suicidal adolescent only to demonstrate that
the troubled youngster and his therapist are hopelessly mismatched.
The former is hypersensitive to cant, hypocrisy, deceit, and betrayal.
The latter’s professional status depends on the conscientious cultiva-
tion of precisely such duplicitous speech and behavior, epitomized by
his claim that he is an agent of the child-patient’s “best interests.”
Overestimating the danger of suicide, and underestimating the danger
of psychiatric coercion, serve the economic and professional interests of
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the psychiatrist, not the existential needs of the (adolescent) patient.
That is why I contend that coercive psychiatric interventions are more
likely to promote, than prevent, suicide.

CHILD PSYCHIATRY AND THE JUVENILE
COURT SYSTEM

The empire of child psychiatry was erected on a moral fault line, namely,
the assumption that “juvenile delinquency” is a disease that the child
psychiatrist is especially qualified to diagnose and treat. But delinquency
is not a disease, like diabetes. It is not even a disposition, like compulsiv-
ity. It is simply an invidious, incapacitating status ascribed to a misbe-
having minor. The misconduct justifying the diagnosis varies: It may be
an act that, if committed by an adult, would constitute a felony, for exam-
ple, assault or murder; or it may be an act that would constitute only a
misdemeanor, for example, making an obscene telephone call; or it may
be an act that would not constitute a crime at all, for example, truancy.

Although the term juvenile delinquency implies that the child so diag-
nosed is guilty of a misconduct, the diagnosis is often made in the ab-
sence of any proof that the accused child actually disobeyed authority
or broke the law. In fact, psychiatrists regularly label youngsters as de-
linquents merely on the basis of an accusation, to enable juvenile court
judges to sentence them to psychiatric incarceration until they reach
maturity. For decades, American medical and legal authorities re-
garded this form of child abuse as the most enlightened and benevolent
method the world has ever known for managing problem children. Fi-
nally, in 1964, the United States Supreme Court agreed to hear a case
that, albeit only for a brief moment, exposed the injustice done to chil-
dren in the name of “psychiatric justice.””>

In re Gault

In June 1964, Gerald Gault, an Arizona resident aged 15 years, was ac-
cused of having made a lewd telephone call and taken into custody by
the police. Diagnosed as a juvenile delinquent, he was committed to the
State Industrial School until the age of 21. After Arizona courts dis-
missed petitions for habeas corpus, the Supreme Court agreed to hear
the case.”

The facts of the case are briefly as follows. When Gerald appeared in
court, his accuser, a Mrs. Cook, was not there. No one gave sworn testi-
mony. There was no record of the proceedings. The evidence against
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Gerald was conflicting. Nevertheless, he was found guilty and was, in
effect, sentenced to a 6-year prison term. Had an adult been convicted
of the same offense, the maximum penalty would have been a fine of
$50 or imprisonment for not more than two months.

Such severe punishment, meted out on such flimsy grounds without
judicial safeguards—on a defenseless child, on the pretext of protecting
his own best interests—offends our sense of justice. However, as I noted,
the system under which Gault was “tried” has long been regarded as the
proper—constitutionally and psychiatrically sanctioned—procedure for
managing unruly children. Although Gault’s story is in no way unique, in
this case the Justices declared: “Juvenile proceedings to determine
‘delinquency,” which may lead to commitment to a state institution, must
be regarded as ‘criminal’ for purposes of the privilege against self-
incrimination. To hold otherwise would be to disregard substance be-
cause of the feeble enticement for the ‘civil” label-of-convenience which
has attached to juvenile proceedings.””” Concurring with the majority’s
opinion, Justice Hugo Black pressed the attack against psychiatric injus-
tice for the child deeper still:

Thus, in a juvenile system designed to lighten or avoid punishment for crim-
inality, he [Gault] was ordered by the State to six years’ confinement in what
is in all but name a penitentiary or jail. Where a person, infant or adult, can
be seized by the State, charged, and convicted for violating a state criminal
law, and then ordered by the State to be confined for six years, I think the
Constitution requires that he be tried in accordance with the guarantees of
all the provisions of the bill of Rights made applicable to the States by the
Fourteenth Amendment.”

Although hailed as a landmark Supreme Court decision, the ruling,
not surprisingly, had virtually no effect on the practice of child psychi-
atry. The Court has always upheld the rights of parents to authorize the
psychiatric imprisonment of their child and the fiction that psychiatric
imprisonment (civil commitment) is a civil law procedure. The practice
of child psychiatric slavery has flourished more luxuriantly than ever
since Gault.

CHILD PSYCHIATRY IS CHILD ABUSE

The Gault decision was a classic case of sound and fury signifying noth-
ing. Following Gault, lower courts handed down one psychiatric Dred
Scott decision after another, judges consistently upholding the rights of
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parents to consign their unwanted children to madhouses. It seems to
me obvious that so long as psychiatrists, courts, and the public endorse
the medical model of mental hospitalization, they will consider the prac-
tice of madhousing persons, especially children, reasonable and proper.
After all, a parent has the right, indeed the duty, to hospitalize his minor
child (against his wishes) for medical and surgical treatment, say for
meningitis or appendicitis. Mutatis mutandis, he also has the right, and
the duty, to hospitalize him for psychiatric treatment of mental illness.

Consistent with this medical-scientific conception of mental illness
and mental hospitalization, courts regularly rule that parents are permit-
ted “to hospitalize their child if they wish, as long as the admitting psy-
chiatrist agrees.””® Then, with shocked surprise, the media reports that
“we are increasingly seeing cases of parents going to the state judicial
system once their insurance runs out and asking the judge to make their
children wards of the state, thus qualifying them for Medicaid.”®® The
United States loves to dispose of its unwanted children by means of psy-
chiatric storage, as the following vignette illustrates:

A Florida court has ordered a 14-year-old Pensacola boy quarantined in a hos-
pital psychiatric ward after state health officials said the boy had been ex-
posed to AIDS, was sexually active, and represented a danger to public
health. . . . Judge [William] Frye . . . noted that the confinement order was
for an indefinite period until the public health risk could be eliminated.”

This case is only the visible tip of the proverbial iceberg. Out of sight
are the countless catastrophic consequences of child psychiatry, such
as the wholesale psychopathologizing of child misbehavior and the
mass poisoning of “hyperactive” children with Ritalin and other neu-
roleptic drugs.

Power Corrupts: The Bettelheim Scandal

Everyone interested in the problem of power is familiar with Lord Acton’s
famous maxim, “Power tends to corrupt; absolute power corrupts abso-
lutely.” If a person is offered unlimited power over another and decides to
seize it, his intelligence and good intentions are all for naught. Bruno
Bettelheim, the most celebrated child therapist in the United States after
World War 11, fell into this trap of power. Or perhaps he eagerly rushed
into it.

Although not trained or credentialed as a psychoanalyst, Bettelheim, a
survivor of Nazi concentration camps, was a respected analyst and direc-
tor of the famed Orthogenic School for “disturbed children” in Chicago.
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While Bettelheim was alive, no one dared to challenge the grand image of
his persona, inquired into the inner working of the Orthogenic School, or
questioned the Lourdes-like cures he and his supporters claimed for it.#2
There were many reasons for this suspension of critical scrutiny. Bettel-
heim’s patients were children categorized as crazy, and hence devoid of
credibility. The patients’ parents were devout Freudians who firmly be-
lieved in Bettelheim’s powers to cure crazy children. And Bettelheim
himself was a charismatic figure, a gifted writer, and a successful self-
promoter. After Bettelheim committed suicide in a nursing home in the
spring of 1990, survivors of his (mis)treatment came forward to set the
record straight.

The first crack in Bettelheim’s image occurred when Charles Pekow,
a professional writer, published a critical essay about the Orthogenic
School and its despotic director.?? Pekow, who had spent 10 years as a
patient at Bettelheim’s school in the 1960s, was bitterly unhappy about
his sojourn there. But he had kept his silence, until now. As he com-
pellingly revealed, it would have been futile, or worse, had he tried to
complain while he was imprisoned. He was defined as a crazy child.
Bettelheim was accredited as a sainted savior of mentally sick children.
Pekow’s own grandfather “had gotten Bettelheim his job and had
backed him financially for years.” The gist of Pekow’s thesis was that
Bettelheim lied and abused the children: “While publicly condemning
violence, [he] physically abused children. . . . [He] had standard lines
he gave us all: we were considered hopelessly crazy by the outside
world and only he could save us.” Bettelheim also terrorized the chil-
dren by threatening to send them to an insane asylum: “’You get better
here or you go to a nut house.””

After Pekow broke the ice, other former patients of Bettelheim came
forward to support his charges. Alida Jatich, a computer programmer,
stated: “Those who were going through normal adolescent growing pains
were labeled as psychotic. He didn’t cure autistic or extremely disturbed

_children.” Roberta Redford, another survivor, reported that Bettelheim
“called us ‘crippled in the mind.” . . . [He] used all-school assemblies to
tear people down.”84

As the Bettelheim affair illustrates, the child psychiatrist’s authority
is altogether beyond the reach of his denominated patients. This ele-
mentary fact makes the child psychiatrist one of the most dangerous
enemies not only of children, but also of adults who care for the two
most precious and most vulnerable things in life—children and liberty.
Psychiatric slavery cannot be reformed. It must be abolished.



THE HOMELESS

The myth of Eden records the first trauma of homelessness. Home,
after that expulsion, is what we make, what we build.
—Lance Murrow'

In the United States today, homelessness, mental illness, and the com-
bination of the two are recognized psychiatric categories and the daily
subjects of journalism. Defined as an identifiable subgroup of the pop-
ulation, the homeless and the homeless-mentally ill are viewed as vic-
tims with distinct sociological characteristics, psychiatric problems,
legal rights, and organizations that represent their interests.

IDENTIFYING THE PROBLEM OF HOMELESSNESS

Like the concept of mind, the concept of home is closely related to
our idea of the self, a connection reflected in our language. We have many
words for a homeless person, such as beggar, bum, derelict, drifter,
floater, gypsy, hobo, rambler, tramp, vagabond, vagrant, wanderer, wino;
but we have not a single word for a nonhomeless person. However, just as
the concept of disease does not tell us what health is, so the concept of
homelessness does not tell us what a home is.

86
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The Idea of Home

Sir Edward Coke’s famous phrase, “A man'’s house is his castle,” alludes
to a crucial connection between the possessive individualism of capi-
talism and the possession of a home. A group home is a euphemism. An
institutional home is not a home at all. Only individuals and families
can have homes. In this connection, we must keep in mind that the idea
of the worth of the person qua individual is a modern Western inven-
tion. “Taking a world view,” writes Colin Morris, “one might almost re-
gard it [individualism] as an eccentricity among cultures.”? Soviet
satirist Mikhail Zoloshchenko’s mocking remark underscores these
observations: “Of course, to occupy one’s own, separate apartment is
philistinism. One must live all together, as one big family, and not lock
oneself away in one’s own castle home.”3

Not only is individualism a modern Western value, but so too is our
idea of home. “Domesticity, privacy, comfort, the concept of the home,”
writes John Lukacs, are “the principal achievements of the Bourgeois
Age.”* Witold Rybczynski agrees: “What places the bourgeois in the cen-
ter of any discussion of domestic comfort is that unlike the aristocrat,
who lived in a fortified castle, or the cleric, who lived in a monastery, or
the serf, who lived in a hovel, the bourgeois lived in a house. Our exami-
nation of the home begins here.”>

Although both home and mental illness are complex, modern ideas, we
have fallen into the habit of using phrases such as “housing the homeless”
and “treating the mentally ill” as if we knew what counts as housing a
homeless person or what it means to treat mental illness. But we do not.
We have deceived ourselves that having a home and being mentally
healthy are our natural conditions, and that we become homeless or men-
tally ill as a result of “losing” our homes and minds. The opposite is the
case. We are born without a home and without reason, and have to exert
ourselves and are fortunate if we succeed in building a secure home and

a sound mind.

Homemaking as a Learned Skill

We come into the world homeless and mindless. As fetuses, we develop
in our mother’s womb. Without that elemental shelter, there would be
no human (or mammalian) life. As infants, children, and adolescents,
we develop and grow in homes tended or neglected by parents. With-
out such homes, our bodies can grow, but our souls shrivel.

The ability to make a home—to function as a homemaker, a term that
has become almost unpopular—is a learned skill. Its rudiments, like the
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rudiments of speaking our mother tongue, are acquired by imitation.
However, to master this skill we must exert ourselves and need practice.
Many people cannot form a grammatically correct sentence. Similarly,
many people cannot make a home for themselves.* If they are wealthy,
they can pay others to make a home for them. If they are not, they are
likely to be housed by relatives, or the welfare, prison, or mental health
systems.

Like any learned skill, competence to make a home develops gradually.
The young child, provided with a home tailored more or less to his needs
and his parents’ means, rarely displays much interest in homemaking.
His home is where his mother (or mother-substitute) is. Forced to leave
home to attend school, the child becomes “homesick.” What he misses is
not so much his familiar space as the familiar faces in it. Nevertheless, the
school-age child begins to show interest in his home. Before long, he be-
comes possessive of his own space, a trait manifested by transforming
his room or a part of it into a private sphere, marked off from the spaces
of parents and siblings. Finally, the young adult acquires the economic
and social skills necessary for renting, owning, and maintaining his
own home.

We must keep in mind, however, that until recent times, living alone
was a deviant form of behavior, characteristic of eccentrics and hermits.
Unmarried adults lived with their married relatives or in boarding
houses. Priests and nuns, who formed no families of their own, lived com-
munally. In contrast, single persons now constitute a third of all house-
holds in the United States, a situation due to the destigmatization of
divorce, the disappearance of the extended family, longevity, advances in
housing and food technology, and a rising standard of living.

Men and women who live alone must make homes for themselves. Al-
though many such persons own expensive condominiums or houses,
sometimes their places are barely furnished and are more like lodgings
than homes. Although homemaking has nothing to do with sex (in the bi-
ological sense of the term), by tradition, women have been the homemak-
ers. Precisely for that reason, the rejection of domesticity stands high on
the list of the sacred values of feminism. In 1992, Gloria Steinem told the
New York Times that “she is finally making her house a home after living
in the same apartment for 25 years. ‘I had lived in the apartment for at
least four or five years before I found out that the cven didn’t work. I don’t
know why it took me so long to realize you need to have a home.””¢ Male
conservatives are not necessarily any more interested in homemaking.

* These observations are not intended to minimize the tragic consequences of these dis-
abling deficiencies.
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Rush Limbaugh “doesn’t even have a dining room table on which to plunk
his Chinese takeout.”” Compare Steinem’s and Limbaugh’s homemaking
styles with Mencken'’s observations about the meaning of a home:

A home is not a mere transient shelter: its essence lies in its permanence, in its
capacity for accretion and solidification, in its quality of representing, in all
its details, the personalities of the people who live in it. In the course of years
it becomes a sort of museum of those people; they give it its indefinable air,
separating it from all other homes, as one human face is separated from all
others. It is at once, a refuge from the world, a treasure-house, a castle, and a
shrine of a whole hierarchy of peculiarly private and potent gods.?

The process of acquiring homemaking skills is often reversed in old
age. If we live long enough, the chances are that we will become unable to
care for ourselves and our home. Some old people feel at home in their
children’s homes or even in nursing homes. Most do not. Home is partly
a state of mind. “When the ways of friends converge,” wrote Hermann
Hesse, “the whole world looks like home for an hour.”? More often, for
many people, the whole world looks like an inhospitable shelter.

Nearly everything I have said about having a home applies to having
reason. We come into the world without possessing any reason, and many
of us leave it in the same condition—paraphrasing Shakespeare, sans
speech, sans understanding, sans anything at all that we associate with
the idea of sanity or mental health. This is why it is absurd to speak of a
newborn baby as mentally ill, but it is not absurd to speak of it as bodily
ill. Mental health—as reasonableness or the ability to interpret and cope
with our environment—is a capacity we acquire gradually and, if we live
long enough, are almost sure to lose.

I have tried to show that the terms home and mental health refer to
complex, personal traits-as-possessions, which must be acquired, culti-
vated, and maintained by ceaseless effort. To have a home, a person

must be able and willing to make a home for himself or arrange to have
another person make a home for him on some basis of mutuality. Some-
times, some people lack the ability or the will (or both) to make a home
for themselves and are unable or unwilling to be domiciled by others in
their private capacities; and some people lack these capacities all the
time. Although the dispensations of the welfare state combined with
disability payments for mental illness have severed the traditional link-
age between indigence and vagabondage, we think of every person
called “homeless” as poor. When we discover that he is not, we call him
mentally ill, and his deviant exploits are featured prominently in the
newspapers.!” The simple truth is that some people choose not to use
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their funds to house themselves (using their funds to purchase drugs
instead), reject living with family members willing to take them in,
and prefer a life of mental illness, crime, and vagabondage.

A House Is Not a Home

The nuanced distinctions between the terms home and house illustrate
the strikingly personal nature of the former concept. Home is where the
heart is. It is not merely a lodging, but a locus of affection, specifically
domestic affection. The term home implies attachment, as in homeland or
homesickness. In contrast, a house is merely a shelter or storage place.
The term house implies impersonality or formality, as in house of prosti-
tution, madhouse, poorhouse, workhouse, courthouse, White House.*

Prior to the industrial revolution, the household was the basic social
unit of economic production and consumption, socialization, moral sup-
port, and mutual help.!! The word economy comes from the Greek oikos,
meaning house or home, and nomos, manager; and the word nostalgia
comes from the Greek nostos algos, which means the agonized longing to
return home. Recognizing homesickness as a metaphoric illness that sig-
nifies the vital role of the home in our lives, we do not mistake the term
for the name of a real illness.

Other linguistic clues further illuminate the subtle meanings of the
term home. We have many words to identify a place where a person could
live but where he could hardly be said to be “at home,” for example, asy-
lum, flophouse, hospital, institution, or shelter. The essential homeless-
ness of the chronic mental hospital patient and of the shelter resident is
underscored by the fact that such a person is allowed to occupy his bed
only during the night.

The emotional connotations of the words home and homeless are per-
haps better appreciated by a person whose mother tongue is not English
and who is familiar with the different feel of lexically corresponding
terms in other languages. Albeit in another context (apropos of the prob-
lem of translation), George Steiner chooses the German word for home to
make this point. He writes: “There are no translations. . . . Home is not
Heim; the German has covert echoes of refuge, asylum, workhouse, yet it
shades into the strong excitement of Heimat, Heimatland, the homeplace of
national consciousness, the hearth of political exaltation. English has no
exact equivalent.”!2

* There are some exceptions to this rule. The term home may be used euphemistically, to
make a dwelling seem more intimate and personal than it truly is, as in terms such as
foster home, nursing home, and home for sale.
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The lack of equivalence between English and German is equally strik-
ing with respect to the word homeless. In German, a homeless person is
not heimlos (there is no such word), nor heimatlos (which means being
without a country), but obdachlos (without a roof [over his head]). Dach
means roof, Obdach, shelter. The English word homeless misleadingly
implies that home is something one can give another, rather than some-
thing a person must create for himself. The German word obdachlos
makes it clear that one can give a person an Obdach, but one cannot give
him a Heim, and that a person to whom we have given shelter is still
home-less.*

HOMELESSNESS AS PHENOMENON AND AS
SOCIAL PROBLEM

Why do some Americans have homes, and others do not? Some answers
come quickly to mind. A person may be homeless because he is too
poor to purchase housing and no one else is willing to take him into his
home; because he lacks the psychological and social competence neces-
sary to create and maintain a home; because he rejects a responsible,
settled style of life in favor of a life of vagabondage; or because he
knows that if he can successfully define himself as homeless, he can ob-
tain housing at the taxpayer’s expense.t Many New Yorkers living with
friends or relatives define themselves as homeless, so they can benefit
from the city’s right-to-shelter policies. “More than 70% of the families
seeking shelter in New York City come directly from the homes of rela-
tives and friends . . . . Given the chance to get a subsidized apartment
within a few months, many view temporary "homelessness’ as a ratio-
nal decision.”!3

* The Hungarian word for homeless is hajléktalan. Hajlék is shelter, not home; talan means
without. An older word for the homeless is dgyrajird, dgy meaning bed, and jdr, to go or
walk. This is an exquisitely visual term, conjuring up the gloomy image of a person who,
literally, goes to a bed he rents for the night, much as we might go to a restaurant for
dinner, the difference between the two “goings” being that after a meal at a restaurant
we go home, whereas after a night in a rented bed, the dgyrajir6 must leave and has no
place to go to. The French term for flophouse, asile de nuit, implies a similarly depressing
image.

*Ido not consider here those rendered temporarily homeless by natural or social catastro-
phes, such as earthquakes, hurricanes, revolutions, and wars.
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Defining Homelessness and Identifying
the Homeless

What do we mean when we classify a person as homeless? If we mean
that he has no home of his own, then the majority of mankind must be
counted as homeless. Children, women in many parts of the world,
persons living in mental, military, monastic, and other institutions,
and people in Communist societies do not reside in dwellings that be-
long to them. On the other hand, if we mean that the person has no
place to live that we consider to be an adequate lodging, then society’s
standards determine who is homeless, just as its standards determine
who is mentally ill. For example, a poor person living in a tent in a
public park might consider his domicile a home, but a social worker
might not; whereas a social worker might consider a public shelter into
which she wants to place such a person a home, but the person so
housed probably would not.'*

Like poverty and mental illness, homelessness is a culturally con-
structed concept. In Asia and Latin America, millions of people live on
the streets or in shanties under appalling conditions. They are considered
neither homeless nor mentally ill, only poor. In the former Soviet Union,
“The living space of many millions [of people was] . . . less than the
minimum, according to law, allowed in [American] federal prisons.”'> One-
third of all Soviet hospitals had no running water or indoor toilets, and
half of the schools had no central heating, running water, or sewage sys-
tem.!6 In the United States, such buildings would not be considered hos-
pitals or schools.

By conjoining homelessness and mental illness, as if they went to-
gether like love and marriage in sentimental lyrics, we have obscured the
fact that chronic mental hospital patients have always been (latently)
homeless.!” Unlike the person hospitalized for a heart attack who has a
home to which he can return when he is discharged, the person hospital-
ized for schizophrenia typically has no such home. The experts who now
make confident pronouncements about the “homeless mentally ill” are
actually addressing the age-old problem of the “indigent insane,” who
are homeless because they are indigent, not because they are insane.®

The chronic mental patient is not the only person whose latent home-
lessness is obscured by his living in an institution. Russian military
personnel and aged Americans in prison are in a similar situation. Tens
of thousands of Russian soldiers on German soil cannot be sent home
because there is no place for them to live. Thousands of American geri-
atric prisoners cannot be released because “they have no homes, no job
skills, no savings or medical insurance.”!® The prison is their home.
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More than 20,000 men in American prisons are older than 55, with 400
older than 85. The number of old prisoners is doubling every four years,
and the cost of maintaining them is about three times the norm.

Homelessness and the Politics of Housing

Economists have long warned that government-mandated housing poli-
cies, epitomized by rent control, cause rather than cure housing prob-
lems. The mechanism is fairly straightforward. Rent control legislation
scapegoats landlords. They abandon the housing market and invest their
surplus funds elsewhere.?? Years before homelessness became the offi-
cially denominated problem it is today, Hayek warned about the conse-
quences of rent control:

Thus [by rent control] house property was in effect expropriated. Probably
more than any other measure of this kind, it worsened in the long run the
evil it was meant to cure . . . . It also contributed much toward weakening
the respect for property and the sense of individual responsibility . . . .
[Whoever has seen the effects of rent control] will appreciate the deadly ef-
fect that this one measure can have on the whole character of an economy—
and even of a people.”!

Unfortunately, when economists assert that rent control “does not
work,” they are missing something important. Providing people with
affordable housing is only the avowed purpose of rent control. Its real
purpose is to help politicians get elected, which rent control does very
well indeed.

During most of its history, the United States had no housing policy.
With the passing of the Housing and Urban Development Act of 1968,
the federal government assumed the task of providing “a decent home
and suitable living environment for every American family.”?? Probably
because of this promise, there are now more homeless persons and
more unsold and unoccupied housing units in the United States than at
any time in our history. On top of it, the taxpayer has been saddled
with a bill for more than $300 billion for bailing out the failed savings
and loan associations, which, aided and abetted by the federal govern-
ment, are partly responsible for this debacle.??

After the 1960s, the problems created by rent control were further
aggravated by the process called “gentrification,” which consisted of
razing single-room-occupancy hotels (SROs), other low-cost housing
complexes, and slum dwellings, and replacing them with office towers
and expensive condominium developments. Between 1974 and 1983,
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almost one million housing units renting for less than $200 a month
were lost to conversion or demolition. “In New York City, the number of
people living in SRO units declined from about 100,000 in 1965, to less
than 20,000 in 1986.”%

The rich having displaced the poor, the latter were left with the
choice of living in mental hospitals, shelters, prisons, or the streets. De-
institutionalization virtually eliminated the option of long-term resi-
dence in mental hospitals. The number of persons housed, and the cost
of housing them, in prisons, shelters, and on the streets, exploded.?

HOMELESSNESS AS A BUSINESS

Victimology is big business. Caring for the poor, the homeless, the physi-
cally sick, the mentally sick, the drug addict, the sexually abused child,
the battered wife, and so forth gives employment to mental health pro-
fessionals, physicians, lawyers, judges, law enforcement personnel, and
journalists, virtually all of whom have a vested interest in inflating the
number of persons considered to be the victims of one or another of our
fashionable crowd madnesses. In 1988, NBC news anchor Tom Brokaw
asserted that “65 million American children live in poverty.”? Sixty-five
million was then the total number of children in the United States.

People who address the subject of homelessness with the aim of play-
ing benefactor with the taxpayers’ money have a vested interest in inflat-
ing the number of homeless persons and attributing their predicament
to a condition in the relief of which they claim to possess special exper-
tise. Who counts as homeless thus depends more on who is doing the
counting than on the condition or needs of those counted. According to
the National Coalition for the Homeless, there are 3 million homeless
persons in the United States. This number was invented by the late Mitch
Snyder, a leading homelessness activist, who told Congress: “The figure
is meaningless. We have tried to satisfy your gnawing curiosity for num-
bers because we are Americans with Western little minds that have to
quantify everything in sight, whether we can or not.”? A 1988 study
by the Urban Institute, set the total number of American homeless
at 600,000.28

The Turf War for the Homeless

Psychiatrists have, and always had, a vested interest in classifying social
deviants as mentally ill. In the past, they defined the masturbator, the
homosexual, and the epileptic as mentally ill and hence their fiduciary
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property. Now it is the homeless person’s turn. “The homeless mentally
ill,” declares Neal L. Cohen, director of psychiatry at Gouverneur Diag-
nostic and Treatment Center in New York, “represent a clinically dis-
tinct psychiatric subpopulation who frequently have both positive and
negative symptoms of schizophrenia.”?

Although psychiatrists like to claim that they treat patients with
brain diseases, actually they impose their unwanted “help” on the most
helpless members of society, ensuring the preservation and enlargement
of their turf. A report in Psychiatric News, the APA’s official newspaper,
tells about psychiatric residents in Washington, DC, “trying to serve
their patients about whom the physicians know little . . . in a shelter envi-
ronment [that] one of the residents said resembled nothing so much as a
battlefield.”3? If these young doctors know so little about the persons
they supposedly serve, it would seem to behoove them to learn more
about their patients before they prescribe drugs for them. And if the
shelters are like battlefields, they ought to help the imperiled persons
leave their dangerous domicile, instead of making sure that they stay
put. Explains Robert Kiesling, chief of Washington, DC’s Emergency Psy-
chiatric Response Division: “We think we’ll be able to bring a lot more
people into treatment by providing the services on site.”?!

Another claimant on the homeless is the drug abuse specialist whose
favorite victim is the “mentally ill chemical abuser” (MICA). Treating
these involuntary patients is portrayed as a combination of hard science
and a soft heart, giving the experts engaged in this heroic effort virtually
unlimited access to government funds. Irving Shandler, director of the
Diagnostic and Rehabilitation Center in Philadelphia, claims that 75 to 80
percent of homeless men and women are addicts and asserts: “Substance
abuse is one of the major issues causing people to be homeless and keep-
ing them homeless.”> The New York Times agrees: “Drugs and alcohol
abuse have emerged as a major reason for the homelessness of men,
women, and families.”® Yet housing the homeless has only aggravated
this problem. According to a 1992 survey of New York City shelters, “80
percent of the men had drugs in their system, mostly cocaine.” In Wash-
ington, DC, shelter residents reported that their facility “was a crack
haven . . . [where] 80 percent of the shelter population and 50 percent of
the staff were doing drugs.”>

Veterans’ organizations, a third group with a vested interest in the
homeless, claim that from one-third to one-half of the homeless are vet-
erans, implicitly attributing their homelessness to military service.®
This is a very odd claim. War is not a new phenomenon. Hundreds of
millions of men, from dozens of countries, saw military service in this
century alone. Yet, only after the war in Vietnam, and only in the
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United States, did veterans’ groups claim that military service—or the
memory of it, or even faking the memory of it—causes homelessness.

Hospital administrators constitute still another group with a stake
in the homeless. If an indigent patient is admitted to a hospital, the hos-
pital is stuck with his bill, but if he is defined as homeless, Medicaid
pays the bill. In 1988, the federal Medicaid program disbursed $5.5 bil-
lion in New York State, more than 60 percent of it in New York City. An
anonymous bureaucrat explains: “The temptation of that money evi-
dently influences the number of persons in New York City who are
counted as homeless.”3¢ Workers at Bellevue Hospital documented that
by declaring patients homeless and using contrived accounts of their
lives as rootless panhandlers, hospital personnel “were not only in-
creasing the numbers of patients eligible for Medicaid at the hospital
but also diminishing the likelihood that their stories could ever be fol-
lowed up by investigators.” After these allegations were published,
workers at the city’s 15 municipal hospitals, and at many private hospi-
tals, came forward and testified that “similar activities are common at
their hospitals.”’

Increasingly, the medical profession as a whole is also claiming the
homeless. Until the 1960s, when the economic basis of medical prac-
tice rested firmly in the private sector, physicians were happy to leave
the care and coercion of unwanted persons to the ministrations of the
psychiatric and penal systems. As medical practice became economi-
cally dependent on the government, supplying medical services to
destitute and deviant persons became a lucrative enterprise, and
physicians began to cast a covetous eye on them as potential sources
of income.

