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Canst thou not minister to a mind diseas’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 the heart?1

1

William Shakespeare, Macbeth, Act 5, Scene 3.
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Abstract
This study examines the factors contributing to patient mortality and discharges in a large
Australian mental institution, Callan Park Hospital for the Insane in Sydney, over the late
nineteenth and early-twentieth centuries. New South Wales asylums during this period had
multiple roles in public welfare provision, including significant responsibilities for the care of
the aged, alcoholics, neurological conditions, and sufferers from end-stage syphilis. These
responsibilities included medical care in hospital wards for patients who had a wide variety
of serious and often fatal organic conditions. This spectrum of functions has been overlaid in
historical and popular memory by the gloomier accounts of the more specialised (in terms of
caring for affective disorders) mass institutions of later years, oral histories and fictional
stereotypes. Without this now largely forgotten history, and the disaggregation of death rates
by medical condition, the causes of the mortality gap for mental patients, trends in diagnosis
over time, and the then broad perception of insanity, cannot be fully understood. Previous
relevant Australian studies have been predominantly qualitative and have only presented
aggregate figures on mortality and discharges. The very high mortality rates for virulent
diseases common in asylums at the time but which are now far less prevalent, such as
General Paralysis of the Insane, or tuberculosis, have significantly complicated comparisons
between historic death rates for the mentally ill and contemporary death rates. These
complexities obscure historical understanding of the functions and effectiveness of a mental
institution of this kind.

To inform my research, I have compiled two parallel samples drawn from the patient records
held at the NSW State Archives Collection. The Deaths sample is based on a one-in-twenty
selection of deceased patients, comprising 152 patients, 100 men and 52 women. The

iv

Front Matter
Discharges sample was taken using the same sampling ratio; it comprises 127 men and 127
women. There are 406 sets of patient records in total in the samples, 227 for males and 179
for females. I look to the international literature for more detailed and specific analyses of
mortality and discharges in comparable periods. Such comparisons are difficult because of
varying diagnostic procedures and cultural practices, but the methodologies used in the
international studies have nevertheless been helpful for my analyses.

I also use some more modern approaches to assessing mortality, such as Potential Years of
Life Lost (PYLL), which have been little mentioned in historical writing on mental health
care, although are in extensive use today in analyses of the effectiveness of hospital and
medical care. I reinforce my arguments by examining the influence of nutrition and medical
treatments on patient health, aspects which are less often discussed in the historiography of
institutional mortality. This thesis substantially broadens and deepens our historical
understanding of mental health care in Australia, before a sad period of severe underfunding
and understaffing during the Great Depression and for many years afterwards.
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Notes on Terminology and Money
For convenience, I refer to the period 1877 to 1923, the timeframe of this work, as ‘the
period’.

In this work, I use the terminology of the time, unless a specific term may appear obscure to a
modern reader. I have avoided the word ‘psychiatrist’ because it was rarely used in the early
twentieth century. Until the 1920s, ‘alienist’ continued to be used to describe medical
practitioners who specialised in mental health, but this word may appear odd today. For
clarity, I use the terms ‘doctor’, ‘physician’ or ‘medical practitioner’. In the popular and
official vocabulary of the day, institutions for the care of the mentally ill were called
‘asylums’, ‘hospitals for the insane’, ‘hospitals for lunatics’ or ‘mental hospitals’. I will
mainly use the term ‘asylum’, except when it is necessary to distinguish between institutions
for the insane and asylums for the aged and poor. Up to the early twentieth century, terms
such as ‘imbecile’, ‘stupid’ or ‘idiot’ were commonly used by the medical profession as
diagnostic categories, although they were and are also terms of abuse. I avoid such terms
unless quoting from sources.

There are several different approaches to converting pounds, shillings and pence values going
back over more than a century to present-day dollars.5 Explaining and evaluating these
approaches would be a distraction from the arguments in this thesis. Therefore I have mostly

5

For a discussion of these approaches, see ‘How do I calculate the current value of old money?’, accessed
September 5, 2019,
http://www.nla.gov.au/infoserv/faq/index.php?lang=en&action=artikel&cat=10&id=41175&artlang=en.
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used typical wages of the day for comparative purposes, except when discussing the running
costs of Callan Park, where I convert the imperial amounts to 2018 dollar equivalents using a
Consumer Price Index-based formula.6 I have converted Imperial and pharmaceutical
measures to standard metric units but have also documented the older units.

6

For basis of dollar calculations see MeasuringWorth.com, “Five Ways to Compute the Relative Value of
Australian Amounts, 1828 to the Present”, accessed February 21, 2020, Diane Hutchinson and Florian Ploeckl,
“Five Ways to Compute the Relative Value of Australian Amounts, 1828 to the Present”, MeasuringWorth,
2020 URL: www.measuringworth.com/australiacompare.
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Ethical Considerations, Naming of Patients
It is extremely unlikely that any patients discussed here are still living as of the date of this
study. Archives records for patients who died less than 110 years ago as of the current date
are classed as ‘Restricted Access’ by New South Wales (NSW) State Archives and Records.
This means that written permission from the NSW Department of Health is required for
access. The Department has granted me this permission on condition that no information is
published that may identify a patient falling within the above criterion.7 For this reason,
names of patients mentioned in this study who died less than 110 years ago,8 as of the
submission date of this thesis, are represented by pseudonyms (signified by an asterisk), for
example ‘Matilda S*’, where ‘Matilda’ is not the same as the real first name and ‘S’ is not the
first character of the surname. I also do not give precise dates of death or discharge, or exact
addresses for these persons. I have received special permission from the NSW Department of
Health to discuss the case notes of William Chidley (1860–1916), a well-known patient who
was a public figure in his time and who has been the subject of a considerable literature
since.9 In order to stress the humanity of my patients, I have used first names throughout this
study after the initial mention. For the benefit of future researchers, I have given State
Archives references to patient records in the footnotes.10 I do not name the (very few)
identifiably Indigenous patients out of respect for cultural sensitivities concerning the names
of deceased persons.

7

Letter to author from Timmothy Clarke, Director, Business & Asset Services, NSW Health, July 15, 2015.
I obtained dates of death using Callan Park case notes, NSW Births, Marriages and Deaths Records,
(unambiguous) newspaper death notices or the Ancestry© Database. Where I am uncertain if the person died
110 years ago as of May 2020, I use a pseudonym.
9
Email from Timmothy Clarke, NSW Department of Health, November 22, 2019.
10
Folio numbers were used before late December 1910. They were not used in the new filing system
implemented after that date.
8
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Introduction

INTRODUCTION
What this Study is About – Questions, Answers and Aims
The chief aim of this study is to explain the many roles of Callan Park during the period 1877
to 1923 and how well it performed them. More recent layers of largely negative social
memory have obscured the multiple roles of Western asylums in those times and the
heterogeneous character of their patients. Here I seek to negotiate these layers and investigate
the reasons for, and consequences of, these diverse roles. The nature of fatal illnesses at this
large asylum underlines these many responsibilities and gives a valuable insight into patients’
brief lives there. To this end, I examine how and why the mortality rate of its patients, and
their potential loss of life years (PYLL), was much higher over the period than the rate for
NSW residents generally. Disaggregation of the mortality figures by medical condition and
analysis of patient social and medical backgrounds gives a much clearer picture of the
context and reasons for this high mortality.

In order to assess how well Callan Park performed its many roles, it is essential to understand
that the period between the mid-nineteenth century and the late 1920s was the age of moral
management in Western asylums. Its goals and policies, which embodied therapeutic
optimism, were specifically intended to comfort patients and return them to their previous
lives. Indeed, as I explain in Chapter One of this study, Callan Park was the first asylum in
Australia which was explicitly designed and built to implement moral management. The
treatments and care offered there need to be understood in the context of this philosophy.

I also evaluate how successfully Callan Park performed the function which the administration
and the general public at the time considered to be the chief indicator of success, namely the
1

Introduction
timely return of recovered patients to their families, friends and previous occupations. Here it
is relevant to examine Stephen Garton’s claim that NSW asylums at the period had an
‘excellent record of success in the effective treatment of medical conditions’.1 Events at the
1923 Royal Commission on Lunacy Law and Administration also give insights into patients’
lives and deaths, and the adequacy of care. The prelude to the calling of the Commission was
a struggle over the last decade of the period for the dominance of medical discourse in social
policy over discourses about the rights of the individual.

Public perception of the historic roles of asylums has been strongly influenced by intervening
layers of memory. During and long after the Great Depression of the 1930s, the mass
institutions of the day became significantly more under-resourced and overcrowded, and the
relatively benign policy of moral management segued into a de facto policy of warehousing,
the therapeutically pessimistic policy of long-term confinement. New treatments, such as
electroconvulsive therapy (ECT), involuntary sterilisation, insulin shock treatments, and
lobotomy were zealously administered, but all too often applied experimentally and without
adequate precautions, even by the looser standards and controls of the time, bringing asylums
into public disrepute. The sufferings of patients from this long sadder period have been
memorialised in oral histories, diaries and popular memory,2 dramatised and exaggerated in
fictional portrayals such as in the films One Flew over the Cuckoo’s Nest (1975) and Shutter
Island (2010). Indeed these memories have to a considerable extent driven the
deinstitutionalisation movements from the 1970s.3 Catharine Coleborne has argued that some

1

Stephen Garton, “Seeking Refuge: Why Asylum Facilities Might Still be Relevant for Mental Health Care
Services Today,” Health and History 11, no. 1 (2009): 24-45.
2
Melissa Schrift, Anthony Cavender, and Sarah Hoover, “Mental Illness, Institutionalization and Oral History
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historians continue ‘to perpetuate the negative and troubling representations or stereotypes’
of the older history of ‘monolithic institutions’.4 This study seeks to give a clearer account of
actual treatments and conditions before the turn away from moral management in the 1930s.

Another enduring and incorrect misunderstanding due to this over-layering by later, darker
memories is the perception that asylums before the 1930s catered exclusively for people with
affective disorders; ‘maniacs’, ‘melancholics’ and other ‘psychotics’, who were seen as
uniformly violent and aggressive. Underlying this stereotype is the public awareness of
increasing specialisation of care in the later twentieth century with the provision of separate
institutions for the aged and alcoholics, and the movement of people with neurological
disorders, such as epilepsy, into the general hospital system or other specialised clinics. Since
the 1950s, psychiatric facilities have concentrated on affective disorders. Historians of
nineteenth- and early-twentieth century mental health care have given a more nuanced picture
of asylums. But they have not sufficiently emphasised their multiple responsibilities, their
role in explaining mortality, and the broader perceptions of ‘insanity’ at the time. In this
study I argue that the explanations for the high mortality rates noted by historians are
predicated on these varied responsibilities and the associated characteristics of the patient
population.

Since the 1970s, Australia has moved away from mass institutionalisation towards
deinstitutionalisation and community care.5 The result has been that much, perhaps most,
mental health care takes place in the justice system, among the homeless, or in bleak
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boarding houses, where the human rights of the mentally ill remain under challenge. And the
mortality gap in Australia and internationally continues to increase, particularly in lowincome contexts.6 Notwithstanding the relatively high mortality rate and crowded conditions
at the institutions of the period, it is appropriate to ask if they nevertheless improved the
quality of life and life expectancy for their most marginalised patients: the homeless, the
alcoholics, the dying and the venereally diseased.

This study is a work of social, demographic, medical and pharmaceutical history. But it also
makes use of some microhistorical methods to reveal the internal life and practices of a large
mental institution.7 Patients judged to have mental disorders were some of the most
marginalised people in the community of the day. I show how they lived, how they became
ill and died, and, where possible, give some idea of the successes or tragedies of their preadmission and post-discharge lives.

Approach
It would be ahistorical to ‘patronise the past’ or exercise ‘the enormous condescension of
posterity’ with regard to medical judgements.8 The immense advances in medical technology
after the period of this study are not proof that Victorian-era or early-Federation doctors
lacked integrity, competence (by the standards of their day), or intelligence. For these

6

Joseph Firth, Najma Siddiqi, Ai Koyanagi et al., “The Lancet Psychiatry Commission: a Blueprint for
protecting Physical Health in People with Mental Illness,” accessed March 9, 2020,
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Illness,” La Revue Canadienne de Psychiatrie 55, no. 12 (2010): 752-760.
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Microhistorical Approach,”, Australian Journal of Biography and History [Accepted for publication].
8
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Pantheon Books, 1963), 12.
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reasons, I try to avoid second-guessing the judgements of the past with regard to diagnoses of
organic or mental conditions. At the same time, I recognise that the aetiology, epidemiology
and pathology of many physical and mental conditions at the time may not be intelligible to
modern readers without referring to today’s understandings. The human physiology
underlying these conditions does not change significantly in century time frames.

This problem of intelligibility of historic diagnoses is particularly evident with respect to
mental conditions, where patterns of diagnosis and their social context have changed
radically since the early twentieth century. One 1983 study of the Yarra Bend asylum in
Melbourne by Jerzy Krupinski and Lynn Alexander, which attempted retrospective diagnosis
of patients into Diagnostic and Statistical Manual Version Three (DSM-III) categories, found
that only about 2.5 per cent of ‘mania’ diagnoses would be confirmed today, while diagnoses
of schizophrenia have significantly increased.9 There were no diagnoses of the latter
condition at Callan Park during the period and only a very few diagnoses of ‘dementia
praecox’ (premature dementia), which would often be recognised as schizophrenia today.10
The generally unsatisfactory quality and quantity of the Callan Park case notes would
preclude any definitive translation into DSM categories. Given these problems, I have
decided to render psychiatric diagnoses ‘as is’.

The social and ethical context in which doctors of the period worked was also quite different,
in an age well before the 1947 Nuremberg Code and the contemporary (almost) universal

9

Jerzy Krupinski and Lynn Alexander, “Patterns of Psychiatric Morbidity in Victoria, Australia, in Relation to
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Praecox,” British Journal of Psychiatry 165, no. S25 (1994): 6-12.
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acceptance of informed consent.11 But in assessing treatments and doctors’ attitudes or
competence, it is not ahistorical to draw attention to the ethical, medical and legal standards
of their own time. I have followed this practice throughout this study.

The Historiography
James Dunk’s study of the beginnings and development of mental health care in NSW from
the first European settlement to the beginnings of self-government provides historical
background and context to the social and economic changes underlying the establishment of
the large mental institutions of the later-nineteenth century, Tarban Creek (later Gladesville),
Parramatta and Callan Park, all sited near Sydney.12 For Dunk, the history of convict
transportation and the frequency of mental illness among convicts are inextricably bound up
with the early social, economic and medical history of NSW. Although transportation
effectively ceased in 1842, it left a perceptible legacy of physically and mentally disabled
convicts who needed care for many years afterwards. It is quite possible that younger
transportees arriving in the latter years of transportation may have been some of the first
patients at Callan Park, although I found no evidence of this background in the patient
documentation or the annual reports of the Inspector-General of the Insane (henceforward the
Reports). For the settlers in general, Dunk claims that much insanity was associated with the
stresses, loneliness, violence and hardships of early colonial life.13

11

The Nuremberg Code was established in 1947 in the aftermath of the horrific medical experiments of the Nazi
period. It emphasised the human rights of the subject, including the right of informed consent to medical
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Journal of Medicine 337 (1997): 1436-1440.
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Dunk also examines the issues of ‘wrongful confinement and irresponsible power’, topics
examined in Chapters Eight and Nine of this study. In response to public censure, the
government did provide some legal safeguards against improper confinement.14 In the
context of the debates on these issues, it is important to note that there was strong criticism,
both in Britain and the local press, of the medically unqualified management at Tarban Creek
in the 1840s. Sir William Ellis, superintendent of Hanwell Lunatic Asylum in England,
claimed in 1838 that this lack of medical supervision meant that the government regarded
insanity as an incurable disease, and that Tarban Creek was therefore nothing more than a
place of ‘safe custody’.15

There is a considerable literature on the history of NSW asylums. Sarah Luke’s account of
the first twenty years of Callan Park seeks to address the persistent fictional stereotypes, folk
memories and oral histories of the grim years of the Great Depression and beyond.16 The
massive main Callan Park buildings, forming the Kirkbride Block, are now icons of horror in
popular culture.17 But Luke reveals a different story. Under the principles of moral
management so conscientiously implemented by the first Inspector-General, F. Norton
Manning (1839–1903), the building and its pleasant surrounds, and his policies of care, were
intended to restore patients to good health as soon as practicable. The abuses and neglect in
other welfare institutions, such as the asylums for the infirm and destitute at Parramatta and
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Liverpool, revealed by a Government Asylums Inquiry Board in 1887,18 were not seen on
any significant scale in the asylums for the insane. Luke goes on to examine the lives of a
selection of patients in detail, before admission, in the asylum, and for some years afterwards.
She draws on case notes, other official documents and contemporary NSW accounts to paint
a vivid picture of these lives and their asylum experiences. I have also used microbiographies of patients throughout my study in order to illustrate and reinforce my analyses
of mortality, morbidity, and discharges,19 but the analytical approaches in my inquiry
complement Luke’s account. This study demonstrates the complementarity of quantitative
and qualitative approaches to questions of mortality, illness, discharges, and medical history.

Ken Leong and Don McDonald have produced detailed histories of the foundation,
architecture and construction of Callan Park and the current debates concerning public
ownership of disused mental health care facilities and their grounds.20 These issues were
vigorously contested by the Friends of Callan Park and other community groups after the
closure of the buildings for medical purposes in 2008.21 I have drawn extensively on Luke’s,
Leong’s and McDonald’s studies in my account of the foundation of Callan Park. The
buildings are now listed in the NSW State Heritage Register and a section of its massive
Kirkbride Block now hosts the Sydney College of the Arts. Roslyn Burge has also produced a

18

Report of the Government Asylums Inquiry Board, in NSW Legislative Assembly Votes and Proceedings
1887, Second Session, Vol 2, 416. See also “Government Asylums Inquiry Board”, Sydney Morning Herald,
May 11, 1887, 6.
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Leichhardt Historical Journal no. 14 (1985): 5-22; Don McDonald, “Callan Park Hospital for the Insane
Lilyfield,” Leichhardt Historical Journal no. 3 (1992): 5-7. For a discussion of the public ownership
implications arising from the historical context, see also Allan Rosen and Leonie Manns, “Who owns Callan
Park? A Cautionary Tale,” Australasian Psychiatry 11, no. 4 (2003): 446-451.
21
Callan Park was amalgamated with Broughton Hall Psychiatric Clinic and Rozelle Hospital in 1976. See Peter
Reynolds and Ken Leong, “Callan Park Mental Hospital”, Dictionary of Sydney, accessed January 17, 2020,
https://dictionaryofsydney.org/entry/callan_park_mental_hospital. See also Roslyn Burge, Callan Park:
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short account of the asylum’s history, recording the oral and written memories of patients and
staff from the later years, well after the period of my study. The photographs in her study
present a vivid picture of the still surviving fine gardens and park-like surroundings.22 Wendy
Mitchinson’s comparative study of Tarban Creek/Gladesville, Callan Park’s older sibling,
and the Toronto asylum in Canada examines the development of moral management in both
institutions and the many ‘striking parallels’ they shared with respect to patient care and
asylum conditions.23 The public and official expectation of both asylums was a high cure
rate.

Garton’s Medicine and Madness: a Social History of Insanity in New South Wales 1880–
1940 is one of the definitive works on the wider history of mental health care in NSW.24 He
investigates this history from its beginnings up to 1940, examining the decline of the system
after the First World War and the major controversies of the time, such as those over
eugenics. The different modalities of care according to gender are also analysed at some
length. Garton found that the average rate of recovery (patients discharged recovered or
relieved) in all asylums for the years 1880 to 1889, as a percentage of admissions and readmissions, was about 47 per cent for males and 52 per cent for females. The average annual
mortality rate, also as a percentage of admissions and re-admissions, for those years was
approximately six per cent for men and five per cent for women.25

22
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In this study, I base such rate calculations on the percentage of patients resident as at 31st
December for the given calendar year because I believe that this gives a better idea of the
impact of (for example) deaths on the residents.26 On this basis, I found that the aggregate
yearly mortality rate from 1880 to 1919 ranged around nine to eleven per cent for both sexes,
with the exception of 1916, when the death rate was around twelve per cent. I also calculated
that the annual discharge rate for patients who were recovered or relieved ranged around
twenty per cent from 1886 to 1917, after which there was an increase to 25 per cent.27 While
Garton recognises that different groups of patients, such as alcoholics, do have different
recovery and mortality characteristics from other groups, he does not address the very
different mortality rates for specific conditions. The examination of specific mortality rates is
one of the focal points of my study.

Garton also reveals the steep decline of asylum conditions after World War One until the
advent of deinstitutionalisation in the 1960s and 1970s. The general movement to close many
institutions in the following decades, in what is now called deinstitutionalisation, heralded the
advent of ‘community care’. Given the recognised major problems with this mode of care,
chiefly the subsequent de facto treatment of perhaps a majority of mentally ill persons in
unsuitable contexts such as in boarding houses, on the streets or in the justice system,28
Garton invites us to reconsider the ‘asylum ideal’, as providing a refuge and more effective
treatment.29 He has also written on the interactions between the justice system, police and the

26
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asylum system in NSW between 1880 and 1920.30 Garton mentions the evolving distinctions
between ‘criminal’ and ‘lunatic’ over the period and stresses the dual role of prisons and
asylums in managing ‘deviants’, which I will also discuss later in this study. In particular, he
discusses this double role of places of compulsory confinement in NSW and in other states in
the context of managing alcoholism.31

According to Garton, families negotiated with police with regard to arrests for insanity. In his
study of lunacy, prisons and policing in NSW, “Bad or Mad: Lunacy Incarceration in New
South Wales, 1843–1914”, he argues that there were conflicts between the priorities of
police, families and the medical profession when deciding whether persons should be
admitted to asylums. The majority of asylum patients had been charged by police, rather than
being admitted on the direct initiative of doctors or families. Most of these arrests resulted
from violent or unacceptable behaviour, drunkenness, requests from families or the
‘loneliness and isolation of the city’ for people without social ties.32
There are also many studies of asylums in other Australian states at the period which shed
some light on conditions at Callan Park. But they do not analyse the varied roles of asylums
or focus much on mortality and its specific causes, other than in terms of aggregate figures. It
would be too broad a statement to say that Australian asylums developed in parallel and had
the same conditions, patient characteristics and policies. They had different social, political
and economic backgrounds. I have drawn attention to the histories of Western Australia
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(WA) and Queensland as ‘frontier’ states in my study of Claremont in Perth.33 Convict
transportation ended in WA in 1868, much later than in NSW. Transportation also strongly
influenced the social development of relatively isolated Tasmania with its smaller population
and resources. South Australia did not receive convicts. Victoria was more industrialised than
NSW and its history was indelibly marked by the stresses and boom of the 1850s gold rush.

Nevertheless there were similarities between jurisdictions in asylum responsibilities, staffing
structure, and a considerable degree of convergence over the period. As I note later in this
study, it was clear from the various Royal Commissions on lunacy and other official
documentation that Inspectors-General sought to standardise and co-ordinate their policies.
They, and their subordinates, were well aware of developments in other colonies/states from
their participation in medical congresses and regular correspondence. For example, at the
1908 Australasian Medical Congress in Melbourne, the Section for Neurology and Psychiatry
included Sinclair, W. Ernest Jones (Inspector-General of the Insane, Victoria), W. L. Cleland
(Parkside asylum, Adelaide) and J. Ballantine Hogg (Goodna asylum, Brisbane).34 Much of
the official correspondence between Inspectors-General survives in the NSW archives.

Apart from my Claremont thesis, all historical studies but one of individual asylums in other
Australian states have not analysed a range of specific causes of mortality, nor focussed on
the multiple roles of asylums, themes addressed in this study. One exception with respect to a
specific cause is Mary Stewart and her colleagues’ study of GPI mortality at Goodna asylum

33
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in Queensland.35 Their estimate for the GPI mortality rate there is consistent with my findings
for Callan Park.36 Mark Finnane has written briefly on aggregate mortality in his study of
Wolston Park (founded in 1865, renamed to Goodna in 1880), remarking on the high annual
death rate.37 In 1879 this rate was 24 per cent of the admission rate. Krupinski and
Alexander’s study of Yarra Bend in Melbourne, as noted above, deals mainly with the issue
of retrospective diagnosis. Coleborne has recognised that asylums in Australia and New
Zealand had significant roles in caring for patients who would not now receive care in mental
institutions or clinics. These patients included many who were suffering from GPI, alcoholics
and elderly persons admitted with dementia or other disabling conditions of old age.38

International studies have highlighted specific causes of death and thereby shed light on the
different roles of asylums in the period. They have also examined the length-of-stay of
deceased patients disaggregated by sex, diagnosis on admission or cause of death. Such
studies include longevity analyses by Raymond Fuller and Mary Johnston of New York, and
Ørnulv Ødegärd of Norway.39 As I note in later chapters, it is necessary to be cautious about
comparisons between countries and within countries due to differing cultural, technical and
social factors which underlie diagnostic judgements. Despite these clear differences,
diagnoses and perceptions of alcoholism and GPI were probably broadly standard in Western
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jurisdictions, or at least in English-speaking countries. Fuller and Johnson’s, and Fuller’s
classifications of ‘dementia praecox’ and ‘arteriosclerosis’ for the study periods from 1909–
1911, 1914–1916, 1919–1921 and 1909–1928 respectively, do not correspond with NSW
diagnostic classifications.40 Ødegärd’s study of Norwegian patients from 1916 to 1940
examines mortality for schizophrenia and manic depression, categories which can be roughly
categorised, as noted above, with diagnoses of ‘dementia praecox’ and ‘melancholia’ at
Callan Park. David Wright, James E. Moran and Sean Gouglas noted the complaints of
asylum superintendents that Hamilton and Toronto asylums in Victorian Canada were
increasingly admitting the incurable and senile elderly.41 But other authors have contested the
view that Canadian asylums were mainly a ‘refuge for the elderly or senile’.42

David Healy, Margaret Harris and their associates have made several comparison studies of
contemporary and historical admissions, morbidity and mortality in North Wales. They
compare nineteenth-century historical cohorts with twentieth- or twenty-first-century cohorts.
As well as examining aggregate data, separate studies by these authors compare cohorts of
patients with schizophrenia and melancholia. They use modern International Classification of
Disease (ICD-10) categories.43 Healy and his colleagues acknowledge the difficulties with
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respect to retrospective diagnoses,44 and I reflect on these problems later in this study. In
these North Wales studies, the authors, like Fuller and his colleagues, and Ødegärd, also use
categories which do not match Callan Park classifications. Nevertheless, their categories
clearly emphasise the multiple responsibilities of the studied institutions, which include
caring for alcoholics, the aged or demented, the intellectually handicapped, and people with
organic neurological conditions affecting behaviour, or patients with affective disorders.45

Another important set of more recent international studies which suggest a broader role for
asylums in the period is Gayle Davis’s analyses of the non-affective disorder, GPI, in
Scotland. Based on her examination in detail of the pathology, aetiology and survival rates of
GPI patients in several asylums, she concludes that it was the ‘most deadly disease of
asylumdom’.46 Although I contest this claim with respect to Claremont, arguing that ‘senility’
had a higher death rate, it seems that from my analyses in this Callan Park study GPI was the
more ‘deadly’ condition.47 Nineteenth-century physicians were well aware of the prevalence
of GPI and other non-affective disorders at asylums. Allan Beveridge’s study of Thomas
Clouston, a leading British asylum physician, notes that, as well as discussing GPI, he wrote
at length on senility, alcoholic insanity, puerperal insanity, epileptic insanity, and insanity
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arising from masturbation.48 But these historic and modern studies have not emphasised the
‘last stop’ role of asylums, a role which obliged them to provide multiple modes of care, or
the social and economic developments underlying this role.

Family ties and social networks (or the absence of them) are critical to understanding the
place of asylums in the social welfare system and their effectiveness. My study of the
Claremont Hospital for the Insane in WA draws attention to the social and economic
background of its patients and the multiple roles of the asylum. On average, these patients
had far fewer social ties than the general population, judging from their single or immigrant
status. Male patients, mostly single, many of whom were immigrants, significantly
outnumbered female patients.49 I argue that WA was a ‘frontier’ state, having a far greater
portion of single men than the more settled states and thus a lower rate of family formation.
While the ratio of sexes in NSW was far less imbalanced, with a 1.1 to 1.0 male to female
ratio compared to WA’s 1.6 to 1.0 in 1901, NSW also had a great many men who could not
establish families within a society whose dominant aspirational norm was monogamy inside
marriage.50 Garton also recognised the disproportionate number of immigrants in NSW
asylums, particularly the Irish.51 Indeed Manning recognised the critical importance of family
ties: ‘the patient is not infrequently a stranger in the land; kindred and home are far away’.52 I
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will draw attention to the important role of social networks with respect to discharges and
admissions later in this study.

It is also essential to recognise the significant role of families in negotiating admissions and
discharges. Coleborne’s studies of the importance of family ties in interactions between
families, police and mental institutions in Australia and New Zealand from the midnineteenth century up to the First World War emphasise their importance and relevance. She
argues that the committal process and medical assessments of insanity were significantly
modified by family opinions and by the changing views of asylum staff on the role of
families during this period, with kin having a role in discharge and admission.53 As the Callan
Park case notes show, doctors were highly dependent on families and friends for medical
histories of patients and often for personal details such as age and address.54 Many patients
were clearly too ill to answer questions rationally or at all. Mental illness would have
alienated many from family and friends, but we can see from Coleborne’s studies that
families, anxious to avoid stigma, nevertheless often tried to care for their sick members until
the financial, physical and mental burdens were unbearable.55
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For women without local ties living a ‘loose kind of life’ in colonial Victoria, Coleborne
finds that immigrant single or unattached women were perceived as ‘delinquent’. This
category might include deserted and marginalised wives or widows, who were further
marginalised within asylums, probably affecting the care given.56 In subsequent chapters, I
suggest that this was the case at Callan Park. Mary-Ellen Kelm’s studies of British
Columbian asylums for the period 1905 to 1915 also strongly emphasise the role of families
and treatments varying by gender elsewhere in the British Empire.57 Consistent with
Coleborne’s analyses, Kelm claims that families could influence conditions, discharges and
(re)admissions. Families were encouraged to visit and write letters, but half of the patients
received neither. Twenty per cent of all patients had no family in the province.

As Coleborne found, treatments were also influenced by expectations of gender behaviour. In
Canadian asylums, Kelm observed that doctors had little interest in female patients. The
nature of their treatment was largely determined by nurses, sometimes against the asylum
policy of ‘moral control’, with respect to the use of physical and chemical restraints as
punishments, actions expressly condemned by Manning and Sinclair.58 Jill Julius Matthews’s
Good and Mad Women: The Historical Construction of Femininity in Twentieth-Century
Australia uses case notes of female patients at Glenside Hospital for the Insane in Adelaide to
provide ‘the individual unity, social complexity and precision of detail necessary to follow
through relations of the gender order’.59 Although the notes date from a later period, for
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admissions from the 1940s to the 1960s, Matthews nevertheless provides an insightful
analysis of earlier developments in the gendered treatment of female patients from the 1880s,
inside and outside the asylum, of women acting against the restrictions of the dominant rules
and expectations of feminine behaviour of the time.

The conditions of female inmates at contemporaneous Australian institutions of confinement
provide insight into expectations about women’s roles and behaviour at mental asylums over
the period of this study. Peter Davies has examined the archaeological evidence found at the
Hyde Park Barracks Asylum for Infirm and Destitute Women in Sydney from 1862 to 1886.
He finds that while the asylum met their physical needs and recognised their frailty, most
female inmates had to work hard. According to Davies, they did all the work of the Asylum,
‘including cooking and serving meals, cleaning, laundry, sewing and nursing’.60 Women also
manufactured shoes and made bed linen, but repairing and making clothing were their main
occupations. Judging from the excavation of numerous pipes, Davies inferred that they were
plentifully supplied with tobacco. As at Callan Park, women’s occupations mirrored their
restricted roles outside the asylum, either as housewives or servants and, as I show later, a
prospective useful occupation was an essential precondition for most discharges. Other
archaeological studies by Susan Piddock on mental asylums in Adelaide and Tasmania show
that leisure and work activities, at least in the 1860s, were conditioned by age and sex.
Women ‘had no amusements’. Piddock suggests that work and accommodation were further
restricted by social class. At Parkside in Adelaide, the ‘coarser class of women did all the
washing’, while men of ‘refined habits and education’ in New Norfolk (near Hobart) had
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their own detached building.61 Sinclair, in his 1900 Report, was in favour of providing special
accommodation for people who had been in a ‘better position in life’ than the general run of
patients. But there is no mention of such segregation by class in subsequent Reports. Possibly
some accommodation of this sort was made available in the cottages, which were intended
for voluntary and paying patients. It seems unlikely that a significant amount of such
accommodation was provided, in view of his persistent pleas about lack of funding and
overcrowding.62

An understanding of asylum attendants’ and nurses’ lives, attitudes and work is of critical
importance to this study, even if it is not its focus. Lee-Ann Monk has produced a number of
historical studies of attendants in Victoria at the period, examining their working conditions
and backgrounds, gender issues and the incidence of violence by patients and against
patients.63 She notes that critics, official and lay, attributed much of the blame for poor
asylum conditions to the negligence and brutality of attendants, male and female.64
Attendants were alleged to be ‘slovenly in their persons and rough in their appearance’. But
Monk argues that about 40 per cent of applicants did have previous relevant training and
experience, either in asylums or other welfare institutions. Testimonial letters from former
employers, or from local worthies such as business owners, survive which praise the
suitability and character of these candidates. Tradesmen and people with musical ability were
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also favoured, since asylums encouraged musical activities. Before the 1880s, wages had
been poor and conditions hard, resulting in a high resignation rate. But subsequent
improvements in conditions, promotion scales, and incentives such as free quarters, made
asylum positions highly sought after. Median staff turnover improved from about six months
in the 1850s to ten years for men and five years for women by the 1880s. Monk claims that
many or most staff came from ‘respectable’ working-class backgrounds. Although the focus
of this study is on patients, not on asylum attendants, I confirm a similar picture at Callan
Park in later chapters. But Monk recognises that this reputable background did not
necessarily preclude attendants from negligent or brutal behaviour at times.