It was bad enough that psychiatrists attributed homelessness to
mental illness. However, the danger in that tactic was limited, as psy-
chiatrists were known to attribute badness to madness. Attributing
homelessness to real illness poses a more serious threat, to the home-
less and the taxpayer alike. A special article in the Journal of the Ameri-
can Medical Association illustrates this ominous trend. The author builds
his case for claiming the homeless for medicine by asserting that there
are “9.2 medical problems per homeless person,” that “the rate of sub-
stance abuse (chiefly alcohol) among men [is] 85%," and that “much of
it [is] preventable.”? This is medicine? To me it looks more like
economic and existential cannibalism, an interpretation supported by
the author’s final recommendation: “The tragedy of substance abuse
among the very poor cannot be underestimated . . . these reports
document the terrible need for public mental health and substance abuse
programs that are simply not available.”* We do not need medical jargon
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to know that a destitute person, alone in the world, is not likely to
be healthy, in body or spirit. Calling such a person’s drug use “pre-
ventable” is a cruel lie. The truth is that several of our recent First
Ladies, and would-be First Ladies, have been unable to cope with their
lives without alcohol, amphetamines, and Valium. Yet the American
Medical Association expects our Last Ladies and Men to cope with
their miserable existence without drugs.

No survey of proprietors of the homeless would be complete without
mentioning the traditional protectors of the poor, the clergy. In 1988, per-
haps fearing the loss of its market share, the Vatican reasserted its time-
honored claim on these victims, declaring: “Adequate shelter [is] a
universal right . . . any person or family that, without any direct fault
on his or her part, does not have suitable housing is the victim of injus-
tice.”%0 Pope John Paul Il supported this combination of anticapitalist cant
and envy mongering by citing the United Nations’ definition of the home-
less as “those lacking adequate shelter.” The disintegration of the Soviet
Union has made the Vatican Commission’s language and conclusions the
more remarkable: “[O]ne-fifth of the world’s population currently lacks
decent housing. . . . Homelessness is a human rights issue . . . . Hous-
ing is a basic social good, and not simply a market commodity.”*!

HOMELESSNESS, HOUSING, AND DRUGS

Twenty years ago, when I asserted that schizophrenia is a housing
problem rather than a medical problem, psychiatrists scoffed at the
idea as absurd.*2 Now they busy themselves with providing housing for
so-called homeless mental patients, and insist that doing so is a thera-
peutic intervention. Indeed, the proposition that a mental patient’s
homelessness is a psychiatric problem has become a part of our cul-
ture’s conventional wisdom. Public interest lawyers, instead of protect-
- ing persons from involuntary mental hospitalization, have joined the
mental health lobby as would-be housing agents. The Mental Health
Law Project proudly proclaims that it “will provide national leadership
in efforts to secure adequate housing for mentally ill people who are
homeless.”*? Sociologist David Mechanic declares: “Homelessness is an
acute problem among mentally ill persons; [hence] housing is an inte-
gral part of the therapeutic plan.”#* Since mental patients also lack
money and sexual partners, would supplying these needs also consti-
tute “an integral part of the therapeutic plan”?

It is easy enough to see why most people think that the homeless are
mentally ill and that psychiatrists ought to provide housing for them.
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Poor, desocialized people living on the streets do not look normal. Psy-
chiatrists keep telling the public that the homeless are insane. Many
have a history of mental hospitalization. These facts are enough to con-
vince people that the subjects are mentally ill.

Examining the relationship between homelessness and mental illness
undermines this facile explanation. Mental illness is undefined, unde-
finable, and, in my opinion, nonexistent. As there is no objective test for
mental illness, it is impossible to be certain whether a person is or is not
mentally ill. Even official statistics fail to support the view that most
homeless persons are mentally ill. A 1992 survey of persons housed in
New York City shelters found that only about 10 to 12 percent “had a
record of mental hospitalization.”#> Not surprisingly, homeless persons
who had been in mental hospitals are determined to avoid further con-
tacts with psychiatrists. Psychiatrists have found, “Homeless persons
who had a previous psychiatric hospitalization were the least likely to
sleep in an emergency shelter . . . and were the most involved in crimi-
nal activities. The majority had not made an outpatient mental health
visit in 5 years.”# It is ironic that, to provide secure shelter for them-
selves, in their homes, psychiatrists must diagnose the homeless as men-
tally ill and claim them for psychiatry; whereas to provide secure shelter
for themselves, on the streets, the homeless must avoid psychiatrists and
reaffirm their self-ownership.

The War on Drugs as a War on Housing

The principal causes of homelessness in the United States today are
rent control, gentrification, and the repeal of antivagrancy laws. The
War on Drugs is a contributory factor that deserves brief mention.

Street-level drug trade, as the term implies, is a street-corner busi-
ness. Higher level drug dealers, preferring a location that offers protec-
tion from detection and robbery, operate from so-called crack houses.
Antieviction laws, motivated by the desire to protect tenants in rent-
controlled buildings, make it virtually impossible for landlords to get
rid of undesirable tenants, such as drug dealers. As a result, the govern-
ment of the city of New York has become a drug landlord. A spokes-
woman for the city’s Bureau of Housing Preservation and Development
explains: “We don’t evict anyone unless we catch them dealing drugs
and convict them twice in the same year.”#” Superintendents who try to
drive drug dealers from city-owned buildings run a good chance of be-
ing murdered.

The War on Drugs and the War on Homelessness are on a collision
course that no one in the media or in public life is willing to acknowl-
edge. Ostensibly aimed at decreasing the use of illegal drugs, the War on
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Drugs succeeds only in increasing homelessness. A few examples must
suffice.

During the 1980s, Father Bruce Ritter—the founder of New York’s
famed Covenant House and a decorated hero in the War on Drugs—was
venerated for his selfless struggle to save “kids” from drugs. The stunt
that made Father Ritter a celebrity was his method of securing housing
for his wards. He stole the apartments of alleged drug abusers and
bragged about it: “To get the space I needed was simple. I just kept tak-
ing over more and more of the apartments in my tenement. Most of
them . . . were occupied by junkies, dealers, and speed freaks . . . .
It was kind of, if you will, muscular Christianity. The Holy Spirit made
me do it.”*8

Father Ritter’s efforts to increase homelessness were amateurish com-
pared with those of the U.S. government. After a drug raid in Harlem,
Andrew Maloney, United States Attorney for the Eastern District of New
York, declared: “The object of the seizure is not to catch drug violators
. . . [but] to lock up the premises.”*® And not merely to lock them up
but to destroy them:

In the 11 months since the Federal Government began seizing properties in
an accelerated program of weekly drug raids in New York City, almost
100 apartment buildings and other residences have been barricaded or bull-
dozed . . . . But while scores of suspects have been taken off to jail, other
occupants of these buildings—guilty only of having criminals for neigh-
bors—have been abruptly forced to flee their homes and seek shelter else-
where . . . . Neither the agency nor Federal authorities can say how many
people are now homeless as a result of these building seizures.®

Similar stories abound. In Rochester, New York, Maxine LaPiana,
a single parent, was helping her 14-year-old daughter to get ready for
school when “nine agents from the U.S. Marshall Service, with guns
slung across their shoulders, showed up and presented LaPiana with a
forfeiture warrant.” She was considered guilty of using her house for
selling illegal drugs and “would have to prove in federal court that she
didn’t know about her son’s alleged drug transaction to keep her
house.”5! By 1989, federal authorities were holding more than 25,000
properties confiscated in the course of the War on Drugs.>?

Some government agencies spend millions to house homeless per-
sons. Others spend millions to evict innocent citizens from their
homes, turning them into homeless persons or the guests of the gov-
ernment’s prison system. The scenario is familiar. To save the Viet-
namese from the Vietcong, we burned down their villages. To save poor
inner-city Americans (mostly blacks and Hispanics) from drugs, we
bulldoze their homes.
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THE POLITICAL ECONOMY
OF PSYCHIATRY



THE ORIGIN
OF PSYCHIATRY

Once . . . insane asylums exist, there must be someone to sit in
them. If not you—then I; if not I—then some third person.
—Anton Chekhov!

At the beginning of the seventeenth century, there were no mental hos-
pitals, as we now know them. To be sure, there were a few facilities—
such as Bethlehem Hospital, better known as Bedlam—in which a
small number, usually less than a dozen, of pauper insane were con-
fined. By the end of the century, however, there was a flourishing new
industry, called the “trade in lunacy.”?

To understand the modern concept of mental illness, it is necessary
to focus on the radically different origins of the medical and psychi-
atric professions. Medicine began with sick persons seeking relief from
their suffering. Psychiatry began with the relatives of troublesome per-
sons seeking relief from the suffering the (mis)behavior of their kin
caused them. Unlike the regular doctor, the early psychiatrist, called
mad-doctor, treated persons who did not want to be his patients, and
whose ailments manifested themselves by exciting the resentment of
their relatives. These are critical issues never to be lost sight of >

Unconventional behavior must have existed for as long as human be-
ings have lived together in society. Psychiatry begins when people stop
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interpreting such behavior in religious and existential terms, and be-
gin to interpret it in medical terms. The fatal weakness of most psychi-
atric historiographies lies in the historians’ failure to give sufficient
weight to the role of coercion in psychiatry and to acknowledge that
mad-doctoring had nothing to do with healing.

THE ORIGIN OF THE MADHOUSE

Higher mammals, especially humans, remain dependent on their par-
ents for some time after birth. Because only women can bear children
and because caring for infants is a time-consuming job, societies have
adopted the familiar gender-based job differentiation, females caring for
the young and tending the shelter, males providing food and protection
for the family.

Once a society advances beyond the stage of subsistence economy,
mother surrogates often replace the nurturing role of the biological
mother. For centuries, parents who could afford household help dele-
gated the task of child care to servants—governesses for infants and
young children, tutors for older ones.

The belief that every parent passionately loves his child and would
like nothing better than be able to take care of him is a modern fiction
and self-delusion. Taking care of children, day in and day out, is not a
very interesting activity. Many adults dislike being merely in the com-
pany of a small child. Most people feel similarly disinclined to care for
an insane adult, that is, for a person who is selfish and self-absorbed, de-
manding and dependent, intemperately happy or unhappy, perhaps even
threatening and violent. Stripped of three hundred years of psychiatric-
semantic embellishments, the fact is that a mad person appears to his
relatives as an unpleasant individual whose company they would rather
avoid. To deny their embarrassing lack of love for their lunatic kin, peo-
ple burdened by a crazy relative now call him their “loved one,” espe-
cially when they enlist a psychiatrist to dispose of him.

Delegating the care of an insane adult to hired help, especially if he re-
sists being cared for, presents a very different problem than delegating
the care of a child. A young child has neither the physical strength nor the
political power to resist being controlled by his parents and their deputies
who have lawful authority over him. Adults have no such rights vis-a-vis
their adult relatives or other grown-ups. Before an adult deemed to be in-
sane can be treated as a madman, he must therefore first be divested of
his rights.? Reframing the political status of the insane adult as similar to
that of a child accomplishes this task.
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Insanity as an Infantilizing Iliness

Historically, the first order of business in psychiatry was to establish
insanity as a genuine disease, that is, as neither malingering nor an
(immoral or illegal) act carried out by a responsible adult.’> The next
business was to distinguish insanity from other diseases and assign to
it the singular characteristic of having the power to deprive the patient
of his higher mental faculties, rendering him childlike, and justifying
controlling and caring for him against his will.* This whole package
was required by the political character of seventeenth-century English
society, where, for the first time in history, a people dedicated them-
selves to honoring the values of liberty and property. It is not by acci-
dent that the ideas of limited government, the rule of law, and insanity
as an infantilizing illness all arose and developed in England. Both the
medicalization of madness and the infantilization of the insane were,
and are, needed to reconcile a society’s devotion to the ideals of indi-
vidual liberty and responsibility with its desire to relieve itself of cer-
tain troublesome individuals by means other than those provided by
the criminal law.

The idea of insanity as a condition requiring the madhousing of the
insane was invented by those who needed it, the members of the domi-
nant classes of seventeenth-century English society. It was they who
had to carry the burden of being responsible for their mad relatives by
having to provide for their needs and who, at the same time, had to con-
form their behavior to the requirements of a social order that placed a
high value on the liberty of persons and the ownership of property.
What was a man to do with his spouse, adult child, or elderly parent
who flaunted convention and perhaps neglected his own health, but
who was considered to possess a basic right to liberty and property?
The time was past when such a troublesome individual could treated as
a clan member, responsible to the group, devoid of individual rights in
the modern sense. The rule of law liquidated the autocratic preroga-

' tives of elders regarding deviant adults. From the seventeenth century
onward, the adult members of families were held together more by co-
operation and compromise, and less or not at all by direct coercion. Re-
grettably, cooperation and compromise are useless with persons who
are unable or unwilling to cooperate and compromise.

These political and legal developments placed family members faced
with a disturbing relative in a difficult situation. Though embarrassed

* Hence the close association between severe head injury, brain disease (neurosyphilis),
and insanity.
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and victimized by their (mad) kinfolk, the (sane) relatives could not con-
trol him by means of the informal, interpersonal mechanisms normally
used to harmonize relations in the family. They had only two options,
both useless. One was to set the engine of the criminal law against
the offending family member (provided he broke the law), a course that
would have led to the social or physical death of the mad relative and
the abject humiliation of the family. The other was to expel him from
his home, a course that would have required them to possess more
power than the party they wanted to expel and would therefore have
been most impractical when it was (felt to be) most necessary. It was an
intolerable impasse. Sane (or perhaps merely scheming) family mem-
bers had to come up with a socially acceptable arrangement to enable
them to control, by means of a noncriminal legal procedure, the un-
wanted adult relative (who was senile, incompetent, troublesome, or
perhaps simply in the way). That was the need that generated the con-
cept of mental illness and that is the reason the concept of mental ill-
ness differs so radically from the concept of bodily illness. The point is
that the physically ill person can be cared for without requiring that he
first be subjected to coercive social control, but the so-called mentally
ill person cannot be cared for in this way, because he (rightly) rejects
the patient role.®

In what way did a property-owning madman in England in, say 1650,
endanger his relatives? He did so in one or all of the following ways: Per-
sonally, by embarrassing them; economically, by dissipating his assets;
and physically, by attacking his relatives. In this connection, it is neces-
sary to acknowledge that a person who spurns our core values—that life,
liberty, and property are goods worth preserving—endangers not only
himself and his relatives but, symbolically, society and the social fabric
itself. The madman’s embarrassing behavior gave his family impetus for
hiding him; his improvidence, which provided an important conceptual
bridge between the old notion of incompetence and the new idea of in-
sanity, gave them an impetus for dealing with him as if he were incom-
petent. The law had long recognized mental retardation as a justification
for placing the mentally deficient person under guardianship. Now the
law was asked to do the same for the mentally deranged person. Me-
dieval English guardianship procedures lent powerful support to the
emerging practice of madhousing. Both procedures grew from the soil of
English political-economic and legal tradition, grounded in the value
of preserving landed wealth and ensuring its stable transmission in the
family. As far back as the thirteenth century, common law recognized
two classes of incompetents: Idiots, mentally subnormal from birth,
who were considered to be permanently impaired; and lunatics, normal



MADNESS AND THE METAPHOR OF WAR WITHIN THE SELF 107

persons who went mad, who were considered to be capable of recovery.
The procedure for declaring a person a lunatic was similar to that of de-
claring him incompetent: “Commissions examined such persons before
a jury that ruled on their sanity . . . Physicians played essentially no
role in the certification process itself.”” Before pauper lunatics were ex-
iled to madhouses, propertied persons considered to be mad were man-
aged in a manner that presaged the practice of mad-doctoring;:

Physical supervision and care of the disabled party was commonly handled
by retaining a live-in servant, the so-called “lunatics keeper,” a person usu-
ally of the same gender as the disabled individual. . . . Boarding out the
lunatic or idiot at a private dwelling, in the company of a servant, was also
commonplace; this practice in some respects anticipated the development of
private madhouses in the eighteenth century.®

MADNESS AND THE METAPHOR OF WAR
WITHIN THE SELF

Although some special facilities for housing lunatics existed before
the seventeenth century, for example, in ancient Greece, in medieval
England, and in Islamic societies, these were isolated arrangements for
looking after a few unwanted persons. They were not instances of an
institutional arrangement serving the explicit purpose of incarcerating
persons categorized as insane. The history of mental hospitalization, as
we know it, began in seventeenth-century England, when and where,
for the first time in history, the care of the insane was systematically
delegated to persons outside the family. Forcibly removed from his
home, the mad person was forcibly rehoused in the home of a surrogate
caretaker.

" The Self Divided against Itself

Who wants to deprive us of life, liberty, and property? Enemies abroad,
criminals at home, and the state to which we entrust the power to pro-
tect us from them. These threats are external to our selves. Our lives,
liberties, and properties may also be threatened (metaphorically speak-
ing) from within, by the self acting in opposition to its conventionally
defined interests. In fact, the metaphor of the self divided against itself
is as central to psychiatry as the metaphor of the Trinity is to Christian-
ity. The “split personality” of schizophrenia is only the most familiar
example. Psychiatrists have managed to infect the Western mind with
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many other examples of “divided selves,” such as the true versus the
false self, the authentic versus the inauthentic self, the sane or healthy
versus the insane or sick self, and so forth.* To be sure, we all harbor
diverse desires, some at odds with others, but we have only one self per
person. The force of the maxim, “Actions speak louder than words,”
lies largely in its power to prevent the disuniting of actor and action.
However, it is precisely the “reality” of that disunion that we desire to
legitimize when we assert that a person who neglects himself or his
property, whose economic behavior is injudicious, or who harms or
kills himself is “not himself.” People have always engaged in such be-
haviors. In religious societies, they were viewed as martyrs, sinners, or
persons possessed by demons. In the West since the Enlightenment,
they have been viewed as mentally ill.

To see through the confusions embodied in the image of the mentally
ill person as “not himself” we must be clear about the connection be-
tween behavior and disease. Every part of our body influences our
behavior. If we have arthritis, we cannot move normally. If we have glau-
coma, we cannot see normally. The organ affecting behavior most di-
rectly is the brain. If it is seriously damaged, we die; if less seriously
damaged, we lose a wide range of bodily functions, such as the ability to
see or speak. The question we must keep in mind is: When and why do
we attribute a person’s behavior to brain disease, and when and why
do we not do so? Briefly, the answer is that we often attribute bad behav-
ior to disease (to excuse the agent); never attribute good behavior to dis-
ease (lest we deprive the agent of credit); and typically attribute good
behavior to free will and insist that bad behavior called mental illness is
a “no fault” act of nature.’

Madness, Malady, and Morality

The disease model of derangement is soundly based in the illness now
known as neurosyphilis or paresis. In seventeenth-century England,
syphilis caused many people to become mad. But many mad people did
not have syphilis. The paucity of medical knowledge at the time made it
virtually impossible for people to know whether a particular person’s
abnormal behavior was or was not due to brain disease. However,
even then, there was a simple and reliable method for distinguishing

* This pseudoscientific, quasi-medical imagery is a modern version of the oid theological
split between the erroneous or disloyal self of the heretic and the true or loyal self of the
faithful.
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persons whose brains were being destroyed by syphilis from those
who went mad for other reasons. The syphilitic madmen died, usually
within a year or two after admission to hospital, whereas the healthy
madmen often outlived their sane mad-doctors.

Although a person may behave abnormally because he has a brain
disease, the typical madman behaves the way he does because of
his particular adaptation to the events that make up his life. Examples
abound in Shakespeare’s tragedies. King Lear goes mad because of his
poor choice for retirement. Lady Macbeth is driven mad by guilt and
remorse over a criminal career. Hamlet breaks down under the stress
of discovering that his mother and uncle murdered his father. Yet, none
of these persons is relocated in a madhouse. Why? Because there are
no madhouses. A century later, the practice of resolving such family
conflicts by letting the stronger party psychiatrically dispose of the
weaker one was well on its way of becoming accepted in principle, es-
tablished in practice, ratified by law, and embraced by the public.

Some people have always found it difficult to grow up and assume the
responsibilities of adulthood. Formerly, the person who failed to meet
this universal challenge—who remained unskilled, unmarried, unem-
ployed, and unemployable—was cared for in the family, or became a va-
grant, leading a marginal existence. His relatives, if they were educated,
might have called him a “tatterdemalion.” Now they call him mentally
ill, usually schizophrenic. Regardless of such a person’s medical condi-
tion, there is a clear and critical connection between the value we attach
to life, liberty, and property and the idea of insanity or mental disease.
The “misbehavior” of a prostate is not a moral issue, but the misbehavior
of a person is. The distinction is important for the observer-respondent:
If he accepts the moral dimension of insanity, he is faced with an ethical-
political problem, whereas if he rejects it, he is faced with a medical-
technical problem.

Finally, I want to acknowledge the rationale, though not the validity,

“of bracketing the insane with infants. There are similarities between the
behavior of an adult who does not eat or sleep properly, neglects his pos-
sessions, perhaps even attacks his relatives, and the behavior of an un-
ruly child.”® That analogy forms the basis for the legal-psychological
strategy of treating the insane as if they were (like) infants. Correla-
tively, the relatives of a misbehaving adult (madman) feel compelled to
protect him as well as themselves from his embarrassing and destructive
behavior. That similarity forms the basis for the legal-psychological
strategy of letting psychiatrists act as the guardians of their mental pa-
tients, as if they were parents and the patients were (like) children.!
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THE MADHOUSE AS SURROGATE HOME

When the trade in lunacy began, the individuals incarcerated as insane
were members of the propertied classes who posed a problem to their
families. The sane relatives’ problem was not finding a home for a home-
less person, but finding a justification for removing the lawful occupant
of a home from his residence and relocating him in someone else’s home.
Although the historical record is clear, Michel Foucault constructed a
history of psychiatry that has confused the matter. Influenced by his
Marxist bias, he traced the origin of the practice of incarcerating mad-
men to the segregation of lepers and, more specifically, to the large-scale
confinement of urban indigents in France in the seventeenth century.
Some of what Foucault described happened. But it was not the way the
systematic confinement of persons diagnosed as mad came into being.
Individual rights were virtually nonexistent in seventeenth-century
France. They were assuredly nonexistent for the propertyless French
masses. Hence, imprisoning the rabble in “general hospitals” did not re-
quire the pretext of insanity as an illness. Moreover, it is simply not true
that institutional psychiatry represented the beginning of a new mode
of warfare between the haves and have-nots, the former resorting to the
tactic of labeling the latter as insane in order to remove them to the mad-
house. The incarceration of rich persons in private madhouses came first
and was followed, considerably later, by the incarceration of poor per-
sons in public insane asylums. Roy Porter emphasizes that early psychi-
atry was not:

a discipline for controlling the rabble. . . . Provision of public asylums did
not become mandatory until 1845 . . . . Even at the close of the eighteenth
century, the tally of the confined mad poor in Bristol, a town of some 30,000,
was only twenty. . . . [Whereas] about 400 people a year were being admit-
ted to private asylums.”

The Clergyman as Mad-Doctor

Except for some historians of psychiatry, few people realize that the
early madhouses were not hospitals, but were simply the homes of the
keepers, who took a few, often only one or two, madmen or madwomen
as involuntary boarders or houseguests; or that the keepers, who owned
and operated these private madhouses, were laypersons, principally
clergymen; and that the connection between religion (the cure of souls)
and mad-doctoring (the cure of minds) made good historical sense.
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The practice of healing began as an undifferentiated religious-
medical enterprise. Later, as the social world split into sacred and pro-
fane parts, the practice of healing also split, one part remaining a
sacred, religious activity, the other becoming the secular profession of
medicine. In the West, this separation occurred twice: First, with re-
spect to the body, in Greece, two and a half millennia ago; second, with
respect to the mind, in England, less than four hundred years ago.
Since the Enlightenment, spiritual and scientific healing have become,
and have been perceived as, distinct and separate enterprises.

There is a long Western tradition of interpreting insanity in reli-
gious terms, as a manifestation of demonic possession, treatable with
exorcism; and, most importantly, viewing clerical coercion as morally
laudable and politically legitimate. When people believed that eternal
life in the hereafter was more important than a brief sojourn on earth,
torturing the possessed person to improve the quality of his life after
death was regarded as an act of beneficence. Hence the long history of
lawful clerical coercion.

In contrast, before the seventeenth century, there was no historical
tradition justifying the use of force by physicians. Unlike the doctor of
divinity, the doctor of medicine had no right (as yet) to imprison and tor-
ture his patients. In fact, when Englishmen first tried to enlist the doctor
in the service of diagnosing and disposing of their problematic relatives,*
the physician, as Shakespeare showed in Macbeth, declined the invita-
tion. This rejection was consistent with the physician’s historical man-
date. From ancient times, his help was sought by suffering persons on
their own behalf, or by healthy persons on behalf of relatives too dis-
abled to seek help for themselves. The clergyman labored under no such
tradition, which explains his role as pioneer mad-doctor and madhouse
keeper. Subsequently, as the clergyman’s power diminished, the mad-
doctor’s increased, and theological coercion was replaced by psychiatric
coercion.'

The Private Madhouse: A “Home" for Paying Guests

The trade in lunatics must be understood in economic and social terms.
The enterprise satisfied the existential needs of the lunatics’ relatives,
and the economic needs of the entrepreneurs who supplied the de-
manded service.!> The madhouse keeper’s retainers were wealthy—able
and willing to pay him to relieve them of the company of their unwanted
relative. The keepers were relatively impecunious, eager to please their
paymasters. Contemporary observers recognized what was happening.
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Thomas Bakewell, himself the proprietor of a madhouse, observed: “The
pecuniary interest of the proprietor and the secret wishes of the lunatics’
relatives, led not only to the neglect of all means of cure, but also to the
prevention and delay of recovery.”'® Another madhouse keeper wrote:
“If a man comes in here mad, we’ll keep him so; if he is in his senses,
we’ll soon drive him out of them.”!” The practice of involuntary mental
hospitalization thus began as a private, capitalist enterprise. Like chattel
slavery, psychiatric slavery had to be sanctioned by the state.

Because madhousing was soon transformed into a largely statist pro-
gram of confining troublesome poor people, the entrepreneurial origin
of psychiatry as a form of private imprisonment merits reemphasis. In
the seventeenth century, England was essentially a two-class society,
consisting of those who owned property and those who did not. Because
wealth, especially land, generated income, members of the propertied
classes did not have to work to procure a livelihood for themselves and
their families. The poor, whose only property was their labor, had to
work or face destitution. Because they had no “real” property other than
their daily labor, their relatives had nothing to gain, and much to lose, by
having them declared mad. The very poverty of the poor thus protected
them from the ministrations of the early mad-doctors.

Ironically, long before the misery of poorly paid factory workers

‘generated denunciations of private profit, the early critics of mad-
houses blamed the abuses of the trade in lunacy on the profit motive.
It was an important factor, to be sure, but it was merely a symptom.
Forbes B. Winslow, the proprietor of two private asylums, denounced
the practice of patients being “brought into the market and offered for
sale, like a flock of sheep, to the highest bidder.”'® He was referring to
the practice of madhouse keepers advertising for “guests.” A typical
advertisement ran as follows: “Insanity. Twenty per cent. annually on
the receipts will be guaranteed to any medical man recommending a
quiet patient of either sex, to a first class asylum, with highest testimo-
nials.”?® Plus ¢a change . . . . Today, private mental hospitals not only
advertise their services but encourage their staff to double as psychi-
atric bounty hunters. It hardly needs adding that the madhouse keep-
ers hawk their wares not to the so-called patients but to their relatives
who are eager to get rid of them. Since government and insurance pro-
grams now pick up the tab, this tactic has become more tempting and
more popular than ever.?0

Unfortunately, the early critics of the madhouse business aimed their
fire at the wrong target. The root problem was not profit but power, the
mad-doctor’s power to lawfully transform a sovereign British subject
from person into mental patient and thus deprive him of liberty.
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Madness: An “English Malady”?

My thesis is that, like limited government, the free market, and the
workhouse, mad-doctoring was also an English invention. This inter-
pretation is supported by the writings of seventeenth- and eighteenth-
century English physicians, who maintained that mental illness was a
peculiarly English malady.

In 1672, Gideon Harvey, physician to King Charles II, wrote a treatise
titled, Morbus Anglicus, a term he used for “hypochondriacal melan-
choly.”?! Fifty-one years later, George Cheyne popularized this notion in
his classic, The English Malady. That antique work remains of considerable
interest because it already exemplifies the confusion, still characteristic
of psychiatry, of metaphorical maladies of the soul with literal diseases of
the body.22 “The Spirit of a Man,” wrote Cheyne, “can bear his Infirmi-
ties, but a wounded Spirit who can bear? saith a Prophet. As this is a
great Truth in the Intellectual World, so it may allude to the Human
machin. . . .”2 To what “conditions” did Cheyne refer when he catego-
rized them as instances of the “English Malady”? They were “Spleen,”
“Vapours,” “Lowness of Spirits,” “Hysterical Distemper,” and other sim-
ilar “ailments.” Despite naming “it” “Lowness of Spirits,” he explicitly
identified that “condition” as a bodily disease, and recommended treat-
ing it with mercury, antimony, and other arcane compounds and concoc-
tions, as well as dietary regimens and purgatives.* However, Cheyne’s
effort to medicalize problems of living was premature, as he himself real-
ized. He wrote:

[O}ften when I had been consulted in a Case . . . and found it what is com-
monly called Nervous, I had been in the utmost Difficulty, when desir'd to
define or name the Distemper, for fear of affronting them, or fixing a Re-
proach on a Family or Person . . . . If I said it was Vapours, Hysterick or
Hypochondriacal Disorders, they thought I call'd them Mad . . . [and] was
in hazard of a Drubbing for seeming to impeach their Courage; . . . I my-
self was thought a Fool, a weak and ignoble Cox-comb, and perhaps dis-
miss’'d in Scorn.®

PIONEER CRITICS OF THE PRACTICE
OF MADHOUSING

Madhousing the unwanted family member was a novel method for cop-
ing with age-old familial and social problems. Since every solution of
a human problem creates a new set of problems, protests against the
novel practice typically arise in the same cultural milieu as the reforms.
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The Industrial Revolution and the Luddite revolt against the machine
both began in England. And so did the protests against what we now
term “psychiatric abuses.”

Faise Commitment: The Wrong Target

Insofar as insanity is accepted as a justification for depriving a person of
liberty, the basic risk inherent in involuntary mental hospitalization be-
comes analogous to the risk inherent in imprisoning criminals. In each
case, a person might be wrongfully identified as suffering from insanity
or being guilty of a crime, and wrongfully deprived of liberty.

Preoccupation with the wrongful confinement of sane persons in in-
sane asylums, called “false commitment,” is a leitmotiv that runs
through the entire history of psychiatry. The history of this protest
movement is characterized by the stereotypical claims of incarcerated
mental patients that they are sane and have been misdiagnosed as in-
sane, while at the same time enthusiastically supporting the diagnoses
of their fellow victims as insane and applauding their incarceration as
just and proper. Evidently it never occurred to the protestors to chal-
lenge the legitimacy of psychiatric slavery itself. The mad, no less than
the sane, accepted the principle that the illness called insanity justifies
incarcerating the patient.