Monk notes that male attendants at Kew in the 1880s insisted on a strict gender division of
labour.65 They wished to avoid all contact with female patients even in social settings such as
dances. This opposition was criticised by the superintendent, James McCreery, who insisted
on the important therapeutic role of these occasions under the policy of moral management.
According to Monk, male attendants saw the asylum as a place to exercise masculinity,
taking pride in the physical restraint of violent male patients without the use of ‘dirty tactics’,
while perceiving similar forceful management of females as ‘unmanly’. She argues that there
was a ‘conscious attempt’ made in Victoria to reform ‘colonial manhood’ as a response to the
disruptions to family life in the wake of the gold rush, in accordance with an ideology of
domesticity.66 This apparently successful reform, which reflected the views of the Victorian
male attendants, emphasised maturity, reflection, and restraint of ‘selfish passions’, including
moral restraint towards women. Insane men were perceived as having lost these essential
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characteristics of manhood. Advocates of moral management sought to restore accepted
norms of masculine behaviour.67 Monk’s views are consistent with Coleborne’s observation
that settler colonies, or at least ‘white European men’, valued strong masculinity. A failure to
meet community expectations or stereotypes of masculinity, or inability to cope with rough
physical work, was often associated with mental illness.68 It seems likely that these ideas of
masculinity were shared by NSW attendants.

Studies by Garton, Finnane and other Australian scholars suggest that patients, while mostly
working-class, tended to have a somewhat less ‘respectable’ social background than their
attendants or nurses. The findings of international, larger-scale, studies are consistent with
their observation that patients at the period came predominantly from a working-class or
pauper milieu. Wright and his associates in their Canadian study found that fewer than ten
per cent of males had ‘no occupation’ registered on their admission records, suggesting that
male admissions reflected the working poor, rather than the marginal poor.69 Fewer than five
per cent of patients had been professionals or merchants, while about 30 per cent were former
‘farmers’. The latter category could include a range of social status or wealth, from
impoverished tenant farmers up to wealthy landowners.70 The range of female occupations,
such as ‘farmer’s wife/widow’, reflected the male distribution, but were inconsistently and
poorly recorded. There were very few ‘ladies’, presumably women of high status.71

67

Ibid., 53.
Coleborne, “White Men and Weak Masculinity”, 470-473.
69
Wright et al, “The Confinement of the Insane in Victorian Canada: the Hamilton and Toronto Asylums, c.
1861–1891”:
70
Ibid., 116.
71
For a breakdown of the previous occupations of female patients in the two Canadian asylums, see ibid., Table
4.3b, 119. There were seven ‘ladies’ out of 238 female patients at Toronto and one ‘lady’ among 560 women at
Hamilton.
68

22

Introduction
The British Commissioners in Lunacy found that ‘pauper lunatics’ were about 90 per cent of
all lunatics in England and Wales from 1870 to 1890.72 We can assume that many of these
‘paupers’ had in fact been working-class persons before admission. But, as discussed
previously, the organisation of welfare was very different in Britain where, as Andrew Scull
explains, there was a mass movement from workhouse to asylum in the later-nineteenth
century.73 Jens Gründler claims that Scottish law makers at the period, and the patients
themselves, explicitly recognised the close connection between responsibility for the poor
and care for the mentally ill.74 I draw attention to this connection later in this study. Also in
the following chapters, I establish connections between the medical conditions more closely
associated with poverty, such as tuberculosis, the specific mortality rates for those disorders,
and the physical condition of patients at admission.

Notes on Primary Sources
The NSW State Archives and Records record series referred to in this thesis are listed in the
Bibliography. Before late December 1910, case notes of discharged and deceased male and
female patients were recorded chronologically in a large set of thick-bound ruled books.
These documents form Record Series NRS4994 (Medical Case Books). I call this the ‘ledger’
system. After late December 1910, records for discharged and deceased patients were
compiled in two separate sets of folders for males and females. Each set is arranged
alphabetically by patient surname (Series NSR4985-NRS4988) – the ‘folder’ system. Under
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both systems, the evidence suggests that the daily logs of observations on patients maintained
by nurses and attendants were ‘posted’ in a summarised form to the ‘ledger’ books or as
‘observations’ sheets in the ‘folder’ system. Comments by the doctor(s) were melded into
these summarised observations. From the technical nature of many of the comments, it seems
highly likely that they were based on medical examinations of the patient, however cursory,
rather than only on reports by non-medical staff.

The annual Reports of the Inspector-General of the Insane (Inspector-General of Mental
Hospitals from 1918), henceforward the Reports, were an invaluable source of patient
statistics, and a plausibility check for my analyses of sample data. I use the term InspectorGeneral of the Insane, or simply Inspector-General, throughout this thesis for convenience
and to avoid confusion. Before 1892 separate statistics for all major asylums, including
Callan Park, were published in the Reports. After 1891 most statistics were published in
aggregate for all NSW asylums and hence many categories of statistics for Callan Park are
missing in these later Reports. The only separate statistics for individual institutions were for
admissions, deaths and discharges, and financial information.

Other primary sources I have drawn on include official correspondence, the reports of royal
commissions and parliamentary inquiries, the newspapers and magazines of the day,
transactions of Australasian and colonial medical congresses, and medical journals and
treatises. I used NSW Births, Deaths and Marriages records or the Ancestry© database,
where practicable, to obtain causes of death and dates of birth not obtainable from the
archives. In order to understand pharmaceutical terms written in specialised Latin and
translate them into modern English I referred to the contemporary pharmacopeia and
pharmaceutical literature. I had little success in finding personal diaries or correspondence of
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patients other than what little remains in the asylum records in the archives, mostly letters
retained but not sent. We know that many letters from patients have not survived.75 The case
notes also contain surviving correspondence from patients’ relatives or friends concerning
their medical history.

The Deaths and Discharges Samples
The Deaths sample consists of the records of 152 patients who died at Callan Park between
the registration of the first patient in 1877 (Paul Coffey, died 1904) and the end of 1920. It
comprises the records of 100 men and 52 women.76 The Discharges sample consists of the
records of 254 patients who were discharged within the same period. There are records for
127 men and 127 women in this sample. Although I used the same sampling technique, the
Deaths sample is somewhat smaller because many more patients were discharged than died.
One reason for there being more deceased men than women is that there were significantly
more men than women at Callan Park and that women lived longer. This disparity is
discussed later in this study. The samples are of sufficient size to allow me to analyse
systematically selected groups of patients, such as those who died from tuberculosis.
Nevertheless, I need to take into account changes in the patient population, treatments and
policies over the nearly 40 years of the period. In the following chapters I discuss some
individual patients who were not in the samples, or who were confined at other institutions, in
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order to broaden or illustrate my arguments. This technique is one example of the use of
qualitative evidence to supplement quantitative analysis in this study.

Every field in the case notes, other than doctors’ observations and medications, was recorded
in a Microsoft Excel spreadsheet. In order to get some idea of the frequency of monitoring,
the number of observations made during a patient’s stay was also recorded. The medications
given to each patient, where legible and available, were recorded in Microsoft Word tables.
The field headings generally follow the case book headings, but I gave more meaningful titles
to some fields, for example ‘Marital_Status’ rather than ‘Social Condition’. I added some
calculated fields, such as PYLL (Potential Years of Life Lost) and Length_of_Stay. The
calculations for the former are based on life expectancies by age group (in decades) and sex
at the year of death of the patient. PYLL is equal to Age at Death – Life Expectancy by Sex as
at Year of Death. My Microsoft Visual Basic code for calculating these fields is available on
request.

Methodology
The Callan Park case notes and other patient and official records were photographed at the
NSW State Archives and Records offices at Kingswood, catalogued using Adobe Lightroom,
and the pertinent details extracted into Microsoft Excel worksheets or Microsoft Word tables.
I used Devonthink Pro database software to make a database of relevant reference material.
As a very large number of patients died at Callan Park or were discharged between 1877 and
1920 (I estimate more than 8,300), I used sampling to reduce my datasets to a manageable
size. I took two parallel samples – Discharges and Deaths. To obtain these samples, I used the
following criteria. I started from the first recorded admissions in May 1877. Patients who
died or were discharged after 31 December 1920 were not selected. Patients who died or
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were discharged while on probationary leave within this timeframe were included. For
patients who were admitted more than once, I recorded only the details for the most recent
admission.77 Patients transferred to another mental institution were not selected.

For both discharged and deceased patients, my sampling technique was as follows. I selected
every twentieth (deceased or discharged) patient. If this patient did not conform to the criteria
above, I selected the next patient until I found a match, recorded them, and restarted the
count. While this technique is not random sampling, it is close enough for my purposes of
obtaining reasonably representative samples of deceased and discharged patients.78 These
data from Callan Park are supplemented by the extensive information located in the Reports.
The figures in the latter are revealing not least because Callan Park patients constituted about
a quarter of all NSW patients from 1886 to 1894, gradually declining to about fifteen per cent
by 1911. Except at the Newcastle Asylum for Imbeciles and Idiots, NSW patients were
nearly all adults.79

With respect to representativeness of the samples, I have investigated how researchers of the
history of mental health care have addressed issues of sample size. They have needed to
make a judgement on the optimal balance between accuracy of representation and the
available resources and funding. Usually this means that the sample size has had to be limited
to a small fraction of the target population. Angela McCarthy, Catharine Coleborne and their
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colleagues, in their review of medical historians’ use of large data collections, have examined
these methodological issues, such as sample size and qualitative approaches. They stress the
important role of the latter in assessing and contextualising quantitative data.80 These authors
note that Garton used a one-in-four sample in his study of NSW patients, while Richard Fox,
in his article on patients’ court records in San Francisco, took a one-in-ten sample. Joseph
Melling and Bill Forsythe used one-in-three.81 Among other studies, Jacques Gasser and
Geneviève Heller used a one-in-ten sample in their detailed study of 50,000 patients in the
Swiss Romande.82 In their study of the Wittenauer Heilstätten Asylum in Berlin, Andrea
Dörries and Thomas Beddies selected an approximately one-in-twelve sample (eight per cent
of patient records).83 The sampling technique used by McCarthy, Coleborne and their
associates for their own study of Australian and New Zealand asylums was to use all patient
records for every third year between 1864 and 1910, roughly a 33 per cent sample. As is
apparent with my study, this technique would bias the sample towards including relatively
more patients admitted in later years, due to the rapid growth of these asylums.

A salient point needs to be made with respect to the adequacy of the chosen sampling
proportions to the target populations. From the standard mathematics of sampling, it follows
that a small sampling ratio can be representative of a given population with a high confidence
level and a ‘reasonable’ standard error (the standard deviation of the sample), such as 5 per
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cent of the sample mean.84 To illustrate this claim with reference to the Swiss Romande study
of 50,000 patients, assume that we wish to determine if (say) 50 per cent have a given
characteristic. Then according to the Australian Bureau of Statistics (ABS) sample size
calculator, a sample size of 96 would be sufficient to achieve a confidence level of 95 per
cent, and would have a relative standard error of about ten per cent.85 It is evident that the
sample size chosen by Gasser and Heller (one-in-ten) was very likely more than sufficient to
achieve a ‘reasonable’ result. Moreover, it follows, perhaps surprisingly, that the sample size
is, in theory, relatively insensitive to increases in the target population. Using the same
parameters, the ABS formula shows that a sample size of 97 would be theoretically sufficient
to represent adequately a target population of (say) 1,000,000 with the same confidence level
and standard error. Similar reasoning would apply to the other studies examined by
McCarthy, Coleborne and their associates.

It will now be evident that my smaller sampling ratio of one-in-twenty patients should also in
theory achieve sufficiently representative results, keeping the noted caveats in mind, because
my rough estimate of the total number of distinct patients in the Callan Park population of the
period is about 8,300 (discounting patients with multiple admissions), and my two samples
total over 400.86 Another important caveat is that although the standard sample size
calculations assume a normal distribution (the ‘bell-shaped curve’), many collections of
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biological data might not follow this pattern.87 In theory, sufficient repeated sampling
(usually infeasible in practice) could overcome such objections.88

McCarthy and Coleborne et al. note that quantitative approaches for the history of madness
have been criticised since their heyday of the 1970s with the emergence of the ‘cultural turn’,
which emphasises ‘interpretation rather than causation’. These critics argue that statistics
‘dehumanise’ people and fail to deal with change over time. But the authors contend that
qualitative approaches can supplement and validate quantitative analyses.89 I have followed
this stratagem, using qualitative arguments and other quantitative sources, in order to
reinforce my analyses of the samples and check their plausibility. In order to inform and
contextualise my analyses of the samples, I draw on a large number of primary and secondary
sources which provide quantitative and qualitative further evidence about life, death and
discharges at Callan Park and its many roles. The most important primary sources are the
Reports and the sampled case notes. I have also analysed some records of patients not in the
samples and the case notes of patients in other NSW asylums. The case notes for the wellknown sex reformer William Chidley are not in the samples but are discussed because he is a
famous patient of the era, his experience is essential background to the 1923 Royal
Commission on Lunacy Law and Administration, and because I have found some important
new evidence on his medical condition.90
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Among other sources, I have made a close study of relevant official reports and publications,
historical official statistics, modern and contemporary medical, pharmaceutical and asylum
literature, medical textbooks, demographic studies, newspaper articles and social and labour
history studies. The statistics of Callan Park published in the Reports have provided an
important ‘reasonability check’ on my analyses of the samples because they contain some
comparable data, such as statistics on causes of death, mortality rates and discharge rates.

The small sizes of most subgroupings of patients discussed in this study (for example,
epileptics) will in many cases be insufficient to obtain a definitive and statistically valid
representative sample of a given subgroup at one asylum. Davis recognised this difficulty
when using the systematic sampling technique in her study of General Paralysis of the Insane
(GPI) patients in Scottish asylums.91 For that reason, she used much higher sampling
frequencies of the entire patient population over a period, 100 per cent in some cases. My
time and resources, as well as the thematic breadth of this study, have not permitted such
resource-intensive techniques.

In the ‘Deaths’ chapters, I have compared mortality rates and Potential Years of Life Lost
(PYLL) measures for insane asylums with the corresponding statistics for the general
population. Comparisons with another marginalised and confined group, the inmates of
benevolent asylums for the indigent and aged, could well provide additional perspectives.

Australia,” Hecate 27, no. 1 (2001): 44-64. See Chapter 9, “The 1923 Royal Commission on Lunacy Law and
Administration”, for discussion of Chidley.
91
Gayle Davis, ‘The Cruel Madness of Love’: Sex, Syphilis and Psychiatry in Scotland, 1880–1930
(Amsterdam: Rodopi, 2008), 31. Note that Davis uses a high sampling frequency because she is particularly
interested in analysing the subset of patients suffering from various forms of neurosyphilis, which includes
General Paralysis of the Insane.
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Their experiences would also shed light on the question as to whether the very high mortality
in insane asylums was a specific phenomenon associated with mental illness as then defined,
or a general characteristic of welfare institutions caring for the poor and old.

The Structure of This Thesis – The Chapters
Chapter One describes how and why Callan Park was founded. Under the sponsorship of
Henry Parkes as Colonial Secretary and later as Premier, Manning, the first Director-General
of the Insane and formerly a naval surgeon, began a program of asylum reform,
implementing the dominant policy of the day, moral management. Here I explain its
principles and philosophy, which were to be in force, under worsening conditions of
overcrowding, until the end of the period of this study in 1923. As Inspector-General from
1876, Manning and James Barnet, the Colonial Architect, worked as a team to design and
build Callan Park specifically to implement this policy, which was intended to give patients a
kindly, home-like atmosphere and hold out better prospects for discharge.

The intervening cheerless history of mental asylums since the 1930s, and greater
specialisation in social welfare provision, have tended to obscure and overlay the multiple
roles of asylums and the heterogeneous nature of the patient population at the period. One of
my main questions concerns the historic role of asylums in the NSW social welfare system.
Chapter Two has two lines of argument which together confirm the multiple roles of Callan
Park. Firstly, I analyse the wide variety of medical and social conditions which could result in
admission to Callan Park or other asylums. I then show why many people in need of care,
such as the ‘difficult’ aged, the incurably ill with neurological conditions, the venereally
diseased, or alcoholics were rejected by other welfare institutions. Their last stops were either
asylums or prisons.
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The second major section of this work comprises the ‘Deaths’ Chapters, Three to Seven,
where I analyse the reasons for the much greater mortality and morbidity rates of patients as
compared to the general population of NSW. This topic is a major overarching question of
this study. Modern studies suggest that this ‘mortality gap’ in Australia has increased
significantly.

In Chapter Three I discuss the common factors affecting mortality. These factors can be
classified into two groups. One set, not in the realm of management control, relates to the
medical and social history of the patient at admission. The case notes and the historiography
suggest that many people arrived at Callan Park when seriously ill with organic (physical)
conditions. The second set relates to what I call ‘environmental’ factors – conditions at the
asylum under the purview of management, such as overcrowding and stress, affecting the
patient’s quality of life.

A major cause of death at Callan Park was General Paralysis of the Insane (GPI), a common
and crippling form of late stage neurosyphilis. In Chapter Four, I discuss the aetiology,
pathology and epidemiology of the condition. About five to ten per cent of syphilis infections
progress to GPI, sometimes more than 30 years after the first stage. Some early-twentieth
century estimates of limited statistical validity suggest that perhaps ten per cent of the
Australian urban population had syphilis then, indicating that possibly up to one per cent of
city residents progressed to GPI annually. About 95 per cent of GPI patients in my sample of
deceased patients died within two years from the disease or its complications, such as heart
disease or damage to other organs. These patients lost on average twenty potential life years.
Nearly all of these deaths occurred at asylums. I show how the association between syphilis

33

Introduction
and GPI did not begin to be widely accepted among the general public until about 1910,
although the connection began to be understood by asylum doctors much earlier. This
recognition greatly increased the stigmatisation of these patients, probably speeding their
removal from other welfare institutions or their own homes. Before the mid-1920s,
treatments for GPI were not very effective. This chapter highlights the roles of Callan Park as
both a hospice and a hospital for venereal diseases.

Chapter Five examines mortality and morbidity from cardiovascular disease (CVD), old age
and ‘senility’. Over the period, diagnoses at death of ‘senility’ and its cognates, such as
‘senile decay’ or ‘old age’, declined, while diagnoses of CVD, for example ‘myocardial
degeneration’, increased. I argue that these inverse trends represent the evolution of medical
knowledge emerging from the previous era of vague and ‘catch-all’ diagnoses, ably depicted
by Rebecca Kippen and others.92 This is not to deny the large number of elderly patients with
recorded symptoms of dementia, many of whom might now be seen as sufferers from
Alzheimer’s Disease. The correlation between old age and CVD was then well recognised. It
is evident from the case notes that many patients had advanced CVD on admission. These
patients had often suffered from developmental conditions, such as poor nutrition in
childhood, or were heavy smokers or abused alcohol. All these factors increased the
likelihood of CVD, as well established in numerous modern studies. I also consider the
relative effect of environmental conditions at the asylum on mortality for both ‘senility’ and
CVD. As was well understood then and now, older people were particularly vulnerable to
falls and fractures exacerbated by crowded conditions and inter-patient violence. Dietary
factors, such as insufficient calcium, which is associated with osteoporosis (fragile bones),
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Rebecca Kippen, “‘Incorrect, loose and coarse terms’: Classifying Nineteenth-century English-language
Causes of Death for Modern Use. An Example using Tasmanian Data,” Journal of Population Research 28, no.
4 (2011): 267-291.
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would have particularly affected older female patients. This chapter stresses the role of
Callan Park as a hospice and in aged care.

Tuberculosis (TB), then better known as consumption, was a major killer in the nineteenth
and early twentieth century, particularly in densely populated urban areas. In Chapter Six, I
show that the TB mortality rate in crowded asylums was much higher than for the ‘average’
NSW resident. Crowded asylums with over-taxed isolation facilities were particularly
vulnerable to epidemics of influenza, with high death tolls during the global pandemic of
1918–1919. In Australia most of these deaths occurred in 1919.93 As for many patients
presenting with cardiac illnesses, life-long smokers, in an age where smoking was much more
prevalent, would have suffered from Chronic Obstructive Pulmonary Disease (COPD, not
then recognised as a condition),94 which would have made them vulnerable to other serious
respiratory illnesses, such as pneumonia and bronchitis. A complexity specific to TB
pathology was its latent form, then undetectable at admission without costly and resourceintensive testing, and probably eschewed for these reasons at Callan Park.95 As I demonstrate
here, stresses within the asylum would have catalysed its progress to the active and deadly
form.

Apart from overcrowding, unhygienic conditions within the asylum exacerbated the risks of
infection and the acquiring of bronchitis. Probably the majority of male patients were
smokers (there was a tobacco ration), and dust and solid fuel smoke were prevalent. In old
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age and for certain medical conditions, pneumonia was a frequent cause of death itself, or a
co-morbidity of other illnesses. These diseases would probably have filled the hospital wards
at times.

For most patients, all that could be offered was risky force-feeding or palliative care. Because
of poor understanding of underlying causes, some patients might have received unsuitable,
ineffective or painful treatments. Chemical restraint was used to calm excited patients, but
this too had its inherent risks, such as falls or dysphagia (difficulty in swallowing potentially
causing choking). The average of 30 potential years of life lost (PYLL) for this group in the
Deaths sample, while not statistically definitive, does suggest that ‘exhaustion’, and its
frequent concomitant, ‘mania’, were particularly dangerous conditions.

In Chapter Seven, I examine the use, abuse and effects of chemical restraints on patients at
Callan Park. This topic is highly relevant to the ongoing 2019 Royal Commission into Aged
Care Quality and Safety because of the continuing and heavily criticised use of chemical
restraints in aged care.96 I discuss three related matters. Firstly, I consider the economics and
management of chemical restraints and the essential role of these medications in the growth
of mental institutions at the period under the policy of moral management. Secondly, I
examine the adverse effects of these medications on the lives of patients. Finally, I analyse
the use of the three most commonly used sedatives at Callan Park. I argue that the use of
chemical restraints was an essential enabler of the rapid growth of public asylums from the
late-nineteenth century under the dominant policy of moral management. I examine the
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possible reasons why female patients were far more likely to be sedated than male patients.
The case notes suggest that Callan Park doctors continued to give sedatives despite observing
harmful effects. This chapter addresses a gap in the historiography of Australian asylums
with regard to the scale, nature and economics of chemical restraints and how they might
have affected mortality and quality-of-life.

Chapter Eight relates to one of my concerns, which is to examine Garton’s claim that colonial
and early-Federation asylums had an ‘excellent record of success in treating medical
conditions’.97 I found that about 80 per cent of patients in the Discharges sample were
discharged within eighteen months, which offers some support for his claim. Criteria for
discharge would have included at least outward conformity to the middle-class Victorian and
Edwardian values implicit in the aims of moral management – punctual habits, chastity,
submission to supervision, sobriety and neatness. But I also show that many discharges, and
the use of home leave pre-discharge, were negotiated with families. I go on to discuss the
widely accepted principal role of asylums of relieving and curing patients as soon as possible
and returning them to their jobs, their families and the community.

The success or otherwise of asylum treatment, and indeed of moral management, may be
judged to some extent by a follow-up of patients’ lives post-discharge. Luke has traced the
post-discharge lives, vicissitudes, and re-admissions of a few patients in vivid detail.98 To this
end I have tracked as far as practicable the lives of a sample of patients after they left Callan
Park. But the sources for this group of predominantly humble folk are necessarily limited if
their lives were not on the public record. I suggest that following up the lives of discharged
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Luke, Callan Park, Chapter 11, “Recovered”, 174-184, and Chapter 12, “Chronic Patients”, 195-210.
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patients in the welfare and justice systems would be a valuable topic for future research. The
case notes show that some patients had cyclic mental conditions and needed to return to
Callan Park or other asylums at intervals. I also investigate the effects of class, gender,
immigration status and social background with respect to discharge rates. The evident success
of the home leave policies suggest that Callan Park’s discharge policies were well received in
the general community.

The 1923 NSW Royal Commission into Lunacy Law and Administration is the endpoint of
this study. This inquiry was the culmination of a decade-long contest for power and status by
asylum doctors against organised groups of critics, who attracted support from wide sections
of the general public. The chief focus of opposition in the penultimate years of this decade
was the NSW Lunacy Reform League. A number of notorious cases of state intervention in
lunacy matters, including the ground-breaking case of William Chidley, had highlighted the
willing involvement of the Inspector-General, Eric Sinclair (1860–1925), and his colleagues.
Over the same period, Sinclair repeatedly had to defend and explain suspicious deaths at
asylums and questionable post-mortem protocols. In Chapter Nine, I examine the lead-up to
the Royal Commission, its proceedings and the aftermath. The Commission was a catharsis
for the long build-up of public concern, but it also proved to be a Pyrrhic victory for the
dominance of medical discourse over concerns of individual liberty and democratic norms. It
was a costly triumph because the lancing of the boil of public discontent was followed by
many subsequent years of public and political lack of interest in the proper funding of
asylums. In this battle, Sinclair and his partners were quite prepared to use aggressive and
unethical tactics, including supplying misleading evidence. The Commission’s friendly
questioning of the doctors’ evidence, hostile interrogations of critics, and their incuriosity
about evident anomalies were apparent.
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The Conclusion sums up the analysis, evidence and findings for my main thesis questions:
the multiple responsibilities of Callan Park and the main factors affecting mortality and the
effectiveness of its discharge policies. It also draws attention to the ‘dark side’ of moral
management, specifically the practice of force-feeding and the overuse of chemical restraints.

In the Coda I explain why my study is relevant to current debates on mental health care,
including the systemic underfunding of deinstitutionalisation, critiques of ‘community care’,
and the unsatisfactory and risky management of chemical restraints in aged care. Indeed the
31 October 2019 interim report of the Royal Commission into Aged Care Quality and Safety
called for immediate government action to address the significant over-reliance on these
restraints.99 I also draw attention to the persistently increasing gap, since at least 1916,
between the life expectancy of the mentally ill and the life expectancy of the general
population: the ‘mortality gap’.100 This serious failing in modern mental health care may be
partly due to a lack of ‘refuge’ which our current system is unable to provide satisfactorily
but which, for all its faults, was far more accessible during the era examined in this study.
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Chapter 1. The Origins of Callan Park and Moral Management in New
South Wales
Callan Park was the first state asylum in Australia specifically built and designed to
implement the policy of moral management. The history of the foundation of Callan Park, an
understanding of its design and architecture, and the contributions of the major participants,
provide essential background and context to my discussion of the asylum environment in the
following chapters. These considerations, and the aims and implementation of moral
management, are integral to an understanding of the multiple roles of Callan Park in the
NSW social welfare system.

The site and first buildings of the new asylum had been founded long before the first patient
was admitted.1 The Garry Owen Estate was established on two adjacent large land purchases
at Lilyfield, near central Sydney, by John Ryan Brenan, an immigrant from Ireland, in 1839.
In the early 1840s (the exact date is not known) he built the spacious and impressive Garry
Owen House on his estate. The House was beautifully fitted, with expensive cedar joinery,
and is still in active use as a writers’ centre (see Figure 1.1). The incompatibility of Brenan’s
lavish spending with his poor pay as a public servant resulted in financial difficulty, leading
to the sale of the property in 1864. The new owner, John Gordon, a Sydney businessman,
renamed the property Callan Park, and the house Callan Park House. The name was derived
from the small town of Callan in Limerick, Ireland, Brenan’s place of birth.2 Gordon and his

1

I am indebted to Luke, Ken Leong and Don McDonald for many details of Callan Park’s background and
construction. See Luke, Callan Park, Chapter 2; Leong, “Garry Owen and Callan Park. The Story of Rozelle
Hospital, Lilyfield: 1819–1984”; and McDonald, “Callan Park Hospital for the Insane Lilyfield”. For a
discussion of the public ownership implications arising from the historical context, see also Rosen and Manns,
“Who owns Callan Park? A Cautionary Tale”.
2
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business partner subdivided the land for sale in 1873. The sale coincided with the
parliamentary vote of £75,000 for a new lunatic asylum.

Figure 1.1 Garry Owen House 2019
Source: Courtesy of Rosemary Roth 2019

By the 1860s the dilapidation, overcrowding and insanitary nature of existing asylums had
been a matter of public and official concern for some years. In 1883 James Barnet, the
Colonial Architect, recalled that on paying his first official visit to Tarban Creek (later
renamed to Gladesville) in North Sydney in 1863 he had seen stinking gutters, overflowing
toilets, and rats running over the unfortunate patients.3 An 1870 deputation to the Colonial
Secretary and Premier, Charles Cowper (1807–1875), which included Manning, then medical

3

“Callan Park Asylum,” Evening News (Sydney), April 23, 1883, 3. ‘He then saw such sights as he never
wished to see again.’
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superintendent of Gladesville asylum, and Edward Wardley, superintendent of Parramatta,
drew attention to the ‘dangerous, noisy and dirty’ conditions, the impossibility of
accommodating future demand, and the impracticability of extending the current institutions.4
The same defects had been notified in parliamentary inquiries conducted in 1855 and 1863–
1864. Manning had already foreshadowed the future direction and architecture of mental
health care in NSW in his 1868 report on his worldwide tour of mental institutions. This
report recommended the implementation of the moral management, ‘non-restraint’ system,
which deprecated the use of physical restraints.5 The study tour was sponsored by Henry
Parkes (1815–1896), then Colonial Secretary. Manning had insisted on this tour as a
precondition of his acceptance of the superintendent position at Gladesville.

Manning’s report contained detailed architectural plans for proposed asylums constructed on
the pavilion system. These blueprints were based on British models, such as the asylum at
Chartham in Kent, then under construction.6 The pavilion system was an architecture of
separate, but connected, buildings which provided separation of function while still retaining
an organic unity of purpose and access to collective areas such as dining rooms and the
central pavilion (see Figure 1.6 for the Callan Park plans). Pavilions might have several
stories. Manning and Barnet also closely followed the architectural and outfitting principles
promoted by the eminent American physician Thomas Story Kirkbride (1809–1883) and
widely emulated throughout the United States.7 Kirkbride explicitly intended that his designs
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would support a policy of moral management.8 As described by Carla Yanni, his pavilion
system allowed separation of patients according to severity of condition, with noisier patients
away from the centre. Stone or brick construction and fireproof materials prevented fires.9
Manning and Barnet were further guided by the environmental principles promoted by
Florence Nightingale, credited as the founder of scientific nursing in Britain. She placed
special emphasis on five elements in the patient’s environment: cleanliness, light, pure air,
clean water and proper drainage.10

Frederick Norton Manning and the Founding of Callan Park
Manning had studied medicine in England and Scotland. After graduation he joined the
Royal Navy as a medical officer, seeing active service in the New Zealand Wars. In 1867
Parkes, appalled by the conditions witnessed during his visit to the Tarban Creek asylum
soon after assuming office, was in search of means of reform. Having met Manning, then
surgeon of a warship visiting Sydney Harbour, he offered him the job of reforming Tarban
Creek.11 Manning accepted the offer on condition of his making a year-long study of mental
health care in Britain, continental Europe and the United States. He returned as a convinced
proponent of moral management and took up the post of medical superintendent of Tarban
Creek on his return in 1868, changing its name to Gladesville the following year. As noted in
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Chapter Three, Manning made significant improvements to the diet, along the lines
recommended in his 1868 report, and humanely pursued his reforms, avoiding any suggestion
of the scandals and abuses uncovered at Parramatta by a Select Parliamentary Committee in
1876, abuses that Parkes no doubt sought to remedy in all the state asylums.12

Shortly before the 1876 inquiry, the government at long last decided to act on the reform of
mental health services recommended by Manning. The post of Inspector-General of the
Insane was created, which was one of his 1868 recommendations, and he, as the logical
choice, was appointed to the post and placed in charge of his suggested reforms. At the same
time, the Lunacy Department was created. Manning was one of the chief architects of the
Lunacy Act of 1878, which gave a legal framework to his reforms and rationalised protections
against improper certifications of insanity.13 Among his first tasks was the setting up of the
new Sydney asylum he had so forcefully recommended.

Barnet, who wanted to buy one of the subdivided Callan Park lots advertised at the 1873 sale
for his own use, soon realised that the site would be ideal for the new mental hospital. It was
close to the city, near the Harbour, had good drainage, and was exposed to winter and
summer breezes. The site was also somewhat isolated from other housing, thereby reducing
the likelihood of complaints from nearby residents, although it was easily accessible by water
or land. The day before the sale, Barnet convinced Parkes to purchase the entire 42 hectare
(104 acre) site for £12,500, a tidy profit for the vendors, who had purchased it in 1865 for
£700.14 Manning expressed great satisfaction at the acquisition in his Report for the year
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ended 1874, wanting the new building to be ‘quiet and unpretending’, eschewing
ornamentation, but to be solidly built. Its survival and continuous use to the present day
suggests that he achieved these goals.