However, madmen and madwomen claiming to be sane were not
the only critics of the madhouse system. Their impeached pleas were am-
plified and supported by the unimpeachable voices of journalists and
men of letters. These critics alerted the public to the fact that individuals
were often committed not because they were insane but because they
were the victims of scheming relatives and greedy madhouse keepers.
These accusations were supported by anecdotes of philandering hus-
bands committing their innocenrt wives, and greedy children confining
their harmless elderly parents. Obsession with false commitment thus
obscured the fundamental issue of the freedom and responsibility of
the so-called mad person, and reinforced the belief that incarcerating the
truly insane was in the best interests of both the patient and society.

Daniel Defoe

Daniel Defoe (1660-1731), famous as the author of Robinson Crusoe, was
what we would now call an investigative journalist. As such, he was also
a pioneer critic of the business of mad-doctoring. Like other madhouse
reformers, Defoe objected only to the confining of sane persons, an
abuse he attributed partly to the selfishness of the relatives initiating the
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commitment process, and partly to the rapacity of the madhouse keep-
ers. He wrote:

This leads me to exclaim against the vile Practice now so much in vogue
among the better Sort, as they are called, but the worst sort in fact, namely,
the sending their Wives to Mad-Houses at every Whim or Dislike, that they
may be more secure and undisturb’d in their Debaucheries. . . . This is the
height of Barbarity and Injustice in a Christian Country, it is a clandestine
Inquisition, nay worse . . . . Is it not enough to make any one mad to be
suddenly clap’d up, stripp’d, whipp'd, ill fed, and worse us’d? To have no
Reason assign’d for such Treatment, no Crime alledg’d or accusers to con-
front? . . . In my humble Opinion all private Mad-Houses should be sup-
press’d at once.”

Note that Defoe speaks only of the practice of locking up persons of
“the better Sort,” as he called members of the propertied class. The
large-scale commitment of the poor in public madhouses lay still in
the future.

Because they never questioned the idea of mental illness or the legit-
imacy of incarcerating persons diagnosed as insane, the critics of false
commitment accomplished less than nothing. By shaming the mad-
house keepers and society into prettifying the psychiatric plantations,
they preserved and strengthened the system of psychiatric slavery.”
Psychiatrists became more sophisticated, concealing incarceration as
hospitalization and torture as treatment. Since 1800, the persistence of
psychiatric abuses has been attributed to a succession of fashionable
scapegoats, such as untrained or sadistic doctors, inadequate govern-
ment funding, the severity of the patients’ diseases, the inadequacy of
available treatments, and, in the present day, the overuse or underuse
of psychiatric drugs.

Anton Chekhov

One of the most moving criticisms of involuntary mental hospitaliza-
tion is Anton Chekhov’s novella, “Ward No. 6.” Written in 1892, it is a
veiled, but nonetheless powerful, attack on the entire system of psychi-
atric incarceration. The gist of the story is this.

Andrew Ephimich Raghin, an aimless young doctor, takes a job at a
provincial mental hospital. After he assumes his post, it is made clear
to him that he is expected to play the part of a feudal master, leaving
the care of the patients to the brutal hospital attendants. Although
warned against mingling with the inmates, to relieve his boredom he
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drifts into engaging one of the patients in conversation. Soon, the pa-
tient appears to be quite sane to him, and he, the doctor, appears to be
increasingly more mad to his acquaintances. As the story nears its cli-
max, Ephimich is declared insane and is imprisoned in the same cell as
Ivan Dmitrich, the patient he befriended. This appalling scene follows:

“But suppose I were to go out of here, what harm would that do any-
body?” asked Andrew Ephimich . . . “I can’t understand this! Nikita, I
must go out!” . . .

“Don’t start any disorders, it’s not right!” Nikita [the attendant] admon-
ished him.

“This is the devil and all!” Ivan Dmitrich suddenly cried out and sprang
up. “What right has he got not to let us out? How dare they keep us here?
The law, it seems, says plainly that no man may be deprived of liberty with-
out a trial! This is oppression! Tyranny!”

“Of course it's tyranny!” said Andrew Ephimich, heartened by Ivan
Dmitrich’s outcry.” “I've got to, | must go out! He has no right to do this! Let
me out, I tell you!”

“Do you hear, you stupid brute?” Ivan Dmitrich shouted, and pounded
on the door with his fist. “Open up, or else I'll break the door down! You
butcher!”

“Open up!” Andrew Ephimich shouted, his whole body quivering. “I de-
mand it!”

“Just keep on talking a little more!” Nikita answered from the other side
of the door. “Keep it up!”

“They 1l never let us out!” Ivan Dmitrich wenton. . . . “They’ll make us
rot here! . . . Open up, you scoundrel, I'm suffocating!” he cried out in a
hoarse voice and threw his weight against the door. “I'll smash my head!
You murderers!”

Nikita flung the door open, shoved Andrew Ephimich aside roughly, us-
ing both his hands and one knee, then swung back and smashed his fist into
the doctor’s face.

Ivan Dmitrich let out a yell. Probably he, too, was being beaten. . . .
Toward evening Andrew Ephimich died from an apoplectic stroke.?®

And so the story ends. Chekhov, himself a physician, knew whereof
he spoke.
ENGLISH LITERATURE AND THE ORIGIN OF
MAD-DOCTORING

When Shakespeare wrote his great plays, there were no private mad-
houses in England. One hundred years later, the trade in lunacy was
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a flourishing industry. Shakespeare’s tragedies thus provide a su-
perb, and surprisingly neglected, source for tracing the origin of
mad-doctoring.?’

Are Shakespeare’'s Tragic Heroes Mad?

The longer I have pondered Shakespeare’s portrayal of madness, the
more impressed I have become with how psychiatrists, psychoanalysts,
historians of psychiatry, and literary critics alike have distorted Shake-
speare’s depiction of madness. They have done so by concentrating on
the behaviors of the persons denominated as mad, ignoring the behav-
jors of the persons who so denominate them, and imposing psychoana-
lytic interpretations on the dramatis personae instead of letting the
playwright have the last word.

From among a multitude of psychiatric studies of Shakespeare, I
shall comment on one only, Sir John Bucknill’s (1817-1897) The Mad Folk
of Shakespeare, first published in 1859 as The Psychology of Shakespeare.*
Bucknill, one of the founders of British psychiatry, took for granted
that Shakespeare’s tragic heroes were ill, in the literal, medical sense of
the term. The psychiatrist’s task, as he saw it, was to identify precisely
what ailed them. To Bucknill, who knew that there were no insane asy-
lums in England in 1600, this meant only that there was an unmet need
for such institutions. He wrote:

In his [Shakespeare’s] time the insane members of society were not secluded
from the world as they are now. If their symptoms were prominent and dan-
gerous, they were, indeed, thrust out of sight very harshly and effectually;
but if their liberty was in any degree tolerable, it was tolerated, and they
were permitted to live in the family circle, or to wander the country.*!

Bucknill acknowledged that the absence of mental hospitals in
Shakespeare’s time might signify that there was more tolerance for per-
sonal eccentricity in Elizabethan than in Victorian England, but failed
to pursue this lead. Instead, he continued:

That abnormal states of mind were a favourite study of Shakespeare would
be evident from the mere number of characters to which he has attributed
them, and the extent alone to which he has written on the subject . . . The
consistency of Shakespeare is in no characters more close and true, than in
those most difficult ones wherein he portrays the development of mental un-
soundness, as in Hamlet, Macbeth, and Lear; . . . It is on the development
of insanity . . . that the great dramatist delights to dwell.®
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In Bucknill’s view, then, Shakespeare described the development of
mental diseases. In my view, Shakespeare painted imperishable liter-
ary portraits of life as tragedy. Let us briefly reconsider, without psy-
chiatric prejudgments, some of Shakespeare’s mad/tragic heroes and
heroines.

Aided and abetted by his loyal wife, Macbeth destroys his rivals and
reaches the pinnacle of political power. Unable to relish the role she so
hungrily coveted, Lady Macbeth becomes unhinged by guilt. She is tor-
mented by anguish, cannot rest or sleep, and hallucinates blood on her
hands that she cannot wash away. Macbeth summons a doctor to cure
her. He does not ask the doctor to discover what ails Lady Macbeth; he
just wants him to restore her to her “premorbid” condition. However,
the doctor quickly grasps the meaning of Lady Macbeth’s madness and
her husband'’s reasons for wanting to deny its meaning. He tells Mac-
beth that his wife is “Not so sick, my lord / As she is troubled with
thick-coming fancies / That keep her from her rest.”33 Macbeth is not
satisfied. He presses the doctor with these immortal words:

Cure her of that:

Canst thou not minister to a mind disease’d,
Pluck from the memory a rooted sorrow,

Raze out the written troubles of the brain,

and with some sweet oblivious antidote
Cleanse the stuff’d bosom of that perilous stuff
Which weighs upon her heart?”*

The doctor, conscientious and wise, remains unmoved. His exem-
plary reply is: “Therein the patient / Must minister to himself.”% This
answer leaves the disturbed and disturbing persons to their own
devices, to cope with their problematic lives as best they can. With nei-
ther divorce nor commitment being available to Macbeth, both his and
Lady Macbeth’s options were limited—to murder and suicide.

In my reading of this play, part of its message is that personal miscon-
duct is not a disease; that the troubling consequences of moral failure do
not constitute a treatable medical condition; that the mad person needs
moral, not medical, guidance; and, in the final analysis, that the patient
must “cure” himself. When this formula is inverted—when madness is
accepted as a disease over which the patient has no control, and when the
(mad)doctor is empowered to control him by force and fraud—then, and
only then, can mad-doctoring as a profession arise and coercion begin to
masquerade as cure.
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While in Macbeth, Shakespeare presents a “nervous breakdown” as
morally merited punishment for the actor’s evil deeds, in Hamlet, he ex-
hibits the duplicity intrinsic to mad-doctoring. After Polonius realizes
that Hamlet’s erstwhile friends, Rosencranz and Guildenstern, have
been enlisted as agents by Gertrude and Claudius, Polonius ponders
aloud:

'Tis toc much proved, that with devotion’s visage
And pious action we do sugar o’er
The devil himself.%

The metaphor of the “devil sugared over” alludes to the pretense that
foe is friend, that the effort to silence a person who suspects crimes in
high places is an attempt to protect a madman from his madness. Hear-
ing Polonius’ words, Claudius acknowledges that his concern is not for
Hamlet’s mind but for his own soul:

(Aside) O, 'tis too true.

How smart a lash that speech doth give my conscience!
The harlot’s cheek, beautied with plast’ring art,

Is not more ugly to the thing that helps it

Than is my deed to my most painted word.

O heavy burthen!”

The scenarios of both Macbeth and Hamlet point to a powerful, albeit
latent, demand for alternative housing for certain upper-class persons,
a demand generated not by those to be rehoused, but by their relatives
seeking to rehouse them.* Because no such service existed, the would-
be buyers turned to physicians, in effect asking them to expand their
professional repertoire by providing madhousing. It was a reasonable
proposal. Physicians were in the business of helping healthy people
care for their sick, and therefore problematic, relatives. Lady Macbeth
‘was a problem to her husband. He called for the doctor to help him.
This triangular relationship—comprising a disturbing man or woman,
his or her dissatisfied spouse, and a doctor—remains the main engine
of psychiatry.

For Shakespeare and his contemporaries, it must have still seemed
self-evident that the individuals who act madly as well those who define

* We touch here on some similarities between madhouses and prisons on the one hand,
and homes and hotels on the other. In the former domiciles, individuals are rehoused
involuntarily; in the latter, individuals rehouse themselves voluntarily.
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them as mad are responsible for their behavior. No one’s (mis)behavior is
excused as due to demonic possession, mental disease, or any other
duress. Lady Macbeth is responsible for her crimes and her guilty con-
science; Macbeth, for denying the meaning of his wife’s dis-eased mind
and trying to enlist a doctor in an immoral collusion; Claudius and
Gertrude, for covering up their villainous deeds and trying to incrimi-
nate Hamlet as mad. Perhaps most interestingly, Othello is responsible
for becoming and being mad. Here is Shakespeare’s affirmation of the
central role of personal responsibility for our character and conduct:

Iago. . . . ’'tis in ourselves that we

are thus, or thus. Our bodies are our gardens,

to which our wills are gardeners; so that if

we will plant nettles or sow lettuce, set hyssop
and weed up thyme, supply it with one gender of
herbs or distract it with many, either to have it
sterile with idleness or manured with industry,
why the power and corrigible authority of this lies
in our wills.®

At the very moment when the idea of insanity as non-responsibility
is developing in its mother’s womb, Shakespeare presciently declares it
a monster unworthy of life. Hamlet, Lear, Lady Macbeth, Othello, none
is mad when he or she first enters the stage. They go mad before our
very eyes. For Shakespeare, madness is the consequence of a person’s
freely chosen conduct, fated perhaps (in the classic Greek sense), but
neither an excuse for evil nor an illness that requires medical attention.
On the contrary, everything connected with madness is motivated ac-
tion: Claudius and Gertrude attribute madness to Hamlet as a weapon
of aggression; Hamlet feigns madness as a defensive ruse; Lear and
Othello go mad because they have trusted imprudently or were immod-
erately jealous.

Jonathan Swift: “A House for Fools and Mad”

Barely a hundred years after Shakespeare, the English people were as
engrossed with the abuse of reason as madness as we are with the abuse
of drugs as addiction. I have remarked earlier on some of the cultural
and economic reasons for this development. There were other, more sub-
tle stimuli at work as well. Michael DePorte, for example, attributes the
growing interest in insanity in the seventeenth century “to the policy at
Bethlehem Hospital of allowing visitors to come and go freely, a practice
which not only gave writers a chance to observe madmen at first hand,
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but which also gave them an audience familiar with the behavior of the
insane.”? This is a perceptive and persuasive observation. Indeed, visit-
ing Bedlam as if it were a zoo not only gave artists a chance to observe
madmen, it also gave madmen an opportunity to address a more sympa-
thetic audience than their fellow victims, disdainful keepers, and hostile
relatives.

Swift made many references to madness, almost all satirical. Like
Shakespeare, he also took for granted that there is method in it. Specif-
ically, he viewed madness as a tactic the madman chooses to enhance
his self-esteem. In A Tale in a Tub, for example, he describes a madman
as “a tailor run mad with pride,”4° echoing Hobbes’s interpretation a
half century earlier: “The passion, whose violence, or continuance,
maketh madness, is either great vainglory which is commonly called
pride, and self-conceit; or great dejection of mind. . . .”*! In the same
essay, Swift satirizes the view that geniuses are insane and the sadistic
practices that pass as mad-doctoring: “. . . Epicurus, Diogenes, Appolo-
nius, Lucretius, Paracelsus, Des Cartes, and others, who if they were now
in the world . . . would in this our undistinguishing age incur mani-
fest danger of phlebotomy, and whips, and chains, and dark chambers,
and straw.”4?

In his magisterial biography of Swift, Irvin Ehrenpreis writes:

The theme of madness which runs through Swift’s work normally carries the
motif of power without responsibility. In Irish affairs it grows into the con-
cept of a nation gone mad: Parliament as Bedlam populated by lunatics who
think themselves statesmen, the kingdom as a land of absurdities . . . the
machinery of government in Ireland has for its true function that of farcical
entertainment, diverting people from their real problems.*

Shakespeare always, and Swift most of the time, view madness as a
moral and political matter, not a medical malady. Both use the term
‘madness as a figure of speech, an evocation of the turmoil and tragedy
of human existence, not as the diagnosis of a disease requiring medical
intervention. However, Swift’s conduct toward allegedly mad persons,
himself included, was inconsistent with some of his writings. Although
he characterized Bedlam as a place of “phlebotomy, whips, chains, dark
chambers, and straw,” yet he joined the hospital’s governing board and
tried to commit one of his friends to it, who, Swift believed, “went mad
from thinking too long about the problems of calculating longitude.”#*
At the same time, he suggested that since “incurable fools, incurable
rogues, incurable liars, [and] the incurably vain or envious” qualified
for admission to Bethlehem Hospital . . . a certificate as an ‘incurable
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scribbler’ would elect him [Swift] a patient at the foundation.”#> Said in
jest but meant in earnest?

The most interesting evidence of Swift’s concern with madness is his
last will, in which he bequeathed his estate for the construction of an
insane asylum in Dublin, which as yet had none. His poem, “Verses on
the Death of Dr. Swift,” written in 1732, ends with this grand double-
entendre:

He gave the little Wealth he had,

To build a House for Fools and Mad:
And shew’d by one satyric Touch,
No Nation wanted it so much.*

To his bequest of about eleven thousand pounds, a substantial sum at
that time, other gifts were added, enabling the city of Dublin in 1757, 12
years after Swift’s death, to open St. Patrick’s Hospital, better known as
Swift’s Hospital.

For Swift, the immortal artist, madness was largely a metaphor for
hypocrisy, perversity, and stupidity. However, for Swift, the modern
hypochondriac afraid of illness, madness was a disease that might even
render the patient dangerous and hence justify his segregation. It must be
recalled that during much of his adult life Swift suffered from Méniére’s
disease, or labyrinthine vertigo, which was then a mysterious ailment
that made him fear for his own sanity.*” In the poem in which he recorded
his bequest, he described his condition thus:

That old vertigo in his head

Will never leave him till he’s dead:
Besides, his memory decays,

He recollects not what he says;

He cannot call his friends to mind;
Forgets the place where he last din'd.*

Swift’s fear of going mad might signify a growing appreciation of
the relationship between brain disease and the sorts of behaviors that
were becoming understood as the symptoms of insanity.
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ECONOMICS
AND PSYCHIATRY

Nobody but a beggar chooses to depend chiefly upon the benevolence
of his fellow-citizens. And even a beggar does not depend upon it
entirely . . . . The greater part of his occasional wants are supplied
in the same manner as those of other people, by treaty, by
barter, by purchase.

—Adam Smith?

Although economists and psychiatrists address essentially the same sub-
ject, human behavior, they work in virtual isolation from one another. On
the rare occasions when they cross boundaries, they tend to embrace each
other’s fashionable fictions as if they were scientific truths.

ECONOMICS, PSYCHIATRY, AND HUMAN BEHAVIOR*

Around the turn of the century, as one group of Austrians was developing
an approach to the cure of souls that became known as psychoanalysis,

*1 use the word psychiatry as shorthand for all the mental health professions.
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another was developing an approach to economics that later became
known as the Austrian school.2 Friedrich von Wieser, one of its founders,
began his pioneering work, Social Economics, as follows:

This investigation uses the methods recently designated as “psychological.”
The name is applied because the theory takes its point of departure from
within, from the mind of economic man. I myself once spoke of economic
theory in this sense as applied psychology.?

Wieser’s most distinguished pupil, Ludwig von Mises, identified the
scope of economics in almost the same terms that might be used to
identify the scope of psychiatry. He wrote:

Nothing that men aim at or want to avoid remains outside [the scope of eco-
nomics as] . . . the general theory of human action. . . . Human action is
purposeful behavior. . . . to do nothing and to be idle are also actions,
they too determine the course of events.*

Nevertheless, the ideas of economists and psychiatrists have re-
mained isolated from one another, and for good reason. The economist
views man as a rational actor, choosing both ends and the means to at-
tain them. The psychiatrist views him as an irrational patient, that is, as
a (mad)man who is not an actor at all, but a puppet propelled by im-
pulses or the victim of mental illness.5 This difference is a human arti-
fact that reflects two different ways of constructing social reality and
seeking to control behavior.

Gary Becker has tried to reconcile these two approaches, applying so-
called rational choice analysis to such ostensibly noneconomic behaviors
as addiction, gambling, and family relations.® According to him, the eco-
nomic approach “is not restricted to material goods and wants or to mar-
kets with monetary transactions, and conceptually does not distinguish
between major and minor decisions or between ‘emotional’ and other de-
cisions.”” Becker uses the word “emotional” to describe decisions psychi-
atrists would call “irrational,” noting that “the objections by many
non-economists that theory of choice assumes rationality is not well
founded [because] it is difficult to distinguish operationally between ir-
rational choices and poorly informed ones . . .”8 Economic theory, he
concluded, “is much more compatible with irrational behavior than had
been previously suspected.”® Since the distinction between rational and
irrational behavior is in no meaningful sense scientific, this conclusion
should not surprise us.!?
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Controlling Behavior: Coercion and Cooperation

As soon as man formed an idea of ownership, he must have realized that
if Peter wanted something that Paul had, he could get it either by plunder
or by exchange. Cooperation among persons and groups requires control
of man’s predatory impulses. Thus did the family, religion, and the state
come into being, each assuming the task of controlling personal conduct.

As social beings, we must coordinate our behavior with the behavior of
others, and vice versa. Such coordination is ensured by two means, self-
control and external coercion.* Some moral codes and political-economic
systems rank internal controls more highly than external coercions, for
example, Stoicism, the Protestant ethic, and the market economy. Others
rank dependence on benevolent authorities and external coercions more
highly than self-discipline, for example, theocracies, dictatorships, and
the Therapeutic State.

Adam Smith—who taught moral philosophy, not economics—is re-
membered and revered as the prophet of the self-disciplined, cooperative
lifestyle.!! For associations among adults, Smith advocated voluntary re-
lations exemplified by trade, because “When two men trade between
themselves it is undoubtedly for the advantage of both.”!? Since the per-
son “who is not disposed to respect the law and obey the civil magistrate”
does not deserve the privileges of citizenship, Smith based his faith in co-
operation on the premise that society will ensure that it will consist of
self-disciplined citizens.!3

To enable us to respect and obey the civil magistrate, we must first
learn to respect and obey our parents. Because the family has proved to
be the most effective social arrangement for transforming irresponsible
children into responsible adults, it is our most enduring and most im-
portant institution. It is not an accident that hostility to the family has
been the hallmark of the promoters of dependency on authority. The
Jacobin, the Communist, the psychoanalyst, the Laingian, and the femi-
nist—each in his or her way—has been bitterly critical of the family
and has opposed the development of personal autonomy, usually under
the guise of promoting it. Smith felt so strongly about the importance of
the family that he deplored people having too many children, because
“where there are many children, they cannot all have the affection of
the parent, and it is only by this means that any of them can establish
themselves.”14

*1 construct this dichotomy to emphasize that persuasion and other forms of noncoer-
cive influence are effective only insofar as they succeed in altering the subject’s choices.
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Schools of Econcemics and Psychiatry

In economics, we distinguish between experts who support the interven-
tionist state, such as Gunnar Myrdal and John Kenneth Galbraith, and
those who support the minimalist state, such as Friedrich von Hayek and
Milton Friedman.! In psychiatry, we similarly distinguish among vari-
ous schools, but the distinctions are based on expediency rather than
principle and are in constant flux. Mainstream psychiatry has always
been based on the proposition that mental illnesses are brain diseases,
that mental patients are dangerous to themselves or others, and that they
are therefore rightfully incarcerated. The Freudian revolution, based on
the proposition that mental symptoms have meaning and that the psycho-
analyst’s patient must be an independent person who cooperates with his
therapist, arose in dialectical opposition to this classic psychiatric per-
spective. However, the members of both groups embraced the dogma of
the literal existence of psychopathology (abnormal behavior as illness),
and psychoanalysts supported the psychiatrists’ authority to coerce and
excuse their patients (civil commitment and the insanity defense).

During World War Il and the immediate postwar period, when psycho-
analysis became absorbed into psychiatry, the opposing factions became
redefined as the medical and psychological perspectives on abnormal
behavior. United under the banner of “dynamic psychiatry,” both schools
escalated their endorsement of coercing the (seriously ill) mental patient.
The distinction between the supporters of the biological (medical) and
nonbiological (existential, psychological, social) schools of psychiatry
thus do not correspond to the distinction between the supporters and op-
ponents of command economies.*

PSYCHIATRY, PARENS PATRIAE, AND STATISM

In modern, capitalist societies, most goods and services are manufac-
tured and distributed by individual entrepreneurs. Psychiatry has been
and continues to be an exception to this rule.!® Curiously, although free
market economists have criticized virtually every tax-supported institu-
tion, advocating their abolition or privatization, they have refrained from
challenging the legitimacy of statist-coercive psychiatry.!”

* Today, the psychiatric situation in the United States and other advanced societies resem-
bles the economic situation that prevailed in the Soviet Union. In Communist societies,
there was no room for free-market economists whose values were incompatible with those
of the state. Similarly, in therapeutic societies, there is no room for contractual psychia-
trists whose values are antagonistic to those of officially sanctioned psychiatry.
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The Contradiction between the
Market and Psychiatry

In societies called “free,” it is unfashionable to oppose freedom openly.
Still, not everyone loves liberty. Many people value health and security
more highly. Hence, the enemies of liberty need not attack freedom di-
rectly. Instead, they can conceal their opposition to it as the protection
of health, especially mental health. In the United States today, state in-
terference with the liberty of the (noncriminal) citizen is typically jus-
tified on the ground that it is necessary for the protection of his own
health and safety or the health and safety of the community. Today’s
Trojan horse is the clinic or hospital, concealing antifreedom fighters
called “health professionals.”

The political-economic backbone of psychiatry has always been
the state mental hospital system, which supplied both its legitimacy
for the use of force and the funds necessary for its operation. This
historical association between the state and psychiatry accounts for
psychiatry’s habitual hostility to liberty and the market. When psycho-
analysis and psychotherapy were more sharply demarcated from psy-
chiatry than they are now, there was, for a relatively brief period, a
genuine market in those services. Today, however, the market in mental
health services has, in effect, been abolished. The reason is simple.
Market relations imply the renunciation of the use of force. But unless
the psychiatrist is willing to run the risk of being sued for malpractice,
he can no longer assume this posture. Today, psychiatric practice, both
in the office and the hospital, rests on the premise that it is the thera-
pist’s duty to protect the patient from killing himself or others, by force
if necessary. The result is that the patient, his relatives, and the psychi-
atrist are enmeshed in a relationship that is, actually or potentially, co-
ercive. Specifically, the therapist coerces the patient he deems to be
“dangerous to himself or others,” by incarcerating him in a mental hos-
pital; reciprocally, the patient who “threatens” to kill himself or others
coerces the therapist, because, if he carries out his threat, his relatives
or his victims can sue the psychiatrist for malpractice. The milieu for
market relations has thus been destroyed.

The reality of this state of affairs has, so far, remained unappreciated
by psychiatrists and the public alike. Mental health professionals and
their supporters view themselves as an enlightened elite who must
struggle ceaselessly against hostile forces to protect the cooperative rela-
tionship that they regard as the milieu necessary for psychotherapy. But
in this struggle, psychiatrists and psychoanalysts have become their
own adversaries. For the human context necessary for psychotherapy is
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identical to the political context necessary for the market, which, as
Milton Friedman cogently emphasized, “is simply a meeting of
people . . . for the purpose of making deals.” The crucial issue in such
relations is: “Who are the participants in the market and on whose be-
half are they operating?”'® But whether the patient or a third party
pays the psychiatrist, he can no longer be operating, to use Friedman’s
felicitous phrase, on behalf of the patient. Private, confidential ther-
apy—aimed at helping the client increase his autonomy and responsi-
bility, regardless of how he might use his expanded powers—is an
anachronism.

The psychiatrically correct attitude toward mental health care has be-
come thoroughly socialist. Prominent psychiatrists univocally advocate
that the mental health care system be a government monopoly. “My
view,” declares Leon Eisenberg, a professor of psychiatry at Harvard, “is
simply this: whereas the profit motive may be more or less effective for
producing automobiles or steel, . . . it has no place in the provision of
health care.”"?

Private Property and Individual Liberty

Since the publication of Smith’s Wealth of Nations in 1776, it has become
commonplace, especially among free-marketeers, to regard private prop-
erty and individual liberty as two sides of the same coin. Mises devel-
oped this theme so fully that little needs to be added to it. “If one
abolishes man’s freedom to determine his own consumption,” he wrote,
“one has taken all freedom away.”%

It was also clear, already in Smith’s day, that the peaceful market of-
fers a more effective means for raising people’s material well-being than
do other economic arrangements based on the use of force by a central-
ized source of political power (such as theocratic rulers, feudal lords, the
state). However, if the market is so effective in protecting us from pain
and securing us pleasure, why has it not become the universal method
for conducting human affairs? Smith offered the following answer: “To
expect . . . that the freedom of trade should ever be entirely restored in
Great Britain, is as absurd as to expect that an Oceana or Utopia should
ever be established in it. Not only the prejudices of the public, but what is
much more unconquerable, the private interests of many individuals, ir-
resistibly oppose it.”?!

In addition to people’s private economic interests, the market is op-
posed also by people’s personal existential interests, specifically, their
efforts to combat the experience—universal in childhood and often
persisting into adulthood—of feeling lost in a strange and threatening
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world. That experience generates a yearning for dependence on a
benevolent authority—God, great leaders, doctors, the state. Moreover,
it is the lot of mankind to feel not only insecure but also bored. To com-
bat that experience, people long to be passively entertained, which re-
quires less effort than assuming responsibility for self-improvement.

Smith’s view of human nature was overly optimistic. He assumed that
people want peace and prosperity to pursue their private, productive ac-
tivities, working, marrying, raising families, and improving their own
and their families” well-being. Unfortunately, that is only a part of the
story. People are also lazy and bored and want “bread and circuses.”
Since it is easier to destroy than build, people find the spectacle of the
destruction of life, liberty, and property endlessly entertaining, a truism
in the light of the history of the species and its present use of television.
Honoring the value of competence and steadfastness requires a generos-
ity of spirit and curbing the passion for envy, traits that few people value
and fewer still cultivate and acquire. Not until there is more of Smith and
less of Hobbes in the human heart, will the majority of people prefer
peaceful and boring market relations to the violent and exciting relations
between coercer and coerced, predator and victim.*

LIBERTY, POLITICAL PHILOSOPHY,
AND PSYCHIATRY

In the English-speaking world, the word freedom has traditionally meant
the right to life, liberty, and property, the first two elements resting
squarely on the last. More than any other single principle, this idea in-
formed and animated the Framers of the Constitution. “If the United
States mean to obtain and deserve the full praise due to wise and just
governments,” wrote James Madison in 1792, “they will equally respect
the rights of property and the property in rights.”22

The essential feature of capitalism, as a political-economic system, is
the security of private property and the free market, that is, the right of
competent adults to trade in goods and services. To ensure such a free
social order, the state must protect people from force and fraud and ex-
ternal aggression, and abstain from participating in the production and
distribution of goods and services. Of course, no such perfect capitalist
order, guarded by a minimalist state, has ever existed or, perhaps,
could exist.