Manning and Barnet then began a successful construction partnership. Their aims were to
relieve overcrowding, ensure sanitary conditions, increase facilities for occupational therapy
and recreation and provide suitable staff quarters, thus avoiding the general squalor of
facilities at existing asylums condemned by previous inquiries. As noted above, these aims,
and the siting of Callan Park, were strongly influenced by the writings and architectural work
of Kirkbride, after whom the main building would be named. The ‘Kirkbride Plan’ was also
followed in the construction of many United States asylums and, according to Nancy Tomes,
it gained a ‘legendary aura’.15 Neither Manning nor Kirkbride could have foreseen the later
popular perception of such structures as ‘asylums of terror’ and ‘sinister buildings’, an image
that has distorted and misrepresented the actual practice of moral management during the
period.16

Henry Parkes
The role of Parkes in the establishment of Callan Park, from the purchase of the site to
providing the finance and resources for construction, was critical. Parkes (later Sir Henry) is
well known as the ‘Father of Federation’. What is perhaps not so well remembered is his
persistent and evidently genuine interest in social welfare generally. These interests included
education, hospitals, prisons, and social and mental health reform, beginning well before he
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began his ministerial career, as editor of the Empire newspaper from 1850.17 Parkes, in
correspondence with Nightingale, had facilitated the arrival of six ‘Nightingale Nurses’ in
Sydney in 1868, whose subsequent work and teaching significantly improved nursing
standards.18 As discussed earlier, Parkes was well aware of the run-down state and
administrative shortcomings of the mental health care system. Manning’s study tour was an
implicit recognition that NSW lagged well behind international developments. Parkes’s
backing and support for Manning, his studies, and his policies were critical to the building of
Callan Park and Manning’s career. This support was maintained during Parkes’s frequent
appointments as Premier from 1872, continuing to the end of his political career in 1891.19

According to Luke, Parkes’s firm support for Manning was also stimulated by the very public
exposure in the 1870s of serious shortcomings in both the Victorian and NSW welfare
systems by ‘The Vagabond’, the British-born journalist John Stanley James (1843–1896),
also known as ‘Julian Thomas’. He had uncovered these abuses in a series of articles which
condemned official indifference, incompetence, negligence and brutality.20 James, whose
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example was perhaps followed later by Nellie Bly in the US,21 posed as an attendant at Kew
and Yarra Bend asylums in Melbourne, a patient at a public hospital, and an inmate at a
benevolent asylum. He made many other impostures and subsequent revelations. James had a
sharp and honest eye, and a cutting pen. His revelations sparked an inquiry in Melbourne by
the committee of the Benevolent Asylum.22

Another influential ‘impostor’ in the 1880s at the Kew asylum and other welfare institutions
in Melbourne was the Australian former school principal Catherine Hay Thomson (? –
1928).23 Then working as a journalist and writing under the pseudonym of ‘An Attendant’,
her 1886 series of articles on Kew, based on her fortnight’s experiences as a female attendant,
provide valuable insights into the lives of women patients. One of her first impressions was
the ‘great noise, the ceaseless vociferation, the sharp but meaningless quarrelling.’ Breakfast
was bread, butter and tea, similar to the diet of Callan Park patients who did not work.
Patients who were fit enough performed laundry, dishwashing and housekeeping, and food
preparation, while the ‘feeble’ did the dusting. Thomson saw overcrowding, understaffing,
lack of training, and the need for female doctors, problems shared with Callan Park.24 The
day before her first article was published, Thomson testified along the same lines to the
Victorian Royal Commission on Lunacy. It seems that her testimony had some influence,
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Bly famously posed as a mental patient in New York in 1887. See Howard Markel, “How Nelly Bly went
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https://www.pbs.org/newshour/nation/how-nellie-bly-went-undercover-to-expose-abuse-of-the-mentally-ill.
22
James, “The ‘Vagabond’ Inquiry”.
23
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since issues raised by her were addressed in the Commission’s report.25 There is no evidence
to suggest that Thomson was inspired by James, although she may well have read about his
exploits.

The New Asylum
Long before the new hospital was completed, patients began moving into the existing Callan
Park structures. Callan Park House (formerly Garry Owen House, see Figure 1.1) was set up
as a branch of Gladesville in 1876 and 44 ‘quiet and convalescent’ male patients were
transferred from Gladesville proper in 1876, while remaining on Gladesville’s books. These
patients were a useful source of labour during construction. Sometime in 1877, Manning
decided to set up a separate set of books and journals for the new hospital, the documents I
have used for this study. The very first recorded patient, Register Number 1 Folio 1, was Paul
Coffey, admitted aged 44 on 4 May 1877 (died 1904).26 I have taken his admission date as
the starting point of my study, although Callan Park was not officially gazetted as a separate
institution until August 1878. Construction began in 1880 on the Kirkbride Block and other
outbuildings and was completed in January 1885. The various phases of construction have
been mapped and discussed in detail by Peta Longhurst.27 The massive set of 33 buildings,
with 544 rooms, which included 162 single rooms, is impossible to depict adequately in one
photograph. But Figure 1.2, Figure 1.3 and Figure 1.4 give an idea of the general architecture.

25
Davies and McDonald, “Hidden Women of History: Catherine Hay Thomson” and “The Lunacy
Commission”, Herald (Melbourne), March 24, 1886, 4. See also Victorian Government, Report of the Royal
Commission on Asylums for the Insane and Inebriate (Melbourne: John Ferres, Government Printer, 1886). [The
‘Zox’ Royal Commission – Ephraim Zox (1837-1899) was the chairman].
26
SARNSW, NRS4994, Item 3/4651, Register no. 1, Folio 1. He remained in Callan Park until at least 1884; I
could find no case notes for him after that date. Paul died in 1904 – see “Family Notices,” Sydney Morning
Herald, 10 October 1904, 10; NSW BDM registration no. 13149/1904.
27
Peta Longhurst, “Foundations of Madness. The Role of the Built Environment in the Mental Institutions of
New South Wales” (Bachelor of Liberal Studies Honours Thesis, Flinders University, 2011), 84-92.
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Figure 1.2 The Kirkbride Block at Callan Park
Source: Wikimedia Commons28

28

For Creative Commons licence see https://creativecommons.org/licenses/by/3.0/deed.en (Accessed March 26,
2019).
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Figure 1.3 The Kirkbride Block at Callan Park 2019
Source: Courtesy of Rosemary Roth 2019

The massiveness of the Kirkbride Block was somewhat disguised by the breaking up of its
roof shapes following the guidelines of the pavilion system, as depicted in Figure 1.2 and
Figure 1.3.29 The Block had clearly defined male and female wings with separate dining
rooms. The twin dining rooms could be converted into one room by opening shutters. The
doctors’ and staff quarters were spacious and solidly built and the latter had windows
allowing observation of patients. The large windows with shutters and the verandahs
provided protection from the sun in summer and more sunlight in winter. Among the new
buildings were an administration block, kitchens, laundries, bathrooms and a dispensary for
medicines. Sewing rooms and workshops were provided for occupational therapy, integral
features of moral management. According to the Report for 1879, the determining factor for
the number of official beds available was the cubic space per bed, according to the standard

29

A testament to the durability and practicality of the structures is that some are still in use: Garry Owen House
by writers, and some areas in the Kirkbride Block by the Sydney College of the Arts.
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fixed by the English Commissioners in Lunacy.30 But this standard could not be maintained
in later years due to overcrowding. There was a chapel which also functioned as a function or
recreation room for dances and assemblies. Religion had a central role in moral management,
as discussed later.

Figure 1.4 Callan Park Chapel and Recreation Hall 2019
Source: Courtesy of Rosemary Roth 2019

30

Report for 1879, 6. Manning noted that the excess of patients over official beds for all asylums was 263.
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Figure 1.5 Callan Park Chapel and Recreation Hall 2019 (another view)
Source: Courtesy of Rosemary Roth 2019

The surroundings and patient comfort received considerable attention in the processes of
design and construction. The existing extensive gardens were extended further, and a farm
was established with the use of patient labour, well before construction of the main buildings
was complete. The curator of the Botanic Gardens, Charles Moore, laid out the grounds,
emphasising again the seriousness of the venture.31 The provision of fresh vegetables was
particularly important for Manning because he believed deficient diet could cause the
‘nourishment of the brain’ to fail. Indeed, he had stressed the importance of diet in his 1868
report.32 Recreational spaces (then termed ‘airing courts’), the gardens and avenues of trees
would provide havens for patients to walk in. There was a sports ground and patients were

31

“Callan Park,” Evening News (Sydney), July 7, 1876, 4.
F. Norton Manning, address to Royal Society of NSW, quoted in Shea, “One Hundred Years ago in New
South Wales,” Australasian Psychiatry 9, no. 9 (2001). Manning, Report. Lunatic Asylums, 205, 210.
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allowed to have pets. ‘Ha-ha’ walls were used extensively to restrict patients while giving
them unrestricted views of the Blue Mountains and Sydney Harbour and diminishing the
sense of confinement. These barriers usually consisted of a turfed ditch bounded by a low
masonry wall which did not impair the view (see Figure 1.7).

Inside the buildings, every effort was made to provide a cheerful home-like atmosphere, with
personal living space, individualised belongings and furniture, and wall decorations and
paintings, all too soon somewhat impaired by overcrowding. The asylum was fitted out with
the most modern facilities for cooking, water supply, sanitation, washing, and laundry. It
cannot be over-emphasised that for Callan Park’s patients, predominantly working-class or
paupers, who often lived in ‘slums’, or had been homeless, these clean modern facilities,
indoor toilets, and the park-like environment were likely to have been unfamiliar luxuries,
albeit degraded and over-taxed in later years by crowding.33 The quality and quantity of
provision were in remarkable contrast to the run-down facilities of the major asylums in
Victoria and their long list of defects and dangerous faults listed by the that state’s InspectorGeneral in 1905.34

33

Andrew Sneddon, “Seeing Slums through Rose-coloured Glasses: The Mountain Street Site, Sydney and its
Limitations in the Search for Vanished Slum Communities,” Australian Archaeology 63, no. 1 (2006): 1-12.
34
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Figure 1.6 Plans of Callan Park
Source: Kind permission from NSW State Archives and Records

Figure 1.7 Ha-ha Walls
Source: Wikipedia Commons.

Ha#ha%Wall
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The pavilion system allowed for easier subdivision of functions and isolation of patients
according to the severity and nature of their conditions. Leong gives the planned available
accommodation for patients at project completion as follows:35

Table 1.1 Ward Functions and Numbering at Callan Park – Planned Accommodation
as at 1880
Quiet and convalescent wards (Ward One

2 x 75 patients

men, Ward Ten women)
Excited, violent and noisy wards (Ward Two 2 x 35 patients
men, Ward Nine women)
Intermediate wards (Ward Three men, Ward 2 x 65 patients
Eight women)
Recent and acute wards (Ward Four men,

2 x 55 patients

Ward Seven women)
Sick/hospital wards (Ward Five men, Ward

2 x 52 patients

Six women)
Convalescents in cottages and Garry Owen

96 patients

House
Convalescents in gardener’s cottage and

6 patients

gate lodges
Total

35

666 patients

Leong, “Garry Owen and Callan Park,” 16. See also Luke, Callan Park, 51-52, 98.
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The new asylum filled rapidly even during construction as the demand for patient labour
increased. Patients were moved into buildings as they were completed or into temporary
buildings. There was also a good number of single rooms for the isolation of infectious or
‘troublesome’ patients. Separate wards were established later for tuberculosis (TB) patients.
Female patients were not admitted until 1884. The Report for that year indicated that there
were 273 male and 112 female patients. All too soon, in the Report for 1888, Manning
complained of overcrowding, when there were 730 on the register, 21 in excess of the official
bed provision of 709, which was based on the English standard for bed space.

The Growth of Callan Park and the Insanity Rate
Callan Park grew rapidly after 1888, well beyond the rate of increase of the NSW population.
As shown in Figure 1.8, the total in-hospital at calendar year-end (registered on the books)
rose sharply after 1900; there were 1300 patients on the books by 1919. For each sex, the
average number actually resident was generally 70 to 80 fewer than the year-end total,
reflecting the substantial numbers on home leave at any one time.36 Annual fluctuations in the
totals were due to the varying numbers who died, were re-admitted or were transferred to
other asylums or from them.37 Despite repeated extensions to the accommodations noted in
the Reports, this expansion could not keep up with present or expected demand, a complaint
noted in every Report after 1888. One stop-gap solution was frequent juggling of patients
between asylums. As many as twenty per cent of registered patients were transferred in or out
per annum by 1917. But this policy of load-sharing could never be more than a short-term
expedient. The rise in numbers at Callan Park largely reflected the growth in the official

36
37

See Chapter 8, “Discharges”, for discussion of the success of the home leave policy.
Ibid.
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insanity rate (namely those registered in private and public mental institutions) depicted in
Figure 1.9, suggesting that Callan Park was taking its fair share of the increasing patient load.

Figure 1.8 Patients in Hospital at Callan Park 1880 to 1919 as at 31 December
Source: Reports
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Figure 1.9 Insanity Rate NSW 1877 to 1929
Source: Reports

The Scull-Hare Debate and the Insanity Rate
The Scull-Hare debate on the causes of the significant increase of (institutional) insanity in
the nineteenth century has some relevance to the Australian context, where there was also
rapid growth in patient numbers. The debate arose from Edward Hare’s 1983 contention that
the increase in the British asylum population from the mid-nineteenth century, much greater
than the rate of national population increase, was due to a ‘slow epidemic’ of insanity, rather
than ‘nosocomial’ (hospital-caused) reasons of improved asylum provision, registration and
diagnosis or a shift of mental health care from workhouse to asylum.38 He suggested that
some forms of insanity, particularly schizophrenia, were infectious; there was a ‘somatic
cause’. Scull argued in reply that the definition of ‘committable madness’ expanded over the
nineteenth century, as evidenced for example by transfer from workhouses. Moreover, as

38

Edward Hare, “Was Insanity on The Increase?”; Andrew Scull, “Was Insanity Increasing? A Response to
Edward Hare,” British Journal of Psychiatry 144, no. 4 (1984): 432-436. See also Mary Boyle, Schizophrenia:
A Scientific Delusion (New York: Routledge, 2002), 33.

58

Chapter One
asylums became more overcrowded, and the quality of care deteriorated accordingly, the
discharge rate decreased. He further maintained that the lower-class specificity of the
‘epidemic’ counted against its ‘infectious’ nature, unless the better environment of the
wealthy gave them some special organic immunity. He argued that the increase in asylum
numbers and consequent overcrowding were much more likely due to population growth,
socio-economic factors and political parsimony.

Hare’s suggestion of the infectious nature of schizophrenia, its ‘slow epidemic’, is not
supported by modern research, which suggests other underlying factors, such as
neurodegenerative processes, heredity and epigenetic involvement.39 What is lacking in
Hare’s conjecture is any account of a physical vector of infection. Indeed in 1990, Geoffrey
Der and his associates found that the incidence of schizophrenia had substantially declined in
England and Wales over the previous fifteen years. According to Amanda Baxter and her
colleagues, there was no global epidemic of common mental disorders (CMDs) between 1990
and 2010.40 And despite public opinion to the contrary, the prevalence of these conditions
was found to be ‘fairly stable’ by Samuel Harvey and his co-authors in Australia between
2010 and 2014.41

39

Jeffrey A. Lieberman, “Is Schizophrenia a Neurodegenerative Disorder? A Clinical and Neurobiological
Perspective,” Biological Psychiatry 46, no. 6 (1999): 729-739; Gabriel Oh and Arturas Petronis,
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40
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Depression and Anxiety 31, no. 6 (2014): 506-516. For Australia, see Geoffrey Der, Sunjai Gupta, and Robin M.
Murray, “Is schizophrenia disappearing?,” Lancet 335, no. 8688 (1990): 513-516.
41
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Australia? Evidence from National Health Surveys and Administrative Data, 2001–2014,” Medical Journal of
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Manning had persistently reflected in his Reports on the insanity ratio, namely the ratio of the
certified insane to the general population.42 This was a common theme in medical writing at
the period.43 Manning found no significant increase in the insanity ratio up to 1898.
Manning’s measure of incidence, the ‘occurring insanity rate’, namely the ratio of admissions
to population, did not increase significantly except for the depression years of the 1890s. This
rate was about ten per cent lower than the English figure. But the social welfare system in
NSW was quite different in this and other respects from the English system. Workhouses
were vehemently rejected in the Australian colonies and mental health care was not a
responsibility of local government, as in Britain.44

In his 1913 Report, Eric Sinclair, Manning’s successor, explained the rise in the insanity rate
by pointing to the increased acceptability of asylum care as compared to home care, including
for the ‘feeble minded’ and the elderly. But, as often noted by Manning, the increase in the
insanity rate usually corresponded roughly to the increases in the NSW population over the
period; the rate of population increase was normally a percentage or two higher.45 There were
even decreases in the insanity rate in a few years. This evidence might count against
Sinclair’s 1913 claim of increasing public acceptance. But the proportion of elderly patients
did increase significantly over the period, suggesting greater acceptance of asylum care by
their families. The evidence strongly suggests that Scull is largely correct and counts against
any claims of of an organic mechanism of infectivity.

42

See annual Reports of the Inspector-General of the Insane for New South Wales, henceforward Reports.
For example see Henry Maudsley, “Is Insanity on the Increase?,” British Medical Journal 1, no. 576 (1872):
36-39; Daniel Hack Tuke, “Increase of Insanity in Ireland,” Journal of Mental Science 40, no. 171 (1894): 549561; W. J. Corbet, “On the Increase of Insanity,” American Journal of Psychiatry 50, no. 2 (1893): 224-238.
44
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The Legal Framework
The ad-hoc collection of legal procedures relating to lunacy under the Governor’s Authority
during the early colonial period was codified in the Dangerous Lunatics Act 1843. This
legislation introduced the principle of certification by two doctors (previously only one
doctor’s signature was required), and a mechanism for sending the insane to an asylum,
rather than gaol.46 The new legislation required facilities for the criminally insane, which
were provided at Parramatta. The Lunacy Act 1878, whose content was largely provided by
Manning, dealt with committal and discharge, a Master in Lunacy to manage the financial
affairs of the insane, the proclamation of Hospitals for the Insane, licensed (private) houses
and the initiation of an Inspector-General position.

The 1878 Act also significantly tightened up the looser provisions of the previous 1843
legislation.47 Under the new Act, police could arrest a person thought to be insane, or not
under proper care, and bring them before a Justice. In Sydney this proceeding usually took
place at the Lunacy Court,48 but any Justice of the Peace or magistrate could preside. After
1894 this court was moved to Darlinghurst, near to the Darlinghurst Reception House. The
role of the House is discussed in more detail in the next chapter.

Court proceedings could be avoided if a person, normally a relative or friend, signed a
request for admission, accompanied by two doctors’ certificates of insanity.49 The 1923

46
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Royal Commission on Lunacy endorsed the ‘request’ method, as the Commissioners thought
that it would overcome the reluctance of friends and relatives to have their loved ones’
infirmities on public view in a court.50 In any event, the person whose sanity was in question
would first be placed in the Reception House for up to fourteen days’ observation, which
could be extended if the medical superintendent thought it necessary. This loophole allowed
exploitation of some patients as cheap labour. One trusted patient, Gustav Kries, was
detained at the House for eight years, apparently as an unpaid maintenance worker.51

After evaluation by the Reception House doctors, the Justice could examine the person
himself (there were no female Justices in NSW until 1921), make inquiries, or order a doctor
to make an examination. If the report of the inquiry or examination confirmed the opinion of
the police or the requestor, the person could be brought before two or more Justices who were
required to seek the opinions of two medical practitioners, who could not be related to each
other or to the prospective patient. If the doctors signed separate certificates of insanity, the
Justices could order, if satisfied, the immediate transfer of the person to a public asylum or
licensed house. The Supreme Court, however, could still find persons insane, as was the case
before 1878. The medical superintendent of an asylum could not admit a patient without a
legal order. Many of the provisions of the 1878 Act were copied verbatim into the Lunacy Act
1898, which expanded the definition of insanity.

Discharges were also provided for under the 1878 Act. Justices could order a discharge on
receipt of a certificate from the chief medical officer of the institution that the patient was of
sound mind or could with safety be discharged to the care of a relative or friend. The

50
51

Ibid.
See Chapter 9, “The 1923 NSW Royal Commission,” for discussion of this case.
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Inspector-General of the Insane could also order a discharge on similar criteria. The person
signing the request for admission could ask for discharge, but the medical superintendent
could reject the application on grounds of danger or unfitness.52

The documentation required by the 1878 Act provided (in theory) a means for external audit
of asylum operations. It included Registers of Patients, Medical Journals, Medical Case
Books, and Registers of Discharges, Removals and Deaths. As I note elsewhere in this study,
the requirements of the Act in respect of detailed documentation were often evaded or
avoided. For example there was a legal obligation to give an accurate description of the
‘physical state of the vascular and respiratory organs, of the abdominal viscera and their
respective functions, the state of pulse, tongue, skin &c’,53 and there was to be an ‘accurate
record of the medicines administered’. But all too often only the medically unhelpful build,
eye and hair colour were noted, and the pharmaceutical records were often patchy, illegible,
vague or missing, as discussed in Chapter Seven (“Chemical Restraints”). These physical
descriptions were clearly of use in the apprehension of escapees or possibly for the
identification of patients to new staff in a large institution, but useless for the legally required
purpose of recording the person’s state of health. After the first month, when there had to be a
patient observation once a week at least, case note entries had to be made once a month in
curable cases, and once in three months in chronic cases. Yet quite a few patients were
documented at intervals of a year or more – I give some examples later in this study.
Evidently Callan Park management did not fear Manning’s or the Lunacy Department’s
audits of these matters.

52

Ibid., 66.
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53

63

Chapter One
The checks and balances in the relevant NSW lunacy legislation gave, in theory at least,
limited scope for admissions (or discharges) which might be thought unethical or represented
a conflict of interest by the standards of the day. These safeguards were stressed and
discussed in detail by William Armstrong, former Superintendent of the Ararat asylum in
Victoria, at the 1889 Intercolonial Medical Congress in Melbourne, where Manning was
president of the Section of Psychological Medicine.54 Proven scandals with respect to
wrongful confinement, arising from property and marriages disputes, had aroused public
anger in Britain with respect to private asylums.55 Such practices were not seen in NSW,
although there were several heated public protests after 1912 against ‘improper’ or ‘political’
detention of the sane, such as in the cases of Walter Courthope and William Chidley, both
discussed in Chapter Nine. It is quite clear from his testimony at the Commission, and other
evidence, that Eric Sinclair, Manning’s successor, was active in Chidley’s detentions and
imprisonments. Some withheld letters from patients also protested against their ‘unjust’
confinement.56 But Manning himself had a public reputation for probity and humanity.57
There is no indication, moreover, that Sinclair engaged in unethical practices with respect to
admissions or discharges, even if he might have bent the rules for some ‘political’ patients.

F. Norton Manning and the Foundations of Moral Management in NSW
From the early nineteenth century, policies of ‘moral management’, also known as ‘moral
treatment’ or ‘non-restraint’, began to permeate Western asylum practice, representing a
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fundamental shift away from earlier policies of harsh physical restraint and perceptions by
physicians, and the lay public, of mental illness as incurable. Building on the pioneering work
of the mental health reformer Samuel Tuke (1784–1857) in England, the physician Phillipe
Pinel (1745–1826) in France, Wilhelm Greisinger (1817–1868) and Johann Reil (1759–1813)
in Germany, Kirkbride and Benjamin Rush (1746–1813) in the United States, and other
pioneers,58 there was a new therapeutic optimism: patients could be cured, re-educated and
returned to their families and occupations. Moral management was characterised by
knowledge of the individual and ‘kindness, humanity and reason’, focusing on
encouragement of self-restraint. Regular hours for work, sleep, recreation and meals were
also essential features, encouraging good health and ‘relieving monotony’, according to John
Conolly (1794–1866), resident physician at the Hanwell Asylum in England in 1856.59

One of the breakthroughs for the moral management movement occurred at the York Retreat
in England established by the Society of Friends (Quakers) in 1796, under the supervision of
William Tuke (1732–1822). The unique design and landscaping, implemented by William
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Tuke and his close collaborator, the architect John Bevans, were intended to invoke a
cheerful atmosphere and avoid the gloomy aspect of existing asylums. The new asylum
followed the Quakers’ strong ethical and religious values of benevolence, charity, discipline,
self-restraint and temperance. Treatments were thought to awaken moral feelings, and even
food and drink were objects of ethical regulation. There was minimal restraint.60 As would be
the case at Callan Park 80 years later, it had gardens, sports grounds and ‘ha-ha’ walls.61 But
in accordance with the expectations of the day, social classes were separated, and wards were
gender specific. Manning’s report on his world tour includes notes on his visit to the
Retreat.62 William Tuke died in 1822, but it is probable that Manning interviewed his greatgrandson, James Hack Tuke (1819–1896), also a strong advocate of reform and co-manager
of the Retreat in 1868. Samuel Tuke (1784–1857), James Hack’s father, wrote an
authoritative book on ‘moral treatment’ at the Retreat in 1813.63 Manning refers with
approval to Daniel Hack Tuke’s publications in his report. Daniel Hack’s Manual of
Psychological Medicine was a standard work on insanity for many years.64 He was James
Hack’s younger brother.

Evelyn Woods and Eric Carlson claim that the French Revolution of 1789 made possible the
emergence of Phillipe Pinel (1745–1826) as a leading figure of the general movement
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towards moral management.65 In 1795 Pinel was appointed Physician of the Infirmaries,
directing the Bicêtre, a public hospital for men near Paris, and the Salpêtrière, a hospice for
women. He became famous for freeing the insane from their chains, although other
reformers, such as Vincenzo Chiarugi in Italy, had independently removed these shackles
previously.66 The most vital aspect of Pinel’s ‘traitement moral’ was kindness, combined
with firmness, using coercion, ‘strategy’ and physical restraint as a last resort. He sought to
gain patients’ confidence with careful supervision and screening of their contacts.
Importantly, he dispensed with the previous use of heavy medication, regarding it as an
obstacle to recovery. As I make clear in Chapter Seven, this milder pharmaceutical regime
would not be implemented at Callan Park.67 Both Pinel’s and the Tukes’ work influenced
Kirkbride and other American asylum superintendents.68

Kirkbride had a strong influence on Manning’s policies. When Kirkbride became
superintendent of the Quaker-sponsored Pennsylvania Hospital for the Insane in 1840, its
policies of moral management, strongly influenced by the work of Pinel and Tuke, had been
established for some years. Indeed, Kirkbride had worked there as a resident junior doctor
during 1832.69 He expanded, systematised and proselytised these policies, which became
enormously influential in the US and elsewhere, not least in asylum architecture. One aspect
of Kirkbride’s policies was encouragement of self-control by a system of rewards and
punishments, relying on a system of wards based on behaviour and social class.70 But there
would be no explicit class segregation or treatment differentiation under Manning’s regime,
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other than for a few privileged patients in the cottages. When Manning met Kirkbride in
1868, he was told that physical restraint, a ‘great evil’, was necessary in only a few cases but
could be an invaluable treatment. Kirkbride maintained that seclusion was always bad and
more humiliating. Chemical restraints such as laudanum (opium tincture) would remain in the
‘armoury’, but were to be used with discretion.71 Manning observed that some British
asylums practised seclusion as a disciplinary measure, in others as treatment, but, as noted in
the Reports, he would forego any punishments under his own regime.

It is evident that religion had an important supplementary part in moral management. Tomes
claims that early asylum therapy under Kirkbride was ‘a secular version of the conversion
experience’.72 The Tukes were Quakers (officially The Society of Friends) and embodied
religious teachings in their management of patients. In NSW, there were paid appointments in
every asylum for Catholic and Church of England chaplains,73 and official regulations stated
that visits by authorised ministers of other religions were not to be interfered with by staff.
All staff were specifically reminded in these regulations that any form of criticism of a
patient’s religion, or any kind of proselytising, was strictly forbidden.

It is evident from Manning’s report of his international study tour that he had become firmly
grounded in the latest developments in moral management and the most modern techniques
in asylum construction.74 As superintendent of Tarban Creek/Gladesville, he extended and
modernised the ‘prison-like and gloomy’ institution, reformed the diet, and implemented new
policies.75 On promotion to Inspector-General he extended their scope to the entire colony,
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within the limitations of often dilapidated infrastructure. Under Manning’s (and Sinclair’s)
regime, attendants and nurses were strictly enjoined against unnecessary roughness or
taunting. They were required to amuse the depressed, calm the excited, and entertain or
occupy the bored or idle.76

A regular regime of exercise, concerts, dances, sports, religious services, useful employment
and social events was set up, all intended to implement the principles of moral
management.77 A Daily Telegraph report on the visit of Lord Jersey in 1891 noted: ‘In the
winter, fortnightly dances are the main attraction, in the summer there are harbor trips,
picnics, &c. ... Billiards tables are provided in the institution and there are also a cricket
ground, bowling green, tennis court and various other forms of amusement.’78 A report by the
same newspaper on a monster program of festivities at Callan Park in 1897 to celebrate the
60th year of the Queen’s reign described a whole day of entertainments attended by about
450 guests. There was music, dancing, a Punch and Judy show, ‘scrumptuous’ meals, sports
with prizes, a bonfire and fireworks, and a fancy-dress ball.79 Catharine Coleborne and Dolly
MacKinnon have described the positive effects of the programs of diversions and
entertainments at various asylums in Australia and New Zealand. The Official Visitor to
Auckland asylums, Sada Hendre, noted in 1901 that picnics ‘created a joyous atmosphere’.80

76

Government of NSW, Hospitals for the Insane, New South Wales. Rules for Attendants, Nurses and Others
(Sydney: Government Printer, 1908).
77
Susan Piddock, “A Space of Their Own: Nineteenth Century Lunatic Asylums in England, South Australia
and Tasmania” (PhD Thesis, Flinders University, 2002), 3, 267. Patients at Callan Park could go on launch trips
and picnics, and play tennis, bowls, quoits and cricket, as well taking part in dances and fancy-dress balls – see
Report for 1890, 29.
78
“Callan Park Asylum. Visit of Lord Jersey,” Daily Telegraph (Sydney), January 24, 1891, 5.
79
“Festivities at Callan Park”, Daily Telegraph (Sydney), June 26, 1897, 9.
80
Dolly MacKinnon, “‘Amusements are Provided’: Asylum Entertainment and Recreation in Australia and New
Zealand c. 1860–c. 1945,” in Graham Mooney and Jonathan Reinarz, eds., Permeable Walls: Historical
Perspectives on Hospital and Asylum Visiting (Amsterdam: Rodopi, 2009), 267-288 and Catherine Coleborne,
“Challenging Institutional Hegemony: Family Visitors to Hospitals for the Insane in Australia and New
Zealand, 1880s–1910” in Mooney and Reinarz, Permeable Walls, 289-308. For ‘joyous atmosphere’ see
Coleborne, 296.

69

Chapter One

But moral management as practised by Pinel, Kirkbride and Tuke did not preclude physical
restraints. It is clear from the annual Reports that Manning and later Sinclair (InspectorGeneral 1898 to 1925) disliked their use, even when considered necessary.81 But they
understood that physical restraint was essential to prevent violent, suicidal or excited patients
from harming themselves or others. Patients also had to be prevented from removing
dressings, tearing up clothing and bedding, and damaging other property. Still, Manning’s
accounts of his inspection visits in the Reports show that physical restraint was infrequently
used before his retirement in 1898.82 In the Report for 1883, he stated that such restraint
could only be used on direct order of a medical officer and that each instance of employment
had to be documented. The apparatus had to be kept under lock and key when not in use.
When visiting asylums, Manning examined every patient under restraint and inquired into the
necessity for its use. In 1883 only one patient in 400 was subjected to restraint, and half of
these instances were for medical reasons, such as to stop patients removing their bandages.83

The transition from physical restraint to moral management in the typically large institutions
of the period was not without its critics, particularly during the ‘anti-psychiatry’ movement of
the 1960s and 1970s, whose proponents argued that mental institutions and psychiatry did
more harm than good. Thomas Szasz and Michel Foucault were regarded as leading figures
in this movement, but Szasz rejected this label.84 Indeed Szasz claimed that mental illness
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was a ‘myth’, arguing that findings of mental illness were social, ethical or legal judgements,
not medical issues.85 In the History of Madness, Foucault argues that moral management
swapped physical restraint and chains for mental and social control. He discusses at length
Pinel’s removal of the chains at the Bicêtre and the Salpêtrière and his move to moral
management. Foucault also examines Daniel Hack Tuke’s reforms and his removal of the
fetters.86 In his view the asylum was a place where ‘one is accused, judged and condemned’,
imposing ‘an internalised form of repression’, and its controls were an ‘abuse of power’. 87
Erica Lilleleht’s interpretation of Foucault’s critique in Madness and Civilisation is that for
Foucault, ‘discipline and control are necessarily bad’, just another ‘oppressive technology’.88
Scull goes further, in characterising nineteenth-century (British) asylums as ‘custodial
dumping institutions’ and grim warehouses of the unwanted.89 But the good discharge
outcomes, enlightened leave policy, the provision of useful work, recreation facilities, sports
and entertainments all suggest this is far too harsh a judgement in the case of Callan Park
before the 1930s.

The fact that moral management was explicitly intended to achieve discharge and return
patients to the community as soon as possible, and in many cases did so, would seem to count
against an alleged penchant of doctors for indefinite control. These results are also not
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consistent with Foucault’s depiction of the asylum as a place of judicial judgement and
repressive accusations of madness.90 It is true that the asylum tried to inculcate middle-class
Victorian and Edwardian moral values in the predominantly working-class clientele: punctual
habits, chastity, conformity to supervision, sobriety and neatness. This claimed
indoctrination, and its auxiliary enabling documentation, were part of what Foucault might
call ‘governmentality’. In their commentary on Foucault’s concept of governmentality,
Nikolas Rose, Pat O’Malley and Mariana Valverde explain:
This gives way to an art of governing that assigned priority to all that could
strengthen that state and its power and that sought to intervene into and
manage the habits and activities of subjects to achieve that end.91
But the moral values pursued by the asylum were thought necessary to successful postdischarge functioning and maintaining mental health in the wider society. They were not ends
in themselves or a conscious strengthening of the ‘state and its power’. The fact that
admissions and discharges were very often a process which involved families shows that
doctors did not have exclusive control.

Moral management did not involve ‘talk therapy’, psychotherapy or analysis. There is little
evidence that these treatments were practised in Australian public asylums in the early
twentieth century, at a time when the work and ideas of such well-known pioneers as
Sigmund Freud (1856–1939), Karl Jung (1875–1961) and Havelock Ellis (1859–1939) were
becoming recognised by a worldwide audience.92 According to Joy Damousi, analysis did
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take place in Australia in private practice, some private asylums, and to an extent in military
hospitals, from the early twentieth century.93 But such therapy would have been out of the
question in public asylums, with patient to doctor ratios of around 200 to 1.94 Manning may
possibly have used some form of ‘talk therapy’ when he began private practice after
retirement in 1898.95

State asylum doctors were well aware of the psychoanalysis movement after about 1910.
Andrew Davidson, medical superintendent at Callan Park until he went into private practice
in 1912, corresponded with Freud and Jung. He also subscribed to Freud and Jung’s famous
Jahrbuch für psychoanalytische und psychopathologische Forschungen (Annals of
Psychoanalytic and Psychopathological Research), the first international psychiatric
publication, launched in 1909.96 Freud, Jung and Havelock Ellis accepted Davidson’s
invitations to present papers at the Australasian Medical Congress of 1911. They did not
travel to Australia, but presentations were made on their behalf at the Congress. Nonetheless,
Davidson probably did not use psychoanalysis in his own practice, since according to Robert
Kaplan, his ‘interest in psychoanalysis seemed ephemeral, to say the least’.97 Jones, the
Victorian Inspector-General, also corresponded with Freud after 1911.

The Running Costs of Callan Park
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The expenditure per patient at Callan Park over the period is an important indicator of the
willingness of NSW governments to spend on mental health care. The operating costs and
receipts of all NSW asylums during the period were reported annually to Parliament in the
Reports and included sales and costs of the farm and patient fees. Relevant extracts were
regularly published in major newspapers. The most important running costs were for salaries,
provisions, ‘amusements, books etc’, fuel, light and water, and stores and bedding. A small
amount was spent on ‘stimulants’, which included beer, wine and spirits. Collections from
patients or their families amounted to only about a quarter of the total running costs in most
years, since the majority of patients could not afford to pay maintenance. In addition to sales
from the farm, the value of its produce consumed by patients and staff was included in the
Reports from 1904. This amount was about ten per cent of collections in most years. Taking
these figures into account, there was usually a modest net profit from the farm. Of more
importance to management was the provision of useful and therapeutic work to patients.

As staff salaries rose over time, it seems that management made a conscious choice to cut
back on provisions, which presumably meant a cheaper and more basic patient diet and less
generosity with other supplies. But there was no significant increase in patient to staff ratios.
Wages and provisions were the chief components of expenditure. Salaries were about half of
total costs and provisions about 35 per cent until 1912, when there was a substantial rise in
public service salaries.98 The salaries component then increased to over 60 per cent of gross
costs, but the patient to staff ratio did not appear to suffer appreciably. It is evident from
Figure 1.10 that less and less was spent on provisions after 1902, and that its percentage of
total costs decreased sharply after 1912, apparently as a consequence of the 1912 pay rise.
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Nevertheless the net amount spent per annum per patient in real terms remained about the
same.99 The lack of surviving data about menus before 1915 makes it impossible to determine
to what extent the diet was reduced after 1903, but it is very likely that it became less
generous.

Figure 1.10 Salaries and Provisions as Percentage of Total Running Costs at Callan
Park 1890 to 1919100
Source: Reports 1890 to 1919

Conclusion
Some of the main questions in this study concern the effects of environmental conditions at
Callan Park on the mortality and discharge rates of its patients. As a foundation for
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addressing these questions in later chapters, this chapter has examined its architecture,
nutritional plan, surroundings, modes of care and policies. All these features were specifically
aimed at reinforcing and promoting the principles of moral management, so ably and
forcefully promoted by Manning, and supported by Parkes until the end of his political
career. These principles were based on Manning’s close study of leading Western institutions
of the day and discussions with internationally recognised experts on the care of the insane.
His role, and that of the Colonial Architect, Barnet, were critical to the foundation and
principles of operation of Callan Park, which was the first Australian asylum specifically
designed to implement moral management. In retrospect, Parkes’s hiring of Manning in 1868
was an inspired choice. At the beginning of his political career, Parkes was keen to overcome
the many shortcomings of mental health care in NSW, so embarrassingly revealed by official
inquiries.

The modern sanitation and cooking facilities, park-like surroundings, regular meals, attempts
to provide a home-like atmosphere, patient entertainments, sports and religious consolations
were integral to the philosophy of moral management. They were expressly designed to
favour patient comfort and more rapid discharge. For many of the mostly working-class
residents, these comforts were unlikely to have been experienced in their lives before
admission. Unfortunately, government financial provision did not keep up with increasing
numbers, and the asylum was already becoming overcrowded by the 1880s. Overcrowding
was one the most significant factors affecting mortality and discharges, as I show later in this
study.

The increase in the insanity rate over the period, and consequent overcrowding, were very
likely due to population growth and socio-economic factors, not a ‘slow epidemic’ of

76

Chapter One
contagious illness as suggested by Hare. Manning observed that the rate tended to rise during
economic depressions, while Sinclair later claimed that increasing acceptance of asylum care
by families was also a factor. It seems that the legal framework was sufficient to protect the
public from abuses such as the improper use of confinement to further inheritance disputes or
marital separations. By the 1910s, however, there were a number of confinements in NSW
and Victoria which bent or broke the legal rules, as we shall see in Chapter Nine.101

As foreshadowed in the Introduction, documentation was generally sketchy and of poor
quality, evading the standards set out in lunacy legislation. Due to illegibility and
incompleteness, it is often impossible to discover what medication was prescribed, how often
it was prescribed, or when it was stopped. Also ignoring legal requirements, there were often
wide gaps in the case notes, sometimes of years, between written observations. All these
caveats make it difficult to judge the effects of treatments and chemical restraints on
mortality or recovery. As I demonstrate in later chapters, the abandonment of physical in
favour of chemical restraints was a critical enabler of the growth of asylums under the policy
of moral management. ‘Talk therapy’, psychotherapy or analysis were never components of
moral management during the period.

Perhaps the most important finding of this chapter is that under the policy of moral
management Callan Park attempted to provide as comfortable a refuge as possible for its
often rejected and stigmatised patients. This policy was explicitly intended to optimise
discharges. The overcrowding of later years, poor documentation practices, overuse of
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chemical restraints, high mortality, and possible lower spending on ‘provisions’ in later years
came to overshadow this optimistic picture.
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Chapter 2. Who were the Patients? The Roles of Mental Institutions in the
NSW Social Welfare System 1788–1923
The heterogeneous character of the patient population at Callan Park from 1877 to 1923
shows how broadly ‘insanity’ was defined at the period as compared with modern
classifications. Mental health care was far less specialised and institutions such as Callan
Park therefore had to play a number of different roles. These roles reflected the fact that
asylums and gaols were often ‘last resorts’ in the NSW welfare system. I stress the broader
range of responsibilities here because this history has been commonly viewed by present-day
decision-makers and the general public through the distorting prism of the grim, underfinanced period of the 1930s to the 1970s. Public opinion has been heavily influenced by the
availability of oral histories from that much gloomier period, the stereotyping of dramatic
fiction continuing to the present day,1 and the rise and fall of ‘miracle’ and now discredited
treatments such as lobotomy, insulin shock treatments and deep sleep therapy.2

While there had been an earlier oeuvre of asylum literature,3 persuasive fictional works, such
as the films Bedlam (1946), One flew over the Cuckoo’s Nest (1975) and Shutter Island
(2010) have stamped asylums as places of systematic and intentional abuse, punishment,
horror and sadism, to which management has turned a blind eye or in which it has even taken
part. These modern fictional representations of asylums frame them as institutions whose
functions were to care for the incurably mad and to provide sinecures and safe havens for
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sadists, sexual predators, bullies or the incompetent. The massive Kirkbride buildings of
Callan Park, and abandoned asylums elsewhere, have become icons of horror, torture and the
paranormal in popular culture.4 There is now a significant ‘industry’ of ‘ghost tours’ for both
Callan Park and the former Ararat asylum in Victoria, with over 15,000 visitors to the latter
in 2017.5 Here I depict the nature of the patient population and the actual roles of the asylum
at the time, moving past this obscuring and misleading layer of social memory.

In the first section of this chapter, I elicit the predominant characteristics of Callan Park
patients and why they arrived there. I also suggest how these qualities might have affected
their treatment and management and shaped the roles of this asylum. Secondly, I look at the
multiple roles of asylums in the context of the historical development of social welfare in
NSW since the first European settlement. Another major aim of the second section is to show
that asylums, as well as the prison system, were a ‘last resort’ in the welfare system. A major
reason for the last stop nature of asylums was that they could not legally refuse or discharge
people judged to be insane.6 These understandings, in particular the place of Callan Park in
the welfare system, are essential foundations for analyses of mortality and discharge rates,
and asylum performance, in the main body of this study.
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Part I – Who were the Patients?
The range of conditions which were classified as ‘insanity’ was very broad, as evident from
the Deaths and Discharges samples and the Reports. It is true that the affective disorders
recognised at the period, namely ‘mania’ and ‘melancholia’, accounted for 60 to 70 per cent
of admissions. But ‘manic’ and ‘melancholic’ conditions were much more broadly or vaguely
defined than in modern medical texts such as DSM-V.7 Many sub-categories of ‘mania’ and
‘melancholia’ are now obsolete or have today been subsumed into other disorders, for
example ‘mania a potu’, which can be translated as ‘mania caused by drink’. Sometimes
diagnoses of affective disorders at admission were vague, uncertain and liable to change.
Margaret Ryan was diagnosed with ‘mania acute’, yet her causes of death in 1896 were
documented as ‘Melancholia, Diarrhoea, Exhaustion’. Geoffrey B* had ‘Mania Recurrent’,
but died from ‘Dementia Paralytica, Myocarditis’ in 1910.8 For many other conditions, no
specialist institutions existed at the time and patients with these disorders were rejected by
hospitals or other welfare institutions, either because of incurability or unmanageable
behaviours.

A good example of a common disorder found in the patient population, but which now tends
to be treated in more specialised clinics or institutions, was ‘mania a potu’ (psychosis due to
alcohol abuse).9 Manic-like states and delirium tremens were then and are now a frequent
outcome of alcohol dependence and ‘binges’.10 Alcohol-induced mental disorders may be
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very difficult to distinguish from independent psychiatric conditions.11 Apart from ‘mania a
potu’ diagnoses, about eleven per cent of all admissions and re-admissions tabled in the 1906
Report, for example, had a ‘predisposing’ or ‘exciting’ cause of ‘intemperance in drink’.12 It
was recognised later in the period that specialised institutions for alcoholics were more
appropriate. Hospitals for the insane were in theory excluded from caring for alcoholics by
the NSW Inebriates Act of 1898, but in practice there was no change in the admission rate of
alcoholics because the legally required separate institutions did not exist. This de facto
practice was officially recognised by the gazetting of (still overcrowded) asylums as
institutions for inebriates in 1929. Sinclair had opposed an earlier attempt to set up a female
inebriates’ institution in 1907 on the grounds that it was ‘vulnerable to males bearing
liquor’.13

A number of other disorders seen at admission further illustrate the wide range of entry
criteria and the actual roles of Callan Park. Ten per cent of admissions (predominantly of
men) were due to General Paralysis of the Insane (GPI), recognised by 1910 as a physical
disease with mental manifestations. Most GPI patients in NSW died at asylums.14 Various
forms of dementia and ‘senility’ varied from twelve to twenty per cent of admissions.
‘Dementia praecox’ (‘premature dementia’) would not now be classed as dementia and is
understood as an early perception of schizophrenia.15 Dying and semi-comatose patients in
delirium (and possibly not previously insane) had to be admitted if certified. Mothers who
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developed mental illness after giving birth were also sent to Gladesville and Callan Park.16 In
general, patients who had organic conditions with mental symptoms, such as epilepsy, brain
cancer, Huntington’s Chorea, or lead poisoning were treated as insane. For these mostly
terminal conditions, the effective roles of Callan Park concentrated more on nursing for
organic disease, hospice and medical care rather than on the putative mental-healing effects
of the moral management regime. This regime could ameliorate, but not cure, old age, GPI or
other life-ending conditions. Here Callan Park’s task was to ‘smooth the pillow’.

Apart from the entry criteria just discussed, the social and economic backgrounds of patients
at admission also emphasise the multiple roles played by Callan Park and the varied nature of
its patient population. My analysis of the previous occupations of patients in the samples
shows that they were mainly of lower socio-economic status and suggests that they had
limited economic or social power. Often, low status was connected with recent immigration
or ethnic origin. Immigrant single women were especially vulnerable. Alcohol abuse was
both a symptom and cause of unemployment, family breakdown and social isolation. The
uncertain, itinerant and seasonal nature of work in an economy still greatly influenced by the
seasonal rhythms of rural industry placed stress on families and individuals. Poor physical
health could result in long-term unemployment, while prolonged unemployment meant a
swift descent in social status and agency. And in turn, health status can be further affected by
unemployment. Mel Bartley argues that ‘unemployment may affect physical health via a
“stress” pathway involving physiological changes such as lowered immunity’.17 Clearly such
factors often overlap and reinforce one another so that we cannot exclude these synergies by
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considering each in isolation. I now examine patient characteristics, their effects on
admission rates, and their influence on the nature of the patient population at Callan Park.

Immigrants, Race and Ethnicity
In his report on his 1868 study tour, Manning declared that the patient is often a ‘stranger in
the land’.18 Throughout the period of this study, it is evident that the official insanity rate,
which was always a major concern for Manning and Sinclair, was much higher for people
born outside of NSW. According to Chisholm Ross, assistant medical officer at Gladesville
in 1883, the insanity rate in 1881 per 100,000 for NSW-born males and females was 158 and
123 respectively, whereas for English- and Welsh-born immigrants the corresponding rates
were 675 and 566. The insanity rates for Irish immigrant males and females were much
higher; 1137 and 1192 respectively, more than seven times the respective NSW-born rates.
There were very few Chinese females in the colony then, and none were certified as insane.
But the insanity rate for Chinese men was 650.19 The figures for Chinese and Irish
immigrants strongly suggest that hostility and prejudice against the ‘Other’ increased
marginalisation, isolation and powerlessness for vulnerable people in these groups, as I
discuss later.20

The insanity rates for immigrant groups in NSW declined sharply over the period, as shown
in Figure 2.1. One reason for this decrease was the sharp fall in immigration over the 1890s
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due to more adverse economic conditions.21 Another reason was the growth of the nativeborn population and the declining proportion of foreign-born. Although the NSW birth rate
also decreased, most of the annual increase in population over the same decade was due to
native births.22 Net immigration did pick up after 1910, but the number of (net) immigrants as
a proportion of the general population was relatively small. In 1911 annual net immigration
accounted for two per cent of NSW residents, falling to one per cent by 1925.23 The Reports
show that by 1920 more than 60 per cent of patients were native-born. Including NSW-born
and immigrants, perhaps 90 per cent of Callan Park’s patients were of British and Irish
descent by the first decade of the twentieth century.24 These data indicate that people whose
first language was not English were further marginalised within the asylum – they did not
share the dominant Anglo-Celtic culture of their carers and fellow patients.25
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Figure 2.1 Non-NSW Born as per cent NSW Asylum Population 1881–1919
Source: Reports

Manning and some of his staff publicly shared the attitudes of their time with respect to nonBritish Europeans and non-Europeans. Influential commentators such as the journalist
Charles Bean and Australia’s first Prime Minister, Edmund Barton, thought that Australians
were ‘a superior strain of the British race’.26 At the 1889 Intercolonial Medical Congress,
Chisholm Ross, then medical officer at Gladesville, presented a variety of assertions about
the effects of ethnicity on sanity as incontrovertible facts. According to Ross, aliens’ ‘want of
appreciation of the English language, and the customs and habits of the new country’ made
them particularly subject to ‘delusional insanity’. Sectarian views were also prevalent at the
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period,27 as perhaps in Ross’s claim that one of the reasons for the ‘excess of insanity among
the Irish nationality’ was their ‘loss or abeyance of will-power’.28 Such pre-conceptions were
shared by American mental health commentators who stressed the inferior racial origins and
defective genes of the Irish and claimed that migration exacerbated their mental defects.29
But later commentators have stressed that class and poverty, and inability to adjust to urban
life, were more significant factors behind the high insanity rate of Irish immigrants to the
United States. Ireland exported its poor, especially to the United States.30 While it was true
that the insanity rate for the Irish-born in NSW was quite disproportionate to their proportion
in the general population, Ross’s claims about lack of intrinsic ‘will-power’ were not
supported by any other evidence.
Manning was particularly concerned with the linguistic and social compatibility of nonEuropean patients. They were ‘most difficult to deal with’, an ‘intractable class’ among
whom recoveries were few. Reflecting on the native countries of patients in his 1885 Report,
Manning claimed that members of the ‘darker-skinned races’ were often ‘dangerous,
vindictive and uncertain’.31 He went on to explain that the ‘South Sea Islanders, Chinese,
African blacks’ and a ‘motley assemblage of wanderers’ among his patients, who could not
express themselves in English, were an ‘intractable’ element. Apart from these problematic
non-Europeans, Manning claimed that the number of Irish patients was ‘out of all
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proportion’. In the 1896 Report he wrote that it would be cheaper to deport incurable and
chronic Chinese patients, adding that they were ‘a foreign and often offensive element’.32
Manning’s perceptions of ‘alien’ patients were widely shared in the colony. Although Phil
Griffiths has argued that anti-Chinese sentiment and legislation in late nineteenth-century
NSW was driven by the Sydney ruling class, in order to divert workers’ attention away from
poor social conditions and worse public health provision, he acknowledges that there was
nevertheless strong working-class support for these racist measures. This hostility from
workers was inflamed by hysterical and often plainly dishonest exaggeration of alleged
Chinese vices in the popular press and Parliament, focussing on stereotypes of sexual
immorality, under-cutting of wages and drug-taking.33 It was very likely that such views were
widely shared among nurses and attendants at Callan Park, who were predominantly
working-class.
Sinclair was more circumspect than Manning or Ross with respect to public statements about
‘alien and often offensive’ patients. But as was the case in Western Australia and Victoria,34
it seems that under his purview the NSW authorities were keen to deport many foreign-born
mentally ill, focusing on Asians and continental Europeans. Fifty ‘Chinese’ patients were
deported from Victorian asylums in 1903 and seventeen Asian-born from Fremantle asylum
to Singapore in 1897, the latter deportations apparently due to public outrage at
overcrowding.35 The homeless Jiang X*, admitted to Callan Park in 1916 aged 70, was
perhaps such a reject in NSW.36 On admission, he was diagnosed with ‘mania’ and symptoms
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of heart disease were noted. Jiang (or his friends) stated that he had a wife and son in China,
but he had been in Australia for the last 30 years employed as a gardener. Accordingly, he
was put to work in the vegetable garden. Six months later, despite Jiang’s condition being
‘unchanged’, the ‘Special Circumstances of Discharge’ were: ‘to go to China’. Presumably
his fare had been paid by the state. It seems that the perception that ‘aliens’ were an
‘offensive’ element continued into Sinclair’s era.
Indigenous people might also have been regarded as ‘intractable’ elements in urban areas and
within asylums, again due to language, racial prejudice and cultural differences. But it
appears that there were very few Indigenous patients at Callan Park. I found only two patients
who were explicitly identified in the records as ‘Aboriginal’ in the thousands of case notes I
scanned for the period 1877 to 1920.37 Manning told the 1889 Intercolonial Medical
Congress that only eighteen Indigenous people were admitted in the whole of NSW for the
period 1868–1887.38 These low numbers are perhaps consistent with the very low percentage
of Indigenous patients, with respect to the Aboriginal population of the state, admitted at the
smaller Claremont asylum in WA between 1870 and 1914.39 As Phillipa Martyr points out,
language and cultural differences in WA often made diagnoses of mental illness for
marginalised Indigenous people dubious and their treatment problematic. WA authorities
became reluctant to admit Aboriginal people unless it was the last available option.40 This
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tendency to regard Indigenous patients as an unwanted element in asylums was very likely
the case in other states and might partly explain their apparently low numbers at Callan Park.
Manning believed that mental illness was extremely rare among Indigenous people because
their communities eliminated the insane: ‘violent or aggressive lunatics were slaughtered;
melancholic types were allowed to commit suicide.’41 Strict marriage laws restricted
hereditary insanity. While Manning’s account was influential and became ‘accepted
wisdom’, it is likely that it was based on slender evidence and a belief that Indigenous people
had acquired all the vices of European civilisation, without any of the virtues.42 Peggy Brock
claims that the criminal justice system did not ‘restrain or control Aboriginal behaviour; a
parallel, segregated system fulfilled this task’,43 namely segregated missions and Indigenous
communities. In NSW and other colonies/states, segregation by these means was official
policy.44 We can safely assume that this ‘parallel system’, out of sight of European-settled
areas and towns, also cared for the Indigenous mentally ill, however inadequately. The very
few case notes on identifiably Indigenous patients at Callan Park, which share the generally
unsatisfactory nature of other patients’ case notes, do not suggest adverse treatment, but
attendants and nurses probably shared Manning’s views on the alleged primitive nature of
Indigenous people.
It was likely that the greater insanity rate for immigrants generally was predicated on their
smaller local social networks – almost absent when the immigrant was single or widowed
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without accompanying children. Mental illness among new arrivals was probably exacerbated
by sectarian or racial marginalisation and hostility, as in the case of Irish Catholics.45 Of
course existing local communities with shared backgrounds, such as Irish Catholics and
Protestants, or Chinese, could provide some support. This community-based assistance was
probably vital for Chinese immigrants, who were almost exclusively male. Immigrants
without families, particularly those dependent on charity, were more exposed to the public
and official eye and any deviant behaviour would result in more rapid and unmediated
committal. The absence of support within the asylum could lead to slower discharge and
make home leave impossible. As Coleborne notes, families negotiated with the authorities
and asylums concerning admissions, discharges and leave.46 Immigration status, as well as
marital state and sex, had definite effects on the perceptions of medical staff with regard to
suitability for discharge, as discussed in Chapter Eight.

There is no apparent evidence in the case notes that Catholics, Irish or other ethnic groups
were particularly badly treated or neglected, although it seems, as noted above, that
management was eager to discharge non-Europeans. Reflecting interchanges outside the
walls, linguistic and cultural differences might have created difficulties when diagnosing
patients’ complaints or managing them. Official regulations, however, reminded staff that
they were strictly forbidden from criticising a patient’s religion, or from engaging in any kind
of proselytising. John Hirst suggests that there was a ‘determination to keep sectarian rivalry
out of community organisations’ in the nineteenth century. According to Hirst, all hospitals
and charities had Catholics and Protestants on their boards and worked together. Despite
some public feuding, there was no segregation or polarisation within communities: ‘The
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commitment to avoid old-world divisions was much stronger than the desire to perpetuate
them’.47

Women and Marital Status
Female single immigrants in particular were subject to social exclusion and discrimination.
Coleborne writes that these women were particular targets of moral scrutiny and exclusion
outside and inside the asylum; many in this group were said to live ‘loose lives’, living at the
margins of society.48 She observes that single, lower-class women were audited for
‘character’ and behaviour. Poor, destitute, unemployed spinsters or deserted women who
might be forced to turn to sex work, vagrancy or begging were thought to be a threat to the
social order. In Victoria, poor unattached women were perceived as ‘unwanted’ in charitable
institutions. Gaol or an asylum were the last resorts when charity was wanting. Irish women
were regarded as ‘dirtier’ and more vulnerable to mental illness.49 Indeed the prejudiced
depiction of the Irish generally as ‘dirty’, ‘drunken’ or ‘savage’ was common in colonial
Australia and probably continued after Federation.50

There was much hostility and social exclusion at the period with regard to single women in
general (not only from men), since the dominating sentiment of the time was that women
could only fulfil their social role in marriage and reproduction. As Katie Holmes has shown,
the vocabulary used with regard to spinsters included pejorative terms such as ‘marginal’,
‘peripheral’, ‘old maids’, ‘rejected’, ‘on the shelf’ and ‘redundant’.51 Spinsters were
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marginalised people – for instance, the conservative Melbourne Argus ran a hostile campaign
against them in 1900.52 There were conspicuous exceptions for a few talented single women
of high professional status and social standing. Quite plausibly the vitriolic antagonism and
ridicule which Holmes exposes may have been an additional triggering factor for insanity in
single vulnerable women, and all the more so for recent immigrants as noted above.

Despite these social pressures, prejudices and stresses, insanity rates for women in NSW and
Australia generally were usually lower than the rates for men until about 1920, when the
female rate overtook the male rate. In my study of the Claremont Hospital for the Insane in
Perth, I have suggested that a sex imbalance in the general population is associated with a
higher-than-proportionate rate of males in asylum populations, with WA and Queensland, as
‘frontier’ states with their high masculinity rates, being at one extreme.53 But NSW and
Victoria were far more settled. On the face of it, this account is inconsistent with Elaine
Showalter’s contention that insanity, at least in Britain, was more of a ‘female malady’ from
1830 to 1980, experienced by more women than men.54 But there are good reasons for this
disparity between more settled Britain and colonial societies with relatively high immigration
and sex imbalances.

In any event, Scull contests Showalter’s account of excess femininity, suggesting that the
imbalance was small, and was possibly due to asylum policies of detaining women for longer
periods. He argues that mentally ill women in Britain were more likely to be in rest homes,
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‘Mesmeric salons’ and other sanatoria, than in asylums.55 Scull points to the dominant view,
persisting well into the twentieth century, that women’s behaviour and social position were
essentially derived from their reproductive organs, ‘a creature in whom the emotional
predominated over the rational’, their lack of power and their marginal economic roles.56
Irrespective of these disagreements about the British scene, it is clear that the different
demography and history of NSW led to different outcomes with respect to the relative
incidence of insanity by gender until near-parity of the sexes by the 1920s. One demographic
factor associated with increased masculinity in NSW asylums, at least in the early decades of
Callan Park, was very likely convict transportation. The Callan Park case notes make no
reference to patients’ convict backgrounds. But studies in other ‘convict’ colonies strongly
suggest this association, and that it was well understood by the authorities at the time.57

Ross, then superintendent at the Newcastle asylum for ‘idiots and imbeciles’, and later a
central figure in the ‘political’ confinement of the sex reformer William Chidley after 1912,58
attempted to explain the disparity between British and Australian insanity rates for women in
1893.59 Firstly he discussed the common features of the female experience of insanity in
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Britain and Australia. Like Scull, he pointed to the ‘physiological crises’ of women’s lives,
menarche and menopause, pregnancy and childbirth as ‘responsible for much mental
disturbance’. Secondly, insane women lived longer under asylum care and were less
vulnerable to General Paralysis of the Insane (GPI), a major cause of death at asylums.60 For
Ross, this relative longevity meant a greater number of chronic cases for women. But he
attributed the smaller proportion of women in the colony’s asylums to two factors. Firstly,
there were many more men than women in NSW; and secondly, the ‘struggles and trials’ of
colonial life bore especially heavily upon men living lonely lives. But any reader of Henry
Lawson’s short story The Drover’s Wife or his other outback tales of separation might think
that the wives of itinerant workers in the bush also had lonely lives and ‘struggles and
trials’.61

There is no doubt that for many women, their subordinate social position and relatively lesser
physical strength meant vulnerability to rough handling, abuse and even murder by a partner,
and a life of insecurity and stress. For some, the asylum was probably a refuge from domestic
violence, financial straits, rejection by a partner, or grief, as in the case of Martina M*, a
mother of six aged 32, whose ‘supposed cause’ of illness was ‘child bearing’. Four of her
young children had died.62 Frederica R* said that her husband ‘wanted to be rid of her to
marry another woman’.63 At admission in 1915, Antonia B*, aged 40 and married with one
child, had bruises on her limbs.64 It is possible that bruises or other visible injuries resulted
from restlessness or self-harm arising from their mental conditions, but partner abuse against
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women was possibly the largest category of unreported violence in Australia, England and
New Zealand from 1880 to 1920, albeit declining over this period. But neighbours and police
did often exercise informal punishments and restraints.65 There were no instances in the
Deaths or Discharges samples where the admitting doctors made any comment on possible
domestic violence beyond the bare facts of visible injury.

While private domestic violence against women was often the subject of court and newspaper
reports,66 the use of physical force was deprecated at an official or public level, an ideological
disposition which extended to gendered asylum care. This ‘public space’ ideology is
examined in Carolyn Ramsey’s discussion of state intervention, the justice system and
domestic violence in colonial Australia and the American West. She writes of the ‘exaltation
of female purity’.67 This ostensible disapproval of violence against women in the public
sphere contrasted with the prevalence of spouse abuse, often fuelled by alcohol, or of rough
handling of sex workers in the private sphere as discussed by Ramsey, Raelene Frances and
others.68 Australian legislators and courts shared this disapproval. They accepted the
connection between domestic violence and the need to allow women to leave abusive
marriages.69 The binary division of colonial male perceptions of women is epitomised in the
title of Anne Summers’s Damned Whores and God’s Police.70 Australian asylums needed to
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conform to the gendered official version, because they were open to the public eye via the
Reports, patients’ letters,71 visitors, clergy and visiting entertainers.72 It was perhaps partly
for this reason that Callan Park management tried to minimise firm physical handling for
female patients, preferring less visible chemical restraints.73

Since overcrowding was a serious continuing problem at Callan Park after the mid-1880s,
which very likely adversely affected mortality rates,74 it is important to note that women were
far less crowded than men, at least in the earlier part of the period. In 1885, when the main
Kirkbride Block was completed, there were far fewer women than men (128 to 330), yet
females enjoyed facilities of equal size.75 Significant extensions to provide badly needed
additional beds were made after 1884. There were 879 official beds in total by 1906 (from
666 in 1885), and 911 beds from 1910 to 1920, but we do not know if the additional
accommodation was evenly distributed by sex. Clearly the greatest need for additional beds
was always for male patients until about 1920, so it is likely that the female accommodation
remained relatively uncrowded over the whole period. Women would have been on average
less vulnerable to contagion and to conditions usually exacerbated by more restricted
personal space, such as stress.

It is likely that women were also better cared for than men, since they had a greater degree of
personal attention. The ratio of male patients per attendant was about 25 per cent higher than
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the ratio of female patients to nurses throughout the period. In 1900, for example, there were
eight patients for each attendant and five patients per nurse.76 In subsequent chapters, I
examine how and why such gender-specific considerations affected mortality and discharge.

Class
In discussing the class background of Callan Park’s patients, it is useful to consider the model
used by the Australian historian John Ferry in Colonial Armidale (NSW). Ferry’s model is
largely based on the five-class structure elaborated by the Marxist social historian R. S. Neale
(1927–1985) in his study of eighteenth-century Bath in England,77 but Neale’s framework has
nevertheless proved fruitful for understanding socio-economic status and class stratification
in nineteenth-century Armidale, in particular his postulate of a separate, ‘uneasy’, ‘middling’
class, as distinct from the more secure middle class.78 Rather than relying solely on
occupational categories, Ferry prefers also to employ broader criteria, including property
ownership and debt levels. He is also indebted to Erik Olin Wright, an American Marxist
sociologist who analysed class differences in terms of power over labour, the means of
production, and control of resources.79

Ferry’s ruling elite need not concern us here, since my review of previous occupations of
patients suggests that relatively few members of this class (unless destitute) were assigned to
Callan Park. A minority of these patients had been in the middle class, which held socio-
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economic power and had a high degree of personal agency. Loss of employment and social
exclusion would probably have reduced many in this group to what Ferry might term as the
‘underclass’. The ‘middling’ class had some agency, for example as managers, but they did
not own resources, were often in debt, and were vulnerable to economic fluctuations.
According to Ferry, the working class also had little control over resources or property but
had valued skills which gave them some priority in employment. The ‘underclass’ had low
levels of skill and were the last to be employed and the first to be dismissed in bad seasons or
economic crises. Membership of minority groups and gender also affected employability.
Women had a far more restricted choice of occupation. People unable to work due to mental
or physical illness, or alcohol abuse, were also effectively in the ‘underclass’ unless their
family had independent means and had not rejected them.