*In psychiatric jargon, such relationships are called sado-masochistic and are catego-
rized as pathological or sick.
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In ancient Athens, slaves and women were excluded from the class of
full-fledged persons. Two thousand years later, the Constitution of the
United States legitimized Negro slavery and excluded women from the
franchise. Such direct disfranchisement of specific groups is no longer
popular. Instead, adults are disfranchised indirectly, by treating them as
if they were children or mental patients who need to be protected from
themselves. In the United States, this trend began in earnest with
Franklin Roosevelt’s socialist revolution. “In these twenty years,” wrote
Garet Garrett in 1953, “a revolution took place in the relationship be-
tween government and people. Formerly government was the responsi-
bility of people; now people were the responsibility of government.”?
The current formula for this therapeutic dehumanization by infantiliza-
tion may be summarized as follows:

Anyone may be a victim of mental illness. The mentally ill are incompetent,
like children, and hence must be protected from themselves; they are also
dangerous, like criminals, and hence society must be protected from them.
If properly treated, the mentally ill are expected to recover; hence, the invol-
untary detention of persons denominated as mental patients is not a depri-
vation of liberty, but rather a method of therapy and a legal protection
ensuring political liberation (from the shackles of psychosis).

The term victim of mental illness in this formula may be replaced by
several other cliches, such as victim of addiction, parental deprivation,
child abuse, and so forth. For each of these attributions, a person may be
relieved of his responsibility. Thus, we are relentlessly reminded of
our growing list of rights, while our most basic self-regarding acts—
exemplified by self-medication and suicide—are treated as offenses
against the criminal and mental health laws.2* At the same time, our
basic obligations to ourselves and others as adults—exemplified by be-
ing held responsible for contracts—are abrogated by tort litigations
undreamed of a mere half century ago.”

Who Is Fit for the Market and Freedom?

Long ago, political philosophers recognized that the game of market re-
lations requires players who understand the rules, have the capacity to ad-
here to them, and can be held accountable for violating them, by subjecting
them to criminal and civil law penalties. Prima facie, these specifica-
tions exclude children under the age of consent. Does this mean that all
chronological adults are fit to play? And if not, how do we separate those
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who are, from those who are not? For a long time, this question has been
disposed of by recourse to a formula that Thomas Hobbes (1651) already
took for granted and articulated as follows: “Children, fools, and mad-
men that have no use of reason, maybe personated by guardians, or cura-
tors; but can be no authors, during that time, of any action done by
them. . . .”?® And again: “Over natural fools, children, or madmen,
there is no law, no more than over brute beasts . . . because they had
never power to make any covenant, or to understand the consequences
thereof.”?’

Even before Hobbes, English law treated infants, idiots, and the insane
as if they comprised a homogeneous group, characterized by the absence
of the capacity for reasoning and self-control, rendering them unfit for
participation in political society. Accordingly, they were deprived of the
benefits of liberty, and the burdens of responsibility were lifted from
their shoulders. In Two Treatises on Government (1690), Locke put it thus:

And so, Lunaticks and Ideots are never set free from the Government of
their Parents; Children, who are as yet not come unto those years whereat
they may have; and Innocents which are excluded by a natural defect from
ever having; Thirdly, Madmen, which for the present cannot possibly have
the use of right Reason to guide themselves, have for their Guide, the Reason
that guideth other Men which are Tutors over them.?”

To this day, this cliché is trotted out when needed, as if it solved the
dilemma of the rights and responsibilities of mental patients. Actually,
the problem of adult dependency, especially of the type exhibited by
mental patients, has so perplexed modern economists and political the-
orists, that most of them have simply ignored it. There are no children,
disabled persons, or chronic mental patients in Ayn Rand’s novels.
Mises, Hayek, and Friedman are either silent about the problem of de-
pendency posed by the mentally ill or casually bracket the insane with
infants, as if the legitimacy of the mental patient’s dependency-and-
disfranchisement were not considerably more problematic than that of
the child’s.

John Stuart Mill and Sir James Fitzjames Stephen

In the Middle Ages, only persons whose behavior resembled that of the
proverbial “wild beast” were categorized as insane. After the trade in lu-
nacy became established, the category of insanity was greatly expanded.
Nevertheless, the bracketing of the insane with infants remained the



132 ECONOMICS AND PSYCHIATRY

operative justification for the legal control of the mentally ill. The first
political philosopher to assail this extrapolation in legal theory from in-
fancy to insanity was John Stuart Mill. He wrote:

Over himself, over his own body and mind, the individual is sovereign. It is,
perhaps, hardly necessary to say that this doctrine is meant to apply only to
human beings in the maturity of their faculties. We are not speaking of chil-
dren. . . . Those who are still in a state to require being taken care of by
others, must be protected against their own actions as well as against exter-
nal injury. For the same reason, we must leave out of consideration those
backward states of society in which the race itself may be considered as in
its nonage. . . . Despotism is a legitimate mode of government in dealing
with barbarians, provided the end be their improvement, and the means jus-
tified by actually effecting that end.”

Mill’s list of those unfit for political freedom did not include the in-
sane. Indeed, he added this memorable caveat: “Each [person] is the
proper guardian of his own health, whether bodily, or mental and spiri-
tual.”30 Few people then shared this view, and even fewer share it today.
According to contemporary conventional wisdom, a person authorita-
tively diagnosed as mentally ill is sick until proven otherwise and hence
ceases to be the proper guardian of his own health. Mill’s following re-
marks are especially pertinent in this connection:

But the man, and still more the woman, who can be accused either of doing
“what nobody does,” or of not doing “what everybody does,” is the subject of
as much depreciatory remark as if he or she had committed some grave
moral delinquency. . . . [Flor whoever allow themselves much of that in-
dulgence, incur the risk of something worse than disparaging speeches—
they are in peril of a commission de [unatico, and of having their property
taken from them and given to their relatives.”

In a long footnote, Mill then launched into this denunciation of psy-
chiatric interventions to deprive people of liberty and property:

There is something both contemptible and frightful in the sort of evidence on
which, of late years, any person can be declared judicially unfit for the manage-
ment of his affairs; and after his death, his disposal of his property can be set
aside, if there is enough of it to pay the expenses of litigation. . . . These tri-
als speak volumes as to the state of feeling and opinion among the vulgar with
regard to human liberty. . . . In former days, when it was proposed to burn
atheists, charitable people used to suggest putting them in a madhouse in-
stead; it would be nothing surprising now-a-days were we to see this done.*
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Unfortunately, by acknowledging that members of “backward races”
may legitimately be coerced in their own interest, Mill seriously weak-
ened his argument about mental patients. If it was proper to coerce the
“immature” members of backward races, why was it not also proper to co-
erce “immature” mental patients? In his celebrated critique of Mill’s On
Liberty, Sir James Fitzjames Stephen recognized the Achilles heel in Mill’s
remarks and properly attacked him on that vulnerable point. He wrote:

You admit that children and human beings in “backward states of society”
may be coerced for their own good. . . . Why then may not educated men co-
erce the ignorant? . . . It seems to me quite impossible to stop short of this
principle if compulsion in the case of children and “backward” races is admit-
ted to be justifiable; for, after all, maturity and civilisation are matters of de-
gree. One person may be more mature at fifteen than another at thirty.*

Stephen’s rejoinder is unassailable. The problem lies in the assump-
tion or conclusion—it does not matter which—that insane adults are so
much like infants that it is politically legitimate to treat them also as
irresponsible. As I showed, this facile equation has long governed the
views of professionals and laypersons alike. “Freedom,” writes Milton
Friedman, “is a tenable objective only for responsible individuals. We
do not believe in freedom for madmen or children.”?* It is time now to
examine in what ways madmen are like, and unlike, children.

ARE INSANE ADULTS LIKE INFANTS?

The dissimilarities between infants and the insane could hardly be more
glaring. They range from their respective repertoires of coping skills to
our methods of identifying infancy and insanity. To distinguish between
achild and an adult, we rely on the person’s physical appearance. If we are
.in doubt about a youngster’s age, we ask for his birth certificate or other
proof of his age. To distinguish between an insane and a sane person, ob-
viously we cannot rely on the subject’s physical appearance. Instead,
we ask the subject where he lives and whether he has a “psychiatric his-
tory” (especially a history of mental hospitalization). We also “examine”
him for evidence of mental illness. None of this information, however,
constitutes proof of mental illness, much less evidence of similarity be-
tween infancy and insanity. Finally, let us not overlook the obvious: In-
fants never, and young children rarely, commit crimes or suicide; whereas
mental patients often do both. The bracketing of infancy and insanity is
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not based on evidence. It is an a priori judgment, serving important social
interests.?

Infancy, Insanity, and Incompetence

Children are small, weak, ignorant, and cannot fend for themselves.
Before they can participate in social life, they must undergo a period of
training to enable them to control their impulses and acquire adult
skills. Accordingly, in all cultures children are subjected to special con-
trols by parents and relieved of certain responsibilities by the state.

Children undisciplined at home and in school by parents and teachers
whom they love and respect are likely to become unruly youths. For the
past several decades, American society has embraced the policy of con-
straining children less and adults more, with the result that children
have become more disorderly, and adults more childish. This is probably
the main reason more children now commit crimes and suicide than in
former times. None of this proves that adults called “mentally ill” re-
semble children, unless we use the term mental illness as a synonym for
immaturity. I do not deny that such a connection often exists. Freud and
Jung liked to emphasize the “infantilism” of the “neurotic.” However,
the more seriously we take that similarity, the less ground we have for
treating mental illness as an illness. Immaturity is surely not a brain dis-
ease curable with chemicals. A childish adult needs to grow up, not to be
treated with drugs. Moreover, it is one thing to say that a five-year-old
who wets his pants is immature, and quite another to say that a twenty-
five-year-old who joins a cult and spends his time worshipping his guru
is immature. One man’s immaturity is another man religiosity, and vice
versa. The issue on which I touch here is fundamental to our conception
of the very nature of man and society. I am rearticulating and defending
an old-fashioned view, namely that the criteria for the misbehaviors of
children are laid down and enforced by their parents and teachers,
whereas the criteria for the misbehaviors of adults (crimes) are laid
down by legislators, and guilt for violating the criminal law is deter-
mined by juries and punished by judges (by means of sanctions speci-
fied by law). Another way to phrase this fundamental distinction is to
assert that it is morally proper and necessary that parents discipline
their children; but it is morally improper and indeed impermissible that
the state discipline adults. To be sure, adults ought to be punished for
crimes against others; but they should not be disciplined (although pun-
ishment may well have the effect of disciplining them).’ The aim as well
as the effect of psychiatrizing misbehavior and its control is to obscure
and abolish these fundamental distinctions.
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Finally, the boundary between childhood and adulthood is defined ob-
jectively, by age, not subjectively, by judging behavior. Although the age at
which minority ends is a social convention, the term childhood refers to
a period of time that is the same for everyone. In short, ascertaining
whether a person is a child requires legal proof, not medical opinion.

None of this is true for mental illness. A young adult “accused” of
being, or mistaken for, a minor can easily prove that he is not a child.
An adult “diagnosed” as mad or mistaken for a mentally ill person
cannot prove that he is sane. The status of being a child ends after a
fixed period. The status of being a mental patient often never ends. We
determine that a person is mentally ill partly by the diagnosis at-
tributed to him by medical authority, and partly by his previous psy-
chiatric record, each criterion reinforcing the other. Lastly, it is
impossible for a normal adult to successfully impersonate a child,
whereas nothing is easier than for a sane person to successfully imper-
sonate a madman.?”

The obvious differences between the coping skills of infants and the
insane become apparent during periods of great social upheaval, such
as war and revolution. Deprived by death or abandonment of their care-
takers, infants quickly perish, while most of the insane survive and, in-
deed, become indistinguishable from the sane. It is precisely the coping
skills infants lack but mental patients possess that enable the latter to
survive on the streets and disturb the social order.

TWO THREATS TO LIBERTY: TYRANNY
AND THERAPY

The threat therapeutic zealotry poses to liberty is intrinsic to the dual
nature of the state, as a source of both danger and protection. For the
libertarian, the state is a guardian entrusted with a monopoly on
the legitimate use of force, and hence a permanent threat to individual
liberty. Whereas for the (modern) liberal, the state is a social apparatus
for protecting people from destitution, discrimination, and disease.
Those who distrust the state, believe the government should provide
only those services that individuals or informal groups cannot pro-
vide for themselves. Those who trust it, believe the government should
provide as many services as people in need require. Actually, all mod-
ern governments provide numerous services unrelated to protecting
people from aggressors, such as delivering the mail, disposing of sew-
age, providing potable water, educating children, licensing profession-
als, controlling so-called dangerous drugs, and so forth.
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The Blind Spot of Classical Liberalism: Psychiatry

Although political philosophers have long recognized the threat of the
state as despot, they have failed to recognize the danger of the state as
therapist. For example, qua economist, Mises rejected categorizing peo-
ple as abnormal. “The notions of abnormality or perversity,” he de-
clared, “therefore have no place in economics. It does not say that a man
is perverse because he prefers the disagreeable, the detrimental, and
the painful to the agreeable, the beneficial, and the pleasant. It says
only that he is different from other people.*®

Nevertheless, Mises accepted the traditional view that insane adults
are like infants and ought to be treated as such. He wrote: “Even if we
admit that every sane adult is endowed with the faculty of realizing the
good of social cooperation and of acting accordingly, there still remains
the problem of infants, the aged, and the insane. We may agree that he who
acts antisocially should be considered mentally sick and in need of care.”* It was
not that Mises was unaware of the imperfections of psychiatry. On the
contrary. Echoing Mill, he wrote: “No better [than religion or Marxism] .
is the propensity, very popular nowadays, to brand supporters of other
ideologies as lunatics. Psychiatrists are vague in drawing a line between
sanity and insanity.”* However, in the next breath, von Mises continued:
“It would be preposterous for laymen to interfere with this fundamental issue
of psychiatry.”*! But precisely because the psychiatrists’ authority to
“draw[ing] a line between sanity and insanity” forms the basis of their
power to deprive persons of liberty, and because laymen bear the ultimate
responsibility for delegating that power to psychiatrists, laymen must ad-
dress the twin issues of insanity and psychiatric power.

Toward the end of Human Action, Mises returned to the subject of psy-
chiatry and put his foot even deeper into his mouth: “If a man imagines
himself to be the king of Siam, the first thing which the psychiatrist
has to establish is whether or not he really is what he believes himself to
be. Only if this question is answered in the negative can the man be con-
sidered insane.”#2 Here, Mises confuses a person’s claims (which we
know because he asserts them) with his thoughts (which we cannot
know, but can only infer or imagine). Since advancing false claims about
themselves is the stock in trade of religious and political leaders, it is dif-
ficult to see how doing so can justify annulling the personhood of an in-
dividual labeled “mentally ill.”

Ascribing Nonresponsibility as a Threat to Liberty

Throughout most of history, people were deprived of liberty directly,
rulers despotically robbing, imprisoning, and killing them. This fact
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framed the context of Mill’s classic, On Liberty, and many treatises on the
subject before and after it. Modern Western democracies no longer en-
gage in such despotic assaults on freedom. Instead, they deprive people
of liberty indirectly, by relieving them of responsibility for their own (al-
legedly self-injurious) actions and calling the intervention “treatment.”

Prior to the twentieth century, only individuals classified as insane
were treated in this way. Today, the members of countless groups, espe-
cially drug users and gamblers, are treated this way, and many of them
perceive such coercive state interventions as helpful.** Moreover, a
great deal of contemporary tort litigation is premised on a similar as-
sumption, namely, that the consumer is incompetent to enter into a
binding contract with the vendor. The result is the destruction of the
principle of caveat emptor and loss of access to goods and services previ-
ously available in the free market, such as the intrauterine loop.** The
resulting loss of liberty is not due to despotic action by agents of the
state, but is the consequence of an insidious destruction of responsible
adult-to-adult relationships.*

This perspective controls popular and political attitudes toward both
legal and illegal drugs. That smoking tobacco is harmful to health has
been known for centuries. Yet, only a few decades ago, it would have
been absurd for a smoker to sue a tobacco manufacturer for addicting
him to cigarettes and causing his lung cancer, or a gambling casino for
making him wager and lose money. Today, smokers and gamblers rou-
tinely engage in such litigation and courts let their suits go forward, in
effect shielding legally competent adults from the unhappy conse-
quences of their freely chosen actions.

The Competent Aduit: Client, Patient, or Citizen?

Minors, the mad (however defined), and other dependents are human
beings and belong in and to society. It is wicked to devalue, diminish,
or destroy them. But it is absurd to value them more highly than the
productive members of society. The legal and political framework of
a free society, fit for adults, cannot be based on the needs of dependents
and nonproducers and on extrapolating from their proper relations
to the state to the proper relations of independent adults to the state.
Kenneth Minogue makes this point eloquently. He writes:

* The person who would now maintain that, say, blacks, women, and mental patients do
not deserve liberty and should be deprived of it would be dismissed, as he ought to be,
as a despicable foe of human decency. However, the person who claims that members of
these groups deserve to be protected and excused from the consequences of their self-
injurious behavior is regarded as the compassionate champion of true freedom.
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The state is essentially an association of independent and resourceful indi-
viduals living under law and, from a political point of view, the poor and the
needy are nothing less than a threat to our freedom. They are, for example,
the materials of the demagogue, who tries to gain power by promising to use
the coercive power of the state to redistribute benefits.*

Minogue is right. The state is not, and cannot be, an association of de-
pendent individuals, unable to live under law because they cannot be
held responsible for violating legal prohibitions. Minogue rightly em-
phasizes that the nonproductive members of society pose a threat to lib-
erty by virtue of their dependency and seducibility. Nor is that all. They
threaten liberty also because the productive members of society have to
take care of them as well of their guardians. “None of this,” Minogue
cautions, “is to deny that we have moral and perhaps political duties to-
ward the poor. . . . [Tlhe essential point s that to take one’s bearings on
the nature of the state from the condition of the poor is to start off on the
wrong foot. Citizens are categorically different from pensioners.”* Citi-
zens are also categorically different from dependents.

These reflections explain why, as the state increasingly treats adults
as patients, the language of traditional political philosophy atrophies,
and instead we adopt the language of diagnosis and treatment for ana-
lyzing the relations of the citizen to the state. In turn, the abandonment
of the language and perspective of political philosophy explains the per-
nicious disjoining of the mental patient’s rights and responsibilities that
has been the hallmark of modern mental health reforms. lllustrative of
this phenomenon is that the law treats institutionalized and deinstitu-
tionalized mental patients alike as competent to retain their right to
vote, but not competent to be held responsible for violating the criminal
law. “The abuse of greatness,” Shakespeare remarked, “is when it dis-
joins remorse from power.”* Similarly, a characteristic modern abuse of
power is that it disjoins responsibility from liberty.”

A certain level of dependency is intrinsic to the family and society. The
young, the old, the sick, the poor, and the unemployable we shall always
have with us. These persons are our responsibility. If the dependent is a
member of our family or an intimate friend, we must take care of him be-
cause he is our personal responsibility. It is what I, as a person, owe him, as a
person. If the dependent is a member of our congregation, we must take

* touch here on some similarities between the economic and political consequences of de-
institutionalization and decolonization, each process “liberating” large numbers of per-
sons unable to support themselves and rendering them dependent on their liberators.



TWO THREATS TO LIBERTY: TYRANNY AND THERAPY 139

care of him because he is our religious responsibility. It is what 1, as his
“brother,” owe him, as my “brother in God.”

It is regrettable enough that we must delegate to the state the care of
individuals without family supports. It is folly to deliberately enlarge
the scope of the Therapeutic State by adding to it fresh categories of
claimants on its services, such as sexually active teenagers (who might
get pregnant or acquire AIDS), or gainfully employed adults (who use
legal or illegal drugs or gamble). Such individuals neither need nor de-
serve the services of the state, in the sense in which, say, an orphaned
child or destitute old person needs and deserves them.

I focus here on the distinction between what we might call “market-
work” and “command-work.” I use the former term to designate the per-
formance of such labor for which the Other is willing to pay the worker;
and the latter term to refer to bureaucratic meddling or services, eu-
phemistically called “working with people,” for which the government
pays the worker. Regardless of whether command work is morally noble
or ignoble, it is fallacious to treat a bureaucratic “service” as similar to
work that satisfies the needs of a paying consumer. Nevertheless,
economists calculate the gross domestic product as the sum of the goods
and services produced each year, regardless of what the services are or
who pays for them. Whether we produce and sell more cars and corn,
or create and service more mental patients (schizophrenics) and prison-
ers (drug offenders), the GDP goes up either way. This is one of the
reasons contemporary American society excels in creating helping pro-
fessions that, under the guise of enabling handicapped persons, disable
them.*8



ADULT DEPENDENCY:
IDLENESS AS ILLNESS

[Paul] applies the appellation of disorderly persons, not to those
that are of a dissolute life, or to those whose characters are stained
by flagrant crimes, but to indolent and worthless persons, who
employ themselves in no honorable and useful occupations.
—John Calvin’

Higher mammals care for their offspring until they reach biological ma-
turity. The young adult must then fend for himself or perish. Early man
probably behaved much the same way. As Hobbes noted, the life of man in
nature, if there was such a man, must have been nasty, brutish, and short.
Civilization, a product of social cooperation, is the source of both our
creature comforts and social discomforts.

SOCIETY AND DEPENDENCY

The two-faced character of civilization in general, and of the market in
particular, is reflected in the views of two of the giants of British political
economy, Adam Smith and Thomas Malthus. Focusing on providers,
Smith saw the market as a vast reservoir of productivity, capable of
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supplying the wants of an ever-growing population. Focusing on depen-
dents, especially children, Malthus saw it as a manufactory of a para-
sitism that threatens to drown producers and dependents alike. Both
were right. One saw the proverbial glass half full, the other, half empty.

The more productive the society, the larger the number of depen-
dents it can support. From the political-economic point of view, one of
the most important features of the class composed of dependents called
“mentally ill” is that, more than any other class of dependents, it is
elastic. There are several reasons for this: The criteria for determining
who is mentally ill are vague, subjective, and politicized; and mental
health professionals make exaggerated claims about the (high or low)
incidence of mental illness as if they were scientific facts, which the
media and the public then accept as truths. Typically, modern Ameri-
can mental health experts claim that “more than one in ten adults suf-
fers a mental disorder each year . . . and [yet] few get help.”2 Stalinist
Soviet mental health experts claimed that there was virtually no men-
tal illness in the Soviet Union, a “fact” that was regularly cited by left-
ist American mental health propagandists.3

Disease, Disability, Dependency, and Productivity

I have long maintained that we cannot understand the problems that
chronic mental patients pose to their families, their society, and them-
selves without critically scrutinizing the connections between disease,
disability, dependency, and productivity. Let me therefore first define
some of the key words I use.

I use the word producer to designate a person who earns his own living
by working or risking (investing) his capital; the word nonproducer, to
refer to a person who does neither, and is therefore economically depen-
dent on others (family or society); and the word dependent, to describe a
person unable or unwilling to physically or socially care for himself. A
-dependent may or may not be a producer, and vice versa. For example, an
infant is a nonproducer and a dependent; a factory worker temporarily
laid off because of a downturn in the economy is a nonproducer, but not
necessarily a dependent; a wealthy, physically disabled person living off
his investments is a producer and a dependent. The connections between
disease and disability, disability and dependence, and disability and
productivity are empirical, not logical. Churchill said it well when he ob-
served, “Most of the world’s work is done by people who don’t feel very
well.”* Although both Helen Keller and Franklin Roosevelt were seri-
ously disabled, they were producers. Whereas the typical schizophrenic,
though able-bodied, is a nonproducer; he is also likely to be a dependent,
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because even with economic support he is unlikely to manage his life ina
socially acceptable manner. Simply put, the person who has diabetes
or hypertension is not necessarily unproductive or inclined to commit
crimes, whereas the person who is said to have schizophrenia or antiso-
cial personality disorder is typically unproductive and likely to engage
in conduct defined as antisocial or criminal. That is why persons diag-
nosed with nonpsychiatric diseases are almost never incarcerated in hos-
pitals and treated against their will,* whereas persons diagnosed with
mental diseases are.

People may become, or choose to become, nonproducers for many
reasons other than mental illness. Economists have long recognized
that, as James Dale Davidson and Lord William Rees-Mogg noted, “An
increase in the repertoire of skills required to earn income in the mar-
ket automatically increases the relative attractiveness of seeking what
one wants by violence. Crime is easier than calculus.”® Schizophrenia is
also easier than calculus.

The emotionally charged associations we bring to concepts and terms
such as disease, disability, dependence, producer, nonproducer, and par-
asite make it imperative that we use them with care and precision.® For
example, it would be patently false and foolish to assume that every pro-
ducer is a good person engaging in a morally praiseworthy activity; or
that every nonproducer is a bad person engaging in immoral behavior. I
use the terms producer and nonproducer in a purely existential-economic
sense. A producer is a person who, regardless of the nature of his work,
is economically self-supporting: He may be a farmer growing wheat or a
judge sending a marijuana grower to prison. Similarly, a nonproducer is
a person who, regardless of the reasons for his being a nonproducer, is
economically dependent on others: He may be the cherished baby of lov-
ing parents, an able-bodied, professional welfare recipient, or Vincent
van Gogh supported by his brother. If we attribute a person’s nonproduc-
tivity to his character, we might call him a parasite (a term now so polit-
ically incorrect as to be taboo). Because disease (bodily or mental) does
not automatically annul the ability to be productive, distinguishing a
healthy nonproducer from a genuinely disabled person is a daunting
task. For our present purposes, there will be no need to make the distinc-
tion. It will be enough to identify people as productive or not, economi-
cally self-supporting or not, dependent or not.

* Today, virtually the only persons so managed are a few individuals with infectious tu-
berculosis who refuse to complete their prescribed course of antibiotic therapy.
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Davidson and Rees-Mogg call attention to another factor in contem-
porary American society that fosters nonproductivity, namely lawyer-
ing. They write: “America’s elite education today is . . . more adept at
training persons to redistribute income than to produce it. Ten lawyers
graduate in America for every engineer. . . . In 1990, there were more
lawyers in the United States than all the rest of the world combined.””
Lawyers and politicians (most of whom are lawyers) are largely income
redistributors. Mental patients and criminals, and those charged with
confining and caring for them, are income redistributees. It should
not surprise us, then, that, per capita, the United States has the most
lawyers, the most criminals, and the most mental patients in the world.

In sum, there are three ways a person can obtain the necessities of life:
(1) As a dependent, receiving food and shelter from donors (parents,
family, church, state); (2) as a producer, providing for his own needs; or
(3) as a predator, using force or the threat of force to rob others of the
goods and services he needs and wants. An individual who does not
want to be, or cannot be, a producer, must become a dependent or a
predator or perish. Anything that discourages or prevents peaceful mar-
ket relations among productive adults—regardless of whether it is due to
biological, cultural, economic, or political factors—thus encourages de-
pendency or predation or both. The fact that both are adaptive—that
both parasitism and crime “pay”—accounts for the increased frequency
of both behavior patterns during times of social upheaval and among
members of the underclass. Finally, because many of the people we call
mentally ill engage in de facto predatory behavior, and because many
others use their dependency coercively in a quasi-predatory fashion, the
supposedly mysterious connection between crime and mental illness
turns out to be no mystery at all. It is simply the result of our penchant
for attributing many predatory activities to mental illness.

-THE LIFE CYCLE, DEPENDENCY, AND PSYCHIATRY

According to Calvin, God created man to “be a creature of fellowship.”
Division of labor and the exchange of goods and services were thus the
very essence of fellowship: “Those who employ usefully whatever God has
committed to them are said to be engaged in trading. The life of the godly, is
justly compared to trading, for they ought naturally to exchange and
barter with each other, in order to maintain intercourse.”® Calvin
therefore condemned idleness as a sin.®

Whether or not we believe our lives have a divinely ordained pur-
pose, we must form an opinion about the minimal personal competence
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and behavioral standards a modern society must expect of adults im-
plicitly endowed with the rights of citizenship—in particular, with the
rights to vote and make contracts. For the sake of pursuing this inquiry,
let us agree that the principal task of youth is to develop self-discipline
and acquire marketable skills—that is, the ability to maintain onseself
by doing something useful for others, as others define usefulness. Ac-
quiring that level of competence does not guarantee success or sanity;
but failing to acquire it is a virtual guarantee of dependency and insan-
ity. Although the ostensible aim of economic regulations, such as mini-
mum wage laws, is to improve the conditions of the least productive
members of the labor force, their effect is the severing of the bottom
rungs of the economic ladder, enlarging the pool of persons without
marketable skills, many of whom are then treated (supported) as men-
tal patients.

I submit that the task of personal self-development between the ages
of, say, 5 and 25 is of paramount importance for the fate of both the in-
dividual and the society of which he is a member. Nevertheless, this
subject is utterly neglected in the psychiatric literature. Instead, it is re-
plete with accounts that exaggerate the significance of the individual’s
experiences during early childhood, to which it attributes a determining
role in his life as an adult. By fetishizing the first 5 years of life, Freud
managed to mislead everyone who absorbed his message. Undoubtedly,
the early years are important. But I believe the remaining years of child-
hood and youth are probably even more important. It is during that pe-
riod when the young person—nurtured or neglected by family, church,
school, and society—must design, build, perfect, and test himself as a
future adult.

Although children are dependents, they are tolerated, supported, and
usually loved by their parents. However, notwithstanding the contempo-
rary American delusion that a good parent loves his child uncondition-
ally, such tolerance has limits and imposes deadlines. The limits depend
largely on the parents’ expectations. The deadlines, for the most part, are
set by society and comprise the various stages of the passage from child-
hood to adulthood. The passage begins with the child’s expulsion from
home to attend school; continues with his development from childhood
to adolescence; and is completed with his transition from adolescence to
adulthood. The entire process is expected to end during the third decade,
at the latest. In short, between his teens and twenties, the young person
must learn to become useful to others and stand on his own feet. If he fails
to accomplish this task, he and his family are destined to face serious dif-
ficulties, nowadays often conceptualized in psychiatric terms, typically
as the manifestations of schizophrenia.
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The Useless Young Aduit: Schizophrenia

People instinctively realize that doing useful work is as important for
the worker as for those who depend on his labor. Thorstein Veblen even
suggested that workmanship is an instinct, related to the “parental
bent.”!% Chekhov declared: “What is needed is work; everything else
can go to the devil.”"

The young person who fails to engage in some activity others value,
and for which they show admiration and appreciation, in effect opts to
become a dependent, exploitative, or predatory person.!? As the reality
of his uselessness dawns on him, the young adult begins to feel inferior
to siblings and friends and to envy their competence and success. To
~avert the painful realization of his justified lack of self-esteem, he pro-
tects himself by means of a dangerous psychological defense. He tells
himself he is better than others, becomes arrogant and conceited (psy-
chiatrists call it “narcissistic”), and embraces the logic of hostile entitle-
ment: “I am not a useless person. Others are unworthy of my doing
anything for them. They have more than I do and ought to feel guilty and
help me.” Or worse still: “Everything the producers have, they have
gained by exploiting others. I have a right to rob them of their posses-
sions.”* When such behavior is indulged, it results in the young adult’s
becoming a sort of “adult-baby prima donna,” playing the role of the
most useless and yet most important member of the family."

This process of desocialization usually starts during adolescence. Par-
ents and peers often respond it by treating the youngster as an individual
with “special problems.” Gradually, others expect less and less of him,
and he does less and less for them and himself. Once past adolescence,
such a young adult is likely to slide into continued dependence—on par-
ents, as long as they support him, then on relatives or social and welfare
agencies. Somewhere down this path, he commits or threatens to commit
a violent act, against himself or others, which the representatives of the
‘adult world can no longer ignore. Then, he is brought into the presence of
a psychiatrist who is likely to diagnose him as schizophrenic and launch
him on the career of the chronic mental patient. My point is that becom-
ing socialized and desocialized both require practice. An adolescent is not

* Herein lie the similarities between the antiproductive mentality of the chronic mental
patient and the anticapitalist mentality of the socialist/communist.

"1 realize that psychiatrists sometimes attach the terms mental illness and schizophrenia
also to productive persons, who are not poor, are not on the psychiatric dole, and whose
only “offense” is that their conduct falls outside the range of what psychiatrists define as
normal behavior. The psychiatric defamations of prominent persons—such as Abraham
Lincoln, James Joyce, and Ludwig Wittgenstein—come quickly to mind. I have addressed
this aspect of the idea of insanity elsewhere.
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yet a functioning member of adult society. It is an error, therefore, to
speak of his “dropping out.” First, he must “drop in,” and that requires
much effort. The adolescent who fails tc accomplish this by his late teens
or early twenties will discover that his family, psychiatry, and society are
likely to make it increasingly difficult for him to accomplish it later. It is
this predicament, characteristic of modern youth, that J. D. Salinger por-
trayed so masterfully in The Catcher in the Rye.

Although psychiatrists deny it, their own accounts amply docu-
ment that the condition they call schizophrenia refers to a young per-
son’s idleness, not his illness. Here are two typical vignettes from a
treatise on schizophrenia. “John, a young, working-class unemployed
schizophrenic, recently discharged from hospital, sat at home all day,
brewing tea and smoking, and playing records, and proving himself a
great aggravation to his mother.”?* The language is misleading but re-
vealing. John did not sit “at home.” He sat in a house that was another
person’s home, to the maintenance of which he did not contribute,
and where he was not welcome. In another case, a mother describes
her schizophrenic daughter’s presence in the parental home thus:
“Whenever Ruth is at home, he [her father] feels continually irritated
by her lack of purpose and idleness.”!*

Broadcast and print media alike now inundate the public with case
histories intended as morality tales to bring home the message that the
mental patient is not responsible for being unproductive. The story head-
lined, “The 100 faces of John,” is typical. We learn that John, age 50, has
spent most of his adult life in mental hospitals, having been psychiatri-
cally confined on 23 different occasions. For the past several years, John
has lived in a fashionable apartment building where he “spends most of
his time painting acrylic portraits, ocean scenes, and images with Orien-
tal hummingbirds. . . . [He] takes long walks around the city, attends
Chief [baseball] games, and borrows mysteries from the main library.”!>

The results of a NAMI (National Alliance for the Mentally Il11) sur-
vey of their membership support my foregoing remarks. Asked, “What
does your mentally ill relative do during the day?,” respondents de-
scribed 59 percent of the patients as completely non-self-supporting, 45
percent as engaging in “no productive activity at all,” and 14 percent as
spending their days “in a structured day-treatment program.”'

If this rozd map to the destination of a schizophrenic career is accu-
rate, then it is clear why psychiatric treatments cannot help such persons.
By conceptualizing the young adult’s uselessness as an illness, psychi-
atric interventions can only harm him because they render his chances of
becoming a useful, self-respecting person ever slimmer.
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The Useless Old Person: Depression

The second great life transformation, reversing the first, is from useful
adulthood to useless old age. It is a relatively recent cultural develop-
ment. In 1776, the human life span was about 35 years, an age we now
regard as barely midlife. Prior to the nineteenth century, few people sur-
vived past 50 or 60, and, those who did continued to work or were cared
for in an extended family. Today, in advanced industrial societies, per-
sons over 55 comprise the largest and fastest growing segment of the
population.

Unlike young children, most elderly people can care for thenselves,
both economically and physically, at least for a while. They have sav-
ings, receive pensions and Social Security benefits, own their homes,
and possess a store of competence and self-esteem accumulated during
a lifetime of productive work. However, with the relentless advance of
age, these assets gradually erode. Unless the old person receives contin-
ued stimulation and support through human contacts at work or in the
family, he becomes idle and lonely, often ending up in a nursing home,
drugged into mindless passivity. If he remains alert, he may become
depressed and tell himself something like this: “No one needs me any
more. [ am of no use to others. I cannot even take care of myself. I am
worthless. I would be better off dead.”

The human life cycle thus comes full circle and is complete: From noth-
ingness to incompetence to competence, and back again.* It should not
surprise us, then, that psychiatrists claim that old persons who refuse to
remain cheerful in the face of their progressive loneliness, uselessness,
and helplessness suffer from “clinical depression” and represent a
“psychiatric challenge.” The following case report is illustrative. Four
years after being hospitalized for a dissecting aneurysm of the aorta,
a 76-year-old man is readmitted with a diagnosis of depression. The
psychiatrists describe him thus: “He knew his wife had died yet he con-

_ tinued to talk to her and felt persecuted by her. He had lost 20 Ibs., was
anhedonic, slept poorly, had diminished self-esteem, and wished to die.”
To me, this man'’s behavior does not appear to be an unreasonable reaction
to his situation. However, the authors viewed it as a treatable mental ill-
ness and gave him a series of electric shock treatments. “After the sixth

* This understanding of the life cycle was the solution to the riddle of the mythological
Sphinx of Thebes. Passersby had to answer the question: What is it that has one voice yet
becomes four-footed and two-footed and three-footed? Those who failed to give the
right answer were devoured by the Sphinx. Oedipus solved the riddle, whereupon the
Sphinx killed herself.
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treatment, with no improvement, treatment was stopped. [The patient]
continued to decline and was placed in a nursing home; he died 3 months
after the last treatment.”?”

Averting our eyes from the tragedy of life, we define the young person
unable to make the transition from uselessness to usefulness as schizo-
phrenic; the old person, unable to make the return trip, as depressed; and
claim that both “conditions” are “treatable illnesses.” Cui bono?

THE REWARDS AND RISKS OF PRODUCTIVITY

The simplest type of economic organization is called a “subsistence
economy,” to denote that its members produce only enough to sustain
their own lives. As societies progress culturally and technologically,
they advance economically. People produce more than they consume,
enabling them to trade with others, save for the proverbial rainy days,
and support increasing numbers of dependents. These advantages are
partially offset by the fact that the producers’ achievements make them
inviting targets for predatory humans who prefer looting to laboring.

Envy, Equality, and the State

The primary source of wealth is work. But it is not its only source. There
is also marriage, inheritance, fraud, force, and luck. Because it is better to
be rich than poor, poverty has always excited compassion, and riches the
suspicion of wrongdoing. The inchoate belief that being wealthy is some-
how shameful or sinful has a long history, probably originating from a
primitive fear of jealous gods. In the fourth century B.C., the philosopher
Isocrates complained: “One must now apologize for any success in busi-
ness, as if it were a violation of the moral law, so that today it is worse to
prosper than to be a criminal.”'® Lord Bauer, the economist, has dubbed
social policies based on pandering to this passion “the economics of re-
sentment,” while the sociologist Helmut Schoeck attributed them to the
role of envy in human affairs.!® Mental health professionals, blissfully
unaware of such works, seem to believe that politically correct claims
about “poverty” and “exploitation” articulate perennial truths about
“greed” that must be constrained by the benevolent state, aided by self-
less intellectuals specializing in the business of human betterment.

In the nineteenth century, politicians began to lure people into placing
increasing reliance on the government in matters that most intimately af-
fect their welfare, especially education and health. They quickly suc-
ceeded and the welfare state was born. Since then, throughout the West
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(as well as in Communist countries), people have steadily exchanged per-
sonal liberty-and-responsibility for various government services. Ac-
cording to economist Allan Carlson, this process began in Sweden “in the
1840s, with the passage of a mandatory school attendance law.”? Since
then, responsibility for the care of children, old people, and the sick was
gradually transferred from the family to the state. Sociologist David
Poponoe calls the result a “client society . . . in which citizens are for
the most part clients of a large group of public employees who take care of
them throughout their lives.”?! Since the end of World War 1I, American
governments have shown an increasing tendency to treat dependents as if
they were sick and required treatments. I therefore proposed to call such
a polity the “Therapeutic State.”?

Carlson’s analysis is correct in principle, but not in detail. The divesti-
ture of individual and family responsibility for kinfolk did not begin in
Sweden, in the nineteenth century, with the transfer of the dependency
needs of children from the family to the state. Instead, it began in Eng-
land, during the seventeenth century, with the transfer of the depen-
dency needs of adult dependents from the family and the parish to the
state.23 This process has developed farthest in the contemporary Ameri-
can mental health movement, a fact that makes psychiatry of special im-
portance for economics and political philosophy.

The Greeks viewed finding the truth as an act of discovery that re-
quired removing “the veil that covers or hides a thing.”** The veil that we
use to hide the truth of the human condition is psychiatry. If we lift it,
we rediscover the familiar fundamentals of existence, namely, that some
people work and others do not, and that the business of psychiatry is dis-
tributing poor relief (concealed as medical care) to adult dependents
(whose indolence and incontinence are concealed as illness).



THE NEW
PSYCHIATRIC DEAL

Today, when the doctor has succeeded the priest, and can do practi-
cally what he likes with parliament and the press through the blind
faith in him which has succeeded to the far more critical faith in the
parson, legal compulsion to take the doctor’s prescription, however
poisonous, is carried to an extent that would have horrified the In-
quisition and staggered Archbishop Laud. Our credulity is grosser
than that of the Middle Ages, because the priest had no such direct
pecuniary interest in our sins as the doctor has in our diseases.
—George Bernard Shaw'!

In 1950, the population of the United States was about 150 million and
there were nearly one million patients in public mental hospitals. To-
day the population is more than 250 million, and there are fewer than
150,000 patients in public mental hospitals. This dramatic decrease is
attributed to antipsychotic drugs* and deinstitutionalization.

* There are several names for the drugs said to be effective for treating severe mental
illnesses. I shall use the adjectives “antipsychotic,” “neuroleptic,” “psychiatric,” “psych-
otropic,” and “tranquilizing” (drug) interchangeably, unless there is a reason for prefer-
ring a particular term.

150



LAYING THE GROUND FOR DEINSTITUTIONALIZATION 151

LAYING THE GROUND FOR DEINSTITUTIONALIZATION

In the seventeenth century, the edifice of psychiatry was built on a
solid foundation, sunk deep into the bedrock of developing Western so-
ciety, namely, on the incarceration of insane individuals in madhouses.
In a free society, only the state has the authority to deprive an individ-
ual of liberty, and only if he has been convicted of a felony. Hence, a
new principle was needed to justify denying liberty to persons inno-
cent of lawbreaking. The new science of mad-doctoring or psychiatry
provided the justification: Insanity.> As only persons convicted of a
criminal offense could be lawfully confined in prison, so only persons
diagnosed as mentally ill could be lawfully confined in an insane
asylum. The state assumed the dual obligation of protecting itself from
the madman and the madman from himself, and authorized the mad-
doctor to implement and enforce this principle. Thus did the system-
atic, forcible incarceration of unwanted persons, qua dangerous mental
patients, become the social policy, called “mental hospitalization.”

In the 1950s, the principle and practice of involuntarily hospitalizing
the mental patient was supplemented by the principle and practice of
involuntarily dehospitalizing him, called “deinstitutionalization.” The
term refers to the policy of medicating mental hospital patients with
psychotropic drugs, evicting them from public mental hospitals, trans-
ferring (many of) them to other public facilities, and refusing them
readmission, especially if that is what they want. Like institutionaliza-
tion, deinstitutionalization also required the use of state-sanctioned
coercion.* Moreover, this policy ran counter to the traditional practice
of confining crazy people for long periods, and thus also needed to
be justified. This was accomplished by means of the interlocking claims
that psychotropic drugs offered an effective treatment for mental
illness and that the mental patient’s best interests required that he
be discharged from the hospital “to the least restrictive setting in the

" community.”

In 1955, Daniel Blain, the medical director of the American Psychiatric
Association, promised that “the 750,000 patients now in this country’s
mental hospitals” would soon be returned to the community, “cured. 3
The truth is that after treatment with neuroleptic drugs, mental patients
tend to be sicker and more disabled than before. Many exhibit the toxic

* This remark requires qualification. State mental hospitals belong to the state, not to
the patients who live there. Once a patient loses the owner’s permission to occupy the
premises, he becomes a kind of squatter, whom the police have the right to remove, by
force if necessary.
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effects of the drugs, suffering from a disfiguring neurological distur-
bance called “tardive dyskinesia.” Virtually all of them continue to de-
pend on family or society for food and shelter. The contrast drawn
between the mental hospital and the community is a lie. The domiciles
now housing chronic mental patients are neither more nor less a part of
the community than the state hospital.

Before deinstitutionalization, psychiatrists claimed that the best
treatment for seriously ill mental patients was long-term hospitaliza-
tion, combined with insulin shock or electric shock. Now they claim that
the best treatment for them is short-term hospitalization, combined with
antipsychotic medication and deinstitutionalization. Both claims are
pseudoscientific fables, concealing heartless bureaucratic-psychiatric
policies of storing unwanted persons.* A British report on American
mental health policies makes precisely this point:

In New York State, for example, a large number of psychiatric patients were re-
cently thrown out of large institutions, almost literally overnight, and left to
wander the city streets . . . . Yet when winter comes, those very people are
rounded up and herded into huge warehouses, not much different from the
workhouses of old, where they are “kept” for the winter.’

I maintain that neither long-term mental hospitalization nor deinsti-
tutionalization has anything to do with illness, treatment, or medicine.
Both are legal and socioeconomic policies, using medical rhetoric as jus-
tificatory pretexts.

World War II: Psychiatry Gains Medical Legitimacy

For centuries, psychotics and psychiatrists alike were banished to mad-
houses, located on the outskirts of cities or in the countryside. The typi-
cal psychiatrist worked in a public insane asylum, overseeing desolate
scenes of human misery. Between roughly 1935 and 1955, two events rad-
ically transformed both the image and the reality of American psychi-
atry. One was the influx of European psychoanalysts; the other was the
introduction of psychiatric drugs.

Most of the European psychoanalysts who managed to escape from
Nazism emigrated to the United States. London, where Freud died, be-
came the shrine of the Freudian cult. The United States, especially New
York City, where the influential analysts and their wealthy backers set-
tled, became the movement’s new power base.

Psychoanalysts were generally better educated and more cultured
than psychiatrists. Thrown together in the armed forces during World
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War 11, the analysts outshone the psychiatrists. Furthermore, General
William Menninger, the highest ranking and most influential psychia-
trist in the armed forces and the younger brother of famed Karl
Menninger, was an accredited psychoanalyst. Both Menningers were tal-
ented promoters of what, in fact, was traditional, hospital-based psychi-
atry cloaked in the beguiling mantle of psychoanalysis. For young
psychiatrists in the late 1940s, the psychoanalyst—with cigar, or at least
cigarette or pipe, perpetually between his lips—became an irresistible
role model. As a result of American psychiatry’s war experience, the pro-
fession became seemingly psychoanalytic. I say seemingly because the
influence of psychoanalysis on psychiatry was purely cosmetic, impart-
ing to it its pretentious jargon and bogus therapeutic claims, but not its
authentic spirit.

Drafted into the armed forces, psychiatrists left their hospitals and
offices, donned uniforms, mingled with other physicians and, presto,
became accepted as real doctors, on equal footing with other physi-
cians. The military mad-doctor did not need to display any genuine
medical skills. His status as a medical officer was enough to legitimize
him as a regular physician. Also, a crucial fact of military life lent sup-
port to the psychiatrist’s becoming recognized as a real doctor. Being
tired of the war was defined as a bona fide disease, “battle fatigue”;
servicemen exhibiting symptoms of it were diagnosed as “neuro-
psychiatric casualties”; and, mirabile dictu, many of these patients were
easily cured. Since the illnesses were nonexistent, this should not have
surprised anyone. For the serviceman, psychiatric disability was an
honorable escape from the dangers of war. For the military bureaucracy,
it was a convenient method of getting rid of unwanted personnel.* Nat-
urally, this was not the way military psychiatrists interpreted their pa-
tients’ behavior, which they regarded as genuine diseases; or their own
ministrations, which they regarded as genuine treatments.’

When the war ended, the victorious psychiatrists returned to ci-
vilian life, determined to conquer the United States for psychiatry.
Deutschland iiber Alles lost. Psychiatry iiber Alles won, and was let loose
on the American population.

* Neither the German nor the Soviet military authorities recognized battle fatigue as an
illness.

* Performing a caricature of a psychoanalysis accelerated by a short-acting barbiturate
(usually sodium amytal). Military psychiatrists called their quackery “narco-analysis.”
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Meanwhile Psychiatry Loses Medical
Legitimacy on the Home Front

Ensconced behind the war zone, military psychiatrists thrived on ma-
lingerers, defined as neuropsychiatric casualties. Meanwhile, back on
the home front, the prisoners of America’s snake pits languished in
the wretchedness to which they and their keepers had become accus-
tomed. The returning psychiatric veterans, who had spent their forma-
tive years in military service, found state mental hospital conditions
appalling, reminiscent of the horrors of concentration camps. Even
makeshift psychiatric wards in military hospitals provided a far more
humane environment than did the best civilian state hospitals. The
perennial complaints of mental patients, together with a fresh spate of
exposés in the press, suddenly acquired credibility. Phrases such as
snake pit and shame of the states, lifted from the titles of best-selling
books, quickly gained popularity. The medical legitimacy of psychi-
atry, qua state hospital psychiatry, reached its nadir. The word was out
that psychiatrists were merely warehousing people. Like the picture of
Dorian Grey, the portrait of the American state hospital underwent a
sudden transformation, from hero to villain. The following two state-
ments—excerpted from the addresses of presidents of the American
Psychiatric Association separated by 30 years—tell the whole story:

William A. White (1925): The state hospital, as it stands today, is the very
foundation of psychiatry.®

Harry C. Solomon (1958): The large mental hospital is antiquated, outmoded,
and rapidly becoming obsolete. . . . [It is] bankrupt beyond remedy . . .
and should be liquidated as rapidly as possible.”

Unfortunately, both the psychiatrists’ blind support of the state
mental hospital as a therapeutic institution and their righteous rejec-
tion of it as an antitherapeutic institution were insincere and wholly
self-serving.

THE PSYCHOANALYTIC INTERLUDE

The advent of psychoanalysis and office-based psychotherapy in the
early decades of the twentieth century introduced a new element into
the established socioeconomic order of psychiatry. Traditionally, being
a psychiatrist meant being an employee of a state hospital. In most of
Europe, Jewish doctors could therefore not become psychiatrists.
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However, they could become general practitioners and neurologists, or
so-called nerve doctors, listen to and talk to their patients, call it
“psychotherapy” or “psychoanalysis,” and sell their services to fee-
paying customers. Psychoanalysis thus came into being as part of the
private practice of medicine, then one of the so-called free profes-
sions.® The psychoanalytic patient, like the customer of any service
supplied by entrepreneurs in the free market, sought out the analyst,
went to his office, received a service, and paid a fee for it. The client
was on top, the therapist on tap.

The practice of psychoanalysis sprouted in the soil of the free market
and depended on it for its integrity and survival® But Freud and the
early analysts neither understood the market nor supported its values.
They only took advantage of it, like spoiled children taking advantage
of wealthy parents. No sooner did Freud get on his feet, economically
and professionally, than he embraced the style of the conquering hero,
to which he always aspired. In 1900, he wrote: “I am not at all a man of
science, not an observer, not an experimenter, not a thinker. I am by
temperament nothing but a conquistador—an adventurer, if you want
it translated. . . .”'° Four years later, he added: “I have never doubted
[my] posthumous victory.”!! To Jung he announced that psychoanaly-
sis must “conquer the whole field of mythology.”!? Freud’s self-image as
a “conquistador” thus meshed perfectly with his ambition to conquer
psychiatry for psychoanalysis. Neither Freud nor the Freudians had
any intention of honoring the promises implicit in the psychoanalytic
contract.

Freud and his expansionist followers were not satisfied with limiting
themselves to their contractually defined role, aspiring instead to be
magical healers in the grandiose tradition of medical-messianic quacks.
They claimed, and themselves came to believe, that they were treating
real diseases and that their treatment was more scientific and more effi-
cacious than that offered by other medical specialists. Few European or
~ British psychiatrist bought this boast. However, many influential Ameri-
can psychiatrists did. This is the reason psychoanalysis was so readily
integrated into American psychiatry. Fifteen years after visiting the
United States, Freud reminisced: “As I stepped on to the platform at
Worcester to deliver my Five Lectures on Psycho-Analysis, it seemed like
the realization of some incredible daydream: psycho-analysis . . . is
recognized by a number of official psychiatrists as an important element
in medical training.”'* After World War I, American state hospital psy-
chiatrists embraced psychoanalysis, and the analysts gratefully recipro-
cated by embracing coercive-statist psychiatry.'!
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Psychoanalysis Has Its Moment of Glory

Unlike in Europe, psychoanalysis was well received in the United
States. However, this friendly reception, as I noted, rested on the to-
tally mistaken belief that psychoanalysis was an effective method for
treating mental illness. During World War II, the status of psychoanal-
ysis was elevated, while its integrity was utterly destroyed, by the ana-
lysts’ uncritical acceptance of their role as agents of the armed forces.

Long ago, civilian society delegated to the psychiatrist the task of
separating the sane from the insane. In the military, he was assigned
the analogous task of separating those fit and willing to fight and die
for their country from those unfit and unwilling to do so. This job re-
quired fabricating appropriate pseudomedical explanations for why
people are unwilling to die in battle. Psychoanalysts, adept at explain-
ing why anyone did anything, took to their military role like the prover-
bial duck to water. Many were recent refugees from Nazism. Grateful
to their adopted country, they were happy to do the bidding of the
military authorities: They found “neuropsychiatric casualties” by the
millions. The pragmatic necessities of the military thus found a loyal
ally in psychoanalytic theory. This was an utterly phony, albeit expedi-
ent, use of psychoanalysis. The upshot was that psychiatrists spouting
psychoanalytic jargon enjoyed a brief moment of glory as professionals
valued for their arcane knowledge and ardent patriotism.

During the war, psychoanalysis and psychiatry were joined to-
gether, much as a veneer of fine mahogany may be bonded to the body
of a common pine cabinet. For a brief period, the glamor and prestige of
this superficially psychoanalyticized psychiatry carried over into civil-
ian life. But it was all show, devoid of substance. Chairmen of psychi-
atry departments in medical schools, directors of state hospitals, and
psychiatrists in private practice who used ECT (electroconvulsive ther-
apy) on their patients all displayed psychoanalytic credentials and
spoke in psychoanalytic jargon. In the process, the tiny nucleus of truth
in psychoanalysis-vanished, and “psychoanalysis” became a corrupt
cult that had forsaken and forgotten its core values.!s

The Incompatibility of Psychiatry and Psychoanalysis

Like the core elements of the classic concept of liberty, the core ele-
ments of psychoanalysis are best stated as negatives, that is, as the ab-
sence of factors antagonistic to its aims and values. Political liberty is
the absence of the coercions characteristic of the traditional relations
between rulers and ruled. Similarly, psychoanalysis is the absence of
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the coercions characteristic of traditional relations between psychia-
trists and mental patients.* Consider the contrasts. The psychiatrist
controls and coerces, the psychoanalyst contracts and cooperates. The
former wields power, the latter has authority.

Political liberty is contingent on the state’s respect for private property
and its noninterference with acts between consenting adults. Psychoanal-
ysis is contingent on the therapist’s respect for the client’s autonomy and
his noninterference with the client’s life." This (ideal) psychoanalytic sit-
uation represented a new development in the lunacy trade, introducing
into psychiatry and society a new form of “therapy,” in which the expert
eschewed coercing deviants and housing dependents, and confined him-
self to conducting a particular kind of confidential dialogue. In the psy-
choanalytic situation, there is, in the medical and psychiatric sense,
neither patient nor doctor, neither disease nor treatment. The dialogue
between analyst and patient is therapeutic in a metaphorical sense only.
Purged of jargon, the psychoanalytic “procedure” consists only of listen-
ing and talking. So conceived, psychoanalysis undermined rather than
supported psychiatry as a medical specialty and extralegal system of so-
cial control.

When Freud remarked “that analysis fits the American as a white
shirt the raven,”6 he would have been closer to the mark if, instead
of “American,” he had said “psychiatrist” or “psychiatry.” Psychiatry
did not acquire, and could not possibly have acquired, any of the real
substance of psychoanalysis. The two enterprises rested on completely
different premises and entailed mutually incompatible practices. The
typical psychiatrist was a state-employed physician who worked in a
mental institution; the typical psychoanalyst (often not a physician)
was a self-employed provider of a personal service who worked in his
private office. The typical psychiatric patient was poor, was cast in the
patient role against his will, and was housed in a public mental hospi-
tal. The typical psychoanalytic patient was rich (usually wealthier

‘than his analyst), chose to be a patient, and lived in his own home (or
a hotel). The marriage between the psychiatrist and the psychoanalyst

*1 refer here to the ideal form of psychoanalysis, which excludes such aberrations as
training analysis and child analysis. The reader must judge for himself whether this con-
ception of the core value of psychoanalysis was Freud’s, or whether it is my idiosyncratic
interpretation of it. Be that as it may, Freud must have been familiar with Goethe’s
famous, and fitting, adage: “Whoever wants something great, must be able to limit
himself.”

*Simply put, this means that the therapist must limit his interaction with his client to
listening and talking to him and abstain from interfering, in any way whatever, in the
client’s life outside the four walls of the therapist’s office.
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was a misalliance from the start, each party disdaining and taking
advantage of his partner. Psychiatry acquired the worst features
of psychoanalysis—a preoccupation with sex and the past, an elastic
vocabulary of stigmatizations, and a readiness for fabricating pseudo-
explanations. Psychoanalysis acquired the worst features of psychi-
atry—coercion, mental hospitalization, and disloyalty to the patient.
Bereft of professional integrity, postwar American psychiatry relapsed
into its old habit of embracing prevailing medical fashions, which, as it
happened, was more-drugs-and-less-discourse. The curtain was now
ready to go up on the next act in the drama of modern psychiatry, the
tragicomic episode called “deinstitutionalization.”

THE ECONOMIC AND LEGAL BASIS OF
DEINSTITUTIONALIZATION

There is scarcely any human activity uninfluenced by economic incen-
tives. In the case of basic science and its applications, economic incen-
tives often play a minor role. For example, when penicillin replaced
arsenic in the treatment of syphilis, it was not because drug companies
or physicians made more money using one treatment than another. It
was because penicillin was a more effective treatment. In the case of
psychiatry, this is not true. Mental health propaganda to the contrary
notwithstanding, replacing institutionalization with deinstitutional-
ization had nothing to do with science and therapeutic efficacy.

Psychiatry between the End of the War and 1960

After victory in war, the United States needed a new Good War against
an Evil Enemy. For a while, the Cold War did the job. But the Soviets
acquired nuclear weapons and the conflict became an emotionally un-
satisfying stalemate. Luckily, there were many helpless enemies at
home. The first to be attacked was mental illness. Poverty, drugs, and
homelessness soon followed.!”*

Psychiatrists have always been hostile to the free market and ignorant
about its role in creating the economic and political blessings of an open
society. The psychiatrist’s statist bias is inherent in the nature of his
profession. As the name of his employer, “state hospital,” implies, the

* There are some obvious similarities among these wars. The greater the danger, the
more federal funds required to protect the nation from it, and the more intractable
the problem becomes.
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institution in which he worked was a state agency, supported by state
funds. Before deinstitutionalization, the cost of operating state mental
hygiene departments was one of the largest items in state budgets, often
amounting to a third or more of all expenditures. The reason for this sit-
uation, which has since become an anachronism, was that until the ad-
vent of Medicare and Medicaid, no one challenged the tradition of
states’ rights, according to which financial support of insane asylums, as
well as of schools and welfare programs, was a responsibility of the
states. Except for operating Veterans Administration Hospitals and a few
drug addiction facilities—and, in 1950, establishing the modestly
funded National Institute of Mental Health (NIMH) to promote psychi-
atric research—the federal government played no role in caring for men-
tal patients. It is worth noting here that the initial appropriation for
NIMH was a minuscule $870,000. Ten years later, NIMH cost the tax-
payer $68 million, and in 1992 more than $1 billion.!8 Let that be a lesson
to those who cling to the belief that Reagan and Bush were trying to get
the government off the backs of the American people.

A Camelot for Psychiatric Quackery

The election of John F. Kennedy to the presidency put psychiatrists in a
mood of celebration unparalleled in the history of mad-doctoring. Fi-
nally, a President of the United States took up the cudgels for curing
mental illness.* The scene was set for a veritable Camelot of Quackery.

In January 1963, for the first time in American history, the President
devoted a part of his State of the Union Message to lecturing the Ameri-
can people on mental health. With insolent hypocrisy, John F. Kennedy—
whose sister, Rosemary, was involuntarily lobotomized in the 1940s and
has been incarcerated ever since—hectored the nation about its callous
“abandonment of the mentally ill and the mentally retarded to the grim
mercies of custodial institutions.”!® A month later, Kennedy delivered a
‘special message to Congress, entitled “Mental Illness and Mental Retar-
dation,” proposing the establishment of Community Mental Health Cen-
ters (CMHCs) and calling for “a bold new approach” in the war against
mental illness. “It has been demonstrated,” declared the President, “that
two out of three schizophrenics—our largest category of mentally ill—
can be treated and released within six months.”?’ Where did Kennedy
think the released schizophrenics would go? Home? But they had no

* The election of President Clinton and Vice President Gore promise to lead to policies
that will eclipse the mistakes and surpass the costs of the Kennedy administration’s psy-
chiatric follies.
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homes. Did anyone want them in his home? No. Did the Kennedys want
Rosemary in their home? No.

The miracle cure Kennedy offered was simply the psychiatric profes-
sion’s latest snake oil: Drugs and deinstitutionalization. As usual, psychi-
atrists defined their latest fad as a combination of scientific revolution
and moral reform, and cast it in the rhetoric of treatment and civil liber-
ties. Psychotropic drugs relieved the symptoms of mental illness and en-
abled the patients to be discharged from mental hospitals. Community
Mental Health Centers provided the least restrictive setting for deliver-
ing the best available mental health services. Such were the claims of psy-
chiatrists to justify the policy of forcibly drugging and relocating their
hospitalized patients. It sounded grand. Unfortunately, it was a lie. The
forces that actually propelled the change were economic and legal, specif-
ically, the transfer of funding for psychiatric services from the states to
the federal government, and the shift in legal-psychiatric fashions from
long-term hospitalization to long-term drugging.