The Inspectors-General attempted to establish the class of patients as based on perceived
status by occupation, categories which could be quite misleading when attempting to rank
patients by socio-economic power and agency along Neale’s lines. From 1885 the
occupations of male patients were recorded under categories listed in Table 2.1. But it is clear
from the case notes that in many instances these putative occupations were unlikely to be
resumed, as in the case of the ‘demented’ and ailing Christopher X*, allegedly an ‘old man’
at 54 and ‘once a seaman’.80 The Reports’ status-ordered classifications do not easily
correspond with Neale’s model. For example, it is evident that many less successful clerks,
medical and legal persons, artists and authors in the ‘professional’ or ‘commercial’ groups, of
higher status in the asylum rankings, might instead belong to the ‘uneasy’, ‘middling’ class,
having few resources and contesting for uncertain employment. Similar considerations might
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apply to farmers and graziers, who might be poor and indebted and therefore in Ferry’s
middling class.81

Despite these problematic classifications, it seems plausible that the great majority of asylum
patients belonged to either the working class or Ferry’s ‘underclass’. Moreover, all patients,
irrespective of class, had likely undergone a descent in power, status and agency by the fact
of their diagnosed illnesses, which probably led to long periods of unemployment, incapacity
or destitution. Patients formerly of relatively high status and power, however, were not absent
from the Deaths and Discharges samples: there were former doctors, engineers, bankers and
factory-owners. Two of the four doctors in the samples, Julius K* and Rupert X*, had abused
drugs and alcohol.82 The low salaries of asylum attendants and their high turnover indicate
that they were of similar working-class backgrounds to most patients. Some staff found to be
unsuitable may well have been in the underclass because of previous insecure employment.
About 25 per cent of nurses and attendants were dismissed or resigned their positions in 1900
alone.83

Table 2.1 Occupations of Patients under Care in all NSW Asylums during 1900
Source: Report for 1900, Table 11. (There was little change in the categories of occupations
from 1885 to 1920.)
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Occupation

Examples

Category

Number

Per cent of No. of

(male +

Total

Females in

female)

Under

Occupation

Care

+ Wives of
Men in
Occupation

Professional

Clergy, military

65

1.2

1 + 26 wives

241

4.6

0 + 87 wives

196

3.7

1 + 120

officers, medical and
legal, engineers,
artists, authors
Commercial

Bankers, merchants,
clerks, shopkeepers

Agricultural &

Farmers, squatters,

Pastoral

selectors, graziers

Mechanics,

Blacksmiths,

tradesmen &c,

carpenters, engine-

outdoor

fitters, firemen,

wives
333

6.4

n/a

209

4.0

0 + 109

sawyers, painters,
police
Mechanics,

Bootmakers, binders,

tradesmen &c, indoor compositors, weavers,
or sedentary

tailors

Domestic service

Waiters, cooks,

wives

155

3.0

36 + 0 wives

servants
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Miners, labourers,

1585

30.3

seamen, shepherds

0 + 229
wives

Educational & higher

Governesses,

domestic duties

teachers,

104

2.0

95 + 0 wives

570

10.9

570 + 0

housekeepers, trained
nurses
Ordinary domestic

Servants, charwomen,

work

laundresses

Commercial –

Shopkeepers,

actively employed

saleswomen

Commercial –

Tailoresses,

sedentary

needlewomen,

wives
72

1.4

71 + 0 wives

81

1.5

77 + 0 wives

693

13.2

398 + 0

machinists,
bookbinders, factoryworkers
No occupation

n/a

wives
Unknown

n/a

361

6.9

245 + 0
wives

Total

5236

100

1494 + 571
wives

The predominance of working-class or pauper backgrounds among Callan Park patients is
confirmed by the fact that most patients, or their families and friends, could not pay
maintenance. Some families with sufficient resources did try to evade payment. While the
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Master in Lunacy and the courts pursued non-compliant families for maintenance, their
failure to pay was a constant source of irritation to Manning when wealthier families resorted
to subterfuge. But Manning did understand the destitution of poor families and recognised
that patients without friends or relatives usually could not pay.84 The 1880 Report shows that
about 93 per cent of patients’ maintenance costs were borne by the state, offset to some
extent by the proceeds of mostly patient labour on the asylum farms. This state support might
have been much more expensive without free services by patients on the farms or inside the
asylum, in domestic services, carpentry, manufacture of clothing and bedding, and food
preparation and distribution. The proportion of totally state-supported patients fell to 85 per
cent in 1900 and 1917.85

It is important to stress the predominantly working-class or underclass background and
upbringing of Callan Park patients because these individuals were much more likely to have
suffered the physical and psychic stresses of poverty. Poor living conditions during childhood
such as inadequate sanitation, crowded living, child labour and malnutrition entailed a burden
of developmental problems such as rickets, infectious diseases and heart conditions which
continued into adult life, as often seen at admission. Uncertain, hazardous and seasonal
employment decreased agency, exacerbated by dependence on the moral strictures of
charitable organisations, and the maintenance of large families with little food meant psychic
stress. Doctors in Victorian England recognised the connection between ‘worry, want and
wickedness’ and insanity, especially bearing on women,86 and the association was noted by
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Manning in 1869.87 Vijaya Murali and Femi Oyebode, and other scholars, have shown that
social inequality and poverty are associated with adverse effects on mental health.88

Age, ‘Senility’ and ‘Dementia’
Callan Park patients were on average significantly older than the general population and thus
more likely to suffer from forms of dementia and cardiovascular disease, increasingly so over
the period as the average age at admission increased significantly. Old age and ‘senility’
clearly affected the life expectancy of patients and their morbidity within the asylum. Older
patients were more likely to be sent to the hospital wards and needed greater care and
attention generally because of their fragility and increasing helplessness. The case notes
indicate that many older persons could not walk or feed themselves. The age gap between
Callan Park patients and their fellow citizens increased over the period. While the proportion
of persons aged 65 and over in the general population of Australia did increase from one per
cent in 1861 to four per cent by 1911,89 the Reports show that the proportion of asylum
patients aged 60 or over at admission doubled from seven per cent in 1885 to fourteen per
cent by 1920. It is likely that this growth in older admissions was connected with an
increasingly popular view held by families and the authorities that asylums were a suitable
destination for the ‘difficult’ aged who could no longer work or perform domestic tasks.

In the late twentieth century medical practitioners and researchers recognised that the
majority of dementia cases were in fact Alzheimer’s disease, following re-assessment of the
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pathology and aetiology of the condition.90 The eponymous disease was no doubt present at
the period, but was not formally described by Alois Alzheimer until 1906. His work did not
become known in the English-speaking world until about 1911.91 The condition was not
mentioned in the Deaths or Discharges samples, although various forms of ‘dementia’ were
diagnosed. It is probable that some of these cases were associated with alcohol-related brain
damage,92 given the high number of alcoholics admitted. Some forms of ‘dementia’ seen at
Callan Park would not be recognised as such today, for example ‘dementia praecox’. From
the early twentieth century this condition began to be recognised in mainland Europe as
schizophrenia, but not in NSW until later.93 ‘Dementia organic’, while still a recognised
condition, might now be ascribed to brain trauma, tuberculosis, syphilis, hypertension,
arteriosclerosis in the brain, or some other neurological disease.94

As is the case today, ‘dementia’ at Callan Park was not exclusively a disease of the old. The
organic conditions just mentioned can affect younger persons. Thomas Harrison, for
example, was diagnosed with ‘acute dementia’ at the age of 40. Although not noted as such,
he had possible symptoms of neurosyphilis or other neurological pathology: his lower limbs
were paralysed, his pupils were dilated, and he had exaggerated knee-jerks. Winnie Boland
was 26 years old when diagnosed with ‘dementia primary’. She died from phthisis
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(tuberculosis) two years after her admission in 1906.95 Apart from these few younger
dementia patients, it is evident that Callan Park and its sister asylums were major providers of
care for the ‘difficult’ aged and patients with neurological conditions.

Part II – The Roles of Mental Institutions
To appreciate the reasons for the use of asylums (and gaols) becoming a ‘last resort’ with a
number of roles, it is necessary to understand the background, components and structure of
welfare provision in NSW. Immediately from the landing of the First Fleet, Australian
colonial governments had to provide for the poor, the sick, the disabled and people whose
deviant behaviour was unacceptable to the authorities or their fellow citizens.96 For the first
decades of European settlement, before the beginnings of what John Murphy terms the
‘mixed economy of welfare’ in NSW, the only source of organised welfare provision in the
convict colony was the government. 97 As the population grew, private and religious charities
entered the welfare system. While heavily influenced by British models of welfare provision,
colonial governments and society consciously and vehemently rejected the most salient
features of that system, features which the poor considered repressive and harsh, and the
wealthier impractical and financially burdensome.98 Former convicts and their descendants
objected to features of the British welfare system which they considered tyrannical.99

Historians of Victorian Britain have pointed out that popular animosity to workhouses, before
and after implementation of the new British Poor Law of 1834, was heavily reinforced by
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largely accurate, albeit melodramatic, portrayals of workhouse life in the novels of Charles
Dickens and other socially conscious writers. It would be difficult to exaggerate the influence
of Dickens’s revelations of official heartlessness, caprice and brutality on his enormous
reading public in the English-speaking world.100 On the other hand, some historians, such as
Anne O’Brien, suggest that conditions in Australian benevolent asylums were similar to or
worse than British workhouses. Peter Davies has countered that there is little evidence in
Australia of the excesses so vividly anathematised by Dickens.101 Nevertheless poor houses,
asylums and workhouses on the English model and local authority administration of welfare
were not for export to the Antipodes.102

Government provision of welfare in NSW, in contrast, was from its beginnings characterised
by pragmatic responses to problems which could not be ignored or whitewashed.103 In the
early years, administrations had to respond to the harsh demands of survival. When the
colony faced starvation and lack of shelter, the hungry had to be fed, those who would not
work had to be forced to labour or go to gaol, and those who could not work had to be cared
for and, if possible, returned to work. As the colony grew, and voluntary organisations began
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to provide welfare, governments granted the great majority of their funding on the condition
that persons recommended by officials had to be attended to without charge.104

NSW authorities tended to enforce practical, rather than ideological, responses by voluntary
bodies by withdrawing finance or overruling them, as exemplified in the disputes over
refusals to admit recommended cases to country hospitals in the 1860s.105 Indeed government
dissatisfaction with the incompetent administration of some private providers led to the
founding of the Government Asylum for Infirm and Destitute Women in 1862. The
government took over the management of the Liverpool Asylum from the Benevolent Society
in the same year.106 But it was possible for government employees at public institutions to
have some scope to enforce their own moral preferences by excluding the ‘undeserving’,
restrained perhaps by embarrassing press commentary on official callousness and neglect
with respect to publicly visible needs.107

The provision of private charitable welfare, in contrast to the government’s approach, was
highly influenced by the ideology of the middle- and upper-classes. They valued and
promoted notions of the ‘deserving’ poor, chastity, sobriety, thrift and deference. The
ideological bent of welfare providers was a constant throughout the nineteenth century and
well beyond and such attitudes still persist in political discourse about welfare recipients
today. These views were exemplified by the Society for the Promotion of Christian
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Knowledge and Benevolence founded in Sydney in 1813 (renamed the Benevolent Society in
1818), whose principles were:
to relieve the poor, the distressed, the aged, the infirm, to discourage begging and to
encourage industrious habits among the poor and to provide them with religious
instruction.108
By the 1830s, other private charities provided for the confinement of poor women or home
health care for the poor.109 Those who could not pay (the majority) had to receive a
recommendation from clergy or magistrates, while fee-paying patients whose funds ran out
could be dismissed.110

Voluntary, and to a lesser extent, government hospitals, could not only discriminate, they
could also discharge admitted patients. Those who could not be cured were discharged. As
one newspaper exaggerated the point: ‘When a patient is declared incurable he or she has to
go forth to die’.111 While this claim had a kernel of truth, the authorities did make some
provision for ‘incurables’, arranging transfer to ‘other suitable institutions’, such as
benevolent asylums (not to be confused with mental asylums), homes for the poor, old age
homes and in some cases hospitals for the insane.112 In 1913 Sinclair complained of being
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‘handicapped’ with respect to general hospitals by his inability to discharge non-recovered
patients.113

The desire of Australian private, non-religious, charitable bodies to indoctrinate, control and
discriminate, as well as sustain, had not changed much by the late 1880s. In Britain, the
Charity Organisation Society (COS), founded in 1869, became known as ‘Cringe or Starve’,
because of the widespread perception of its intrusive, coercive paternalism and pitiless
obsession with submission, enforced by exclusion from shelter and food, so vividly conveyed
by Dickens in The Mystery of Edwin Drood (1871).114 The same sarcastic nickname was
given to the Melbourne branch of the COS, founded in 1887, for identical reasons.115 Indeed
in Victoria in the 1890s, James Munro, Premier from 1890 to 1892, and Edward Morris, head
of the COS, were able to transform the charity into a ‘repressive arm of the state’ with respect
to employment programs. These ideologically selective attitudes were apparent in COS-run
hospitals, even to the extent of ‘detective raids’ to weed out ‘impostors’.116

The Benevolent Society (the TBS) was far more dominant than the COS in NSW, but was
never an integral part of a political program such as Munro’s employment initiative.117 It was
the colony’s default charity from 1818, and ‘often fell into an authoritarian tone, handing out
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discipline as frequently as rations’.118 Its ideological approaches and perceived incompetence
were more frequently the subject of government concern and pragmatic action in the late
1800s, as John Stevens indicates.119 ‘Horrid’ conditions in the Pitt Street and Benevolent
Asylums were the subject of harsh criticism in Parkes’s newspaper, Empire, in 1860.120 As a
result of revelations about overcrowding, brutality and other ill-treatment at the 1873 NSW
Royal Commission on Public Charities, the TBS was relieved of its responsibilities for aged
care, and Parramatta, Liverpool and Hyde Park Benevolent Asylums were established as state
institutions.121 Other charities were the subject of sharp criticism. The 1899 report of the
NSW Royal Commission on Public Charities damningly judged that the control of statesubsidised charities tended to become concentrated in a few individuals, being run for the
benefit of these few, rather than ‘ministering to the needs of the sick and struggling poor’. It
recommended the withdrawal of state aid from nine other charities.122

The objects of TBS charity (and the charity of other benevolent organisations), were always
subject to ‘close questioning and continuing surveillance’. They too had to ‘cringe or starve’,
either tailoring their behaviour or having their ration reduced or terminated.123 Thus the rise
of private, non-religious, provision in NSW, from its beginnings, was characterised by a
common ideology of social control, moral conformity and enforced submission to ‘betters’ on
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pain of starvation and homelessness. The moral preferences and lax administration of secular
private charity providers created gaps in welfare provision which public provision did not fill.

Less judgemental religious orders started to fill in the gaps, with the founding of the Roman
Catholic St Vincent’s Hospital at Pott’s Point in 1857, which had a non-sectarian admission
policy. The Salvation Army was also less critical than private charities, actively encouraging
the poor to use its facilities.124 With respect to St Vincent de Paul charitable work, O’Brien
notes that its unpaid representatives, whose charity came largely from their own pockets,
tended to be far closer in social status to the recipients than the largely middle- and upperclass paid functionaries of the TBS. Nevertheless, they did ‘weed out’ those considered
undeserving.125 Hospitals run and staffed by religious societies did not receive much
government assistance, being dependent on voluntary subscriptions and public appeals.126 It
is plausible that some of the official indifference to Catholic charitable bodies derived from
the sectarianism of the day, as I have noted.127 The religious hospitals (and St Vincent’s
Hospice for the Dying, established 1890) did not share the ideology of the private charity
committees. Yet, while religious hospitals did not exclude on moral grounds, they did seek to
spiritually redeem and convert. Moreover, all the voluntary hospitals excluded incurable and
chronic patients. Indeed some district hospitals from the 1860s sent ‘chronic’ patients directly
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to gaol, to the consternation of the government.128 And by the 1880s, with the growing
acceptance of ‘germ theory’, all hospitals, public and private, began to reject ‘venereals’ and
other patients thought to be infectious.129 No doubt persistent overcrowding, lack of facilities
for maintaining hygiene, and the additional costs of isolation of infectious patients lay behind
some of these exclusion decisions.

Despite their clear differences of emphasis, the common policy of private, religious and state
welfare providers was the rejection or discharge of individuals with disruptive, dangerous, or
deviant conduct. Regulations stated that patients or inmates guilty of ‘gross misconduct’ or of
being ‘disorderly’ could be expelled.130 One telling example might be the prompt transfer to
the Reception House of Angus T* from the Little Sisters of the Poor home at Randwick, a
suburb of Sydney, in 1920. The Sisters, a French Catholic order of nuns, had provided a
home for the indigent aged since 1886.131 Angus, aged 67, had been walking about the home
with a razor tied about his neck, and a revolver had been found in his swag. Three days later
he arrived at Callan Park. After a month at the asylum, Angus was discharged to the
Benevolent Asylum at Parramatta, a state home for infirm and destitute men.132 Presumably
he was no longer considered dangerous. William Hollinsgworth, aged 49, added incontinence
to behavioural problems at the private Home for Incurables at Ryde, near Sydney, which
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caused his expulsion.133 When found in the matron’s bed, William insisted that he had a right
to be there as they were to be married. He died from then incurable GPI eighteen months
after admission to Callan Park in 1906.134 Callan Park was the end of his journey.

From the preceding discussion it is evident that there were several overlapping and probably
sizable groups who were not accommodated in, or were rejected by, either private or public
institutions, including the ‘undeserving’, the dying, the chronically unwell, the violent, the
disruptive and the mentally ill. The justice system had to manage and accommodate violent
persons or drunks, but police and magistrates were sometimes reluctant to deliver insane and
unresponsive offenders to gaol. It was not at all clear that many welfare ‘rejects’ had
committed any crime, as in the case of Rachael Avis, nude and starving, who was found lying
in the Warwick Street water-trough when arrested in 1881.135

With regard to the dying and semi-comatose, whom hospitals and other welfare institutions
would rarely admit, and who were liable to be discharged as ‘incurables’, it was evident that
asylums were de facto hospices for the dying and terminally ill. It is plausible that in some
cases, the usual delirium of impending death was mistaken, or was used as a stratagem, for
continuing mental illness. Families and friends were well aware that asylums offered free
medical care in their hospital wards and a degree of palliation that could not be given at
home.
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For the objectives of the Home for the Incurables, see “N.S.W. Home for Incurables, Ryde,” Clarence and
Richmond Examiner (Grafton NSW), April 17, 1915.
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The Callan Park case notes show many examples of patients dying in the week of admission
or soon after. Brenda T*, who had ‘epileptic insanity’, was ‘extremely ill’ on admission and
died after six days in bed from chronic nephritis. Bertha L*, diagnosed with ‘mania senile’,
was given a large dose of morphine a few hours before admission and was probably in the
last stages of heart failure – she died from ‘Acute mania, myocardial deficiency, exhaustion’
a week after admission.136 Cecil M*, who died a month after admission in 1912 from ‘morbus
cordis’ (heart disease), had actually been transferred to Callan Park from the Hospital for the
Dying. He had been diagnosed with ‘organic brain disease’.137 The admission of patients with
GPI, a then incurable condition known to be nearly always fatal within two years, also
indicates a significant hospice role.

Police and magistrates were very often the ‘first stop’ for mental health care, making
preliminary decisions about official management of the insane. As distinct from their
management of behaviour in the public sphere, Coleborne observes that police negotiated
with families about care and monitoring of their mentally ill members.138 Courts could also
decide to send offenders directly to the Hospital for the Criminally Insane at Parramatta.139
Garton suggests that rural police were more likely to use lunacy charges to control vagrants
because an offender could be detained longer than on a criminal charge. This allowed the
person more time to recover. If they did not, the lunacy charge would then proceed.140 Police

136
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Garton, “Policing the Dangerous Lunatic,” 79.
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could send arrested persons directly to a mental asylum, or after 1868 to the Reception House
in Darlinghurst.141

Like mental institutions, the gaol system could not refuse to receive convicted persons.
Moreover, it appears that prisoners found to be insane while in gaol could only with difficulty
be transferred to asylums, as I explain below. Prison was the other last stop for the unruly, for
those who could not find a place in other parts of the welfare system, and for sex workers,
drunks, homeless or mentally ill who came to police attention. Given this range of functions,
gaols can be regarded as an integral part of the welfare system. The vagrancy laws, designed
to remove the homeless, drunks and beggars from public view, were considered to have the
‘twin functions of public order and remoralisation’.142

As is the position today, prisons at the period were perforce a major provider of mental health
care. A 2004 study by Tony Butler and Stephen Allnutt found a 74 per cent prevalence of
‘any psychiatric disorder’ among prisoners, as compared to a 22 per cent prevalence in the
general community.143 The Comptroller-General of Prisons wrote in his 1900 Report: ‘As in
former years, the prisons were largely made use of for the care of lunatics, or of persons
suspected of insanity.’ Over a quarter of the 1900 prison population fell into these categories.
This figure did not include the 54 patients resident in the Parramatta Hospital for the
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Criminally Insane in that year.144 The Comptroller-General complained that it was impossible
to provide treatment in prisons and lamented his inability to transfer lunatics to the Lunacy
Department. Yet it does appear that some insane prisoners were nevertheless transferred to
Parramatta.145 From 1900 there was an observation ward at Parramatta Gaol from where
prisoners found to be insane could be transferred to an asylum or the Reception House.146

But imprisonment could be a rough act of mercy to the starving or ill when other institutions
would not admit. The beachcomber ‘Bondi Mary’ (Bridget Packer) was one such case. Found
starving on the streets in 1918, she was sent to Long Bay reformatory, but then to the
Reception House after a week, before being admitted to Gladesville. When arrested again for
vagrancy in the winter of 1934, the magistrate sentenced ‘Bondi Mary’ to three months’
imprisonment, remarking that ‘it would take her over the winter months’.147

The multiple-role character of asylums at the period was not restricted to Australia. Some
international historical studies recognise the diverse responsibilities of mental asylums in the
Western world at the period and analyse their statistics accordingly. For example Raymond
Fuller, in a 1930 paper on New York mental hospitals covering the interval 1909 to 1928,
grouped length-of-stay statistics for early twentieth century patients by diagnosis, discussing
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the different survival characteristics of each group.148 Except for GPI, Fuller’s classifications
of disorders do not map directly on to Callan Park classifications. In their series of North
Wales studies in the 1990s and early 2000s, comparing nineteenth-century patient data with
late twentieth century data, Healy, Harris and their colleagues grouped their results by
diagnostic category. But the results make no mention of sex differences, which I discuss in
the subsequent chapters. Healy and Harris’s categories cannot be compared directly with
those for Callan Park, since they used then current DSM-III guidelines (published 1980),149
and are derived by analysis by medical professionals of much fuller case notes.150 In Norway,
Ørnulv Ødegärd analysed the different mortality rates by psychiatric diagnosis for first
admissions from 1916 to 1940. Included in his categories were ‘general paresis’ (GPI),
‘alcoholic psychoses’ and ‘senile and arteriosclerotic’.151 Caring for these disorders is not
now the role of psychiatric institutions or clinics, although persons with dementia receive
psychiatric care in other settings. Ødegärd found that the mortality rates in asylums for
specific organic disorders, such as tuberculosis, were much higher among the insane than for
the general public, a point which I stress in the following chapters on mortality. These studies
underline the wide range of responsibilities of international asylums, broadly similar to those
at Callan Park.

Conclusion – The Multiple Roles of Callan Park
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Bringing the above threads of argument together, it is evident that there were two
fundamental reasons for the multiple roles of Callan Park. Firstly, there was the
heterogeneous nature of the patient population (apart from their general marginalisation and
poverty), and their varied physical and mental conditions. In this era, Australian asylums
provided hospital care for organic conditions. The official definition of ‘insanity’ was much
broader then than now;152 ‘senility’, alcoholism, epilepsy and GPI were classed as conditions
which could justify a certification of insanity. Secondly, the different roles arose from the use
of asylums (and gaols) as a last stop for people rejected by other welfare institutions on a
whole variety of grounds, including the ideological, precautionary and practical. The patient
histories in the Deaths and Discharges samples, and the frequent complaints of successive
Inspectors-General of the Insane about being unable to refuse ‘unsuitable’ admissions, such
as unrecovered hospital patients, are evidence for these enforced multiple roles.153

As noted in the Introduction, the Australian historiography has not sufficiently recognised the
multiple roles of asylums and the importance of this understanding for comparison and
evaluation of historical statistics such as mortality rates. This lack of detailed and structured
analysis is evident in discussions of historical mortality in Australian asylums, which have
largely been confined to consideration of aggregate statistics, such as studies by Garton and
Finnane in NSW and Queensland respectively.154 Garton discusses the mortality rates due to
GPI, ‘exhaustion’, ‘old age’, epilepsy and tuberculosis, but he does not relate these figures to
the multi-role character of the asylum.155 An understanding of the more heterogeneous nature
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of mortality statistics, which reflect the multiple roles of the asylum and the varied mortality
risks of the patients, will inform my discussions in the following chapters. To this end, I have
dedicated separate chapters to each major set of the causes of mortality.
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Chapter 3. Common Factors affecting Mortality at Callan Park
There were two distinct sets of common factors which affected mortality rates at Callan Park
and other NSW asylums. One group of factors, not under management control, relates to the
medical and social history of the patient at admission. I call these ‘historical’ factors. The
second group relates to what I term ‘environmental’ factors – conditions at the asylum under
the purview, if not always the complete control, of management. The relative influence of
‘historical’ and ‘environmental’ factors is directly relevant to explaining why mortality at
Callan Park was considerably higher than for NSW overall, and how effectively it performed
its many expected roles.

The main aims of this chapter are to evaluate the effects of both sets of factors on mortality,
to examine their prevalence and influence within asylums, and to compare these, where
relevant, to their prevalence and influence ‘outside the walls’. The effects of ‘environmental’
factors on the quality of patient life are integral to this discussion. A secondary aim of this
chapter is to provide a context and foundation for arguments pursued in the succeeding
‘Deaths’ chapters on the causes of mortality at Callan Park and other NSW asylums.
Importantly, examining these questions here also reduces repetition in these chapters where I
discuss both sets of factors in the context of specific causes of mortality.

‘Historical’ Factors
The most significant ‘historical’ factors include the progressively increasing age of patients at
admission over the period, poverty, prior homelessness and vagrancy, lack of a social
network and family ties, excess masculinity, hunger, physical morbidity from acquired
diseases or other medical conditions, and tobacco usage or alcohol abuse. All these factors,
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except for smoking, are documented in the Callan Park archives and the Reports. The
literature of the period draws attention to this background. For example, John Stanley
James’s investigations of the lives of the ‘lower orders’, The Vagabond Papers, contains
many references to the pervasiveness of tobacco smoke and alcohol in homes and
institutions.1

The health of many patients at Callan Park was already fatally compromised before arrival, as
suggested by their often brief lives at the asylum. Ten per cent of patients in the Deaths
sample survived 30 days or fewer, twenty per cent fewer than 60 days. Most patients had a
background of poverty and low social status and tended to have reduced social ties, as
indicated by the high proportion of admissions of new immigrants and single persons.2

‘Environmental’ Factors
The overarching ‘environmental’ factor typical of asylums and other welfare institutions was
overcrowding. The pervasive and serious negative effects of lack of accommodation at Callan
Park and other asylums, such as inability to provide proper care, were repeatedly stressed in
the Reports.3 Overcrowding affected all aspects of patient life and death: the use and overuse
of chemical restraints, physical and psychological stress, forced compliance with asylum
routine, personal injuries, lack of sleep, the effects of tobacco smoke and other possibly
hazardous aerosols, nutrition, standards of care and treatment, contagion, rushed diagnoses
and patient morale. Lack of sufficient infrastructure to meet ever-increasing patient numbers
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John Stanley James, The Vagabond Papers (Melbourne: Melbourne University Press, 1969). First published as
series of newspaper articles in 1877–1878. Under the penname of ‘The Vagabond’, James personally
investigated the social life of the poor in Australia, masquerading as a patient or inmate of welfare institutions.
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is clearly the unintended, or perhaps in some instances the conscious outcome, of financial
stringency, poor planning, political and public indifference, or professional incompetence.

In the following discussion, I use the prevalence and effects of relevant environmental factors
in the general population of NSW as a ‘benchmark’ where applicable, with an emphasis on
working-class conditions. The working-class diet of the period is one point of reference,
given that the majority of patients came from this background. Table 11 in the Reports for
1894 to 1910 shows that about a sixth of male patients in NSW asylums were classed as
‘professional’, ‘commercial’ or ‘farmer’.4 Not all of these men were wealthy. Only a tenth of
female patients were classed as governesses or teachers, or wives of ‘professional’,
‘commercial’ or ‘agricultural or pastoral’ men.5 Thus the majority of patients were paupers,
homeless or working-class, as can also be inferred from the ‘Occupation’ and ‘Address’
fields in the patient admission notes for the Discharges and Deaths samples. Some factors
were influential before and after admission, such as smoking, and appear in each group of
factors. On the other hand, alcohol consumption was strictly limited within the asylum and a
‘benchmark’ comparison cannot be made.

It is difficult to estimate the relative weighting and importance of environmental and patient
history factors with respect to mortality, or the relative influence of individual factors. Some
specific factors had disproportionate effects for particular illnesses, such as the effects of
smoking or stress on respiratory or cardiovascular diseases, or nutrition on tuberculosis (TB).
Where this is the case, these connections are expanded on in the following chapters. For

4

No separate statistics for these data for Callan Park are available for these years.
‘Agricultural and pastoral men’ did not include agricultural employees. There were of course many poorer
marginal squatters and graziers. Since the Report brackets miners with labourers, it is clear that the former
people were regarded as working-class. The ‘Occupations’ Table 11 was discontinued after 1909.
5
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individual patients, the relative contribution of different factors to their death and length-ofstay can only be assessed, with great uncertainty, on a case-by-case basis. For example, it is
reasonable to assume that historical factors, such as advanced disease, would predominate for
a specific patient who died shortly after admission.

A Difficult Case with Multiple Factors
The difficulties of teasing out the relative roles of environmental and historical factors are
illustrated by the example of George Johnston.6 George, aged 34, was admitted to Callan
Park in 1903, and was diagnosed with General Paralysis of the Insane (GPI), a form of
neurosyphilis.7 Before the availability of the Wassermann test and acceptance by doctors of
the association of syphilis with GPI,8 this diagnosis relied on clinical signs. George had two
definite indications; a distinct tremor of tongue and lips, and an exaggerated knee jerk reflex.
His heart and lungs were ‘normal’. He had the typical GPI symptom of grandiose ideation,
such as being in possession of huge sums, but this symptom was not restricted to GPI
patients.

For most of his stay, George was in an excited state and had to be kept in a single room to
prevent him from attacking other patients. About two months after admission, he was given
3.5 grams (two drams) of the sedative potassium bromide every two hours (four times a day).
This dose was very heavy and risky by modern standards. Large or prolonged doses are
associated with a number of adverse neurological symptoms, including paralysis and renal

6

SARNSW, NRS4994, 3/4687, Register No. 5951.
GPI is discussed in Chapter 4 “Syphilis and General Paralysis of the Insane” for discussion of clinical signs.
8
Ibid.
7
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failure.9 George died a month later. The day before his death the case notes state that he had
developed pneumonia, with rapid breathing and a high pulse rate. Pneumonia can be caused
by bacterial or viral infections, but also may be brought on by other causes, such as aspiration
of food into the lungs during force-feeding, as discussed later in this chapter.

The difficulties of detecting the most relevant factor behind George’s death are evident, not
to mention the problematic and scant case notes. The Deaths sample shows that GPI sufferers
did not live long in the asylum, having damaged organs and weaker immune systems, and
that the condition often terminated in pneumonia.10 Yet bromides at high doses could also
cause organ failure, and overcrowding exacerbated transmission of diseases. George’s single
room was by no means an impermeable barrier against infection. The occupant had to be fed,
washed and toileted by staff who could then go on to possibly transmit his or her infections to
the wider asylum. Conversely staff were potentially a source of contagion for the confined
person. In overcrowded conditions and thus under time pressure, it is likely that attendants,
however dedicated, could not or did not always observe the standard hygienic precautions of
the day.

Class and Life Expectancy
I have already commented on the inadequate housing and public health provision for the
working-class and paupers of NSW in the previous chapter. Modern studies have firmly

9
See Chapter 7, “Chemical Restraints” for typical dosages at Callan Park and side effects. For toxicity see also
Hope E. Baird-Heinz, A’ndrea L. Van Schoick, Francis R. Pelsor et al, “A systematic Review of the Safety of
Potassium Bromide in Dogs,” Journal of the American Veterinary Medical Association 240, no. 6 (2012): 705715. Note: This meta-study also covers a number of studies of toxicity in humans, see table 1, 707-708. And
also D. A. Joyce, L. R. Matz, and B. M. Saker, “Renal Failure and upper Urinary Tract Obstruction after
Retrograde Pyelography with Potassium Bromide solution,” Human Toxicology 4, no. 5 (1985): 481-490.
10
For length-of-stay, see Chapter Four “General Paralysis of the Insane”. For WA GPI patients’ life expectancy,
see also Roth, ““Died Today’”, 58. For association with pneumonia, see George F. Jelly, “General Paralysis of
the Insane,” Boston Medical and Surgical Journal 110, no. 10 (1884): 217-220.
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established that mortality and childhood development problems are strongly associated with
social class and also with insecure employment. Michael Marmot and Richard Wilkinson,
and the World Health Organization, argue that these associations arise from inequalities in
power, income, goods and access to services, including public health infrastructure.11 It is
clear that these same inequalities, but in starker form, existed throughout my period of
interest in NSW, in the context of its much less extensive safety net and less public health
provision.12 As I have established, the great majority of Callan Park patients came from the
working class or were paupers, in much greater proportion than in the general population of
NSW. It follows that comparisons of patients’ life expectancies, or the derived measure
PYLL (potential years of life lost), will be somewhat distorted, insofar as the statistics for the
‘average’ NSW resident will include more longer-lived people from higher social classes
(and more younger people). It is impossible to assess or normalise for the effect of this caveat
on such comparisons, since no separate life expectancy statistics for lower socio-economic
groups were collected at the time. But it is certain that patients at admission will have had
worse health status than the general community due to the class factor.

Diet, Nutrition, Eating Difficulties and Force-Feeding
There is strong evidence for the association of poor nutrition with asylum mortality. Peter
McCandless draws attention to the indignation of white politicians about the very high death
rates for blacks (27 per cent per annum), mainly due to underfeeding, in the segregated South
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Michael Marmot and Richard Wilkinson, eds., Social Determinants of Health: The Solid Facts (Oxford:
Oxford University Press, 2005). See Mel Bartley, Jane Ferrie and Scott M. Montgomery, Chapter 5 “Health and
Labour Market Disadvantage: Unemployment, Non-employment, and Job Insecurity”. See also World Health
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Carolina State Hospital in successive inquiries in 1909 and 1914.13 The steep fall in mortality
for white and black patients by 1920 after sweeping improvements in asylum conditions,
including overcrowding and nutrition, indicates the critical role of these factors.14 Despite the
very different context and social background of United States asylums, it is evident that
malnutrition, if confirmed, would have serious effects on patient mortality generally. In
Chapter Six, I emphasise the particular vulnerability of TB patients to inadequate nutrition.

For the purposes of analysis, the most useful ‘benchmark’ of the asylum diet is the typical
working-class diet of the period. Certainly, the unemployed, paupers and vagrants lived on
much shorter rations than their more fortunate employed brethren. The diet of patients before
admission clearly affects the progress of, and resistance to, disease and infection and the
advance of eventually terminal conditions such as tuberculosis (TB), cardiovascular disease
(CVD), anaemia and osteoporosis, with alcohol and tobacco as accelerants. And nutritional
deficiencies in childhood can cause life-long damage to health and mental functioning.
Modern studies have speculated that poor diet can be a causative factor for mental illness, but
it is far from established that this is the direction of causation.15 What can be said with some
certainty is that working-class diets at the period were nutritionally problematic.