No one in authority challenged the assumptions on which this alleged
reform rested. No one asked if it was it true that mental illness is like any
other illness, or that psychotropic drugs made the patient mentally
healthier and economically more self-sufficient. On the contrary, careers
in politics, psychiatry, academia, and the media were made by not asking
such questions, but pretending instead that we knew the answers and
they were a resounding yes. The familiar psychiatric code words, such as
mental illness, hospital, treatment, and schizophrenia, thus remained in-
tact and were fortified with a set of fresh code words, such as dopamine,
serotonin, antipsychotic drugs, and psychopharmacology. This lexicon of
lunacy and therapy continues to do yeoman duty, concealing the fact that
most people diagnosed as mentally ill have no homes, are unemployed
and unemployable, and display disruptive behaviors, exemplified by
threats and acts inimical to their own health and lives or to the health and
lives of others.

The Government Enters the Psychiatric Scene

In 1955, Congress passed the Mental Health Study Act, mandating the
appointment of a Commission to make recommendations for combating
the scourge of mental illness in the United States.?! It is impossible to
exaggerate the enthusiasm with which psychiatrists greeted this legis-
lation. Their euphoria was justifiable. In effect, the Act ratified the re-
casting of the very nature of the American government, changing its
primary duty from protecting and promoting personal liberty and
property to protecting and promoting the mental health of citizens
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and the community as a whole. The Act proclaimed: “It is declared to
be the policy of the Congress to [undertake an] objective analysis of
mental illness . . . [and] promote mental health.”?

In the 1950s, in some states, the cost of caring for a state mental hos-
pital patient was as little as $1 per day, the national average being $4 per
day. It was clear to all well-meaning persons that, armed with enough
federal dollars and new drugs, victory in the War on Mental Illness was
imminent. Although mental diseases resemble heart diseases, and
antipsychotics resemble antibiotics, in name only, people were not in-
terested in scrutinizing either the illnesses or the treatments. The psy-
chiatric future was predictable, but no one in authority was interested
in it. Today, virtually every mental patient is “on drugs” and the result
is that there are now more mental patients than ever, the cost of caring
for them is greater than ever, and the patients are more disabled, more
destructive, and more dissatisfied with psychiatry than ever. To under-
stand how we arrived at our present situation, we must review the story
of the Joint Commission on Mental Illness and Health (JC) and its role
in the deinstitutionalization movement.

In 1962, the JC published its “Final Report” to Congress, entitled Ac-
tion for Mental Health.?> This was the document that informed President
Kennedy’s declaration about the dawn of a glorious new era in psychi-
atry and formed the basis of the Community Mental Health Centers pro-
gram. Although the centerpiece of the Report was mental illness, the
term was not defined; instead, its frequency and severity were drama-
tized by suitably sensational case histories, and its causes were authori-
tatively attributed to brain disease, bad genes, poor parenting, poverty,
persecution, and racism. Henceforth, the properly compassionate and
psychiatrically correct concept of mental illness was that it is a “no-fault
disease.” In other words, if a person succeeds in life, he deserves credit
for his achievement; but if he does not, he deserves no blame for his fail-
ure, as he is the victim of mental illness.

The ideas that inspired the authors of the Report were the same
materialist-positivist ideas that had inspired nineteenth-century psychi-
atrists: “Human behavior is caused.”?* This premise negates the pre-
sumption that adults are moral agents responsible for their behavior.?>
Moreover, the authors’ premise contradicted one of their own major con-
clusions. Psychiatrists diagnose mental illness by observing the pa-
tient’s behavior, not by testing his body fluids or otherwise examining
his body. If behavior is caused, so is mental illness. If mental illness has
a material cause, it can have a material cure. “These [antipsychotic]
drugs,” the Report declared, “have revolutionized the management of the
psychotic patient . . . the drugs might be described as moral treatment
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in pill form.”?¢ However, material causes and chemical cures are neither
moral nor immoral.

The Report enthusiastically endorsed the policy of mandating a reduc-
tion of the patient population of state mental hospitals, that is, relocating
chronic mental patients to different domiciles. Mental patients were to
be discharged not because they had improved, nor because they wanted
to leave, but because the federal government ordered it. Trying to conceal
this, the members of the JC were so carried away by their rhetoric that
they appeared to be opposing involuntary mental hospitalization itself,
declaring: “To be rejected by one’s family, removed by the police, and
placed behind locked doors can only be interpreted, sanely, as punish-
ment and imprisonment, rather than hospitalization.”?” Did official
American psychiatry embrace my views and reject psychiatric coer-
cions? Not exactly. I advocated abolishing psychiatric coercions and
excuses. The members of the JC advocated expanding the scope of psy-
chiatric coercions by supplementing involuntary mental hospitalization
with involuntary psychiatric drugging. And they urged that the federal
government, rather than state governments, fund psychiatric services,
training, and research.

I want to insert a personal note here. In 1955, when the Mental
Health Study Act was passed by Congress, I was a lieutenant comman-
der in the U.S. Naval Reserve, serving my required tour of duty at the
National Naval Medical Center in Bethesda, Maryland. In 1961, when
Action for Mental Health appeared, I was a professor of psychiatry at the
SUNY Health Science Center in Syracuse, New York,* and had just pub-
lished my book, The Myth of Mental Illness.?® It seemed to me then—and
I have had no reason to change my opinion—that there was something
ominous about the Congress of the United States of America removing
mental illness from the nether regions of psychiatry, law, journalism,
and popular prejudice, and placing it, with the stroke of a legislative
pen, in the category of genuine illness. Yet, psychiatrists, the families of
mental patients, and the general public regarded, and continue to
regard, using the political process to define mental illnesses as brain
diseases as momentous scientific as well as moral progress. Laurie
Flynn, Executive Director of the National Alliance for the Mentally 111
(NAMI), declared:

Spurred on by the aggressive advocacy of NAMI families, the federal gov-
ernment has finally taken action to place the brain back into the body.

* The institution was then called the State University of New York, Upstate Medical Cen-
ter, at Syracuse.
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Congress in June [1992] approved legislation to return the National Insti-
tute of Mental Health under the umbrella of the National Institutes of
Health. . . . Moving NIMH to NIH sends an important signal that men-
tal illness is a disease, like heart and lung and kidney diseases.”

Two hundred years ago, to unite North and South in a political mar-
riage of convenience, the Founding Fathers classified black slaves as
a “three-fifths persons.” Since the 1960s, to manage certain human
tragedies and political-economic problems, the leaders of our Therapeu-
tic State have classified millions of troubled and troublesome persons as
patients, like diabetics, but yet also as unlike diabetics, their mental ill-
nesses justifying doctors to hospitalize and treat them against their will.

Medicare, Medicaid, SSI, and Mental Health

In 1965, Congress passed and President Lyndon Johnson signed into
law Title XVIII and Title XIX of the Social Security Act, better known
as Medicare and Medicaid. In 1974, the Act was amended, adding the
provisions of the Supplemental Security Income for the Aged, the Dis-
abled, and the Blind (SSI) to it. These pieces of legislation had momen-
tous psychiatric and social consequences.*

Although initially Medicare provided only limited reimbursement
for outpatient psychiatric treatment and confinement in a private men-
tal hospital, it authorized unlimited coverage for treatment in the psy-
chiatric inpatient unit of a general hospital. Similarly, Medicaid did not
pay for care in a facility called an “institution for mental disease” (de-
fined as any hospital or nursing home where more than 50 percent of
the patients have a psychiatric diagnosis), but provided lavish reim-
bursement for care in a general hospital.3! This was a new psychiatric
deal indeed: The federal government behaved as if it really believed the
psychiatric cliché that “mental illness is like any other illness.”

Prior to deinstitutionalization, it was generally acknowledged that
real doctors did not want to treat mental patients, real hospitals did not
want to admit them, and real patients did not want to associate with
them. Accordingly, people with bodily diseases were treated in regular
hospitals, and people with mental diseases were treated in psychiatric
hospitals. The time had come to abolish psychiatric segregation. Medi-
cal patients and mental patients were “integrated” by means of the fa-
miliar combination of coercion and bribery.

For reasons with which we are familiar, the cost of medical care, espe-
cially hospital care, began to rise rapidly after World War II. Soon there
was an outcry for cost controls. The quickest way to accomplish that was
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by limiting reimbursement for the most expensive type of medical ser-
vice, namely, inhospital care. This decision led to dramatic reductions
in hospital stays for medically and surgically ill patients. Many diagnos-
tic and therapeutic procedures, previously performed on inpatients,
were *ransferred to outpatient settings. Before long, hospitals stood half
empty. Between 1965 and 1985, thanks to “Medicare’s new prospective-
payment system plus other cost-containment measures . . . occupancy
rates at many hospitals [fell] to less than 50 percent.”?? Yet, this did not
result in the creation of thousands of homeless arthritics, diabetics, and
hypertensives living on the streets and assaulting people on subway
platforms.*

Formerly disdained mental patients suddenly began to look at-
tractive to the administrators of half-empty medical hospitals. Under
Diagnosis Related Groups regulations (DRGs), Medicare reimburse-
ments for medical and surgical hospitalization were rigidly limited,
while reimbursements for mental hospitalization in general hospitals
remained unlimited. This discrepancy, plus the fact that it costs much
less to provide hospital care for mental patients than for medical or
surgical patients, encouraged hospitalizing mental patients in non-
mental hospitals. Moreover, Medicaid also paid for psychiatric care in
general hospitals, but not in private mental hospitals. Finally, what be-
gan as the voluntary integration of medical and mental patients, soon
turned into state-mandated regulations compelling nonpsychiatric hos-
pitals to admit mental patients, initially voluntary patients only, then
committed patients as well.

The story of the integration of medical and mental patients under
one roof does not end here. Indeed, this is where the serious part of
saga begins. In psychiatry, coercion is never far from center stage. Prior
to 1965, most health insurance policies provided no coverage for mental
diseases, just as most life insurance policies did not cover suicide.
Medicare and Medicaid changed this too. State legislatures began to
compel the health insurance industry to cover the cost of hospital treat-
ment for mental illness as if it were like any other illness. Again, psy-
chiatrists were ecstatic. A jubilant editorial in the American Journal of
Psychiatry declared: “The 'remedicalization’ of psychiatry . . . [and]
the provision of psychiatric care within the mainstream of medical

* Although no one in an official position would admit it, deinstitutionalized mental pa-
tients became homeless not because they were discharged prematurely, nor because they
stopped taking their medication, nor because they are schizophrenics, but because the
hospitals were their only homes. E. Fuller Torrey’s book on the homeless mentally
ill, Nowhere To Go, is aptly titled. However, having nowhere to go is a tragedy, not a brain
disease.
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economics [have generated] . . . a broad movement toward the priva-
tization of health care [that] is now a ‘megatrend’ in mental health eco-
nomics.”3 Since psychiatric patients rarely pay for their hospital care,
calling this trend “privatization” is perhaps an even more egregious
misuse of language than calling misbehaviors “diseases” and mad-
houses “hospitals.”

Mental lliness and the SSI Program

In January 1974, the Supplemental Security Income (SSI) program be-
came effective and each “eligible person . . . [became entitled to] a
monthly cash payment of $422.”3 The SSI program—whose benefits
have each year been increased to keep pace with increases in the cost of
living—was a veritable Economic Emancipation Proclamation for le-
gions of chronic mental patients.

Existentially, being a hospitalized mental patient has always been an
occupation.’> Henceforth, it became an occupation economically as well.
By 1980, 550,000 mentally disabled Americans were receiving monthly
SS and SSI checks “for a total of some $2.25 billion for the year.”* During
that year alone, 65,000 new psychiatric recipients joined the rolls, adding
more than 10 percent to total.’” Ten years later, more than 1 million per-
sons under the age of 65 were receiving SS and SSI disability payments.
About one-half were classified as “mentally retarded,” the other half as
“mentally disturbed.”*

Since the mental patient who qualifies for disability payments is con-
sidered to be permanently unable to work, he does not have to submit to
treatment, can live where he wants, spend his money as he chooses,
marry, divorce, have children, and vote. If he gets arrested for a crime, he
can count on being able to plead insanity. The one thing he must do to
qualify for receiving the federal funds is remain crazy and unemploy-
able.* As Ann Braden Johnson correctly observes, “SSI wound up pro-
moting dependency and disability, by paying for it, at the same time that
SSI's very existence had made it all too easy for states to get patients out
of their hospitals.”? In short, SSI freed mental patients from the ordeals
of psychiatric indoor relief and enabled them to live on outdoor relief, in
parks and on the streets—so long as the temperature did not drop too far
below the freezing mark, when they suddenly became committable. In
the American megalopolis, the severity of mental illness now depends
on the weather.

* The operative criterion for qualifying for SSI or SSD (Social Security Disability) pay-
ment is not illness but disability preventing the patient from engaging in “substantial
gainful activity.”
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DRUGS AND DEINSTITUTIONALIZATION

Wars have always encouraged advances in the technology of both killing
and curing. During World War II, the Germans developed gas chambers
and invented methadone (originally called Dolophine, in honor of Adolf
Hitler). The Allies developed the atomic bomb and invented penicillin.
After years of what might be described as better killing through chem-
istry (and physics), we embraced the slogan, “better living through
chemistry” (originally an advertisement for the Du Pont Company).
This credo dominated the postwar medical-technological atmosphere.

Better Psychiatric Living through Chemistry

Inspired by the miracles of antibiotics, psychiatrists and other experts
on human betterment undertook to remedy every personal and social
ill with a drug, developed in a government-directed program (called
“war”), by government-financed bureaucrats and propagandists
(called “scientists” and “educators”). The age of the chemical cure for
chemical imbalances and chemical dependencies had arrived.

Not having any therapeutic methods of their own (save for a monopoly
on coercion under medical auspices), psychiatrists, as I noted earlier,
tended to imitate prevailing medical fashions. When bleeding and
cupping were stylish, the alienists used bleeding and cupping. When
insulin was discovered as a treatment for diabetes, psychiatrists gave
their patients overdoses of insulin and called it insulin coma therapy.
When electrocardiography and electroencephalography became popular
medical tools, psychiatrists gave their patients electrically induced
seizures, and called it electroconvulsive treatment. In the 1950s, physi-
cians treated their patients with antacids, antibiotics, antihistamines,
- antihypertensives, and other drugs sporting the prefix anti. Antipsy-
chotics could not be far behind. Chemists quickly found various organic
compounds whose pharmacological effect was to stimulate or retard
thought and movement. The stimulants became antidepressants, the re-
tardants, antipsychotics and antianxiety agents. The insane person
could now be controlled with a chemical, instead of a mechanical, strait-
jacket: The restraint could be put in him, instead of on him.

I well remember seeing—in 1954 or 1955, when I was in the Navy—
what must have been one of the earliest films promoting chlorpromazine.
Produced by Smith, Kline and French, the pharmaceutical company that
patented the compound as Thorazine, the film showed aggressive mon-
keys being “tranquilized”—the term was new then—by the drug. This,
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we were told, was the new cure for schizophrenia. I did not like what I
saw. In 1956, | wrote:

The widespread acceptance and use of the so-called tranquilizing drugs
constitutes one of the most noteworthy events in the recent history of psy-
chiatry. . . . These drugs, in essence, function as chemical straitjackets
. . . . When patients had to be restrained by the use of force—for example,
by a straitjacket—it was difficult for those in charge of their care to convince
themselves that they were acting altogether on behalf of the patient. . . .
Restraint by chemical means does not make [the psychiatrist] feel guilty;
herein lies the danger to the patient.*

The history of Thorazine is telling. First used in France as an anes-
thetic potentiator, the drug proved to be commercially uninteresting. It
was then promoted as an antiemetic. In 1953, it was tried out on about 100
psychiatric patients, was declared to be an effective “antipsychotic,” and
a year later was approved for the American market.*! It proved to be one of
the biggest bonanzas in pharmaceutical history, proving, once more, that
treating nondiseases is even more lucrative than treating diseases.

Once again, a new somatic psychiatric treatment proved to be the
cause of serious harm to the patients. Henri Laborit, the French physician
who first reported the tranquilizing properties of chlorpromazine in
1951, described its effect as “a veritable medicinal lobotomy.”42 Many per-
sons receiving Thorazine and other antipsychotic drugs developed a
severe neurological disease called “tardive dyskinesia.” The magnitude
of this epidemic of iatrogenic neurological disease has dwarfed the brain-
damaging consequences of insulin shock, electric shock, and lobotomy
combined.

With the advent antipsychotics, psychiatrists grew bolder. In the
1970s, the late Nathan Kline, then one of the most respected biological
psychiatrists in the United States, seriously suggested putting antipsy-
chotic drugs in the drinking water. He wrote: “Since we are already
putting chlorine and fluorine in the water supply, maybe we should also
put in a little lithium. It might make the world a little better place to live
in for all of us.”#

After declaring victory in their struggle to control schizophrenia, psy-
chiatrists announced their next breakthrough, the discovery of a class of
drugs that caused a schizophrenialike condition called “model psycho-
sis.” These alkaloids—closely related to ancient ceremonial drugs—
caused altered states of consciousness or hallucinations and were called
“psychotomimetics” or “hallucinogens.” The effects of antipsychotics
and psychotomimetics were interpreted as proof that schizophrenia is a
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brain disease due to a chemical imbalance. Reality was less romantic.
Psychiatry’s latest puffery was nothing more than a hugely successful
public relations scam. Supported by politicians and journalists, psychia-
trists managed to convince the public that the care of mental patients had
been revolutionized by antipsychotics, much as the care of patients with
infectious diseases had been revolutionized by antibiotics. This prepos-
terous claim helped psychiatrists conceal the true nature of the problems
mental patients present and the solutions psychiatrists offer to solve
them—specifically, that the typical chronic mental patient is homeless
and is economically dependent on his family or society; that he violates
marginal (or not so marginal) social rules; and that he is restrained, dur-
ing hospitalization as well as after discharge, by drugs, the threat of com-
mitment, and involuntary mental hospitalization.

Today, the traditional functions of the madhouse are exercised by
many other institutions as well, especially the public facilities of our
large cities, such as libraries, bus stations, and so forth. Bedlam is now
everywhere, making our streets and parks both ugly and unsafe. Ugly,
because we tolerate unacceptable behavior by persons so long as, de jure,
they are classified as mental patients; and unsafe, because many of these
individuals engage in de facto aggression, depriving others of property,
liberty, and even life.



I

RE-STORING THE
MENTAL PATIENT

We're making great progress, but we re headed in the wrong direction.
—CQgden Nash!

The only incontestable fact about deinstitutionalization is that public
mental hospitals have fewer inmates today than they had in the 1950s.
Everything else—especially the reasons for the decrease—is a matter
of interpretation and controversy.

THE MYTH OF DEINSTITUTIONALIZATION

During the early decades of the century, virtually everyone considered
to be seriously mentally ill was confined in a state hospital. Psychiatry
was then synonymous with hospital psychiatry. Private psychiatric
practice, as we know it, did not exist. Psychiatrists and the public alike
viewed the insane person as an irresponsible child and /or a dangerous
criminal, who neither needed nor deserved liberty. Instead, he needed
to be protected from himself, and society needed to be protected from
him. The permanent confinement of the mental patient in the insane
asylum was accepted as society’s proper response to its double duty,
to the deranged patient endangered by his disease, and to society
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endangered by him. In those days, psychiatrists acknowledged that the
public mental hospital was a type of storage bin for society’s undesir-
ables. In 1918, a psychiatrist wrote:

[The state mental hospital is] a lodging house for the segregation of those
who, by reason of mental disorder, were unfit for ordinary social life . . .
Many of the inmates will inevitably remain permanently within the institu-
tion, although not “sick,” in the ordinary sense of the word atall . . . inthe
majority of cases no evidence of disease can be detected.?

Today, no psychiatrist would admit this. However, he would admit that
he cannot distinguish mental health from mental illness. ]J. Sanbourne
Bockoven, a prominent state hospital psychiatrist, stated: “Mental health
workers are the first to admit their inability to give a definition of mental
health or illness that has sufficient validity to be used as a test or proof of
anyone’s sanity.”®> And a leading text on mental health policy acknowl-
edges: “A universally accepted and consistent definition of mental health
has been elusive. . . . [There is] a long tradition of uncertainty about
what constitutes mental health and illness.”

DIAGNOSIS BY DOMICILE

How do psychiatrists determine that an individual is a chronic mental
patient? They do so, primarily, by ascertaining where he lives. A group of
psychiatric researchers state: “Chronic mental patients are a subgroup
characterized by institutionalization.”> Another team defines the
chronic mental patient as an individual housed in a publicly supported
facility because of “mental illness” and estimates the number of such
persons in the United States as ranging “from 1.7 million to 2.4 mil-
lion.”® According to these investigators, 900,000 mental patients are still
“institutionalized,” about 150,000 in “mental health facilities,” the rest
in “nursing homes.” Another 800,000 “severely [mentally] disabled” and
700,000 “moderately [mentally] disabled” persons are housed “in a vari-
ety of residential settings (with families, in boarding homes, in single-
occupancy hotel rooms).” A position paper by the APA supports this
image of deinstitutionalization as de facto transinstitutionalization:
“Deinstitutionalized patients now constitute a new class of patients
[who] frequently have complex medical and psychiatric conditions that
require leadership and treatment skills that only psychiatrists, by virtue
of their training, can provide.””
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In short, individuals formerly in mental hospitals have been rehoused
in dwellings that are de facto psychiatric facilities, but are not called
“mental” or “hospitals.” Neither the patients’ mental condition nor their
social functioning has improved. Deinstitutionalization is simply a new
fashion in mental health care, consisting of storing unwanted persons in
dwellings not called “mental hospitals” but nevertheless treating them
as if they were mental patients who required lifelong psychiatric super-
vision. This shift has been accomplished by replacing mechanical with
chemical straitjackets, housing the patients in diverse parapsychiatric
domiciles, supporting them with welfare checks, and calling the man-
agement-style “caring for the patient in the least restrictive setting in the
community.”?

RE-STORING THE DEINSTITUTIONALIZED PATIENT

Persons officially identified as mental patients are now housed in nu-
merous locations, such as the following: state mental hospitals, Veterans
Administration hospitals, community and general hospitals, private
mental hospitals, children’s psychiatric units, nursing homes, alcohol
and drug rehabilitation centers, forensic psychiatric facilities, prisons
and jails, public housing projects, community residences, adult homes,
group homes, boardinghouses, single-room occupancy hotels (SROs),
transitional living quarters, public and private shelters, public libraries,
bus and train stations and airports, parks and streets. I shall limit my
remarks here to the storage of unwanted persons in nursing homes, pris-
ons, and private mental hospitals.

The Nursing Home as Madhouse

When [ was a psychiatric resident, more than half of the inmates of state
mental hospitals were unwanted old persons, called “geriatric cases.”
Millions of elderly people then spent their last months or years in insane
asylums, just as they now spend them in nursing homes. The 1955 Men-
tal Health Study Act singled out the psychiatric confinement of the el-
derly as one of the most flagrant abuses of the state hospital system.’
During the 1960s and 70s, virtually all these persons were rehoused in
nursing homes where, embalmed in neuroleptic drugs, they are stored
until they can be properly buried. “What’s a nursing home?” [a boy in
Brooklyn asks his friend.] “That’s where they keep dead people they
ain’t buried yet.”10
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Consider some statistics. Between 1969 and 1974, the number of aged
inmates in state hospitals in California dropped by 86 percent; in Mas-
sachusetts, by 87 percent; and in Wisconsin, by a record 99 percent.!!
During the same period, the population of nursing homes exploded. By
1990, more than 1.5 million elderly persons were housed in some 20,000
such institutions.!2 Sanford 1. Finkel, M.D.,, director of Gero-Psychiatric
Services at Northwestern Memorial Hospital in Chicago, observes:
“There has been a tremendous influx of psychiatric patients [into nurs-
ing homes]. . . . Nursing homes are really the psychiatric institutions
of the 1990s.”13

Although nursing home inmates are no longer counted as mental pa-
tients, they are treated as if they were. Instead of publishing exposés of
snake-pit-like conditions in state mental hospitals, the popular press and
even psychiatric journals publish exposés of nursing home residents
overmedicated with antipsychotic drugs.!* The quality of the inmates’
lives in the new drug pits is just as bad as it was in the old snake pits, and
many would-be victims know it. “Terrified of nursing homes,” writes a
Wall Street Journal reporter, “older people will do almost anything to
avoid them. . . . fearing nursing homes is a major cause of suicide . . .
overshadow[ing] such other factors as depression, chronic illness, and
pain.”15

The Prison as Madhouse

Many crazy persons commit crimes, and many criminals are diagnosed
as mentally ill. Psychiatrists and the public alike view craziness and
criminality as closely related types of deviance. The mental hospital and
prison systems are close allies, each depriving its inmates of liberty and
drugging them to make them more manageable. It should not surprise us
that many people who might formerly have been committed to mental
hospitals end up in prisons, and vice versa. A 1983 reportin JAMA (Jour-
nal of the American Medical Association) denounced deinstitutionalization
for “turning this country’s 4,000 local jails into the new mental hospitals
and returning care of the mentally ill to the deplorable conditions that
prevailed more than 300 years ago.”’® Nine years later, a nationwide
study—conducted jointly by the Public Citizen’s Health Research Group
and the National Alliance for the Mentally Ill, and supported by the
American Psychiatric Association—revealed: “Each day, over 30,700
seriously mentally ill individuals serve time in our nation’s jails . . . .
[Jails] are actually the nation’s largest mental institutions . . . [housing
many persons held] on minor charges like disorderly conduct or
vagrancy.”!?
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Other studies support these claims. In 1991, the Los Angeles County
Jail was described as “the largest mental institution in the nation.”8
To deal with this new problem—which many tacitly recognize as a
solution—the county commissioners appointed a Task Force to make
recommendations concerning “the delivery of mental health resources
to jail inmates” and the allocation of “funding and resources.”’ In
Arizona, “prisons and jails have become [the state’s] largest mental asy-
lums, housing inmates who receive treatments ranging from Narcotics
Anonymous sessions and psychotropic drugs to isolation and leather
restraints. For many disturbed people, getting arrested is the only way
to get mental-health services.”?® Many state facilities have become
mixtures of madhouses and prisons. An institution operated by the
Arizona Department of Corrections, called the Flamenco Behavioral
Health Hospital, houses “female medium-security inmates who have
mental-health problems.” One inmate, imprisoned for embezzlement,
is described as “an alcoholic and shopping addict . . . who has been
prescribed anti-anxiety and anti-psychotic medication.”?!

Prison statistics round out the story. In 1951, the prison population
in New York City was 5,400, and in New York State, 17,000; in 1960,
the figures were 8,800 and 19,000; and in 1990, 20,000 and 55,000.22
The picture for California is similar. Between January 1981 and Janu-
ary 1991, the state’s prison population grew from 24,237 to 93,781, an
increase of 287 percent. California’s prison system, the largest in the
nation, comprises 97,000 inmates, 32,000 employees, and 20 facilities;
its annual budget is more than $2.3 billion.?* In 1960, about 100 per-
sons per 100,000 were incarcerated in state or federal prisons in the
United States; in 1991, the figure was 426 per 100,000. Today, more
than 4 million persons—one of every 25 men—are under the direct
control of the criminal justice system, with more than 1 million be-
hind bars.?* The United States has the highest criminal confinement
rate in the world.?

The relentless increase in our prison population is due to several fac-
tors. More criminals are sentenced to serve time for offenses for which,
in the past, they would have rcceived probation; more are imprisoned for
so-called drug-related (actually, drug-law-related) offenses than ever,
and more are given long sentences; lastly, our society uses the prison
system as an extension of the mental health and welfare systems.26 Social
observers report that unemployed inner city youths receive more social
support in prison than outside of it. “Prisons provide housing that is of-
ten far better than the tenements or homeless shelters where the inmates
had been living. They furnish three meals a day; decent medical care

. remedial education and job training.”?” From an inmate’s point of
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view, being housed in a prison is likely to be preferable not only to being
housed in a mental hospital but also to being housed in a shelter.

The critics who complain about supposedly mentally ill offenders be-
ing jailed assume that the subjects would prefer being committed. There
is no evidence to support this assumption. On the contrary, there is evi-
dence that mental hospital patients often commit crimes to be trans-
ferred to prison, as the following example illustrates. On November 17,
1992, Julie Mitchell, a 23-year-old woman, “diagnosed as schizophrenic
[and] a voluntary resident” at the Hutchings Psychiatric Center in
Syracuse since April, stomped a fellow patient to death. “’I hate being
there,”” Mitchell said in a statement to police. “’I would do anything to
leave. I think that jail is a whole lot better than being in Hutchings.’
Mitchell was being treated at Hutchings for chronic schizophrenia, nar-
cissistic traits, and a history of drug abuse . . . She told patients she
had been in jail six times and found the food and other services better
there than at Hutchings.”2

Psychiatric explanations of such behaviors are worthless or simply
self-serving. Formerly, psychiatrists claimed that most criminals were
mentally ill.? Now, they claim that most of them suffer from chemical
dependency. The commingling of crime and disease, which began to in-
fect the body politic in the nineteenth century, has now reached the
stage of a far-advanced parasitic infestation of both the criminal justice
and mental health systems.3

The term deinstitutionalization conceals some simple truths, namely,
that old, unwanted persons, formerly housed in state hospitals, are
now housed in nursing homes; that young, unwanted persons, formerly
also housed in state hospitals, are now housed in prisons or parapsychi-
atric facilities; and that both groups of inmates are systematically
drugged with psychiatric medications.

THE REBIRTH OF THE “PRIVATE” MADHOUSE SYSTEM

Before the 1950s, a public mental hospital was a psychiatric institu-
tion supported by public funds, whereas a private mental hospital was
one supported by the fees of private patients and private donations. To-
day, the term private mental hospital denotes an institution supported by
government programs and health insurance company payments. Not only
does the consumer of private mental hospital care rarely pay for the ser-
vices he receives, he does not even purchase his own insurance coverage
for it, which he receives, instead, as an untaxed, quasi salary from his
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employer.* Lastly, the insurance companies that provide the coverage are
also not free agents, state laws requiring them to cover treatments for
fictitious ailments, such as alcoholism, drug abuse, and mental illness.
Thus, employer, employee, insurance carrier, and private mental hospital
are locked in an economic embrace that corrupts them all and that has en-
couraged an absurd growth of private psychiatric inpatient services.3!

The General Hospital Becomes a Mental Hospital

Between 1955 and 1975, the number of patients in public mental hospi-
tals decreased by more than 70 percent. During the same period, the
number of patients in the psychiatric units of general hospitals in-
creased by more than 400 percent and the number of psychiatric units
in general hospitals increased by more than 2,000 percent.3? Moreover,
as the number of patients in public mental institutions decreased, the
cost of caring for them exploded. In 1969, when there were still 21,000
patients in the Massachusetts state mental health system, the state
budget for mental health was $116 million. Eight years later there were
only 3,262 patients left, but the budget doubled, to $233 million.?* The
same thing occurred in all the large states. In New York, in the past
three decades, the inpatient population of the state mental health sys-
tem decreased by nearly 90 percent while the number of state mental
‘hospitals increased from 18 to 22. In Gowanda, south of Buffalo, the
state hospital that once housed nearly 4,000 patients remains open for
only 14.34

The past 30 years or so have been boom times for a rapidly expanding
mental health profession as well. Between 1955 and 1980, the number of
psychiatrists per population doubled. Between 1970 and 1990, the num-
ber of psychologists increased from less than 30,000 to more than 191,000
(not counting marriage and family counselors and social workers). In
1952, the APA recognized 110 discrete mental diseases; today, it recog-
nizes 220. In 1965, 7 million prescriptions were written for antidepres-
sant drugs; in 1989, 32 million.®> Not surprisingly, the cost of delivering
mental health services exploded, increasing from $1.2 billion in 1955 to
$20 billion in 1977.3 When the public psychiatric system began, about
two and a half centuries ago, it was a low-cost indoor relief program. To-
day, it is a high-cost outdoor relief plus housing plus drugging program.

*1 venture to guess that if the average American worker were given a choice between
coverage for hospitalization for mental illness and drug abuse and its cash equivalent, he
would choose the latter.
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Psychiatrists realize that while the number of psychiatric beds in the
public sector has been decreasing, the number of psychiatric beds in the
private sector has been increasing, and that this divergent trend is due
to government policy. Nevertheless, psychiatrists Robert A. Dorwart and
Marc Schlesinger, two experts on psychiatric policy, call the phe-
nomenon “remarkable.” They write: “In a time of private and public
pressures to reduce health care costs and institutional capacity, it is
somewhat remarkable to observe this growth in private psychiatric hos-
pital care. . . . Demand has increased as insurance coverage for mental
illness has continued to expand.”%

The demand for private mental hospital beds is not driven by diseases
requiring hospital-based treatment or by paying patients who seek care.
Instead, it is driven much as the demand for beds in eighteenth-century
private madhouses was driven, by a combination of corruption and coer-
cion. Hospital personnel are offered bounties to bring in new patients;
diagnoses are tailored to maximize insurance reimbursements; patients
are seduced into admission by offers of free “programs” promising to
break them of their bad habits, and are coerced by the threat of commit-
ment for misbehavior at home or on the job; once admitted, patients are
held against their will for as long as their insurance provides coverage.?

Writers for financial publications see the situation but fail to scruti-
nize the basic problems of mental illness and insurance coverage for psy-
chiatric treatment. A reporter for Forbes writes: “The growth and
success of psychiatric hospital chains . . . has been built largely on lib-
eral employee benefit packages that encouraged workers to seek in-
patient care for mental health and drug and alcohol abuse problems.”?
How long does an alcoholic employee or his Valium-dependent wife
need to be in a hospital? For as long as the insurance company foots the
bill: “Under most plans, hospitals had no incentive to release patients be-
fore their insurance benefits expired, enabling the psychiatric chains to
pad their profits.”# This racket has become so brazen that even some
psychiatrists acknowledge it. One psychiatric informant tells Forbes:
“The psychiatric chains have been doing everything they can to keep
people for an unnecessarily long period for no medical reason. We think
that between 40% and 70% of the people now in psychiatric hospitals
don’t need to be there.”4!

In 1990, the American Journal of Psychiatry published a remarkably
candid essay on the subject, albeit cast in almost impenetrable psychi-
atric jargon. The authors wrote:

Treatment in nonspecialized general hospital sites (scatter beds) is reim-
bursed according to diagnosis-related groups (DRGs), but treatment in
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approved psychiatric units in general hospitals, as well as treatment in psy-
chiatric hospitals, is exempt from the DRG-based prospective payment sys-
tem. . . . A general hospital may even exploit the system by transferring a
patient from a scatter bed to its own exempt unit.* . . . [Hospitals] have an
incentive to dump as soon as possible more severely ill patients to other
hospitals, particularly exempt ones, because they will still receive a full
DRG payment . . . some transfers may also be motivated by an attempt to
exploit the reimbursement system.*

In other words, psychiatrically correct mental health policy requires
that mental patients be transferred from unapproved “scatter beds” in
general hospitals to approved nonscatter beds.

A Critical Analysis of Psychiatric Privatization

Dorwart and Schlesinger acknowledge that the phrase “privatization of
psychiatric services” actually means “the increased purchasing by
public authorities of services from private agencies,” and correctly note
that the purchaser of mental health insurance coverage has the clout to
coerce the seller: “A majority of states now [1988] have some form of
mandatory insurance coverage . . . for mental health care.”*3 The pres-
sure to reduce health care costs is aimed only at the treatment of real
diseases. There is no pressure to reduce the cost of treating fictitious
diseases. On the contrary, there is pressure to define ever more types of
undesirable behaviors as mental disorders or addictions and to spend
ever more tax dollars on developing new psychiatric diagnoses and
facilities for storing and treating the victims of such diseases, whose
members now include alcoholics, drug abusers, smokers, overeaters,
self-starvers, gamblers, etc.

Some similarities between the Social Security system and the so-called
private psychiatric system deserve a brief comment in this connection.
Social Security is a government-mandated program based on the seller’s
ability to lawfully coerce the buyer to avail himself of a “service” (he may
not want)—the federal government compelling workers to pay for what is
nominally a type of insurance protection and retirement program, but is
actually a tax. Similarly, the private psychiatric care system is a govern-
ment-mandated program based on the seller’s ability to lawfully coerce
the buyer to avail himself of a “service” (he does not want)—the federal
government compelling employers to purchase health insurance coverage

* Note that the authors write as if patients were transferred by a building, instead of a
person.
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for mental illness for their employees, which compels insurance compa-
nies to cover the cost of mental health treatment. Employers pay for, and
employees receive, what is nominally a type of insurance protection
against illress, but is actually a legal-psychiatric scheme that enables
physicians to involuntarily diagnose, hospitalize, and treat employees
and their dependents. Ostensibly, the recipients get psychiatric treat-
ment; actually, they are deprived of liberty and dignity. De jure, the psy-
chiatrist functions as a physician diagnosing and treating mental illness;
de facto, he is an agent of the state empowered to confine persons in men-
tal hospitals and charge their insurance carriers for the “service.” Calling
this practice the “delivery of mental health services,” and a “market
transaction” to boot, is a debauchment of language worthy of Orwell’s
Newspeak.

The engine that drives the psychiatric industry today is a combi-
nation of federal and state funds, government-mandated insurance
coverage, commitment laws, and the threat of involuntary mental hos-
pitalization (together with mendacious claims about the effectiveness
of neuroleptic drugs). Nevertheless, psychiatrists not only continue to
pretend that mental illness is like any other illness, they maintain that
mental hospitals, mental health professionals, insurance companies,
and family members who commit their relatives are engaged in free
market transactions—and complain about imperfections of the market.
In an editorial in the American Journal of Psychiatry, Steven Sharfstein
writes: “It is clear that for psychiatric care the market is a poor mecha-
nism for efficient and fair rationing of scarce dollars. There is a need
for strong government regulation and financing.”** While it is difficult
to see how government regulation of American psychiatry could be
much increased, it is easy to see how government expenditures on
mental health could be increased almost ad infinitum, until, like the
Soviet economic system, the enterprise implodes.

From an economic point of view, our present psychiatric system is an
astonishing combination of a state monopoly with a state monopsony.
Monopoly means the exclusive control of the supply of a particular good
or service. If the state is the monopolist, it can define competitors as law-
breakers—say, private mail delivery—with the result that there is only a
single lawful supplier, the postal service. Monopsony is the mirror image
of monopoly, that is, exclusive control of the purchasers of a particular
good or service. If the state is the monopsonist, it can define private
purchasers as lawbreakers—say, individuals buying gold or foreign cur-
rency—with the result that there is only a single lawful buyer, for exam-
ple, a nationalized banking system such as prevailed in the former Soviet
Union. A nationalized health care system, such as also existed in the for-
mer Soviet Union—with private medical care available in the black
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market—is another example of a state monopsony. This sort of political-
economic rigging of the market is responsible for the current boom in
the American private psychiatric hospital industry (and its economic
fragility), and for the fact that its principal clients are children and old
people. The young and the old are defenseless against relatives who want
to get rid of them by casting them in the role of mental patient, and
against psychiatrists whose livelihood depends on defining them as
mentally ilL*

TREATING THE DEINSTITUTIONALIZED PATIENT

There is unanimous agreement among psychiatrists that deinstitution-
alized mental patients, especially if they are homeless, need psychiatric
services. One of the most prominent practitioners of, and propagandists
for, the psychiatric treatment of homeless persons is E. Fuller Torrey.
He has worked as a psychiatrist at St. Elizabeths Hospital, in Washing-
ton, DC, served as a special assistant to the Director of the National In-
stitute of Mental Health, ran a clinic for mentally ill homeless women,
and received the Special Friends Award in 1984 from the National Al-
liance for the Mentally I11.% Torrey’s method of managing the homeless
mental patient may therefore be regarded as exemplary. He states:

It has been clearly established in studies that approximately one-third of the
homeless have “bad brains”—i.e., have mental diseases such as schizophrenia
and manic-depressive psychosis (also known as bipolar disorder). . . . It
should not be surprising that the majority of the people with this disease
[schizophrenia] do not have insight. In order to help such people, therefore, it
may be necessary to hospitalize and treat them involuntarily.*

To illustrate Torrey’s method of treating the deinstitutionalized men-
tal patient, I shall quote a few excerpts from his “case notes” in Nowhere
To Go, and offer some comments on them.

A Paradigmatic Case History
Alan P. was admitted to St. Elizabeths Hospital for the twenty-seventh time
in twelve years with a diagnosis of chronic schizophrenia.¥

Torrey does not say whether Alan P. was admitted voluntarily or invol-
untarily, or whether he wanted to be discharged or stay in the hospital.

* The poor are similarly defenseless. However, they continue to be managed as clients of
the public psychiatric system.
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He invariably responded well to antipsychotic medication and improved
markedly on medication within three weeks.

Again, Torrey does not say whether Alan P. believed that he had re-
sponded well to the treatment, or whether this was only the psychia-
trist’s opinion.

He was then discharged to live in the community, given medication for two
weeks, and strong admonitions to keep his outpatient appointment.

The phrase in the community is a psychiatric euphemism intended to
conceal the fact that the patient was transferred from one psychiatric
facility to another, the first called a “hospital,” the second not called a
“hospital.” Once more, Torrey does not tell us whether Alan P. wanted
or did not want the medication. The fact that he was given “strong ad-
monitions to keep his outpatient appointment” suggests that Torrey
knew that Alan P. was not motivated to keep his appointment.

He had no insight into his illness or his need for medication, however, and
usually discarded the pills in a trash can en route to his boarding house.
Slowly over the ensuing weeks his behavior would become increasingly
bizarre as his psychosis returned.

Although Torrey knew that Alan P. usually discarded his anti-
psychotic medication, he nevertheless gave him medication. The rela-
tionship between Torrey and Alan P. thus resembles the relationship
between a boss and his worker in a former Soviet factory, summed up in
the witticism: “They pretend to pay us, and we pretend to work.” Torrey
pretended to treat Alan P., and Alan P. pretended to be his patient.

Psychiatrists estimate that from 50 to 90 percent of patients dis-
charged from mental hospitals on drugs exhibit such “noncompliance.”
Why do they? Is it because they have no insight into their illness and
need for medication? Or because they do not like the effects of the
drugs and prefer being psychotic? Or because they want to relapse and
be readmitted to the hospital? The explanation we choose says more
about us than about the patients.

Torrey’s Panacea: Coercion

If Torrey’s treatment of Alan P. is a model of what constitutes the cur-
rently correct psychiatric management of the chronic mental patient,
then it is understandable why so few graduates of American medical
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schools go into psychiatry, leaving the field—as is common knowledge
in psychiatry—to the most incompetent graduates of foreign medical
schools, whose ignorance of English protects them from being dis-
tressed by their patients’ anguished communications. It is also under-
standable why Torrey, who relishes treating involuntary patients,
advocates a program of national psychiatric conscription as a cure for
our ailing mental health system.

Torrey first proposed conscripting psychiatrists in 1985, in a position
paper published under the auspices of Ralph Nader’s Public Citizen
Health Research Group. After asserting, “There are now more schizo-
phrenics on the streets of Washington and in public shelters than there
are in St. Elizabeths Hospital,” he went on to emphasize their need for
treatment:

It is important to stress that schizophrenia is a treatable disease in the ma-
jority of cases. And it is therefore remarkable that a situation is tolerated
in which most of the approximately 1,200 persons with a treatable disease
live untreated on the streets and in shelters; imagine the outcry if 1,200 un-
treated diabetics were living on the streets and in shelters.*

If schizophrenia is a treatable disease, similar to diabetes, then doctors
ought to be able to treat schizophrenics, like diabetics, with their consent.
Ignoring the double disanalogy between diabetes and schizophrenia and
between endocrinology and psychiatry, Torrey proceeded to outline his
proposal for drafting psychiatrists:

Psychiatrists should be assigned to shelters to provide services for the home-
less mentally ill. Candidates for immediate assignment include competent
psychiatrists at St. Elizabeths Hospital and the National Institute of Mental
Health with administrative responsibilities only. Long-term, the personnel
problem could be solved by requiring two hours per week pro bono work from
every physician as a condition of being licensed to practice in the District.*

Evidently piqued by his colleagues at St. Elizabeths Hospital for
showing insufficient enthusiasm for drugging homeless people, Torrey
urged targeting them for special coercion: “Leading candidates for such
assignments would be ten full-time and five part-time St. Elizabeths
psychiatrists who, although fully trained, currently have no patient
care responsibility but only administrative assignments.”>° Because psy-
chiatrists have been trained in part with public funds, Torrey argued
that psychiatric training programs “should have mandated obligations
in which the person being trained agrees to year-for-year payback in a
public-sector job working with the seriously mentally ill for each year of
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publicly subsidized training.” For psychiatrists who have already com-
pleted their training, the states should “mandate a pro bono requirement
of public service for continued state licensure.”>' In 1992, in a report co-
sponsored by the Public Citizen Health Research Group and the Na-
tional Alliance for the Mentally 111, Torrey proposed that all mental
health professionals be required, “as a condition of licensing, to do two
hours of pro bono work a week at public mental health centers.”>? It is not
clear how Torrey justifies making the licensure of mental health work-
ers, but not that of other professionals, such as architects or allergists,
contingent on rendering pro bono service to clients.

Finally, Torrey claimed: “They [deinstitutionalized patients] can live
happily ever after in the community, but only when an aftercare and
support system is provided.”> The evidence points the other way. In a
large project in California, researchers studied the posthospitalization
life trajectories of some 400 former psychiatric inpatients living in shel-
tered care facilities and found that, after 10 years, fully 93 percent of
them were still supported by Social Security payments. The investiga-
tors concluded that the psychiatrists’ claims about the rehabilitation of
deinstitutionalized mental patients are completely false:

Many of these people do not possess the most common papers by which peo-
ple identify themselves . . . . The most striking feature of this cohort is the
stability of its disability . . . . The character and persistence of their mental
disorder leads us to believe that prior to the era of deinstitutionalization
they would have been the responsibility of state and county mental health
departments.>

In short, deinstitutionalized mental patients are dependents who
continue to require that others supply shelter and food for them. In one
form or another, psychiatry continues to fulfill that need.

\WHAT DOES THE DESTITUTE MENTAL
PATIENT WANT?

Most people believe that psychotic persons have delusions and halluci-
nations, engage in senseless or unmotivated acts, and deny their ill-
ness. The truth is simpler and more painful. What psychotic persons do
and say makes perfectly good sense, but is so disturbing that we prefer
not to hear or understand it. Such refusal by a normal person to recog-
nize the method in the mad Other’s behavior may be an existentially
reasonable option. But he who does not want to understand the Other
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has no right to say that what the Other does or says makes no sense.
Revealingly, a journalist visiting Harvey, an ex-mental patient, in his
subway station home, reports: “Every time I saw Harvey I offered to
escort him to the hospital. He always refused . . . . He was obviously
unable to understand my offers to help.”>> I think it was the other way
around, the reporter being unable or unwilling to understand what
Harvey wanted and why he wanted it. The proverb tells us that actions
speak louder than words. Indeed, actions speak loudest when a person
addresses an interlocutor who refuses to listen to him.%

Putting Ourselves in the Patient’s Shoes

Psychiatrists study mental patients to diagnose their derangements, not
to discover their desires. There are no Gallup polls to inform us whether
deinstitutionalized mental patients prefer to live in mental hospitals or
be relocated in an unfamiliar domicile chosen for them. However, a
study by the National Institute of Mental Health revealed “that over one
third of the discharged patients interviewed preferred hospital life to
the alienation and loneliness they often found living on their own.”% In
another study, researchers at the Bronx State Hospital asked 220 patients
how many of their fellow patients on their ward “would rather go on liv-
ing here [in the hospital].” Seventeen percent replied “most”; 18 percent,
“some”; 46 percent, a “few”; and 18 percent, “none.” The researchers
concluded that “many patients are loathe to be discharged from the hos-
pital, while others return on many occasions.”%8

Actually, we do not need studies to recognize that some mental pa-
tients prefer to live outside mental hospitals and go to great lengths to
stay out; that some prefer to live in mental hospitals and go to great
lengths to get in and stay in; and that many others dislike both op-
tions. Comedienne Lily Tomlin’s fictitious bag lady, Tess, articulates
this ambivalence:

I made these potholders when I was inside [the mental hospital] to keep
from going bats. . . . I didn’t like it there, but boy, I don’t like it out here
either. The reason I got in is somebody told ‘em I think I'm God. They don't
like anyone thinkin’ they’re God, ‘cause they think they’re God.”

The psychiatrists are not amused. They believe that seriously ill men-
tal patients must be medicated and, if they refuse to take the drugs pre-
scribed for them, must be involuntarily hospitalized and drugged against
their will. Stephen Rachlin, deputy director of the Meyer-Manhattan Psy-
chiatric Center, articulates this position forthrightly: “Liberty to be
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psychotic is no freedom at all. . . . the right to treatment is more funda-
mental than that of unrestricted liberty. The paramount civil right of
the patient should be that of adequate treatment, provided in a suitable
environment.”%

In my previous writings I have dealt at length with the situation of
persons who do not want to be in mental hospitals. Here, I want to offer
a few observations about the predicament of those who want to stay in
mental hospitals or want to be readmitted to them.

“Please Let Me Come Back!”

Many deinstitutionalized patients, especially if they have spent long
periods in mental hospitals, beseech psychiatrists to let them remain in
the hospital or readmit them. The following account is typical.*

Rodney Forster, a 64-year-old man diagnosed as schizophrenic, had
spent virtually all his adult life in a mental hospital in Wales. Involun-
tarily discharged, Forster embarked on long bus trips back to the hospi-
tal, where the “nursing staff bathed him and gave him boiled eggs.”
Not allowed to stay overnight, Forster began sleeping on the hospital
grounds. The police were called to remove him. Finally, “he was found
shivering in the shelter of a wall and died six days later.”®! After his
death, nurses at the hospital described him as a “a likeable rogue who
had no chance of survival in the outside world.”

So long as psychiatrists control the definition of what constitutes a
home for the mental patient, it is absurd to speak of psychiatric re-
forms. Consider the situation into which Forster was placed:

One psychiatric nurse who had cared for him said last week: “For 30-odd
years Rodney had been totally protected. He only had to get out of bed in the
morning, eat three meals, and get back into bed again.” . . . Forster had en-
joyed his protected life there—with regular excursions to a betting shop and
a summer holiday with fellow patients . . . and he was anxious not to lose
contact with the friends he regarded as his family.

The forcible eviction of desocialized patients from mental hospitals is
a moral scandal on par with the forcible involuntary mental hospitaliza-
tion of persons who are not desocialized. The responsibility for both
rests squarely on the shoulders of psychiatrists.

* Although my source for this vignette is the London Sunday Times, this tragedy could
just as well have happened in the United States.
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“I Will Make You Take Me Back!”

How can a person evicted from a public mental hospital get readmitted?
He cannot simply ask to be hospitalized. Ironically, that is the strategy
most certain to fail.®? On the other hand, the person who threatens to
harm himself or others is virtually guaranteed admission. It should not
surprise us, then, that many mental patients engage in precisely such be-
havior. Sometimes they declare that their motive is to be rehospitalized.
Unwilling to admit that destructive or self-destructive behavior may be a
rational and effective strategy, psychiatrists insist that the behavior is
a symptom of the recurrence of the patient’s mental illness, which justi-
fies rehospitalizing him.

In his essay, “Arson: An Unforeseen Sequela of Deinstitutionaliza-
tion,” Jeffrey Geller describes several persons who deliberately set fires
to prevent being discharged from the hospital or to secure readmission to
it. He writes:

A category of arson not described in earlier classification schemes has
emerged: arson by consumers of public sector mental health services who
want to communicate a wish and /or a need for a change in the location of
these services. Fires may be set to return to a state hospital, to preclude
placement from the hospital to a “less restrictive” setting, or to express dis-
satisfaction with one’s current locus of services. {One of the patients stated
that] she had set the fire to get into the hospital . . . . She had previously
used fire setting to gain entry to the hospital.®?

Another patient set fires repeatedly, the last time “after having been
discharged to a community residence, [when] she set a fire to be reinsti-
tutionalized.” Nevertheless, Geller insists that these fires “are ascribable
only to psychosis.”®* Although arson is one of the most dangerous
crimes—Geller’s fire-setters killed two people and injured several
others—not a single one of the 13 arsonists whose cases he reports was
convicted of a crime. Several were found not guilty by reason of insanity;
others were declared incompetent to stand trial; in one case, the charges
were dismissed.5®

These stories exemplify one of the ways mental patients often succeed
in turning the tables on psychiatrists. In the past, psychiatrists coerced
individuals to be their involuntarily hospitalized patients. Today, mental
patients coerce psychiatrists to be their involuntary doctors in hospitals
to which the doctors do not want to admit them.5¢ As usual, psychiatrists
turn a blind eye to this spectacle as a power struggle for control, and de-
fine it instead as a medical struggle against mental disease.
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Unfortunately, the professional mental patient has learned that the
most effective method for gaining more than temporary housing in
a mental hospital is by murdering someone:

Daniel Thornton is a 34-year-old schizophrenic. . . . his case management
broke down . . . [he] began to deteriorate. In desperation, his brother took
him to San Francisco General Hospital, where he received more medication
and was released. It didn’t help. On December 1 [1985], Daniel stabbed a 75-
year-old woman to death. He told police it was the only way he knew to get the
psychiatric care he needed.”

Some would-be patients take a less violent and more direct route,
holding up psychiatrists at gunpoint, demanding not money but mad-
housing. In Miami, “A man with a shotgun took a doctor and two pa-
tients hostage in the psychiatric ward of a veteran’s hospital.” A medical
center official promptly declared that there was “no motive for the inci-
dent.” This claim was contradicted by a bystander, who told the press:
“He [the gunman] said to the doctor: 'I'm going to get into the hospital,
one way or another,” and the doctor says, "You've got it.””%

Journalists call such crimes “bizarre.” Psychiatrists claim that de-
fendants accused of such crimes are not responsible for their behavior,
juries acquit them as not guilty by reason of insanity, and judges order
them housed in psychiatric facilities. The public—secure in the knowl-
edge that never before in history have mental patients received such en-
lightened and effective treatment—basks in the warm glow of rectitude
that accompanies the conviction of doing good while being right.



THE FUTILITY OF
PSYCHIATRIC REFORM

I wished to warn the people against the greatest of all evils—a blind
and furious spirit of innovation, under the name of reform. . . . I
hoped to see the surest of all reforms, perhaps the only sure reform—
the ceasing to do ill.

—Edmund Burke'

Ever since individuals deemed to be insane were first incarcerated in
madhouses, each new method of coercing them—from replacing chains
with commitment laws, or exchanging camisoles for chemicals—has
been romanticized as a reform and defined as a “patient liberation.”
Indeed, one of the most ironic features of psychiatric history is that
the greatest oppressors of the mental patient—Philippe Pinel, Eugen
Bleuler, Karl Menninger—are officially venerated as their most com-
passionate champions.? In their zeal to diagnose and doctor madness,
psychiatrists have tried everything except eschewing coercion and
treating the patient as a responsible person.

DEINSTITUTIONALIZATION: ITS MYTHIC HISTORY

Since the 1950s, hundreds of thousands of mental patients have been
discharged from the hospitals that had been their homes. Many more,
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who formerly would have been committed, reside in institutions not
formally designated as mental hospitals. The story of this transforma-
tion, called “deinstitutionalization,” is already a part of the mythic so-
cial history of America, the truth about it recast as a crusade to liberate
the mentally ill, much as the truth about the Civil War was recast as a
crusade to liberate the slaves.

The Policy of Drugging and Deinstitutionalization

According to the psychiatrically correct version of the history of deinsti-
tutionalization, as the decade of the 1950s drew to an end, psychiatrists
realized that mental illness is like any other illness, that state hospitals
are antitherapeutic institutions, and that the new antipsychotic drugs
controlled the symptoms of serious mental illnesses. Accordingly, psy-
chiatrists discharged large numbers of mental hospital patients from the
asylums and discouraged the admission of new patients. As legend has
it, mental patients were “freed from the confines of large state hospitals
and released instead to small neighborhood programs.”?

The falsification of the history of deinstitutionalization is thus em-
bedded in the very language in which it is told. Psychiatrists did not
“discharge” their patients. They evicted them from the only homes
they had. I should add here that a person housed in a public mental
hospital has, of course, no property rights to the dwelling in which he
resides. I use the term evict because most chronic mental patients begin
their psychiatric careers involuntarily, by being committed, and then
often become voluntary squatters. We must keep in mind that after psy-
chiatry passed through its brief, initial phase as the private trade in lu-
nacy, it became a form of de facto poor relief disguised as the care and
treatment of the mentally ill. Actually, the real function of the public
insane asylum was to house and feed individuals unable or unwilling
to support themselves. Unlike poor relief proper, which began as out-
door relief, “psychiatric poor relief” began as indoor relief, and for the
better part of three hundred years continued to be limited to it. Since
the 1960s, a huge new apparatus of psychiatric outdoor relief has sup-
plemented a slightly reduced investment in the traditional indoor relief
of mental patients.

The justifications for incarcerating and decarcerating mental patients
are mirror images of one another. The rationale for institutionalization is
that the patient is so seriously ill he requires hospital treatment; his ob-
jection to hospitalization proves how sick he is and justifies confining
him against his will. The rationale for deinstitutionalization is that pro-
tracted residence in the state mental hospital is so deleterious to the
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patient’s welfare he must be released to the community; his objection
to being discharged proves how sick he is and justifies drugging him
against his will outside the hospital.

It is not possible to understand the ugliness of the policy of drugging
and deinstitutionalization unless we recognize that, once more in the
history of psychiatry, it is something psychiatrists have done to invol-
untary mental patients. In the past, psychiatrists used their power to
imprison individuals in mental hospitals for life. Now they use their
power to drug patients for life.

HELPFUL DRUGS, HARMFUL CRITICS

In the spring of 1954 I was drafted into the Navy and assigned to the
Bethesda Naval Medical Center. The move to Bethesda and my subse-
quent appointment in Syracuse afforded me a welcome opportunity to
disengage myself from the Chicago Institute for Psychoanalysis and
the full-time practice of psychoanalysis, and devote myself, at least part
time, to undertaking a systematic critique of the principles and prac-
tices of psychiatry. By coincidence, I began to publish my critique of
psychiatry at about the same time that American psychiatry embraced
drugs and deinstitutionalization.

During the years immediately following the war, psychiatry was
an odd couple, one partner warehousing impoverished nonproducers in
snake pits, the other giving dynamic psychotherapy to successful pro-
ducers in his private office. Drugs and deinstitutionalization rescued
this absurd combination of somatic therapy in the hospital and psy-
chotherapy in the office by transforming both into a homogenized bio-
logical-coercive psychiatry-plus-talk-therapy.* Although the old pillars
of civil commitment and the insanity defense continued to support the
new psychiatry as well, routine drug treatment in and out of the mental
hospital together with outpatient commitment were added to shore up
the weakening infrastructure.

The usual half-life of a psychiatric revolution is about one generation,
the period required for the cures fueling false therapeutic claims to be
unmasked as worthless or harmful. Insulin shock and lobotomy rose
and fell in less time than that. As the 1980s drew to a close, disenchant-
ment with deinstitutionalization (but not yet with antipsychotic drugs)
set in, critics denouncing the dumping of the homeless mentally ill on
the streets. Neuroleptic drugs and psychiatric enlightenment were cred-
ited for the alleged benefits of deinstitutionalization, while I and the an-
tipsychiatry movement were blamed for its baneful consequences.
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“The Man who Brought You Deinstitutionalization”

By disjoining the dubious benefits of new psychiatric treatments from
the demonstrable harms they cause, psychiatrists have always managed
to enjoy an astonishing lack of blame for their blunders. The reason for
this is that psychiatry’s most harmful practices have been the most
helpful for the society it serves. Social critics have thus dealt gingerly
with the disasters that were the predictable products of psychiatry’s
vaunted therapeutic triumphs, as if holding psychiatrists responsible
for harming their involuntary patients would be tantamount to society
holding itself responsible for injuring its most helpless members. The
snake pits were blamed on public indifference and insufficient fund-
ing. Lobotomy was dismissed as a tragic but honest medical mistake.
Deinstitutionalization is attributed to my malign influence.