Derek Oddy’s summary of British working-class family budget surveys from the late 1800s
shows that daily kilojoules and intakes of fats and calcium were well below modern official
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Peter McCandless, “South Carolina Lunatic Asylum,” Chapter 7 in Roy Porter and David Wright, eds., The
Confinement of The Insane (Cambridge, UK: Cambridge University Press, 2011), 173-192.
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Behaviours in Individuals with Severe Mental Illness,” Issues in Mental Health Nursing 32, no. 9 (2011): 589597.
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Recommended Daily Intakes (RDIs).16 These conclusions have relevance to the Australian
working-class diet, given the predominantly British origins of the Australian population at the
period. Yet the Australian diet contained far more meat, according to the 1913 Heydon
Inquiry in NSW and the literature of the time.17 Judge Heydon noted that the male partner got
the majority of the meat, owing to the strong belief that the breadwinner needed more
nutrition. Caroline Chisholm, a prominent advocate of immigrant welfare, published a
pamphlet in England called Comfort for the Poor! Meat Three Times a Day in 1847 and
Richard Twopeny, an English visitor, wrote that ‘meat is the staple of Australian life’ in
1883.18

The Australian colonial diet, which tended to be monotonous, was based on the British diet
except for the much greater affordability of meat, sugar and tea and the lack of vegetables.
According to Manning in 1879: ‘Salt beef, inferior tea without milk, and damper (an
indigestible cake of flour and water) are the diet of hundreds [of future patients], without
vegetables of any variety’.19 Henry Lawson’s fictional woolshed labourer, the ‘Greenhand
Rouseabout’, longed for ‘beef and greens’, but for itinerant workers such as shearers,
potatoes were often the only vegetable.20 The meal patterns were otherwise much the same,

16
Derek J. Oddy, From Plain Fare to Fusion Food. British Diet from the 1890s to the 1990s (Woodbridge,
Suffolk: Boydell Press, 2003), Table 3.7, 64.
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Discussed in Robin Walker, “Aspects of Working-Class Life in Industrial Sydney in 1913,” Labour History,
no. 58 (May 1990): 36-47.
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Twopeny are quoted in Heather Hunwick, The Food and Drink of Sydney: A History (London: Rowman &
Littlefield, 2018), 39. For Chisholm, see Judith Iltis, “Chisholm, Caroline (1808–1877),” Australian Dictionary
of Biography, National Centre of Biography, Australian National University,
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online 8 January 2020.
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according to social class, as in Britain. The Australian working classes had meat for breakfast
and meat for lunchtime ‘dinner’, but they otherwise subsisted on butter, milk, sugar and tea.21

Australians at the mid-nineteenth century consumed far too much sugar and salt, and too little
calcium and folates.22 The diet of the wealthy and middle-class may have been more varied
than for the working class, more regular and of better quality, but it was also probably high in
sugar and salt, and higher in fat because of the greater consumption of meat. F. B. Smith
writes that the annual consumption of sugar per person in NSW in 1887 was about 43 kg
(120 g per day), while Australians used about 50 kg of salt per head per year (140 g per
day).23 By comparison, Australians in 2016 consumed on average about 9.6 g per day of salt,
and their intake of sugar in 2011–2012 was 60 g per day, less than half of Smith’s estimate
for 1887.24 It is well understood now that excess salt increases cardiovascular risks and is
associated with kidney disease.25

The oral health consequences of diets high in sugar were catastrophic.26 The editor of the
Australasian Medical Gazette claimed in 1883 that ‘Sydney teeth were the worst in the
world’.27 ‘Teeth bad’, ‘dirty [coated] tongue’, ‘several stumps’, ‘foul breath’, ‘very few

21

Ibid., 54-55.
Ibid., 50-51.
23
F. B. Smith, “The First Health Transition in Australia, 1880–1910,” 26-27, Chapter 2 in Robert M. Douglas,
John C. Caldwell and Rennie M. D’Souza, eds., Demographic Transition (Oxford: Oxford University Press,
2004), 26-27.
24
For present day salt consumption, see Mary-Anne Land, Bruce C. Neal, Claire Johnson et al., “Salt
Consumption by Australian Adults: A Systematic Review and Meta-analysis,” The Medical Journal of Australia
208, no. 2 (2018): 75-81. For sugar consumption, see ABS 4364.0.55.011 “Australian Health Survey –
Consumption of Added Sugars, 2011-2102,”, Accessed November 2, 2018,
http://www.abs.gov.au/ausstats/abs@.nsf/mf/4364.0.55.011.
25
Feng J. He and Graham A. MacGregor, “Salt Reduction lowers Cardiovascular Risk: Meta-Analysis of
Outcome Trials,” Lancet 378, no. 9789 (2011): 380-382. Charlotte Jones-Burton, Shiraz I. Mishra, Jeffrey C.
Fink et al., “An In-depth Review of the Evidence linking Dietary Salt Intake and Progression of Chronic Kidney
Disease,” American Journal of Nephrology 26, no. 3 (2006): 268-275.
26
Walker and Roberts, “Colonial Food Habits 1788–1900,” 52.
27
F. B. Smith, Illness in Colonial Australia (North Melbourne: Australian Scholarly Publishing, 2011), 173174.
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teeth’, and similar observations were common remarks in the Callan Park admission notes.
Lucy A*’s lower jaw was ‘septic’ and she only had a few teeth left, while Godwina M* had
no teeth. Catherine Russell, a young woman aged 26, wore a dental plate, and Arthur
Wellman’s breath was ‘extremely foetid’.28 Modern studies indicate that oral infection is
associated with higher rates of CVD and stroke.29 Regular dental treatment was available in
NSW asylums, at least around the time of the 1923 Royal Commission. By the 1920s,
dentists attended weekly, more often for the bigger asylums.30 I found no evidence of earlier
dental visits to asylums before this time, but we know that honorary dentists attended
benevolent asylums and asylums for destitute children from the 1880s.31 Thus it seems likely
that dental care was also available at mental hospitals well before 1920.

Lack of folate, in an age well before legally enforced fortification of food, has been
associated with adverse neurological changes, developmental difficulties, depression and
dementia.32 Bread made with unprocessed wheat is a major source of folate (and fibre), but
from the mid-1800s urban Australians and the English working classes would not eat brown
bread.33 This fixed preference was unfortunate because bread was a major and essential part
of the working-class and asylum diet. The 1922 Callan Park diet featured (white) bread,
butter and tea as major components of breakfast and the evening meal (see Appendix B,

28

Lucy A* SARNSW, NRS4994, 3/4692, Register No. 7511; Godwina M* SARNSW, NRS4994, 3/4692,
Register No. 7713; Catherine Russell SARNSW, NRS4994, 3/4964, Register No. 8446, Arthur Wellman
SARNSW NRS4994, 3/4670, Register No. 2576.
29
For example, see Jukka H. Muerman, Mariano Sanz and Sok-Ja Janket, “Oral Health, Atherosclerosis, and
Cardiovascular Disease,” Critical Reviews in Oral Biology & Medicine 15, no. 6 (2004): 403-413.
30
RoyalCommission1923, evidence of Eric Sinclair, Director-General, Q3272-3278.
31
Honorary dentists do not appear in the NSW Public Service Lists. For honorary dentist appointments, see for
example “The Randwick Asylum”, Sydney Morning Herald, January 20, 1880, 6.
32
E. H. Reynolds, “Folic Acid, Ageing, Depression, and Dementia,” British Medical Journal 324, no. 7352
(2002): 1512-1515.
33
Hunwick, The Food and Drink of Sydney, 41. See also John Burnett, Plenty and Want: A Social History of
Food in England from 1815 to the Present Day (Abingdon, England: Routledge, 2013), 4.
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Table B. 3). Bread was still a major component of the diet in 1929.34 Although the role of
folate was not yet understood, medical authorities at the period were well aware that nutrients
in brown bread had an important role in neurological development of children and brain
health in general.35

The diet at welfare institutions had the benefit of medical oversight, but there was always a
tension between economy, monotony and patient welfare. A 1929 comparative study of
Australian public asylums apparently conducted by the NSW Inspector-General indicates that
Claremont in Perth, with its ‘eternal bread and jam’, was the most parsimonious, and indeed
iron and calcium deficient, while NSW asylums were among the more generous.36 In many
respects, the Callan Park patient diet, discussed below, was very likely better than the usual
fare of many patients before admission, certainly for the hungry, homeless, alcoholics or
sporadically employed. Doctors were aware of dietary deficiency issues such as scurvy and
attention was paid to having sufficient vegetables and reasonable variation in the menus.

The official diet at Callan Park was more than sufficient to sustain life, certainly in terms of
energy intake. I estimate that daily kilojoules in the 1922 diet averaged about 14,000, slightly
more than modern official recommendations.37 There was at least one meat dish a day, and
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SARNSW 12.1404.1, File note: “Value of Provision Allowances for 100 patients for 1 month based on May
1929 Prices”.
35
See for example “Health and Hygiene. Wheat Bread as Food,” Colonist (Launceston, Tasmania), 18 January
1890, 3. See also J. C. Drummond, “The Place of Bread in the National Diet,” Health and Hygiene 21, no. 2
(2000): 51-57.
36
Roth, “‘Died Today’,” 76 and SARNSW 12/1404.1, “Comparative Statement shewing the daily consumption
of food per patient during the period 1st July 1928 to 30th June 1929, at various Mental Hospitals throughout the
Commonwealth”.
37
See Australian Government National Health and Medical Research Council – “Nutrient Reference Values for
Australia and New Zealand,” accessed September 5, 2019, https://www.nrv.gov.au/nutrients/.
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twenty per cent of the energy intake came from meat.38 Sweet dishes, albeit of the plainer sort
such as puddings, were not lacking, while bread and butter was a staple. Jam was not
mentioned, but it is possible that it was provided. Suet pudding was also on the menu. Its
chief ingredients were nutritionally problematic – hard fat, sugar and molasses. At least two
vegetables were provided ‘in season’. At the midday meal, a small economy was effected by
substituting water for tea. It seems likely that all meat dishes were liberally salted to suit the
popular taste for this condiment, while salt beef was issued twice a week, in an age before
reliable cooling. Elizabeth Davis, formerly a patient at Callan Park, told the 1923 Royal
Commission that there was no fruit.39 This claim seems implausible since, although there was
no mention of fruit in the official diet plan, we know that fruit grown on the asylum farm was
available in season to a ‘limited extent’.40 In any case, my analysis of the menu shows that
patients probably received sufficient Vitamin C from other sources.41

Not all patients received the standard diet. Some provision was made for vegetarians; they
were allowed extra butter instead of meat. Working patients received extra rations, including
beer and tobacco, and had sausages, steak, chops, tripe and onions at breakfast.42 Nonworkers had sufficient protein and most vitamins in terms of modern Recommended Daily

38

See Table B.3, Appendix B. Menu taken from SARNSW 12/1404.1, Report by Robert Kirkpatrick, Manager,
The Hospital, Callan Park, to Inspector-General of Mental Hospitals, December 11, 1922. See also Report by A.
E. Lewis, Manager at Gladesville, December 12, 1922 in the same file.
39
1923RoyalCommission, evidence of Elizabeth Davis, ex-patient, Q798, Q858-859.
40
“A Modern Madhouse. Callan Park and its Inmates. Its Management and Methods”, Sunday Times (Sydney),
August 25, 1895, 3. See also “Callan Park. A Great State Institution”, Sydney Mail and New South Wales
Advertiser (Sydney), August 12, 1903, 409.
41
My Excel workbook containing detailed analysis of the Callan Park diet is available on request.
42
Report by A. E. Lewis op cit. The role of working patients under the system of moral management is
discussed in Chapter One.
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Intakes (RDIs),43 but, according to my analysis of the menu, there were nevertheless serious
dietary failings. Yet infirm patients did receive eggs, and additional milk and meat.44

It should be noted that the diet of the attendants and nurses, and the cottage diet (for
voluntary and full-fee-paying patients) were considerably more generous, featuring far more
meat, and dishes which were never served to non-working, physically well patients, such as
eggs, bacon, cheese, sausages, rump steak and cakes.45 But the staff, at least at Callan Park,
paid for their food and insisted that it was cooked separately.46 There is a certain irony in the
staff and cottage diets, seeing that patients working on the farm tended pigs and poultry,47 but
did not enjoy all the fruits of their labour, while non-workers got none of these.

The NSW asylum diet was probably no worse than a standard working-class diet of the
period.48 Indeed it was very likely more generous before 1904, when management appeared
to make a conscious decision to reduce the diet in response to rising staff salaries (and there
was an apparent persistent refusal by governments to fund these increases).49 The diet was
probably much less monotonous than a male worker’s normal fare because it appears that
both Manning and Sinclair made efforts vary it, and improve its nutritional value, within the
limitations of their budgets. Garton claims the asylum diets of the 1920s were fairly similar to
the working person’s diet.50 Indeed the 1914 Heydon Inquiry found that the Callan Park meat
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See Australian Government National Health and Medical Research Council, “Nutrient Reference Values for
Australia and New Zealand” and Appendix B.
44
Garton, Medicine & Madness, 164.
45
Tables B.1 and B.2, Appendix B. See also See RoyalCommission1923, evidence of E. Sinclair, InspectorGeneral of Mental Hospitals, question 6211 (Report on Menu at Gladesville).
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1923RoyalCommission, evidence of Peter Solomon, attendant, at Callan Park for 17 years, Q1925-1926.
47
“Callan Park. A Great State Institution,” Sydney Mail and New South Wales Advertiser, August 12 1903.
48
See Susan Marguerite Chant, “A History of Local Food in Australia 1788–2015” (PhD Thesis, University of
Adelaide, 2016).
49
See Chapter 1, “Origins”, Figures 1.8 and 1.9. There was probably a sharper reduction after the significant
public service salary increase of 1912. No pre-1915 data about diets has survived.
50
See Garton, Medicine & Madness, 164.
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ration was better than the average consumption of meat by adults in the poorest family
group.51 There is little detail available for NSW asylum diets before this date, although we do
know there were persistent problems with the poor quality of supplied milk and meat.52 On
Manning’s appointment to Tarban Creek (Gladesville) in 1868, he reported that the food was
‘appalling’ and served unhygienically, and he took immediate measures to correct these
problems. He had resolved them a few years later, ending the problem of scurvy at the
institution.53

One indication of the improvement in diet since Manning’s appointment might be the
disapproval of its excessive generosity by a visiting Scottish asylum superintendent, A. R.
Urquhart, who thought that the provision at Gladesville in the late 1870s was ‘most liberal,
more meat being set down than seems at all necessary’.54 Further evidence of better days may
be the diet at the Newcastle (NSW) Asylum for Imbeciles and Idiots in 1880, where residents
were given cheese, bread and butter, tea, beer, rice and sago and fresh vegetables from the
asylum’s gardens.55 In 1895 patients at Parramatta received baked beef and mutton on
alternate days, with plum pudding three times a week. As a treat, cold ‘corn’ (salted) beef and
pickles were issued on Sundays.56 This regularity and claimed liberality of provision must
have improved the quality of life for many patients. Certainly, the excess sugar and salt or
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“Living Wage for Sydney Workers. Mr Justice Heydon’s Comprehensive Inquiry,” Sun (Sydney), February
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A. R. Urquhart, “Three Australian Asylums,” Journal of Mental Science 25, no. 112 (1880): 480-489.
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want of some nutrients increased mortality rates, but the same problems applied to NSW
residents in general.

Some ex-patient witnesses at the 1923 NSW Royal Commission on Lunacy Administration
did complain about the quality, quantity, serving or cooking of food. Other ex-patients
disagreed. Richard Redfern, who had been in and out of asylums over a period of 40 years,
had no complaints about the food at Callan Park or Gladesville.57 Wilfred Ogden also thought
the food acceptable.58 Alan Hawke stated that he had nothing to eat for an interval he could
not remember (‘days or weeks’) at an unnamed asylum. After transfer to the private, statesubsidised, Bayview House (also known as Cook’s River Licensed House for the Insane), he
found that the food was ‘disgracefully served’.59 It is evident that management went to some
lengths to discredit Hawke’s evidence, since subsequent witnesses with official or former
associations with asylums or hospitals attacked his evidence in detail and testified to his
violent and irrational behaviour.60 On the basis of a number of implausible statements by
Hawke, the counter-evidence appears rather more credible. For example, he stated that he
was not fed for some weeks as an ‘experiment’ by doctors.61

The most serious problem with respect to nutrition within the asylum was the prevalence of
eating disorders. Weight loss was not necessarily due to wilful or attention-seeking food
refusal, but the case notes often suggest that doctors assumed such motivations by the patient.
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There were other possible causes. Loss of appetite and wasting are well-known symptoms of
malignancies, but cancer was poorly understood and diagnosed at the period. Food refusal in
the insane (‘sitophobia’) could also be a sign of infectious illnesses such as TB.62 Some
patients may have had an often justified fear that medications were added to food,63 while
others might have had hypochondrial ideas about diet.64 Yet others might have refused food
and medication as a way to express personal agency against the highly-regulated asylum
regime or the stresses of group dining among noisy and disturbed people.

It is difficult, however, to assign such mental states as attempts at resistance in the absence of
clear confirming statements. Such explicit admissions are not to be found in the often terse
case notes. Yet attempts to exercise some control over their own lives might be inferred, but
not definitively proven, for patients who were consistently resistive of asylum routine,
beyond the fact of food refusal. For example, Jenny R* said that food was a ‘sinful
indulgence’ and she was persistently ‘troublesome’, ‘restless’ and resistant to handling until
shortly before her death from TB about eighteen months after admission.65 Antonia B* was
also continually resistive and struggling, would not speak or eat, and was ‘troublesome to
other patients’. She recovered and was discharged after fifteen months’ residence.66

It is questionable whether force-feeding was effective. There is no mention in the Callan Park
records or the Reports of the composition of the food delivered via the ‘tube’. At Hants
County Asylum in Hampshire, England, in the 1850s, milk, beef tea, broth or semi-solid
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foods such as eggs and milk were used.67 Yet it seems doubtful that such gruels were as
balanced as the normal patient diet. From descriptions of the process, food was only partly
consumed, with much regurgitation.68 Rectal feeding was practised in private asylums in
Germany,69 but there is no evidence of it in NSW. It seems that the Callan Park diet for forcefed patients (six per cent of patients in the samples) was an ideal, rather than a reality.

The hard measures taken against food refusal showed the dark side of moral management, the
inflexible enforcement of regulation and ‘order’ with little evident regard to patient comfort.
The pain, risks and stress of force-feeding at asylums during the period have been described
by a number of scholars.70 Harrington Tuke, a pioneer of moral management, recognised in
1858 that the procedure was cruel, often ineffective and even fatal if inexpertly performed.71
It is impossible to believe from a reading of Tuke and his contemporaries that the staff
involved did not recognise that force-feeding was distressing or were not aware of the health
risks from experience. Indeed, ‘showing’ of ‘the [feeding] tube’ was used quite explicitly at
Callan Park as a threat to induce patients to eat.72 Other threats were also used. Charles
Harper, admitted in 1903 during Sinclair’s regime, ‘took food with a spoon only when [an
electric] battery was threatened’,73 casting doubt on Sinclair’s testimony (or memory) at the
1923 Royal Commission that electric treatment had never been used as a punishment.74
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Callan Park management persisted with force-feeding even when one patient had a stricture
of the oesophagus, causing repetitive vomiting throughout the procedure, as in the case of
AnneMarie L*. AnneMarie (not unsurprisingly) became ‘very thin’ and ‘weak and feeble’,
but was discharged at the request of relatives, perhaps having not long to live.75 Thomas
Troy, admitted in 1900, was ‘tube-fed’ for most of the month before his death from
pneumonia in 1903. This condition was a known risk of force-feeding arising from food
aspiration.76 About a sixth of all patients in the samples had eating difficulties or disorders of
some kind – they ‘took food badly’, ‘had to be spoon-fed like a child’ or were force-fed with
an oesophageal ‘tube’. About six per cent of all patients in the samples were fed by ‘tube’ on
at least one occasion (see Figure 3.1 for the procedure as performed in Britain). As about a
third of all force-fed patients died, a third of these from pneumonia, the effectiveness of the
procedure might be considered limited and its risks high.

As force-feeding obviously required bodily or mechanical restraint, at least for the duration
of the operation, it is difficult to reconcile this systematic practice with the official
deprecation of the use of physical restraints under the moral management regime. Moreover,
it appears that this form of (albeit temporary) physical restraint, unlike other variants, did not
have to be officially logged or require medical approval. The Official Regulations make no
reference to such restrictions.
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Figure 3.1 Force-Feeding
Source: British Medical Journal January–June 1894, 462 (Wikimedia Commons).
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The Greater Longevity of Women
There were significant differences between male and female mortality rates at Callan Park.
There was also a contrast in the administration of treatments within Callan Park, where
prevailing ideas about femininity played a significant role. I have referred previously to the
deprecation in public and official contexts of violence against women at the period, as
discussed by Ramsey.77 This elevation of female status outside the home is consistent with
the provision of more individual space for women than men, as was the case at Callan Park.
Female patients also had more carers per person.78 These advantages probably meant fewer
rushed treatments, less stress, less inter-patient violence, and fewer falls.79 On the other hand,
a female patient was about 30 per cent more likely to be sedated than a male and was
therefore more likely to be exposed to the consequent risks of falls, dysphagia (choking) and
respiratory suppression.80 It seems that chemical restraints were preferred for women because
physical restraint or forceful handling would have met with strong criticism and official
embarrassment when visible to the public via family and official visitors, chaplains or
reporters, or indeed female undercover investigators such as Thomson.81

Other sex-specific factors affected female mortality rates. For example, there were far fewer
women who had GPI and there was a marked gendered perception in diagnosis of its
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symptoms.82 Diana Jefferies and her colleagues show that a number of women died soon after
being admitted to Callan Park or Gladesville for insanity following childbirth in the periods
1885–1895 and 1925–1935.83 Irvine Loudon estimates that such puerperal ‘mania’ or
‘melancholia’ was a far more frequent diagnosis in the nineteenth century and that many
cases of such ‘insanity’ might be attributed to delirium following post-natal sepsis or breast
abscesses.84 It seems that the net result of all these positive and negative factors at Callan
Park was that female patients in the Deaths sample survived significantly longer on average
than males, as shown in Figure 3.2.
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Figure 3.2 Cumulative Percentage for Length-of-stay of Deceased Patients at Callan
Park
Sources: Deaths Sample

There are two important caveats for this aggregate ‘survival curve’. Firstly, the length-of-stay
data are taken over a period of more than 40 years. Over this period, treatments and the
asylum conditions changed, in the latter case due to increasing overcrowding. It follows that
the survival curves are only rough approximations. Secondly, the curves for different causes
of death vary quite significantly, as I show in the succeeding chapters on death and mortality.
It is possible to construct roughly similar aggregate ‘survival curves’ from the Reports tables,
but the sample data are preferable, since using the same source allows me to compare more
accurately curves for specific causes of death with the aggregate curve, even allowing for the
limitations of smaller sample size after these causes are disaggregated.

‘Old Age’, ‘Senility’, ‘Senile Decay’ and their Cognates
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Standard official tables of mortality by age confirm the unsurprising observation that the
older the patient population, the higher the mortality rate, other things being equal.85 The
average age at admission at NSW asylums rose significantly over the period relative to the
average age of the general population. As explained in Chapter Two, one important function
of Callan Park was to care for the ‘difficult’ elderly, either as a hospice, aged home, or as
simple ‘warehousing’. The Reports indicate that these roles became more important over time
as the average age at admission increased. In 1885 about seven per cent of persons admitted
or re-admitted to NSW asylums were aged over 60, while about five per cent of the general
population was over 60.86 Yet in 1921 fourteen per cent of total asylum admissions were for
people aged over 60,87 whereas three per cent of their fellow NSW residents fell in this age
range in that year.88 Thus while the ‘average’ person in NSW became markedly younger over
the period, mostly due to rapidly declining child mortality,89 an increasing proportion of
asylum patients were 60 or older at admission. Part of the reason for this trend may well have
been an increasing lack of provision for the aged, the ‘forgotten people’, in other welfare
institutions, as explained by Pat Jalland. She writes that such homes for the aged were
persistently overcrowded.90 These factors would have made it more likely that more
‘difficult’ inmates were diverted to mental institutions, where they could not be rejected if
properly certified.
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The increasing admission age is also consistent with a growing tendency by families and the
welfare authorities to view asylums as suitable institutions for care of the more ‘difficult’
aged, such as sufferers from dementia, who were likely to be difficult to care for within the
home. Economic stress (such as the depression of the 1890s), the irregular nature of
employment and associated family separations, discussed later in this chapter, would have
made families more willing to ‘give up’ their older non-working members to institutional
care. Jalland argues that this trend reflected a ‘fundamental social change’ in the later
nineteenth century.91 But it should be noted that 64 per cent of inmates of aged care
institutions between 1880 and 1896 had no family in NSW.92

The multiple effects of aging on the body are critical factors with respect to vulnerability to
challenging asylum conditions. ‘Senility’, ‘old age’ and other similar variants remained
common, if often misdiagnosed, causes of death throughout the period, as seen in Figure 3.3.
The elderly tend to have weaker immune systems, are more vulnerable to infection, and have
much less resistance to illness. Thus they are likely to have worse outcomes from challenges
to health.93 Osteoporosis, more common in the elderly, especially in women,94 makes falls
risky and often fatal – an important consideration in crowded conditions. Bone weakening,
not only for General Paralysis patients, was a recognised cause of fatalities at this period.95
As discussed in more detail later in this chapter, dietary deficiencies in Vitamin D and
calcium can adversely affect bone strength and thus the likelihood of life-threatening
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fractures. Mortality from many illnesses is quite age-dependent – deaths occur
disproportionately in the very young and the old. While deaths from ‘senile debility’ or
similar diagnoses declined over the period, they were still counted in national and NSW
asylum statistics in the 1920s.96 Many of these ‘catch-all’ verdicts were probably instances of
death from cardiovascular disease or possibly cancer.

While it is clear that older patients were (and are) more vulnerable on average to medical and
physical risks, it should be noted that life expectancy for older NSW residents generally
increased significantly over the period. Mortality rates for males between 65 and 74 fell from
about 6,020 per 100,000 in 1870–1872 to 5,090 per 100,000 in 1920–22, while the
corresponding female rates fell from 4,650 to 3,860.97 These trends can be compared with the
significantly higher death rate trends for all patients at Callan Park. The aggregate death rate
for males in 1880 was 9,302 per 100,000 and varied from approximately 10,000 in 1904 to
16,393 in 1917, falling to 11,598 in 1919. For females, the mortality rates per 100,000 were
7,540 in 1886, 8,677 in 1904 and 10,476 in 1914, falling to 6,041 in 1914.98 Figure 3.3 shows
the mortality statistics for all NSW asylums at the period. It seems likely that the increasing
age of patients, despite the improving life expectancy for aged persons generally, was one
factor behind these higher figures.
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Figure 3.3 ‘Senility’ Crude Death Rate per 100,000 All NSW Asylums 1877–1917
Sources: Reports 1877 to 1917
Note: ‘’Senility’ deaths were not recorded after 1917.

Smoking
Smoking was endemic in Australia from colonial times.99 The majority of male patients and
some female patients had a long and probably damaging history of smoking at admission, in
an era when tobacco use from a young age by males in particular was generally unrestricted
and prevalent. Ian Tyrrell estimates that 72 to 80 per cent of adult males smoked
(predominantly pipes) in early colonial Australia and shows that male smoking rates did not
fall appreciably until the 1960s.100 He claims that from about 1860 pipe smoking by females,
at first widespread among convict women, ‘disappeared’ in the cities, due to changing views
about female decorum and proliferation of middle-class values. The custom continued,
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however, in rural areas and among Indigenous women.101 Nevertheless, archaeological
evidence strongly suggests prevalent pipe smoking by the ‘lowest class’ women in NSW
welfare institutions before 1900.102 Presumably many women smoked pipes at Callan Park,
where most patients had a similar social background, before cigarettes became fashionable.
Ian Tyrrell states that female smoking rates increased after the First World War, from about
three per cent in 1900 to nine per cent by 1920.103 During and after the First World War,
more hazardous cigarettes became far more fashionable for both sexes, and it was likely that
Callan Park patients followed these trends.104

Smoking was an environmental hazard after admission, particularly in crowded or illventilated institutions.105 At NSW asylums, there was little restriction on smoking until 1918,
other than the requirement that patients were not permitted to have matches, or to smoke in
the sleeping quarters.106 The 1918 NSW Rules for Attendants, Nurses and Others extended
restrictions, forbidding attendants and patients to smoke except in designated smoking
rooms.107 There was a tobacco ration and friends and family might supplement it, but the
1918 Rules discontinued the supply of tobacco to new patients unless on medical order.108
Working patients received extra tobacco. The average level of tobacco use may well have
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been higher than for the source population, because the poor and irregularly employed may
not have been able to afford a regular smoke. Moreover, many patients may have smoked to
relieve the boredom and stresses of confinement and their own illness, notwithstanding the
considerable efforts of management to divert, exercise, amuse and employ them. Modern
studies indicate that mentally ill people smoke more.109

Smoking was a greater hazard within Callan Park than outside it, given the concentration of
smokers indoors, more often in bad weather. It is now well established that smoking
adversely affects cardiovascular and cerebrovascular conditions, as well as being associated
with diabetes, cancer, and kidney or liver disease.110 Smoking also affects the immune system
and therefore resistance to infection and the rate of progress of fatal illnesses once
acquired.111 While all these damaging effects of smoking were not accepted generally until
late in the twentieth century, in large part due to determined obfuscation by the tobacco
industry, they applied equally to nineteenth-century welfare institutions and to smokers
generally.112 The association of pipe smoking with some cancers was already understood by
the late nineteenth century.113 It is reasonable to propose that women patients were less
exposed to risks from tobacco, as they had separate, less crowded, accommodation from the
men and consumed less.
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We do not know the extent of passive smoking at Callan Park. It is likely that non-smokers
voluntarily or involuntarily shared the designated smoking rooms and airing courts, with
consequent adverse health effects.114 Apart from the health issues for smokers, there is good
reason to believe that tobacco smoke in confined, crowded and ill-ventilated conditions must
have been an ordeal for many non-smoker patients, if the numerous complaints at the period
about smoking on trains and other public transport are any guide.115 Objections to passive
smoking are by no means exclusively a late twentieth century social issue.116 The unhygienic
practice of spitting on the floor by smokers seems to have been an offensive custom in public
transport or on the street and was very likely prevalent in asylums.117

Alcohol
A history of alcohol abuse was another important factor affecting health status at admission.
It was judged to be a contributing cause of the diagnosed mental illness for about ten per cent
of all patients in both samples. Roughly half of all patients in the Deaths and Discharges
samples with a history of alcohol abuse were diagnosed with ‘mania a potu’ (alcoholic
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mania). Excess drinking is known to cause psychosis of this kind.118 The sample records
probably underestimate the prevalence of previous high alcohol consumption among patients,
particularly males, given the known association of alcohol abuse with mental disorders found
in modern studies.119 Alcoholism was primarily a condition affecting males. Only a quarter of
patients in the samples whose notes suggest a background of alcohol abuse were female. This
observation is supported by the 1901 Statistical Register for NSW, which states that four
times as many males as females were convicted in NSW for drunkenness.120 Robin Room
demonstrates that there was a predominantly male drinking culture in Australia from colonial
times from which ‘respectable’ females were excluded. He observes that there was an
increasing contest between the sexually segregated culture of ‘mateship’ and the ‘growing
hegemony of the suburban style’, in which the temperance movement was an important
instrument.121 Alcohol abuse by male partners was concomitant with hunger and violence for
women and children in the home, as Howard le Couteur observes in his account of the views
of a colonial Queensland working-class woman on drunkenness.122 It seems unlikely then that
there were generally high levels of female insobriety, even in less ‘respectable’ households.
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Although some studies have suggested that light to moderate drinking might have some
positive effects on cardiac health,123 higher levels of consumption can have serious
consequences. Since the 1920s, it has been accepted that excess intake is associated with a
higher risk of cardiovascular illness (CVD).124 It should be noted that it is unlikely that
patients resident in the asylum, as distinct from unsupervised patients on leave, had an
opportunity to continue drinking in any quantity. Beer was part of the normal asylum diet
until some years before 1893 when it was discontinued, except as a modest ration as an
incentive for working patients.125 This inducement was subsequently withdrawn. Some ill,
‘melancholic’ or ‘maniacal exhaustion’ patients were given small quantities of ‘stimulants’
(probably brandy), apparently as a tonic.126 In effect, Callan Park functioned as a sanatorium
or ‘drying-out’ facility for less manageable alcoholics.

Further evidence that patients with a history of alcoholism were generally frailer at admission
is the now known association of alcohol addiction with hepatitis, and cancer or cirrhosis of
the liver. Alcohol, even at low consumption levels, may be associated with anaemia,
pancreatitis, intestinal disease, neuropathy, kidney disorders and can weaken the immune
system.127 The likelihood of fractures is increased due to skeleto-muscular weakness,128
implying a greater risk, pre-admission, for people who were subject to inebriation, falls, and
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jostling. Norbert L* died from cirrhosis of the liver and Bright’s disease (inflammation of the
kidneys) in 1892 at Callan Park. The ‘supposed cause’ of his admission was ‘drink’.129 While
only beginning to be recognised as a medical condition during the period, an additional
shorter-term hazard was the risk of Alcohol Withdrawal Syndrome (AWS) after admission.
This syndrome can have life-threatening symptoms such as seizures, acute respiratory failure,
excessive pulse rate, and high blood pressure.130 These effects of withdrawal were beginning
to be recognised by the mid-nineteenth century.131 No definite evidence of AWS is evident in
the Deaths sample, but it is plausible that a number of deaths could be attributed to this cause.
Martin D’Arcy, an alcoholic whose case I discuss in detail in Chapter Nine, may have been
one of these unfortunate patients. He died on his first evening in the mental health system.

Homelessness and Vagrancy, Migratory and Uncertain Employment
Prior homelessness and vagrancy are an important ‘patient history’ factor. About ten per cent
of patients in the Deaths sample had no fixed address or an unknown address. Admittedly,
these patients might not all have been homeless because very ill patients with no relatives or
friends might have been unable or unwilling to give an address. The patient’s previous
doctor, a relative or friend might have supplied the address, but none of the five persons in
the Deaths sample who had blank or unknown residences had a relevant record in their
admission notes. Letters or statements from the person’s friends, relatives or physicians were
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sometimes included in the case notes, from which an address might have been derived by
asylum staff.

Before admission, homeless, rootless or wandering persons ran greater health risks from
exposure, violence (sexual or physical), alcohol abuse, low morale and lack of care. About
half of the homeless case-study patients deceased at Callan Park died within four months of
admission, suggesting that patient history was the most important factor in these cases. Five
patients with no fixed addresses had very serious conditions at admission and for some, the
case notes suggest that they were unable to look after themselves.

For those able to work, the extent of homelessness and migratory job-seeking is clearly
related to the uncertainty of employment over the period and the frequent need to search for
work. Depressions and economic downturns were a regular feature of the economic
landscape, heavily affecting less skilled and more marginal workers who were easier to
dismiss. Major depressions around or during the period occurred in 1873 and 1893. The
economy took some years to recover from these events.132 Unemployment of trade unionists
rose from four per cent in 1890 to 28 per cent in 1893. These were the initial years of the
‘great’ nineteenth-century depression,133 the effects of which were to persist until the early
1900s.134 Even in good times the nature of employment was often short-term, casual,
localised and seasonal.135 Surges in unemployment entailed more depression, homelessness,
prolonged job searches, vagrancy and deprivation, and admissions to asylums and other
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welfare institutions. Manning observed the marked rise in admissions, well above the
average, during the ‘general commercial trouble’ in the Report for 1894, noting that the
neurotic and weak-minded were ‘handicapped in the race when the conditions of life are
more than usually hard’.136

A number of Callan Park patients directly attributed their illness to financial hardship and
want of employment. Simon Z*, formerly a senior seaman (ship’s mate) was aged 69 at
admission in 1880.137 He said that he had been forced to give up his berth by deafness
incurred while jumping overboard four years earlier to save a fellow sailor from drowning.
Presumably up to the time of this dramatic rescue Simon had been physically fit, despite his
age. His admission notes state that since arriving in NSW three months before, he had not
found other work and had become destitute and low-spirited. Clearly employers were
reluctant to take on an elderly, deaf person with only maritime skills. Afraid of committing
suicide, Simon stated that he had thrown a brick through a window to get the attention of
authorities. He was diagnosed with melancholia at admission. Growing thinner and weaker
after eight years’ residence, he was found to have epithelioma (carcinoma) of the tongue and
was sent to Prince Alfred Hospital for surgery. The notes record that ‘the operation was
performed successfully but he sank and today died’.

Most available rural work entailed arduous travel, rough quarters and frequent family
separations. Jenny Lee and Charles Fahey claim that most agricultural and pastoral workers
needed to travel long distances and reside in temporary quarters far from family and friends
and distant from medical services.138 Many urban workers had to seek employment in rural
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industry in slack times. Rural employment was based on the fiction that workers had no
family ‘encumbrances’ (only single accommodation was provided) and female partners had
to remain in the cities due to limited opportunities for employment of women in the bush –
about fifteen per cent of NSW couples had an absent partner in 1891.139

High masculinity, lack of family or social networks and the use of alcohol as a solace
provided no buffer against mental illness arising from economic stress, violence and
isolation. And many itinerant workers with limited resources, archetypically swagmen, had to
‘take their rest ‘neath moon and star’,140 and survive on short rations en route to the next job
or during hard times, seeking solace at the end of contracts in cheap booze, commercial sex
and mostly male company. Their dependants left behind in the towns also went short or were
supplicants to the parsimonious and judgmental mercies of charity.141 It is no surprise that the
isolation and stresses of these repeated hardships (most often in winter) fostered mental and
physical disorders.

Cecil M*, perhaps not a pauper, was one of these homeless, migrating or vagrant patients,
whose health was evidently compromised before admission. He had been transferred to
Callan Park from the Hospital for the Dying.142 The letter from Cecil’s workmate in New
Zealand is one of the very few letters found on file which give the history of a homeless
person. According to this document, he had been hit in the eye three years before by a piece
of stone while working in a quarry as a stonemason. Cecil gave up work shortly afterwards,
presumably due to enduring partial blindness, and left for Australia. The workmate wrote that
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Cecil had ‘a good few hundred pounds’ by him when he sailed to Sydney. On admission to
Callan Park in 1912, aged 60, he was diagnosed with valvular heart disease, aphasia and
hemiplegia.143 As with Simon Z*, his age, disability, and specialised skills had probably
reduced his chances of employment.

The circumstances of Cecil’s admission are puzzling. It seems inexplicable in terms of
modern health care protocols, but he had been transferred from the Hospital for the Dying
after he had had a stroke, where he was apparently receiving hospice care for terminal heart
disease. The records show that Cecil died from heart disease (‘morbus cordis’) less than two
months after admission to Callan Park. In Chapter Two, I noted that hospitals expelled
obstreperous or incurable patients, yet the Hospital for the Dying by definition cared for
incurable cases. Cecil’s case notes suggest that he was far too weak and disabled to have been
violent or disruptive at this hospice. On the contrary, the records suggest that he was helpless
and ‘faulty in his habits’ (incontinent). Presumably the Hospital had many patients in this
category – thus the reasons for Cecil’s discharge are a mystery. As Jalland suggests, the
Hospital for the Dying was probably overcrowded.144

Environmental Factors within the Asylum
The overarching background factor to a wide range of asylum conditions affecting mortality
at Callan Park was overcrowding. Sinclair and Manning persistently complained of the
negative effects of overcrowding in the Reports and at medical congresses.145 These protests
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received regular coverage in the press, but negligible editorial or reader comment.146 Indeed,
the establishment of Callan Park in 1877 was a response to overcrowding elsewhere.
Crammed accommodation in welfare institutions affects patient welfare in many ways:
contagion rates, isolation, stress, staffing workload, the risk of serious falls, hygiene,
nutrition, medical care, exercise and patient and staff morale. Spacing at Callan Park was so
close that patients in adjacent beds could touch hands,147 and they shared toilet, exercise,
dining and bathing facilities, with some exceptions for ‘excited’ or ill patients, who had to eat
in their respective wards. While single rooms could reduce contagion, their primary role, as
described in the Reports, was to manage excited and violent patients. This internal
quarantining, or isolation via segregated wards, would probably have been compromised in
any case by pressure of sheer numbers.

These compromises meant that NSW asylums were particularly vulnerable to epidemics,
most notably during the influenza pandemic of 1919. The 1919 Report states that 180 NSW
patients died from influenza in that year, whereas deaths from that cause were relatively rare
before 1919. One representative account of an influenza death might be the demise of Aurora
K*. She died from ‘Influenza, bronchitis and senility’ of three weeks’ duration in 1904, about
ten months after admission, aged 63.148 Aurora was observed to be obese at admission, being
‘grossly fat and flabby looking’, although her heart and lungs were found to be normal. Her
physical health remained ‘fair’ until the onset of influenza, followed by bronchitis, when her
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temperature reached 40.5 °C (105 °F) at times. Bronchitis, also potentially fatal, as in this
case, was a frequent concomitant of influenza.

Stress
It is unremarkable to say that mental illness and the simple fact of involuntary confinement in
a crowded institution may be stressful experiences for patients aware of their surroundings.
Indeed, stress is a well-recognised causative factor for mental illness, for example arising
from chronic disabling illness, domestic violence, love affairs, bereavement, social exclusion
or financial failures.149 All these stressors are cited as contributing causes of admission in the
samples.

Many patients had experienced grief or financial worry before becoming mentally ill. Older
persons became less employable due to prejudice in favour of more youthful workers and the
effects of aging on general fitness. Oliver U*, a former missionary with no marital ties,
migrated to Australia around 1905 and worked as an itinerant evangelist.150 He did poorly
financially and took to hawking, also without success. No doubt he found alternative
employment elusive, given his age (he was in his late fifties) and probable lack of other work
experience. The consequent strain and stress caused him great anxiety. He began to have
terrifying visions; ‘so saw the police for protection & was brought on here [Callan Park]’.
Admitted in 1909 aged 60, Oliver was diagnosed with ‘melancholia delusional’. Although
still ‘physically and mentally weak’, he was discharged about two months later ‘probably as
well as he will be’.
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Grief, worry and constant hard work were probable factors behind 33-year-old Joyce N*’s
attempted suicide (using the disinfectant Lysol) in 1915.151 According to the admission notes,
her husband, a seaman, had treated her well, but had died after being very ill for years with
TB. All three of her children had died. Joyce now lived alone in a single room, working as a
charwoman. She was in fear of acquiring TB or Bright’s Disease, a kidney disorder.152 Her
father had died from the latter condition and she claimed that ‘her kidneys were very bad’.
She was diagnosed with ‘melancholia recent’ on admission aged 33. Yet, after about a year,
Joyce’s mental and physical health had greatly improved, and she was discharged as
‘recovered’.

Psychological and physical stressors for patients with existing mental conditions can include
physical or chemical restraints including adverse effects of medications, bereavement,
malnutrition, concurrent morbidities, violence, jostling, noise levels, forced (or perceived as
abusive) compliance with asylum routines, and lack of personal space. Certainly, most of
these stressors were present outside asylum walls, but the distinguishing factors within the
institution were scale, forced confinement and systematic routine, with large numbers of the
mentally and physically ill in a restricted space.

To begin with physical restraints, it is not difficult to imagine this practice as being highly
stressful to the patient, perhaps more so when the person is not rational or is in an excited or
furious state. Modern studies note the often fatal effects of restraint asphyxia or prolonged
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physical immobility for mental patients,153 but deaths of ‘mania’ patients from ‘exhaustion’
associated with mechanical restraint were well known to nineteenth-century practitioners.154
Being forced or verbally coerced into conforming with the routines of moral management,
such as regular bathing, bedtimes, mealtimes, or forced feeding, can also be distressing and
sometimes tragic if it leads to suicidal ideation.

Another source of continual stress was noise – shouting, screaming or singing at close
quarters in crowded conditions. MacKinnon writes of the ‘soundscape of the asylum’, where
noise and bad language were constant features, day and night.155 One case in point might be
the behaviour of Jane G*, who had evidently disturbed other patients during waking and
sleeping hours. She was diagnosed with ‘mania delusional’ when admitted in 1907, aged
39.156 At the Reception House, she had been sleepless and continually restless and excited,
shouting and screaming. On examination, a fine tremor visible over the whole body was
observed. She had a greatly distended bladder, but urinary tests over the next month revealed
no urinary issues or diabetes. Later in her stay, Jane began to fight with other patients and
wail the whole day, talking incoherently, with intervals of quiet and rational behaviour. She
complained of sleeplessness. After eighteen months’ residence, her behaviour improved, but
she was weaker and feebler. No further written observation was made until three weeks later,
when it was simply noted that Jane had ‘Died’, with no cause of death given in the case
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Wanda K. Mohr, Theodore A. Petti, and Brian D. Mohr, “Adverse Effects associated with Physical
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See also Leonard Smith, “Welcome Release: Perspectives on Death in the early County Lunatic Asylums,
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University of Queensland Press, 2003), 73-82
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notes. The death certificate stated that the causes were ‘Chronic brain disease, heart failure
about 2 years’, although no heart symptoms were noted at admission.157

Another ‘noisy and troublesome’ person, Virginia T*, had a persistent habit of loudly calling
out for ‘cigarettes and drinks’ after admission in 1909, aged 26.158 There was conflicting
information about her marital status. She was recorded as ‘wife of dealer’, but her ‘social
condition’ was recorded as ‘unmarried’. The notes state that she was ‘not married to …….’,
suggesting a de facto relationship.159 A series of observations record her ‘shouting and
singing at the top of her voice’, ‘noisy and troublesome’, ‘bad tempered’, ‘violent’ and
‘uncontrollable’. Five months after admission, Virginia died from GPI after a series of fits.
She had shown no heart or lung symptoms at admission, or signs of syphilis or GPI.

Many other patients in the samples exhibited ‘troublesome’ loud behaviour night and day,
making sleep difficult except for the heavily sedated and causing stress for staff and patients
during the day. From the case notes it appears that nearly twenty per cent of patients in the
samples had to be confined to single rooms at some stage, mostly for noisy behaviour or
disturbing other patients. In overcrowded sleeping quarters, it is plausible that sleep was often
difficult or impossible for patients not given to insomnia in quieter circumstances. Stress is a
known outcome of lack of sleep.160
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According to Lee-Ann Monk, any attempt to express agency against asylum routine in
Victorian asylums met with firm and sometimes brutal handling, or at least verbal pressure,
which was probably physically and psychologically stressful for the patient. There was an
asylum culture which legitimated ‘certain violent acts’ by female attendants.161 This was very
likely the case for male and female staff in NSW, although probably somewhat mitigated for
female patients due to the elevation of female status in official contexts, as I have noted
earlier. Under the policy of moral management, staff enforced conformity with regulations
and patients who refused to comply with directions faced prompt attention from a number of
attendants or nurses. But revelations about cruel handling tended to surface only during
testimony at Royal Commissions or other official inquiries.162 Such embarrassing disclosures
tended to be understandably missing from case notes except in the most egregious and visible
cases, since they could be used as evidence of mismanagement or incompetence and invited
retaliation, ridicule and ostracism from fellow workers.163 According to Samuel Woods, an
ex-attendant, he was laughed at by the medical superintendent at Rydalmere when he
reported that his colleagues used bad language to him.164

It is evident that there was a culture of silence and denial concerning rough handling and
other abuses. At the 1923 Royal Commission Thomas Morrow, an ex-attendant at Parramatta,
stated that he had never seen a patient ‘ill-used’ during his three-and-a-half years of
employment. He somewhat implausibly denied that a ‘guilty’ attendant would have been
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shielded by his colleagues.165 Other ex-staff and staff told the Commission that they had
never seen any form of physical abuse. Samuel Woods, formerly an attendant for 33 years,
mostly at Rydalmere, stated that he had never seen an assault or undue violence by
attendants.166 Guy Prior, a doctor with over twenty years’ experience in NSW asylums,
testified that he had only seen one justifiable patient complaint in all those years.167

Unsurprisingly, union representatives were keen to defend their members against allegations
of abuse. Herbert Mitchell, an attendant for twelve years at Gladesville, and later secretary to
the mental asylum and hospital employees’ union, told the Royal Commission that he had
never seen harsh treatment or heard of the use of the ‘towel’ to restrain patients, although a
number of ex-patients testified to the latter, including some of the ex-patients discussed
above.168 Some attendants corroborated Mitchell’s evidence. Peter Solomon, a junior charge
attendant, who had worked at Callan Park for seventeen years, also denied that a towel had
ever been used. He said punishment was unknown and that patients were never ill-treated.169
This was a remarkable claim, given the numbers of dismissals recorded in the Reports.
Similar evidence was given by Adam Ross, an attendant for nearly thirteen years at
Parramatta, but he knew of a case ‘some time ago’ where an attendant had been dismissed
after a patient died.170 Yet we know from the Reports that staff were dismissed or forced to
resign, most likely for incompetence, negligence, unsuitability or unduly rough handling. In
1885 for example, six attendants were dismissed from NSW asylums for incompetence, three
for intemperance, two for insubordination, and one for striking a patient. Two nurses were
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dismissed for incompetence. In 1902, 37 staff were forced to resign, being judged as
‘unsuitable’.171 In the light of these figures, it seems unlikely that long-serving staff such as
Mitchell or Solomon had never seen physical or mental abuse of patients, intentional or
otherwise.

There are well-known associations between stress and cardiovascular disease,172 immune
deficiency and other virulent medical conditions.173 Of course stress was not absent among
ordinary citizens, not least from the employment relations of the day and the hardships of
poverty previously noted. But the nature and scale of stresses at asylums were of a different
class altogether. Physically or verbally enforced conformity in all actions of everyday life,
group dining, rough handling by inexperienced attendants, involuntary chemical restraint, and
living at close quarters with many mentally disturbed people were not typical of everyday
working-class life outside welfare institutions and gaols.

Conclusion – Patient History or Patient Environment?
As the preceding discussion indicates, there are no clear-cut criteria for determining the
relative significance of history or environment factors with respect to mortality. But for
relatively short survival times, say 30 days, it is far more likely that patient history factors
will be the predominant issues affecting mortality, barring accidents, interpersonal violence
or refusal to eat. While patient history factors remain important and even dominant in many
cases, asylum environment factors very likely played an increasing part as the length-of-stay
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increased. Only about ten per cent of all patients in the Deaths sample died within 30 days of
arriving at Callan Park. An examination of the ‘survival curve’ (Figure 3.2) shows that
whereas roughly 80 per cent of males (75 per cent of females) died within three years, about
ten per cent of all patients in the sample survived for more than six years.

In view of these survival statistics, it follows that environmental factors were significant, if
not overwhelming, for the great majority of deceased patients. The ‘30-day’ criterion which I
have chosen is only a rough guide, but the thrust of this argument is not much affected by
varying this number within a fairly broad range (say within one to 60 days), as the ‘survival
curves’ for all deceased patients show. The observation that asylum conditions, which were
under management purview, were significant for the great majority of patients is of critical
importance when considering a central question of this study: did conditions at Callan Park
improve or degrade the quality and expectation of life of its patients?

In the discussion of each factor, I have indicated that particular factors have profound and
specific effects on particular medical conditions and their mortality. For example, smoking
specifically affects mortality from respiratory and cardiovascular conditions, including for
non-smokers, and transmission of illnesses due to coughing. These condition-specific effects
will be discussed in greater detail in the following chapters. As in this chapter, I use workingclass circumstances as a ‘benchmark’ for analysis of these effects, since most patients came
from this milieu.

It is also relevant to my argument that the effects of the ‘environmental’ factors reveal the
less benign side of moral management; the priority of regulation, financial considerations and
‘good order’ over patient quality of life and health, suggesting that they contributed to the
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mortality rate. These considerations are exemplified in the case histories of several patients
mentioned in this chapter. The damaging effects of favouring financial economy and order
over patient welfare are particularly evident in the (over)use of chemical restraint and the
inflexible practice of force-feeding.
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Chapter 4. General Paralysis of the Insane
A leading cause of death at Western asylums throughout the period was General Paralysis of
the Insane (GPI), a common and almost invariably terminal form of neurosyphilis. Modern
studies estimate that it occurs in about ten per cent of untreated persons who have contracted
syphilis.1 In the history of mental health care before the age of antibiotics, GPI is a topic of
major interest, because of its prevalence, incurability and virulence in mental institutions
worldwide, the complexity of its natural history and epidemiology, the radical change in
perception of the condition over the period, and the marked sex bias in its prevalence. Indeed,
since the condition is now rare, most of our knowledge of these matters comes from historic
data.2 Here I focus on one question: what was the expectation and quality of life for GPI
patients at Callan Park?

The physical consequences of GPI are severe. About half of people with early neurosyphilis,
namely people whose central nervous system (CNS) has been affected, but do not as yet
show external neurological symptoms, develop gummas (lesions) which may severely, and
often fatally, affect bone fragility, the cardiovascular system, the skin or other organs. These
symptoms also occur with later neurosyphilis.3 Modern studies indicate that in the preantibiotic era, cardiovascular syphilis accounted for 10 to 15 per cent of all clinical
cardiovascular disease.4 GPI patients are thus at double hazard, at risk of severe organ

1

See PBD 374-375, 1301-1302.
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damage after the first stage of the illness. The relatively mild initial stage is usually
characterised by a chancre (a painless ulcer), usually on the genitals.

The Deaths sample evidence shows that male and female GPI patients lost many more years
of potential life (PYLL) than their fellow inmates. The incurability and short life span of
these unfortunate men (the victims were predominantly male) highlights one aspect of the
hospice role of Australian mental institutions in the late colonial and early Federation
periods. When the association of GPI with syphilis became universally accepted early in the
twentieth century, it was evident that asylums were in practice responsible for the majority of
terminal venereal disease (VD) care. Another aim of this chapter is to understand the causes
of mortality from GPI, by examining the epidemiology and aetiology of the condition and its
social history.

There was an explicit ‘paradigm shift’ during the period in medical and social perceptions of
GPI, to borrow the terminology of the influential philosopher of science Thomas Kuhn.5 He
argues that truth in science cannot be established solely by objective criteria but is defined by
a consensus. Both these factors played a part with GPI. The shift in perception started in the
1880s and, as I show here, meant a fundamental change in social attitudes, and medical
concepts and practices with respect to GPI. Before this transformation, social and medical,
GPI was perceived as a mental illness with physical symptoms and psychological causes but
had no association with VD. In the late nineteenth century, the condition began to be
accepted by researchers as an organic disease with mental manifestations and biological

5

Thomas Kuhn, The Structure of Scientific Revolutions, (Chicago: University of Chicago Press, 1996), 3rd
edition, 11. For Kuhn’s influence on philosophy of science, see e.g. Howard Sankey, “Thomas Kuhn’s The
Structure of Scientific Revolutions: 50 Years on”, accessed June 4, 2019, https://theconversation.com/thomaskuhns-the-structure-of-scientific-revolutions-50-years-on-6586.
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causes, and this perception became the dominant medical opinion from around 1910. Indeed
the Report for 1901 explicitly accepts that GPI was ‘purely syphilitic in origin’.6 As I argue
here, this sea change of medical and public opinion, starting from the 1880s, but becoming
irresistible after new medical discoveries in the early twentieth century, had profound
implications for social and sexual relations, public health policies, medical treatment and
staff attitudes to GPI patients. Scholars have noted the close parallels between the perceptions
and stigma of GPI after this turn and modern attitudes to HIV and AIDS.7

The Life and Death of a GPI Patient
A representative account of a GPI patient’s typically brief life at Callan Park might be the
story of 49-year-old William Hollingsworth, formerly a labourer, who was an inmate at the
Home for Incurables in Sydney in 1906.8 As we have seen in Chapter Two, when found in
the matron’s bed, William insisted that he had a right to be there, because he and the matron
were soon to be married. He was promptly expelled to the Darlinghurst Reception House, an
example of the role of asylums as a last resort for ‘difficult’ patients in other welfare
institutions.9 William’s medical certificate stated that he had been suffering for the last five
years from locomotor ataxia – a form of paralysis and also a common symptom of end-stage
neurosyphilis.10 He said that he had lost most of his teeth due to mercury treatment, which
was a standard treatment for syphilis at the time. So it was probable that William had been
diagnosed with syphilis in the past.

6
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William was ‘ill looking’ and thin’ at admission. But his Body Mass Index (BMI) was 22, a
healthy number by today’s standards.11 William’s heart was normal, but his lungs had some
abnormal sounds (ronchii) indicative of lung diseases such as pneumonia. There was no sugar
in his urine, so William was probably not diabetic. But he had clinical signs which suggested
neurological problems, including GPI. The examiner noted an excessively constricted pupil
which did not react to light, known as the Argyll-Robertson syndrome. This diagnostic sign
was dubbed as the ‘Prostitute’s Pupil’ by some physicians because of its association with
VD.12 Also indicative of neurological pathology was the complete absence of the patellar
reflex (the ‘knee-jerk’),13 his ataxic (unsteady and shaky) gait, and urinary incontinence. The
Wassermann test for syphilis had not as yet been introduced at Callan Park, so the diagnosis
of GPI was solely based on the clinical signs and probably William’s prior treatment for
syphilis.

William’s behaviour followed the typical course of a dying GPI patient. He soon became
‘troublesome’, kept ‘falling about’ and was constantly singing. He had grandiose ideation,
continuing to boast of having implausibly large sums of money and had ‘marvellous
delusions’ about having made huge presents to various charities. After a year, William
became so noisy and disruptive that he had to be confined to a single room. Yet, except for
the admission documentation, no comment was made on William’s physical state of health in
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his case notes until about six months after his solitary confinement: he was ‘getting very
weak and is bed ridden’. Ten days later he died of GPI, less than two years after admission.
There is no record of any treatment.

In this century, GPI is now re-emerging as a troubling co-morbidity of Human
Immunodeficiency Virus (HIV) infections.14 Thus the case histories of past GPI patients are
still important sources for medical and nursing studies. As Davis points out, ‘the existing
historiography has neglected clinical records almost entirely’.15 This chapter discusses these
records.

The Importance and Virulence of GPI
The survival times of GPI patients in my Deaths sample are consistent with other studies
which show that it was almost invariably fatal within two years.16 From 1892 to 1920,
according to the Reports, GPI deaths in NSW asylums constituted roughly twenty per cent of
all male deaths in these institutions, except during the influenza epidemic of 1919, as shown
in Figure 4.1. Andrew Davidson, a medical practitioner and an official visitor to Callan Park,
told the NSW Parliamentary Select Committee on the Prevalence of Venereal Diseases
(henceforth Select Committee on VD) in 1915 that 39 per cent of all male deaths and about
nine per cent of all female deaths at Callan Park between 1878 and 1907 were attributable to
GPI.17
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Figure 4.2 indicates that male GPI patients at Callan Park lost, on average, more than twenty
years of potential life (PYLL) as compared to other patients. They died earlier and younger.
Scull claims that fifteen to twenty per cent of British asylum admissions in the early twentieth
century were for GPI.18 Thus the British mortality rates were probably comparable with
Australian figures at this time. The virulent nature of the condition is further emphasised by
much higher PYLL of GPI patients as compared to other patients, as shown in Figure 4.2. As
illustrated in Figure 4.3, about 95 per cent of deceased GPI patients were dead within two
years from admission, whereas for all deceased patients, the survival time for the same
percentage was roughly five years (see Figure 3.2 and Figure 3.3 in Chapter Three). Fiftyfive per cent of GPI sufferers were dead within a year. The corresponding figures in Britain
were roughly similar. Fifty per cent of these patients died within a year.19 The Deaths sample
suggests that the average life expectancy of a person who died at Callan Park from GPI was
330 days.

Davidson was to play a prominent role in the repeated confinements of the sex reformer William Chidley – see
Chapter 9, “The 1923 Royal Commission on Lunacy Law and Administration”.
18
Andrew Scull, Madness in Civilization (London: Thames and Hudson, 2016), Kindle edition, loc 4844.
19
Davis, “The Most Deadly Disease of Asylumdom,” 267, quoting George M. Robertson, “The Morison
Lectures, 1913 – General Paralysis of the Insane,” Journal of Mental Science, LIX, no. 245 (April 1913): 185221.
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Figure 4.1 NSW GPI Deaths as per cent of all Asylum Deaths by Year
Source: Annual Reports 1892–1920 (Relevant data is missing from the 1918 Report).20

20

GPI deaths were not recorded in the Reports before 1892. The decrease in the relative percentage of GPI
deaths in 1919 was very likely due to the influenza epidemic in that year.
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Figure 4.2 Comparison of Distributions of Potential Years of Life Lost (PYLL) for GPI
and non-GPI Male Patients at Callan Park 1877 to 1920
Source: Deaths Sample
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Figure 4.3 Callan Park Length-of-Stay as Cumulative Percentage for deceased GPI
patients 1877–1920
Source: Deaths Sample

There are several clear messages from Figure 4.1, Figure 4.2 and Figure 4.3. GPI was a
leading cause of death at NSW asylums and nearly all GPI patients died with two years from
admission. Because most of these patients were young to middle-aged, and could have
expected to live for many years, they lost many more potential life years, on average, than
other patients.

The History and Aetiology of GPI 1820–1920 and its Association with Syphilis
In the 1820s, GPI was first described as a distinct medical condition both in Paris and at the
famous Bethlem Hospital in London, popularly known as ‘Bedlam’.21 There was a

21
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British Journal of Psychiatry 105, no. 440 (1959), 594-626.
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convergence of opinion in Europe and the US on its symptoms and prognosis.22 The
condition had both mental and physical symptoms. Physicians agreed that it was
characterised by progressive dementia and grandiose delusions, while the physical signs were
immediately suggestive – paralysis, loss of light reaction in the eye and exaggerated or
sluggish knee jerk reflexes, as seen in the case of William Hollingsworth.23 As Davis points
out in her study of the Royal Edinburgh Hospital case notes, in the era before the more
definitive Wassermann test and recognition of GPI as one of the end stages of syphilis,
patients were often misdiagnosed with other illnesses at admission, with a GPI diagnosis only
being confirmed at post-mortem.24 The majority of British victims were claimed to be
‘middle-aged men in the prime of their working lives’.25 A similar observation was made by
Mary Stewart and her colleagues with respect to Queensland asylums in the period 1880 to
1920.26

The association of GPI with a previous syphilis infection was not widely suspected until the
late nineteenth century. As early as 1857, two Danish researchers, Friedrich Esmarch and
Peter Jensen, suggested this association on the basis of a questionable sample size (nine
patients). But a later 1873 study by another Danish researcher, Christian Jespersen, using a
much larger sample of 123 patients, showed that 77 per cent of patients at one hospital had a
prior syphilitic infection.27 In Germany, GPI (known as progressive Paralyse) dominated the
literature on mental illness in the nineteenth century, but no connection with syphilis was
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made. ‘Degeneracy’, epitomised by alcohol and ‘sexual excess’ was claimed to be the main
cause.28 Around 1880 William Julius Mickle, superintendent of the Grove Hall Asylum in
England, was a leading proponent of this theory, to which he added ‘moral causes’, ‘mental
strain’, and overwork.29 From statistical analysis, Jean Fournier, a French dermatologist,
deduced a connection between GPI and syphilis in the 1880s.30

By the 1880s, the emerging evidence for the association could no longer be ignored and a
strong case was presented by several Scandinavian researchers at the Congrès Périodique des
Sciences Médicales in Copenhagen in 1884.31 But their views were contested. Russian,
French and Dutch delegates adhered to the ‘degeneracy’ explanation, while others sought to
include hereditary factors. One French delegate, ‘a famous defender of the degeneration
doctrine’, Valentin Magnan, disputed the Scandinavian data, claiming that only about ten to
fifteen per cent of ‘paralytic’ patients admitted each year at the Parisian Hôpital St Anne were
diagnosed with syphilis.

Prominent authorities, such as Clouston and Manning, also discounted and resisted
explanations involving infection and persisted with environmental, social, or genetic
explanations for GPI. Clouston, a recognised specialist and superintendent of the Royal
Edinburgh Asylum, thought that syphilis, alcoholism and ‘excesses’ were only the
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‘determining’ causes of GPI.32 He saw alcoholism as a cause of GPI and the majority of
British physicians shared this belief.33

Manning did not support the ‘degeneracy’ or ‘hereditary’ theories, proposing his own
hypothesis. His hypothesis on the causation of GPI was set out in two papers published in
1879 and 1880.34 Manning claimed that although alcoholism and ‘sexual excess’ had been
seen as causes of GPI, they could also be viewed as symptoms. Moreover, he had seen GPI in
teetotallers. While Manning had indeed noted the physical damage to the brain evident in the
post-mortems of GPI patients, he continued to attribute GPI to the less stigmatising causes of
‘overwork’ or the ‘high pressure of modern civilisation’. Yet the ‘supposed cause’ of GPI in
one male patient admitted to Callan Park in 1890 was syphilis, indicating a difference of
opinion between the (unnamed) admitting doctor and the Inspector-General.35 Manning did
not attribute GPI to a hereditary cause, although he was convinced of the role of ‘hereditary
weakness’ in mental illnesses generally.36 Manning and his successor, Sinclair, had an
interest in hereditary factors with respect to insanity. Indeed, many case notes included
sometimes extensive information about the medical histories of patients’ parents and other
close relatives. Yet no GPI patient in the Deaths sample had ‘hereditary’ recorded as an
‘exciting’ or ‘predisposing’ cause. Indeed, less than two per cent of all patients in either
sample had ‘hereditary’ listed as a cause of admission.

32
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33
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Thomas Smith Clouston,” British Journal of Psychiatry, 61, no. 254 (July 1915): 494-495.
34
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The association of GPI or syphilis with ‘degeneracy’, rather than a sexually transmitted
infection (STI), nevertheless posed a reputational risk for upper- and middle-class males.
Frank Bongiorno writes that many upper-class Australian men in the Victorian period
followed a range of sexual moral codes which, if exposed, entailed social or professional
disgrace. They consumed pornography, had families with their mistresses, and frequented
brothels.37 But they clearly needed to avoid public awareness of their ‘degeneracy’ in order to
avoid social or professional exclusion. Indeed sexual scandals could be significant drivers of
ostracism in colonial Sydney.38 Even where the circumstances were common knowledge
amongst the élite, as in the case of Sir Henry Parkes ‘discreetly’ marrying his mistress
Eleanor Dixon, it was important to avoid a more public scandal which might risk social
disgrace, business losses or political demise. Indeed A. W. Martin notes that the Dixon
marriage ‘offended his [Parkes’s] family and provoked social censure’.39 Bongiorno also
notes that notions of ‘respectability’ had become entrenched in parts of the working class,40
and we can assume that knowledge of GPI infection often entailed social disgrace and
exclusion among this group.

The depth of stigmatisation and the social consequences of being known as ‘syphilitic’ were
epitomised by the vehement deprecation of syphilis and promiscuous sex when these subjects
were mentioned in public forums. As Prince Morrow, an American ‘social hygiene’
campaigner said in 1906: ‘Social sentiment holds that it is a greater violation of the properties
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of life publicly to mention venereal disease than privately to contract it’.41 One prominent
instance of this aphorism was the reported outrage of the theatre-going public when
confronted with the main theme in Henrik Ibsen’s play Ghosts, namely the aftermath of
syphilis infection arising from sexual infidelity. Indeed Ibsen was denounced as ‘an enemy of
the people’, the title of one of his plays.42 Ghosts premiered in Chicago in 1882 and in
London in 1891, when some of the critics were perhaps clients of sex workers, since Covent
Garden had offered a juxtaposition of sex workers and theatres since the eighteenth century.
Further public performances of Ghosts in Britain were banned by the Lord Chamberlain,
although ticket invitation showings continued.43 While there was no formal ban, it seems that
theatre managers in Australia wanted to avoid violent controversy and financial losses,44
although Ghosts was performed by amateur companies in Sydney before 1906.45 This moral
panic at the mere mention of congenital VD before the watershed years of the early 1900s
might explain much of the resistance to the ‘syphilis’ theory of GPI.