The fact that I value responsibility and liberty more highly than men-
tal health is proof enough of my guilt. In the words of Rael Jean Isaac and
Virginia C. Armat, the authors of Madness in the Streets, “But for all his
emphasis on the alleged brutality of psychiatry, it is Szasz’s ideology
that is truly inhumane.”® Psychiatrists and the media succeeded in per-
suading many people that deinstitutionalization was my idea and that I
had the influence to implement it. “If ever there was anyone who almost
single-handedly was responsible for the current mess involving the
homeless mentally ill,” writes Mary D. Bublis, M.D., “Szasz—with his
‘urgings’ to ‘'empty the state hospitals’ back in the 60’s and 70’s—could
be that person.”®

Although I am persona non grata in psychiatry, and although coercive
psychiatric practices are now more popular than ever, Isaac and Armat
lay the blame for deinstitutionalization squarely at my feet and call its
cruel consequences “The Triumph of Thomas Szasz.”” Their thesis is that,
persuaded by Law, Liberty, and Psychiatry, “the mental health bar has sub-
stantially realized the vision of Thomas Szasz.” As evidence, they point
out that the law has made “dangerous acts the sine qua none for commit-
ment.”® This policy—which is contrary to my view that involuntary men-
tal hospitalization ought to be abolished and that criminals ought to be
punished by the criminal justice system—supports my contention that
involuntary mental hospitalization is social control, not medical treat-
ment. Milton Rosenbaum, formerly chairman of psychiatry at the Albert
Einstein Medical Center in New York, agrees: “Prior to the Mental
Health Act of 1963, critics of the system claimed its covert function was
social control. Ironically, today’s emphasis on dangerousness makes the
criticism a reality.”®

Perhaps Isaac and Armat misrepresent my views the better to buttress
their enthusiasm for psychiatric coercions. “Our laws,” Isaac complains,
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“make it impossible to treat the mentally ill against their will . . . in
mental illness the diseased organ is the brain.”!? In neurological illness,
such as epilepsy and Parkinsonism, the diseased organ is also the brain,
but that does not justify treating patients suffering from these disease
against their will.'! Isaac and Armat conclude with this slander: “The
counterculture denied the very existence of mental illness. . . . [as] for-
mulated in the prolific writings of psychiatrist Thomas Szasz. . . . The
anti-psychiatry movement that shut state hospitals created an inhumane
world on the streets.”!? Bracketing me with the counterculture implies
that [ endorse licentious behavior. I advocate self-discipline, respect for
others, and accepting responsibility for one’s own behavior.!?

In 1988, when Contemporary Psychology reviewed my book, Insanity,
the review was titled: “From the Man Who Brought You Deinstitution-
alization.” The reviewer, John Monahan, a professor of law, wrote:

The crux of Szasz's philosophic position is that psychiatric and psychologi-
cal practice should be based not on what he derisively refers to as “coercive
paternalism,” but on the more lofty “principle of free contract.” The prob-
lem he seems unable to recognize is that this ideological preference is fun-
damentally at odds with the social preferences that have shaped our public
policy for the past 50 years. Freedom of contract has been in decline.™

It is easier to declare that freedom of contract has been in decline
(which is true) than to show that the behaviors called “mental illnesses”
are brain diseases or that individuals called “mental patients” are
not moral agents (which are falsehoods). Moreover, although I carefully
distinguish between voluntary and involuntary psychiatric interven-
tions, Monahan disregards this fundamental distinction and dismisses
my views with the conclusion: “’Szaszian’ has become an adjective that
connotes lack of subtlety in thought and an excess of polemics in
argument.”!>

The success of the psychiatric loyalists’ efforts to blame me for the
deleterious consequences of deinstitutionalization is illustrated by the
fact that even conservative writers—for example, Roger Scruton, Profes-
sor of Aesthetics at Birkbeck College in London and editor of the Salisbury
Review—"credit” me for this policy. Scruton writes: “It is worth pointing
out that the thinking represented by Szasz has been so successful that US
law has been revised so as to forbid compulsory hospitalization of the in-
sane. The chaotic and disturbing result of this change can be witnessed
in every major American city.”'® Scruton’s misconceptions also mirror the
success of the carefully cultivated psychiatric canard that involuntary
mental hospitalization has become so rare as to be irrelevant. Actually,
more people are now committed to mental hospitals than ever before in
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American history.!” But the patients are allowed to stay in the hospital
only for a short time, and are evicted as soon as they show any sign of
adapting to their new environment. “I felt sick inside,” a state hospital
psychologist tells a reporter, “because I knew that as soon as he [the com-
mitted patient] demonstrated even the slightest sign of improvement,
we’d be forced to send him back out to the street.”'® Then the cycle of hos-
pitalization and discharge is repeated, over and over again, depriving the
mental patient of a stable environment both within and without the in-
sane asylum.

STILL, THE CURE IS COERCION*

While the media celebrates the discovery of the chemical causes and
cures of mental illnesses, psychiatrists and their allies are preoccupied
with the politics of housing the chronic mental patient. On the face of it,
housing people does not seem to be a medical procedure. Nor would it
be accepted as a treatment unless it were tacitly understood that, in a
psychiatric context, housing means incarceration. An editorial in the
New York Times, titled “How to house the mentally ill,” explains:

Across the nation, the mentally ill living on the streets number in the hun-
dreds of thousands. Many of them fear the public shelters now available but
are too dysfunctional to take advantage of new cheap housing on their own.
Mental health workers know how to get them off the street. . . . New York
City now operates an outreach program empowered to hospitalize the
homeless mentally ill, even against their will.*®

Disenchantment with deinstitutionalization has prompted psychia-
trists to renew their attack on their old foe, freedom. After criticizing my
views, Paul Applebaum, an authority on legal psychiatry, states: “That
freedom per se will not cure mental illness is evident from the abject con-
dition of so many of the deinstitutionalized.”?° Applebaum’s assertion
that freedom does not cure mental illness illustrates the cynicism with
which he treats psychiatry’s cardinal claim that mental illness is an ill-
ness. Freedom does not cure cancer or heart disease. Why, then, should
we expect it to cure mental illness? Because if freedom does not cure

* Although there is no evidence that Galileo ever said “E pur si muove” (“Still, it moves”),
the phrase has become famous as his alleged rejoinder to the Inquisition.



STILL, THE CURE IS COERCION 193

mental illness, then we can use that fact to justify coercive psychiatric
drugging and deinstitutionalization. Declares Applebaum:

[We need] greater authority for the state to detain and treat the severely
mentally ill for their own benefit, even if they pose no immediate threat to
their lives or those of others. . . . Our intervention, though depriving them
of the right to autonomy in the short term, may enhance that quality in the
long run. In such circumstances, benevolence and autonomy are no longer
antagonistic principles.?!

Richard Lamb, a prominent advocate for the coercive psychiatric
treatment of the homeless, takes this argument a step further. He main-
tains that certain mental patients have a right to be deprived of their
rights:

Many homeless mentally ill persons will not accept services even with
assertive outreach case management. . . . if homeless persons with major
menta!l illnesses are incompetent to make decisions with regard to accepting
treatment . . . then outreach teams including psychiatrists should bring all
of these patients to hospitals, involuntarily if need be. . . . these persons have
a right to involuntary treatment. . . . A very important right that I believe needs
to be recognized.”

Rediscovering the Psychiatric Plantation

Along with psychiatrists, conservative and liberal social observers alike
have also rediscovered the charms of the old psychiatric plantations.
James Q. Wilson declares: “Take back the streets. Begin by reinstitution-
alizing the mentally ill.”?* Charles Krauthammer agrees: “Getting the
homeless mentally ill off the streets is an exercise in morality, not aes-
thetics. . . . Most of the homeless mentally ill . . . are grateful for a
safe and warm hospital bed.”?* But if they are grateful, why do they have
to be coerced? Remarking on the plight of the “solitary homeless persons
who live on the streets,” George Will opines: “Most are mentally ill.”
How does he know? He knows, because “many were in institutions.”
Marvin Olasky, a professor of journalism, also recommends resurrecting
the state hospital system. He writes:

We need to move from sentimentality to clear thinking about the problem of
the mentally ill . . . [who] are on the streets because of the astoundingly
sentimental deinstitutionalization movement that swept through state men-
tal hospitals during the mixed-up days of the 1960s, when some had faith
that the insane were really sane and vice versa.?
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Olasky s statement is plainly wrong. If the sane had been considered
insane, then they would have been treated as such. So eager is Olasky
to ignore the vexing problem of psychiatric coercion that he concludes:

The solution to this problem [of the homeless mentally ill} only seems diffi-
cult because of an [sic] pervasive unwiilingness to categorize. But it is clear
to anyone who walks the streets that the insane homeless who are unable to
help themselves desperately need asylum, both in the current meaning of
the word and in its original meaning of safety.”

Originally, the term asylum denoted a safe haven for individuals seek-
ing protection from their adversaries. After the asylum became the in-
sane asylum, it turned into an institution in which the inmates were
incarcerated by their adversaries, in the name of helping them. The new
meaning of the term is thus the exact opposite of the old meaning. It is
simply impossible to combine or reconcile these two meanings of the
word. Moreover, mental hospitals are notoriously unsafe places, for pa-
tients and staff alike. Finally, Olasky’s assertion that our problem re-
garding the mentally ill is our “pervasive unwillingness to categorize” is
nothing less than an Orwellian inversion of the language of psychiatry.

The views I have cited are supported by many of the foremost medical
scientists in the United States. In Late Night Thoughts on Listening to
Mahler, Lewis Thomas tells us that listening to Mahler late at night makes
him think of the comforts of the state hospital—for the Other:

But now it is becoming plain that life in the state hospitals, bad as it was, was
better than life in the subways or in the doorways of downtown streets, late
on cold nights with nothing in the shopping bag to keep body warm, and no
protection at all against molestation by predators or the sudden urge to self-
destruction. . . . We should restore the state hospital system, improve it,
expand it if necessary, and spend enough money to ensure that the patients
who must live in these institutions will be able to come in off the streets.”

Thomas is unwilling to see that the psychiatrists are themselves preda-
tors. After all, it is they who coerce the patients.

PSYCHIATRY: WHEN CHANGE IS SYNONYMOUS
\WITH REFORM

In Shakespeare’s world, there was no psychiatric coercion.” In ours, it
is the preferred technique of social control. To understand how we got
from there to here, let us take a glimpse at the history of psychiatry as
the history of so-called reforms.
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The Cyclical Character of Psychiatric
Abuses and Reforms

The history of psychiatry, unlike the history of medicine, exhibits a
distinctive pattern of cycles of patient abuse and institutional reform.
Each cycle is characterized by the psychiatrist’s staunch claim that he
is a genuine medical healer, that his involuntary subjects are sick pa-
tients, that the buildings in which the subjects are imprisoned are
hospitals, and that the inmates’ detention and subjection constitute
medical treatments.

The cycles begin with the confinement of the insane in private mad-
houses. Soon, their proprietors are accused of incarcerating sane per-
sons. The abuse is attributed to the profit motive. The solution is the
public madhouse system, managed by physicians on the public payroll,
supervised by authorities accountable to the public.

Once established, the public mental hospital system turns out to be a
method for warehousing society’s undesirables. Its managers and staff
are even more corrupt and sadistic than the keepers of private madhouses
had been. The problem is attributed to insufficient funding and inade-
quate doctors. The solution is spending more money on psychiatry and
more time on training psychiatrists.

Meanwhile, mental hospitals multiply and flourish. Psychiatrists
claim therapeutic success for one new intervention after another. Mental
patients are subjected to bleeding, cupping, tranquilizing chairs, ice-cold
showers, threats of drowning, and other sadistic measures. After a few
decades, the treatments are rejected as useless or harmful.

Toward the end of the nineteenth century, genetic explanations of
diseases become fashionable. Psychiatrists declare that earlier thera-
peutic enthusiasms were naive and misplaced. Insanity is an incurable,
hereditary disease. Once a person is insane, he is destined to remain so
for the rest of his life. The prominent psychiatrists of this era, exempli-
fied by Emil Kraepelin, do not pretend to cure their patients. Instead,
they model themselves after the pioneering pathologists who studied
cadavers and classified diseases.* In short, the great state hospital psy-
chiatrists were nosologists. They studied living corpses, called chronic
mental patients, and classified their alleged diseases, creating mytho-
logical entities such as dementia praecox, manic-depressive illness,
paranoia, and schizophrenia. Almost a century ago, psychiatry’s most
celebrated madman, Judge Paul Schreber, faulted his psychiatrist, the
famous German psychiatrist Paul Flechsig, for focusing on diseases

* Adolf Meyer, the man who brought scientific psychiatry to the United States, was a
Swiss pathologist.
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rather than persons. In his Memoirs, Schreber wrote: “[Flechsig] did not
understand the living human being and had no need to understand him,
because . . . he dealt only with corpses.”?!

During the nineteenth century, society opened a second front in its
war against mental illness. Psychiatrists and jurists joined forces and ex-
panded the hitherto limited scope of civil commitment and the insanity
defense. Coerced psychiatric examinations and psychological testing
were introduced into every nook and cranny of the social fabric, from
schools to divorce courts. The closer the alliance of psychiatry with the
law and with education grew, the more indispensable coerced psychi-
atric interventions seemed to become.3?

After World War I, medical scientists made rapid advances in con-
trolling infectious and metabolic diseases, notably the contagious dis-
eases of childhood and diabetes. Psychiatrists imitated these discoveries
by introducing into the practice of psychiatry so-called somatic treat-
ments, such as insulin coma, convulsions caused by metrazol and elec-
tricity, and lobotomy.

And so we arrive at the present scene, drugs and deinstitutionaliza-
tion. Once again, politicians and psychiatrists clamor for mental health
reforms. Now they claim that the patients are sicker than we thought
they were; that mental illness makes them refuse to take the medica-
tions that make their maladies manageable; that the drugs previously
hailed as having revolutionized the treatment of chronic mental illness
are “ineffective or inadequate for as many as 60 to 80 percent of the pa-
tients”;* that it was a mistake to give mental patients freedom, which
they only abuse by not taking the drugs that keep them sane and law
abiding. The reforms proposed are predictable: More money for mental
health programs and for research on new psychiatric drugs; more legal
and medical control of mental patients; more mental health education
to teach the truth about mental illness.

Psychiatric Reform, Soviet Style

Fashionable rhetoric to the contrary notwithstanding, deinstitutional-
ization has nothing to do with drugs or civil rights. I have tried to show
that just as ascribing mental illness and dangerousness to mental
patients serves as a pretext for institutionalizing the patients, so at-
tributing therapeutic efficacy to neuroleptic drugs and civil libertarian
concerns to psychiatrists serves as a pretext for deinstitutionalizing
them. The story of psychiatric reforms during the dissolution of the for-
mer Soviet Union further supports this interpretation.

In 1988, with the stroke of a pen, Soviet politicians removed “2 mil-
lion people from the government’s list of mental patients as part of the
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reforms intended to prevent psychiatric abuse of healthy people.”** For
a moment at least, Communist psychiatrists acknowledged what no
capitalist psychiatrist would ever admit, namely, that they knowingly
incarcerated sane people in insane asylums: “M. M. Kabanov, a
Leningrad psychiatrist, acknowledged that in the past some doctors
decided to send people to institutions, for instance for reading Bul-
gakov's works or for reading Pasternak'’s verses and poems. Such mis-
takes will not be repeated.”®> Unfortunately, what Kabanov calls
“mistakes” were not mistakes at all. They were the results of Soviet
psychiatrists’ implementing formerly politically correct psychiatric
policies, according to which that kind of deviant behavior could legiti-
mately be diagnosed as a mental illness justifying commitment. Simi-
larly, deinstitutionalization is neither a medical triumph nor a medical
failure, but simply the result of American psychiatrists’ implementing
presently prevailing politically correct psychiatric policies, according
to which chronic mental patients properly numbed with neuroleptic
drugs can be legitimately discharged from mental hospitals.

Nomen Est Omen

The futility of psychiatric reforms is inherent in the key terms of the psy-
chiatric vocabulary. The language of mental illness makes us search for
the etiology of this putative disease, which we duly discover in some
trendy cause, such as heredity, masturbation, the schizophrenogenic
mother, child abuse, a metabolic or neurochemical defect—each seem-
ingly true, only to prove false. This language also makes us search for the
treatment of this dread disease, which we duly discover in some fashion-
able cure, such as sterilizing the eugenically unfit, antimasturbatory
measures, psychoanalysis, chemical and electrical seizures, brain opera-
tions, family therapy, neuroleptic drugs—each seemingly effective, only
to prove worthless or harmful. Finally, the language of mental illness
makes us search for the proper place in which to store the mental patient,
which we duly discover to be the private madhouse, the state mental
hospital, the community mental health center, the general hospital, the
halfway house—each hailed as the most humane and therapeutically ef-
fective setting for the purpose, only to be soon discredited as inappropri-
ate and harmful.

Nevertheless, psychiatry and the media continue to bedazzle a public
eager to believe in the impersonal nature and miraculous cures of mental
illness. For more than two hundred years, the scenario conveying this
theme has remained constant, with appropriate modernizations of the ac-
tors’ lines. It is a story of the imprisoned patient’s coerced validation of
himself as a mentally ill patient, of those who imprison him as physicians,
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and of his prison as a hospital. In the past, the patient had to play his
part by submitting to insulin shock, electroshock, and lobotomy. Today,
he must play it by ingesting toxic chemicals called “antipsychotic drug
treatment,” participating in periodic meetings called “group therapy,”
or going through the hoops of some other performance scripted by the
psychiatrists. The observer sees people called “patients” ingesting an-
tipsychotic drugs and participating in group therapy, and is misled
into believing that he is witnessing the cure of the sick. In fact, he is
witnessing a medical-social ritual, the providers of homes for the
homeless disguising the banality of their enterprise as proof of the
powers of psychiatry.

CIVIL LAW AS AN INSTRUMENT OF IMPRISONMENT

Among the values that animated eighteenth- and nineteenth-century
English society, the sanctity of contract ranked near the top. This
contractarian-individualist ideal, whose origins reach back to the
Magna Carta, protected the individual from being defrauded by his
neighbor and being despoiled by his sovereign, and promoted the
production of goods and services, generating domestic peace and ma-
terial prosperity. The resulting polity guaranteed the security of pri-
vate property and the safety of personal liberty. The practice of
imprisoning defaulting debtors arose and flourished in this so0il.3¢

Among the values that animate American society today, health, espe-
cially mental health, ranks near the top. Most people believe not only
that mental health is a requisite for happiness, but that only the mentally
healthy can properly engage in the pursuit of happiness. Prevented by
illness, especially mental illness, from engaging in this hunt, the sick
person must receive professional help before he can become a fit pursuer
of happiness. This therapeutic faith—which is actually a scientistic rein-
carnation of faith in salvation through grace—protects the modern, sec-
ularized individual from the dangers he fears most, namely, disease and
death. The overidealization of health encourages clinical interventions
and generates medical and psychiatric treatments. Coercive psychiatric
practices arose and flourished in this soil.

In short, similar social expectations and legal mechanisms sup-
ported the confinement of debtors in prisons, epileptics in colonies,
and mental patients in hospitals. Despite the crucial role of civil law
procedures in depriving each of these classes of persons of liberty, his-
torians of economics and psychiatry have downplayed or even ignored
this element. I submit they have done so because intuitively they have
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realized that, in the Anglo-American political system, civil law sanc-
tions constitute a fundamentally inappropriate and unjust mechanism
for depriving individuals of liberty. In his encyclopedic review of Eng-
lish law, O. R. McGregor noted that “the history of debt and debtors
hardly even features in social or legal monographs.”’ I have docu-
mented the expunging of the epileptic colony from the history of psy-
chiatry earlier in this volume.*® Moreover, no psychiatric historian has
even noted the moral-political dilemmas inherent in the civil character
of the civil commitment process. I submit that the similarities between
the fictions used to confine debtors and commit mental patients high-
light the fact that while these measures are indispensable for support-
ing the dominant ethic of the society of which they are a part, they also
reveal their inescapable incompatibility with the fundamental moral
premises of Anglo-American law.

Reform versus Abolition

The so-called mentally ill homeless person illustrates the problem the
chronic mental patient poses in and to American society today. The issue
is epitomized by the case of the legendary New York City bag lady, Joyce
Brown, a.k.a. Billie Boggs, who had camped in front of an upper East Side
ice cream shop, urinated and defecated on the street, and thus injured
nearby business proprietors and passersby in their property rights. Com-
menting on the Brown case, Carl Horowitz, a scholar at the Heritage
Foundation, begins by writing eloquently about the need to restore re-
spect for property rights in contemporary American society. Blind to psy-
chiatry’s hostility to those very rights, he thus actually seeks the better
protection of our besieged property rights through greater reliance on
the use of psychiatric sanctions. Horowitz emphasizes that Brown’s be-
havior was deliberately disruptive, describes how the city’s mental health
bureaucracy “removed her from the street and placed her into a hospital
for her own safety,” castigates the New York Civil Liberties Union and the
judge who heard her protest against psychiatric imprisonment for freeing
her, and then concludes: “The legal system granted more rights to a
demented derelict than to property-holding entrepreneurs harmed by
her.”3 This is wrong and wrong-headed. Joyce Brown was not demented;
she knew what she was doing and, as a reward for her exploits, was in-
vited to lecture at Harvard Law School. Also, Horowitz knows, or ought
to know, that Brown was not committed “for her own safety,” but for the
benefit of the community; and he is mistaken in stating that Brown was
“granted rights.” Our legal system does not grant adults a right to liberty,
because they already possess that right; it only revokes the right to liberty
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(for certain offenses) or restores it (if the deprivation did not conform to
due process).

I cite the Brown case because it illustrates our collective enthusiasm
for avoiding the use of the criminal justice system as a means of con-
trolling a large class of lawbreakers, many of whom commit crimes
against both property and persons. In view of this, it is especially ironic
that Horowitz ends his comments on the Brown case with this reminder:
“As Ludwig von Mises recognized, where civil behavior cannot be de-
fined or enforced, liberty and property are easily destroyed.”#0 Pre-
cisely. But protecting liberty and property from those who disrespect or
destroy them ought to be the task of judges, juries, and prison guards,
not psychiatrists, psychologists, and social workers. And the means of
enforcing such protection should be the criminal justice system, not the
mental health system.

As we saw, the debtor’s prison could not be reformed. It could only be
abolished. Similarly, coercive psychiatry cannot be reformed. Moreover,
hardly anyone now wants to abolish it. People are so accustomed to sub-
jecting others, and also themselves being subjected, to coercive psychi-
atric interventions that they cannot contemplate living without such
meddling. Abandoning the illusory safety net of psychiatric sanctions
would, indeed, require difficult personal and social readjustments.

The mental hospital system endures because it fulfills important per-
sonal and social needs. It segregates and supports adult dependents—
who embarrass, burden, and disturb their families and the community. It
incarcerates and incapacitates troublesome lawbreakers—who embar-
rass, burden, and disturb the judicial and penal systems. And, most im-
portantly, it performs these functions by means of civil law sanctions—in
a manner that pleases and pacifies the consciences of politicians, profes-
sionals, and the majority of the people. Hence, not only is there is no pop-
ular interest in abolishing involuntary psychiatric interventions, but, on
the contrary, there is intense pressure—especially from the parents of
mental patients, the judiciary, and the media—to reinforce the institution
of psychiatry.



EPILOGUE

The dawning of all great truths on the consciousness of humanity has
usually to pass—says Tolstoy—through three characteristic stages.
The first is: “This is so foolish that it is not worth thinking about.
“The second: “This is immoral and contrary to religion.” The third:
“Oh! This is so well known that it is not worth talking about.”
—Miichael Polanyi’

Despite the mental health professional’s passionate commitment to co-
ercion, my critique of psychiatric power has apparently left a mark, at
least on some psychiatrists of my generation.* In 1988, two years before
his death, Karl Menninger—the psychiatrist who reigned supreme as
the undisputed leader of his profession during the postwar years and
whose views I systematically criticized in my writings—acknowledged
that perhaps I was right, after all.2 In a letter, Menninger wrote:

Dear Dr. Szasz:

I am holding your new book, Insanity: The Idea and Its Consequences, in my
hands. I read parts of it yesterday and I have also read reviews of it. I think I
know what it says but I did enjoy hearing it said again. I think I understand
better what has disturbed you these years and, in fact, it disturbs me, too,
now. We don't like the situation that prevails whereby a fellow human being

* Younger generations seem to have been spared the confrontation.
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is put aside, outcast as it were, ignored, labeled, and said to be “sick in his
mind.”. . 3

In a language at once touching and melancholy, Menninger briefly re-
viewed the history of psychiatry, the tenor of his remarks illustrated by
the following sentence: “Added to the beatings and chainings and baths
and massages came treatments that were even more ferocious: gouging
out parts of the brain, producing convulsions with electric shocks, starv-
ing, surgical removal of teeth, tonsils, uteri, etc.”? Menninger graciously
concluded:

Well, enough of those recollections of early days. You tried to get us to talk
together and take another look at our material. I am sorry you and I have
gotten apparently so far apart all these years. We might have enjoyed dis-
cussing our observations together. You tried; you wanted me to come there,
I remember. I demurred. Mea culpa.’

From my reply, it is enough to cite here that [ noted, also not without
some sadness, that I long felt that our differences were irreconcilable:

because I realized that you wanted to hold on to the values of free will and
responsibility and were struggling to reconcile them with psychiatry. For my-
self, I felt sure, long before I switched my residency from medicine to psychi-
atry, that this was impossible, that psychiatry was basically wrong. . . .5

Commenting on Menninger’s letter, Ralph Slovenko, a professor of
law and pupil of Menninger, writes:

For nearly thirty years psychiatrist Thomas Szasz has been the harshest
critic of his own field. The publication of his book, The Myth of Mental Illness,
in 1961, sparked debate over the nature of “mental illness.” The impact of
the book cannot be overstated. With it, the terms of our discussion about
mental illness have been totally altered.”

My urgings that psychiatrists confront the legitimacy of their power
have forced them to chew on a bone that got stuck in their throat. They
can neither swallow it, that is, acknowledge that they are the only med-
ical specialists whose practice rests on coercion; nor can they spit it out,
that is, repudiate the use of psychiatric coercions. Fortunately, the force
of my argument was not lost on nonpsychiatrists. “Whenever I tease
psychiatrists about their . . . inability to answer charges that mental
illness is a myth,” writes John Harris, professor of philosophy at the
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University of Manchester, “they always answer by showing me really
distressed, unhappy people who need help which no other branch of
medicine is offering. If this is a convincing answer, it is not so on the
level of theory.”®

RETHINKING THE JUSTIFICATION FOR DEPRIVING
INDIVIDUALS OF LIBERTY

In the course of the nineteenth century, the English people realized
that they could no longer postpone reconciling their political priorities
with the practice of imprisoning delinquent debtors.* Their dilemma
lay in the fact that some imprisoned debtors were paupers, whose cred-
itors stood to gain nothing financially from their indefinite detention;
while others were prosperous, owning assets that could have been used
to satisfy the legitimate demands of the defrauded creditors. It was
clear that justice could be better served than by indiscriminately de-
priving debtors of liberty while letting propertied debtors foil their
creditors. The debtor, qua debtor, was restored to liberty, allowed to
resume a productive existence, and enabled to repay some of his in-
debtedness. Some debtors continued to be punished, not by their credi-
tors by means of civil law for insolvency, but by the state by means of
the criminal law for fraud. The debtor’s prison disappeared and was re-
placed by bankruptcy laws.

I believe we are on the threshold of a similar situation with respect to
the incarceration of persons qua mental patients. Before long, we shall
have to reconcile our political priorities with certain embarrassing facts
about this practice. Our dilemma is that some mental patients are crim-
inals, who should be punished for their offenses by the criminal law,
instead of being civilly sentenced to involuntary treatment for nonexis-
tent diseases.! Most mental patients are innocent of lawbreaking and
hence entitled to protection from coercive psychiatric interference in
their lives. Were the problem of involuntary mental hospitalization re-
framed in such terms, mental illness qua (mental) illness would no
longer justify depriving a person of liberty in a mental hospital, just
as in England after 1869 unsatisfied debt qua debt no longer justified
loss of liberty in a debtor’s prison. Instead of trying to reform debtor’s

* I return here to a theme I discuss more fully in Chapter 2.
* The typical homeless mental patient, whose story makes the newspapers, deprives oth-
ers of their rights, for example, by assault or interference with their businesses.
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prisons, the English people reformed their attitudes toward those con-
fined in them, treating the formerly imprisoned debtor as a person
first, and as a delinquent debtor second. Similarly, instead of trying to
reform commitment laws and mental hospitals, we ought to reform our
attitudes toward individuals presently subjected to coercive psychi-
atric interventions, viewing the subject as a person first, and as a men-
tal patient second.

To replace debtor’s prisons with bankruptcy procedures, people had to
accept that imprisoning the debtor is counterproductive, because it pre-
vents him from working and thus repaying at least some of his debts; and
they had to conclude that the relationship between unsatisfied creditor
and insolvent debtor could be better regulated by means of bankruptcy
procedures than by the use of debtor’s prisons. Unfortunately, while the
abolition of debtor’s prisons eliminated the evils associated with depriv-
ing debtors of liberty by means of the civil law, declaring bankruptcy be-
came the economic equivalent of a successful plea of temporary insanity.
Both the debtor who defaults and the defendant who pleads insanity is—
prima facie, de facto—guilty of injuring others. Hence, in my opinion,
each ought to be accused of the particular offense he has committed and
punished by means of criminal law sanctions—mildly or severely, de-
pending on the circumstances.

Replacing the practice of committing persons as mental patients
with the practice of treating them as responsible persons would require
a similar metamorphosis of professional and popular opinion. People
would have to accept that involuntary mental hospitalization is coun-
terproductive, because it deprives the subject of dignity and liberty, ex-
cuses him from responsibility for his behavior, and prevents him from
learning by suffering the consequences of his selfish or unwise actions;
and they would have to conclude that the relationship between sane
family members and their insane relatives—or between the state and
certain rule violators—could be better regulated by means of regular
criminal and civil law sanctions than by special mental health law pro-
cedures. Only then could the practice of involuntarily hospitalizing
persons qua mental patients be abolished.

If civil commitment were abolished, mental hospitals as we know
them would disappear. Regardless of their psychiatric diagnosis, per-
sons who break the law would have to be accused of a crime, tried, and,
if found guilty, punished in the criminal justice system; whereas persons
innocent of crime would have to be left unmolested by the legal and psy-
chiatric systems. Only then would mental illness be destigmatized and
psychiatrists resemble regular physicians whose practice is limited to
treating voluntary patients.
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The Challenge: Care without Coercion

Whether we admit it or not, we have a choice between caring for others
by coercing them and caring for them only with their consent. At the mo-
ment, care without coercion—when the ostensible beneficiary’s problem
is defined as mental illness—is not an acceptable option in profession-
ally correct deliberations on mental health policy. The conventional ex-
planation for shutting out this option is that the mental patient suffers
from a brain disease that annuls his capacity for rational cooperation.
My explanation, which I tried to articulate and support in this volume, is
that, because it makes us feel noble, we would rather pity the Other as a
patient than respect him as a person. Our inability to place respect above
compassion calls to mind Hayek’s discerning warning about our fear of
freedom: “Freedom granted only when it is known beforehand that its
effects will be beneficial is not freedom . . . Our faith in freedom does
not rest on the foreseeable results in particular circumstances, but on the
belief that it will, on balance, release more forces for the good than for
the bad.” '

It is dishonest to pretend that caring coercively for the mentally ill
invariably helps him, and that abstaining from such coercion is tanta-
mount to “withholding treatment” from him. Every social policy en-
tails benefits as well as harms. Although our ideas about benefits and
harms vary from time to time, all history teaches us to beware of bene-
factors who deprive their beneficiaries of liberty.
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