The medical consequences of being known as ‘syphilitic’ were even more damaging for
‘respectable’ married women, since they often received little or no treatment. They were not
immune to syphilis, probably transmitted by their husbands in most cases. The ‘degeneracy’
theory could not explain these infections, given the pervasive gendered idealisation (at least
in public contexts) of middle- and upper-class women as chaste, sober ‘God’s Police’.46
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Physicians might avoid, euphemise or suppress diagnoses of GPI and syphilis, not only for
male middle- and upper-class clients, but more often for the wives and other female relatives
of these clients whose character was thought to be unblemished. In late nineteenth-century
France, ‘respectable’ women were often kept in ignorance because physicians accepted the
husband’s right to control the information they would receive.47 When referring to
‘respectable’, middle-class women in 1880, the French physician and scholar of syphilis, Jean
Alfred Fournier, formulated an axiom: ‘Every woman, contracting syphilis [from her
husband] will never be otherwise than insufficiently, very incompletely treated’.48

It appears that Australian women also received little or no treatment or correct information.
Doctors in Australia followed similar practices to their international colleagues. They thought
it the husband’s duty, not theirs, to convey the diagnosis of syphilis or GPI. The husband’s
rights to sex had priority over the wife’s right to appropriate treatment and knowledge of her
condition.49 Doctors were well aware of the consequences of a truthful diagnosis: potential
family disruption and social risk. The following evidence was given to the NSW Select
Committee on VD in 1915 by L. P. Johnston, Honorary Physician at the Sydney Hospital:
I never tell a married woman [about her infection] ….
Q. Do they not suspect in many cases?
A. They do, often, but we endeavour to make them think otherwise.
Q. Why do you not tell them?
A. The woman has, perhaps, a fairly decent home, with children, and the whole home
would be broken up in a day.50
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In further evidence, Ralph Worrall, another physician, told the Committee:
Sometimes a woman might say to me, “Do you mean to say I got the disease from my
husband?”. I reply, “I do not say anything of the kind; you may have got it
accidentally.”
Q. You do not tell her the name of the disease?
A. If it is gonorrhoea, I say it is an infectious disease, if it is syphilis, I say it is bloodpoisoning.51

Ironically perhaps, Australian female sex workers, and ‘lower-class’ women suspected of
prostitution, probably received better medical treatment, albeit forcibly, and more
straightforward information than their more ‘respectable’ sisters because of legislative and
police compulsion. Sex workers with symptoms of mental illness or paralysis, suggesting
GPI to informed lay persons, may have been caught up in this ‘net’. Contagious Diseases
Acts (CDAs) were passed in Queensland in 1868 (partly withdrawn 1911, repealed 1973),
and Tasmania in 1879 (repealed 1903). Victoria passed a CDA in 1886. It was not brought
into force, but the police and courts enforced it in practice. Margaret Arnot writes that the
‘common practice’ in 1898 in Victoria, despite the lack of any legislative authority, was that
alleged prostitutes were ‘placed on remand for the purposes of medical inquiry’. In effect ‘the
[Victorian] courts were being used for medical surveillance.’ These procedures were still
current in 1906.52 NSW passed a Venereal Diseases Act in 1918 which included compulsory
notification and examination. Increasing public concern and moral panic about VD during the
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First World War inspired legislation Australia-wide for compulsory reporting of venereal
disease, forcing infected women to attend clinics.53

By the start of the twentieth century, the ‘syphilis’ theory had become progressively more
established as increasing statistical and medical evidence of the link was published by
reputable authorities.54 Fournier’s advocacy of the ‘syphilis’ theory was supported by the
influential German physician, Emil Kraepelin, writing in 1904.55 The connection between
syphilis and neurological symptoms in general, and GPI in particular, was finally inescapable
by 1911, with conclusive proof from Hideyo Noguchi’s work and independent research from
J. P. Candler, based on use of the Wassermann test.56

It appears that the ‘syphilis’ theory had increasing acceptance in Australia among the public
and the medical profession well before 1910, ahead of Candler and Noguchi’s confirmation
of the link in 1911.57 The Victorian Department of Public Health endorsed the association in
a 1910 circular.58 In a report of the Pathological Laboratory of the NSW Lunacy Department

53

Milton Lewis, The People’s Health: Public Health in Australia, 1950 to the Present, Volume 1 (Westport,
Connecticut: Praeger, 2003), 232. See also Judith Smart, “Sex, the State and the ‘Scarlet Scourge’: Gender,
Citizenship and Venereal Diseases Regulation during the Great War [1],” Women’s History Review 7, no. 1
(1998): 5-36.
54
Hare, “The Origin and Spread of Dementia Paralytica,” 614-615.
55
Joel T. Braslow, “The Influence of a Biological Therapy on Physicians’ Narratives and Interrogations: The
Case of General Paralysis of the Insane and Malaria Fever Therapy, 1910–1950,” Bulletin of the History of
Medicine, 70, No. 4 (Winter 1996): 577-608. For Kraepelin’s influence, see entry “Emil Kraepelin,”
International Encyclopedia of the Social Sciences, accessed June 4, 2019,
http://www.encyclopedia.com/people/medicine/psychology-and-psychiatry-biographies/emil-kraepelin#2.
56
Braslow, “The Influence of a Biological Therapy”, 581. See also J. P. Candler, “Wassermann Reaction in
General Paralysis,” Lancet 178, No. 4602 (November 11, 1911): 1320-1323.
57
“The Science Congress. The Nature of Disease. Paper by Sir Thos. Fitzgerald,” Age (Melbourne), January 10,
1902, 5. (An account of the paper read to the Australian Association for the Advancement of Science by the
distinguished surgeon T. N. Fitzgerald, Australian surgeon – see Colin Macdonald, “FitzGerald, Sir Thomas
Naghten (1838–1908),” Australian Dictionary of Biography, National Centre of Biography, Australian National
University, http://adb.anu.edu.au/biography/fitzgerald-sir-thomas-naghten-3529/text5435, published first in
hardcopy 1972, accessed online 5 January 2020. See also “Among the Madmen. The Asylum for the Insane,”
Truth (Perth, WA), August 20, 1904. GPI was “believed to primarily have its origin in venereal disease,” and
“Contagious Disease. A Widespread Scandal,” Sunday Times (Perth, WA), June 27, 1909, 1.
58
For official recognition of the association of syphilis with GPI in Australia, see Circular, Victorian
Department of Public Health, Melbourne (28 May 1910), reported in Truth (Melbourne), March 5, 1911, 4.

183

Chapter Four
in the same year, J. Froude Flashman, then the Medical Superintendent, discussed the
evidence for the link between syphilis and GPI, which had been published by a number of
eminent researchers of the day. He rejected these claims, but did not accept the ‘degeneracy’
theory, believing that GPI was caused by an infection of ‘diphtheroid’ (diphtheria-like)
bacteria.59 Flashman’s rejection of the association seems odd, given its explicit acceptance by
Sinclair in the 1901 Report, as noted earlier. But Flashman revised his arguments in his
following article, where he saw a positive Wassermann test of the cerebro-spinal fluid (CSF)
as proof of GPI.60 Presumably he must have continued in the latter view, because the NSW
mental hospital statistics for that year indicate that GPI was officially considered to be
associated with syphilis. Before 1911, Table 3 in the Reports, ‘Causes of Insanity’, did not
list GPI. Subsequently GPI and venereal disease were listed separately in this Table.

More Accurate Diagnosis of GPI – Social Consequences
A major factor in the recognition of the association of syphilis with GPI was the Wasserman
test for syphilis, which became a standard practice worldwide. It came into common use in
English asylums and hospitals from about 1908, and in US institutions before World War
One.61 It did produce some false positives and false negatives during its first few years,62 but
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the test’s accuracy increased dramatically over the next decade as laboratory techniques
improved and became standardised.63 According to the Report for 1913, the blood of most
patients admitted to Callan Park, Gladesville and all Sydney medical hospitals, irrespective of
suspected GPI or syphilis status, had been tested on admission ‘for two or three years now’.64
The CSF of some GPI patients was also tested with the Wassermann test.65 Some evidence
for the increased accuracy of diagnosis at NSW asylums in general is the increasing death
rate due to GPI over the period, where previously many GPI deaths had possibly been
attributed to ‘senility’ or CVD. Sinclair claimed in 1915 that about 90 per cent of patients
clinically diagnosed with GPI showed positive reactions to the Wasserman test.66
Nevertheless, it is puzzling that only about half the ‘exciting’ or ‘predisposing’ causes of
admission of deceased GPI patients after 1909 were attributed to syphilis, after the
Wassermann test was putatively standard practice.

Among the consequences of more accurate diagnoses of GPI and its association with syphilis
was increasing social stigma in the first decade of the new century. This view had official
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endorsement by Australian state health authorities by 1911.67 An analysis of newspaper death
notices shows many more notices which gave ‘general paralysis’ as a cause of death from
1877 to 1910 than the period 1911 to 1923, strong evidence of the greater public perception
of GPI as a stigmatised condition after 1910.68 But after 1910, NSW coroners tended not to
reveal GPI as a cause of death in order to spare the sensitivities of relatives.69 For the upper
and middle class, as we have seen in my discussion of the ‘degeneracy’ theory, the physician
and the husband often ‘controlled’ and euphemised the diagnosis and treatment of the wife.
The doctor was bound by professional confidentiality not to divulge his findings. There were
good reasons for the family not to make the affliction known, as the fall-off in mentions of
GPI in death notices testifies. But there is evidence that family breakups due to syphilis did
nevertheless occur.70

As can be inferred from the Callan Park patient histories, and the relevant literature,71
families encouraged or forced family members with behavioural problems to present to
physicians for certification, with police assistance if necessary. We know that GPI was
associated with behavioural problems, but once the association with syphilis had been
accepted by the lay public, it is likely that such removals were more frequent because of fear
of contagion. In a statement to the admitting doctor in 1913, George W*’s wife said that he
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had told her: ‘They are going to take the baby away. They say I have syphilis and I should
not be living with the child in the home’.72 Henry Hawkins, a police magistrate, told the
Select Committee on VD in 1915: ‘especially in cases of wife and husband desertion, there
was a large number of [court] cases where gonorrhoea or syphilis was the means of
separating husband and wife.’73 Such cases epitomise the loss of patriarchal control when
families were faced with the consequences of potentially crippling disease, often exacerbated
by the bizarre behaviour of the husband and the threat or actuality of congenital transmission
to children. Patient histories provided by family members and doctors, either in separate
letters, or recorded in the case notes, give a strong impression that the husband had not been
able to manage his family’s affairs for some time before admission.74

Once the link with syphilis was accepted, expulsion from accommodation, or denial of
admission, were probably more likely for persons whose GPI status became known: the
itinerant worker, the single immigrant, or the inmates of boarding houses, hospitals, aged
homes or poor houses. And as in the case of Hollingsworth, eccentric or unacceptable
behaviour meant expulsion from welfare institutions. Hospitals rejected incurable cases; they
would not accept GPI patients.75 Being seen as a source of infection in an institution with
common facilities would have encouraged removal, in an age when many doctors and the lay
public believed that transmission of syphilis could occur via towels, cutlery, toilet seats or
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drinking cups.76 The modern view is that non-sexual transmission is infrequent.77 Evidence
for widespread rejection by institutions and families is the fact that most deaths from GPI in
NSW occurred in asylums, as discussed later.

Callan Park staff were not immune from sharing negative social attitudes to syphilis and GPI
after the general acceptance of their association. They would have been more reluctant to
treat or come into contact with GPI patients, fearing infection,78 and perhaps have handled
them roughly or with contempt. Some evidence for these attitudes are the complaints of
attendants giving evidence at the 1919 Select Committee Inquiry on the Claremont asylum in
Perth.79 They expressed opposition to ‘dirty’ syphilitic patients,80 and complained of not
being advised of precautionary measures.81 Davidson, a former Medical Superintendent at
Callan Park, told the 1923 NSW Royal Commission that GPI and senile patients should be
isolated in special wards, as they were incurable and placed a ‘greater strain’ on attendants,
clearly alluding to marginalisation.82

Treatment of GPI
Joseph U*’s case may serve as a tragic example of the consistent failure of GPI treatment at
Callan Park before the late 1920s and illustrates the lax standard of record-keeping. He was
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given a diagnosis of GPI on admission in 1914.83 In his admission notes, Joseph’s wife stated
that he had been unusually quiet and reserved for about a year but had been able to work as a
greaser (an oiler of machinery) up to three weeks before admission in 1914. His lungs and
heart were found to be ‘normal’ on admission, but he was ‘very stupid’, ‘morbidly dull’, and
had ‘delusions of a grandiose nature’. Joseph had the typical signs of neurological damage –
unequal pupils and exaggerated ‘knee-jerks’ – and admitted to having had syphilis ten years
beforehand.

No subsequent notes on Joseph’s status were made until his date of death, some twenty
months after admission.84 These retrospective notes record that four months after admission
he commenced Swift-Ellis treatment, described below, which requires the arsenic-based
medication salvarsan as the active agent.85 Joseph showed ‘remarkable’ improvement and
worked industriously for ten months. But he then began to decline gradually, becoming
restless, incontinent and destructive, and succumbed to the illness. The notes on the front of
his patient folder state that ‘[The result] would have been better if it could have been
continued but war cut off the salvarsan supply’.86 There is no record of Joseph having been
checked for syphilis using the Wassermann test, although this test is a necessary adjunct to
Swift-Ellis treatment.87 His treatment gave him a short respite from symptoms, but did not
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extend his life, and the lumbar puncture associated with the treatment could well have caused
him much additional pain.88

There is evidence that most GPI infections were treated, at least at a late stage, at asylums. It
is true that some treatment of tertiary syphilis took place at the Coast Hospital at Little Bay
near Sydney.89 But comparison with the Commonwealth Year Book and Reports statistics
indicates that the great majority of GPI deaths, in NSW at least, occurred in asylums. There
were 134 male deaths from GPI in Australia in 1910, of which about 50 might have been
expected in NSW, given the relative proportion of NSW and Commonwealth male
populations.90 There were in fact 48 male deaths from GPI in NSW asylums and Licensed
Houses in 1910, and 68 in 1911.91 There is also plausible evidence from the Deaths sample
consistent with Stewart and her colleagues’ claim that most GPI admissions occurred at a
terminal stage of the condition.92

Before the introduction of arsenic-based salvarsan in 1906, mercury had been used without
conspicuous success to treat syphilis and GPI.93 In his extensive study of GPI published in
1880, Mickle stated that he had used potassium iodide and mercury to treat GPI, but with
negligible effect.94 But claims for the efficacy of mercury treatment were probably much
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overstated. It was known at the time that the visible symptoms of syphilis disappeared for an
indeterminate interval after the secondary stage into the relatively non-contagious latent
form.95 This remission was apparently seen as a ‘cure’ by physicians. In 1895 a senior
surgeon in Melbourne, A. W. Finch Noyes, criticised such optimistic claims of ‘cures’ with
mercury, since he had personally observed that tertiary syphilis was ‘comparatively common’
– about 37 per cent of syphilis cases.96 Doctors experimented with herbal mixtures, antisyphilitic serums and regimes of diet, exercise and sleep, all without noticeable success.
Mercury remained the painful and toxic standby.97

The toxic effects of mercury had been recognised well before the end of the nineteenth
century, although adverse side effects were often attributed to the disease, rather than the
treatment.98 After the introduction of salvarsan treatments, some physicians continued to
recommend mercury as an adjunct treatment to arsenicals, perhaps in the face of the evidence
of salvarsan’s greater effectiveness.99 We know that mercury was used at Callan Park during
the wartime salvarsan shortage of 1915–1916.100 While salvarsan was much more effective
with the earlier stages of syphilis than mercury, as could be demonstrated by the Wasserman
test after 1906, it was also toxic and risky if not handled with care. Safer and more effective
arsenic-based substitutes were developed.101
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Yet despite the success of salvarsan and its arsenical successors with secondary syphilis, they
were not effective with GPI.102 Flashman had experimented with salvarsan on GPI patients
without success in Sydney in 1911.103 It was also used experimentally on Indigenous patients
at the West Australian Aboriginal lock hospitals in 1910 without much improvement in their
condition.104 By 1924 Jones, the Victorian Inspector-General, told the Australasian Medical
Congress that salvarsan was an ‘unquestionable failure’ for treatment of GPI.105 While the
syphilis spirochete was no longer detectable by a blood test, its presence could still be
confirmed in the CSF. Before the introduction of salvarsan, Paul Ehrlich, Max Lewandowsky
and other researchers had recognised that many substances, such as dyes and medicinals,
could not pass from the blood to the brain. Lewandowsky formalised the concept of the
Bluthirnschranke, the blood-brain barrier, in 1900.106 Reasoning that the failure of salvarsan
injections for GPI treatment was due to this barrier, physicians sought ways to bypass it.

Experimental tests which crossed the blood-brain barrier by injecting salvarsan directly into
the CSF via lumbar puncture were soon cancelled due to many serious complications and a
high death rate.107 About a third of male GPI patients who died at Callan Park had had
unsuccessful salvarsan injections into the bloodstream or the CSF. We do not know if these
injections were the underlying cause of death, but it seems plausible in some cases. The
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Swift-Ellis treatment, developed around 1914, appeared to be somewhat safer. In this
technique, a serum was created from the patient’s own blood after intravenous injection with
salvarsan. This serum was then injected into the CSF, allowing it to attack infection in the
brain. But physicians in Britain or the US who tried this treatment were sceptical about the
results.108 It is important to note that lumbar puncture, the method of access to the CSF, is
quite painful without anaesthetic, and adverse side effects, such as excruciating headaches,
might persist for weeks.109 Patients may well have perceived these sufferings as a punishment
for their ‘sin’.

The Swift-Ellis treatment was used without success on three male GPI patients at Callan Park
in 1914 and 1915. One patient improved temporarily, but all three died in less than a year
after treatment. As noted, the failure of treatment in the case of Joseph U* in 1914 was
attributed to the wartime shortage of salvarsan.110 Since Germany was until 1916 the only
source, the supply of salvarsan to Allied and neutral countries was disrupted during World
War One due to the Allied blockade, although some salvarsan was produced in Britain by
1916 and in the US by December 1917 after abrogation of the German patents.111
Notwithstanding this disruption, the supply of salvarsan may have been at least partially
restored by 1915, because two patients received Swift-Ellis treatment at Callan Park in that
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year. Alan C* improved ‘wonderfully’ for some months during 1915 but became very ill
again after some months on leave and died in early 1916.112 Max W* did not improve after
treatment in 1915 and remained bed-ridden for some months until his death.113

Despite initial optimistic testimony by Sinclair to the Select Committee on VD in 1915,114 it
seems that Callan Park doctors had little confidence in the Swift-Ellis treatment, since the
treatment was not retried after 1915 and few GPI patients received it.115 But it is also possible
that the restricted wartime supply of salvarsan was a factor. There is no record in the Deaths
sample of either salvarsan or Swift-Ellis treatment being given to female patients with GPI,
or males in the earlier stages of syphilis, but this omission might have also been due to a lack
of confidence in the treatments, or the often deficient record-keeping, rather than gender bias
or medicine shortage.

The case of Theodore K* also suggests a loss of faith in Swift-Ellis treatment. As he lay
dying in 1916, all that was offered him was an analgesic (a phenacetin/caffeine preparation)
for his headaches which gave no relief.116 Theodore, a professional singer, had been
diagnosed with ‘Central S’ (central nervous system syphilis) on admission. He had numerous
clinical signs associated with GPI, although his blood Wasserman test was negative. There is
no record of a Wassermann CSF test. Had it been taken, it might well have been positive,
given his medical history and cause of death. Theodore died just eleven days after admission
from ‘meningeal haemorrhage [of the brain]’. Organic lesions in the brain were a common
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underlying cause of death from GPI. Perhaps the evasion of a frank diagnosis of GPI at
admission and at death was an attempt to protect the unfortunate artist from reputational
consequences.

There was little else to offer but palliatives or sedatives, other than potassium iodide, a
commonly used medication for VD at the time. It is still used to treat skin diseases.117
According to the Deaths sample, perhaps ten per cent of all deceased GPI patients, male and
female, were treated with this medication. It had been used with apparent success with
tertiary syphilis in France from the 1860s.118 While iodides did have beneficial effects on the
gummas (lesions) of syphilis and GPI, easing the patient’s pain, doctors concluded before the
end of the nineteenth century that they did not effect a cure.119 Clinical results and X-rays
from the 1950s confirmed these observations.120 It is perhaps a mystery, then, given the
capacity of iodides to alleviate symptoms, that the treatment was apparently withheld from
most GPI patients, but this seeming neglect might simply have reflected a failure to
document. The same conjecture might be made with respect to sedatives – few GPI patients
were sedated. Some GPI patients were treated with digitalis for cardiac complaints; GPI was
known to be associated with heart damage.121
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Up to the end of the period, Callan Park doctors understood that GPI was incurable in the
face of all treatment attempts. Patients would usually die within two years of admission.
Except for the unsuccessful Swift-Ellis treatment, which sometimes gave short respites, all
that could be done was to give hospice care, with alleviation of distressing symptoms where
possible, such as with iodide treatments. The fact that few sedatives or other palliatives were
given to GPI patients shows either a lack of concern or documentation. A significant cure rate
for GPI was not achieved until the late 1920s, with the introduction of malarial treatments.122
Nonetheless, early adoption of the newly-developed Swift-Ellis treatment suggests a desire
on the part of NSW asylum doctors to be seen as participating in the prestigious forefront of
clinical practice in a field which had great public attention, especially with the increased
awareness of VD during and after the war years, as exemplified by the 1915 NSW Select
Committee inquiry.

Who were the GPI Patients at Callan Park?
Most patients at Callan Park were working-class or paupers,123 but the Stewart et al. study in
Queensland suggests that higher social class GPI patients were over-represented. Stewart and
her associates have advanced several hypotheses to explain this apparent anomaly.124 One
explanation is that more ‘respectable’ men were reluctant to seek earlier treatment because of
the greater social and economic consequences of exposure. Alternatively, these wealthier
men had a greater opportunity for home or private medical nursing and medical care, at least
at the start of their illness. Wealthy families willing to care for the infected family member
would only be compelled to certify the sick patient at a very late stage when their behaviour
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became unacceptable. Another hypothesis proposed by Stewart and her colleagues is age
bias; the possibility that the long incubation time for GPI meant infection in one’s twenties
and neurosyphilis in middle age, when men had progressed in their careers from junior roles
to senior. Whatever the validity of these suggestions, men presented at Callan Park at a late
stage of GPI, as is clear from Figure 4.3, and at an average age of about 43, about the same as
the Queensland average.

I concentrate on male GPI patients here because the numbers of female GPI patients were too
low to draw definitive conclusions. There were five female GPI patients in the Deaths sample
at Callan Park, representing roughly ten per cent of all female deceased patients. Due to the
small numbers, the variations in death rate between years seen in Figure 4.1, and my one-intwenty sampling protocol, we cannot be certain that this group is very representative, or draw
any definite conclusions. Accordingly, the management of GPI at Callan Park needs to be
predominantly a story of the care of male patients.

GPI patients became progressively physically weaker and more vulnerable, as well as more
‘demented’. Apart from their debilitating mental symptoms, the increasingly limited mobility
and evident fragility of GPI patients indicate that it was unlikely that they could have
participated to any significant extent in social bonding via the sporting teams, games, dances,
group activities, picnics and other entertainments described in Chapter One. It is more likely
that some GPI patients were actively stigmatised by staff and other patients once the
connection between syphilis and GPI had been accepted. While it is likely that many patients
had become socially excluded and isolated before admission, it seems that they could only
acquire a very meagre sense of companionship or camaraderie at Callan Park.

197

Chapter Four
The Role of Callan Park in the Management of GPI
Callan Park management, staff and the general public were aware that a diagnosis of GPI
before the introduction of malarial treatments in the 1920s was a death sentence.125 As noted
above, over 50 per cent of GPI patients in the Deaths sample died within a year of admission.
Survivals beyond five years were negligible and some of these cases may well have been
cases of misdiagnosis. The survival curve is roughly in agreement with contemporaneous GPI
mortality data found by Stewart and colleagues for the Goodna asylum in Queensland.126
Five GPI patients were in the Discharges sample and did not die at Callan Park. In three of
these cases, the discharge was at the request of family or friends who wished their loved one
to die at home, while two patients did not return from home leave. From death certificate
data, we can infer that four of the five died within months or days of discharge.127 According
to newspaper death notices, Alfred James Stride died at home the day after leaving Callan
Park in 1901, and John Jacob Davis died at home a week after discharge in 1895.128
Discharge did not mean cure for these patients.

As is evident from the samples and the contemporary medical literature, asylums could only
offer either the generally unsuccessful Swift-Ellis treatment or palliative care for GPI until
the advent of malaria therapy in the 1920s. This picture was confirmed by the Australian
researcher Milton Lewis in his comprehensive 1998 history of sexually transmitted diseases,
Thorns on the Rose. Lewis observed that doctors in Britain and Australia accepted that all
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that could be done was to make the patient as comfortable as possible.129 But I found no
evidence of any special treatment for GPI patients at Callan Park, other than the treatments
already discussed. Most patients in the Deaths sample were increasingly confined to bed in
the hospital ward as the illness progressed, with increasing dementia, loss of sphincter
control, paralysis and cardiovascular or respiratory issues. Only two of the 36 deceased GPI
patients in the Deaths sample received sedatives or pain medication, whereas over half of all
patients received sedatives. As noted, some of the apparent lack of medication could be
attributed to poor documentation practices, but discrimination cannot be entirely ruled out.

Because persons with GPI were not welcome in hospitals and other institutions, the hospice
function very likely extended the lives of GPI patients, male or female, in particular the lives
of friendless, itinerant or homeless patients. As discussed above, the association of GPI with
syphilis and folk myths about non-sexual transmission might have meant that they were not
welcome in boarding houses or at home.130 And we have evidence, for example in the case of
William Hollingsworth discussed at the start of this chapter, that behavioural problems led to
expulsion. Patients with broken or no social ties, or without the possibility of accommodation
elsewhere, would have faced a lonely and hungry life on the street or in the bush dying from
starvation and neglect. Unless they committed a criminal offence, they could not be
accommodated in gaol, or at the Parramatta Hospital for the Criminally Insane.131

The Gendered Prevalence of GPI
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Several explanations have been advanced for the marked disparity between the relative
prevalence of GPI between men and women, expressed in terms of either admissions, deaths
or patient population. As Table D. 1 in Appendix D shows, the male/female proportion has
varied widely between Australian colonies and states, between countries and over time. The
Reports, which show only aggregate data for all NSW asylums after 1891, indicate a very
wide variation in the sex ratio of GPI deaths over the period 1892 to 1920, from about 5:1
around 1892 to 10:1 in 1918, with a peak of 30:1 in 1913 (see Figure 4.1, and Figure D. 1 in
Appendix D).

In 1959 Hare observed that with the first recognition of GPI in a country, the sex ratio of
male to female is high but tends to fall to a ‘more or less’ steady value of four to one, or even
two to one.132 He argued that this pattern would occur if syphilis first arrived at a country via
travellers, traders, military or seamen, and then spread over time to the general population.
Since the number of male clients was always much greater than the number of sex workers,
Hare thought there would be many more male infections than female for some initial period,
until the disease spread to the general female population and the ratio eventually reached a
more stable value. The speed at which this rough equilibrium was reached would depend on
the average number of sexual partners and frequency of sexual contact particular to the ‘host’
society.

Yet Hare’s model of transmission seems flawed, at least for European societies from the
nineteenth century. Firstly, most Western nations with significant overseas possessions or
trading partners had both received and sent traders, single male migrants, military men,
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officials and seamen over many years, if not centuries. Secondly, given the high prevalence
rates for syphilis from the middle of the nineteenth century, it seems that most trading or
maritime nations were not naïve to the disease, as Hare’s theory assumes. His theory might
have applied to the much earlier situation in Europe in the 1500s when syphilis was brought
back from the New World.133 It might also apply to the Indigenous peoples of European
colonies, including the Australian colonies, where venereal syphilis was a new disease.134

A more comprehensive explanation for the disparity in the GPI sex ratio is the mobility of
large groups of young and unattached men, as Elizabeth Barrett-Connor has observed.135 This
‘mobility’ theory is consistent with Hare’s hypothesis, but explains variations in the GPI sex
ratio within regions and in areas where syphilis is already endemic. Barrett-Connor notes that
the incidence of syphilis in British port cities in the 1950s was double the rate in comparable
inland cities, and the huge increase in mobility and travel after the First World War favoured
temporary or transient sexual relationships ‘at all levels’. Examples of mass movements in
my period of interest were the influx of rural workers to industrialising cities, the gold rushes,
the military movements of wars of colonisation and imperial rivalry, the disruptions,
expulsions and loss of life in these wars and the First World War, and the massive peaceful
migrations of the late nineteenth and early twentieth century.136 It is clear that these
movements often led to the instability, breakdown and re-formation of longer-term sexual
partnerships on a large scale, and a proportionate increase in commercial or casual sex.

133
Kristin N. Harper, Paolo S. Campo et al., “On the Origin of the Treponemal Nematoses: A Phylogenetic
Approach,” PLOS Neglected Tropical Diseases 2, no. 1 (15 January 2008), e148.
134
There is evidence that Indigenous people had a non-venereal strain of syphilis which might have given them
some immunity to the venereal strain – Judy Campbell, Invisible Invaders: Smallpox and Other Diseases in
Aboriginal Australia (Carlton, Victoria: Melbourne University Press, 2007).
135
Elizabeth Barrett-Connor, “The Epidemiology and Control of Gonorrhea and Syphilis: A Reappraisal,”
Preventive Medicine 3, no. 1 (1974): 102-121.
136
A number of authors remark on the greater prevalence of GPI and syphilis in industrialising urban areas as
compared to rural areas, for example Davis, Cruel Madness of Love, 204 – 207 (“The City as Pathogen”).

201

Chapter Four
Female sex workers tended to be more mobile than other women. They were the ‘first
responders’ in areas with large numbers of unattached men with sufficient disposable
incomes – mines, ports, trading centres, military bases and frontiers generally.137

Except perhaps at the frontiers, the great majority of women were not sex workers and were
thus less susceptible to venereal infection. British and Australian commentators, reformers
and researchers persistently and loudly expressed dismay about the high and visible numbers
of sex workers in the cities and campaigned against the ‘Great Social Evil’.138 William
Acton, an English gynaecologist and morals campaigner, estimated in 1870 that one in twelve
females above the age of puberty had taken their ‘first step towards prostitution’,139 probably
conflating adolescent, pre-marital or casual sexual relationships with sex for payment. There
had earlier been similar claims in the Lancet.140 Acton’s methodology has had many critics.
Frances Finnegan is particularly critical. She writes: ‘Acton’s work is rather a museum
devoted to all the mythologies of prostitution’ and claims that his work can only be described
as ‘slipshod and haphazard’.141 As Michael Sturma and other scholars have commented,
implausible estimates about the prevalence of prostitution reflected middle-class moral views
about extramarital sex rather than objective counts, conflating casual sex, prenuptial sex or
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cohabitation (Acton’s ‘first steps’ to degradation), with sex work.142 Critics have argued that
the statistics which Acton relied on were greatly exaggerated.143

The statistics indicate that venereal disease in women, while it included married women
infected by their husbands, was concentrated in a relatively small cohort of sex workers, as
Ronald Pearsall and others suggest.144 We can discount women who had sex with their
prospective husbands before marriage, or who cohabited, since there is no reason to believe
that they had significantly more sex partners, on average, than their married sisters. There is
considerable evidence suggesting that the proportion of sex workers as a percentage of all
sexually active women was comparatively small, at least from the later nineteenth century
onwards. The Melbourne police claimed that the city had 10,000 sex workers in 1900, almost
certainly a gross exaggeration, in an urban centre with a population then of about half a
million.145

These arguments might explain the marked gender bias in GPI deaths and admissions at
Callan Park over the period. There were four or five male deaths for every female death in
nearly all years, as depicted in Figure 4.1. Table D.1 in Appendix D shows that the gender
bias was evident in other Australian asylums and internationally. The 31st Report of the
British Commissioners in Lunacy found that the ratio for England and Wales was also four or
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five to one in 1877.146 Hare noted a similar statistic for the period 1901 to 1931,147 while at
Gartnavel asylum in Scotland in 1913, Davis states that the ratio of male to female GPI
patients was about ten to one.148 In the US the prevalence of GPI in asylums in the 1870s was
also about ten to one.149 The gender bias with respect to GPI at Callan Park was neither
unusual or exceptional by international or Australian standards and there are plausible
explanations for the worldwide disproportion.

Conclusion
Most socially isolated GPI victims were marginalised and rejected on account of their
irrational behaviour, or as a potential source of infection from the early twentieth century, by
hospitals and benevolent asylums. They were not welcome in single quarters such as
boarding houses or private lodgings once GPI was associated in the public mind with syphilis
after about 1910. Certainly charitable organisations who still adhered to the ‘degeneracy’
theory of GPI causation might have refused admission on ideological grounds.150 Within
families, the condition could result in expulsion and family breakup, but married women who
contracted syphilis from their partners were often misinformed by doctors about their true
condition as a matter of conscious policy. The only refuges for rejected GPI sufferers without
means were the streets, gaols or the asylum. Gaols would have been very unwilling to admit
GPI patients with mental symptoms after the association with syphilis became public
knowledge. As I have shown, the great majority of deaths from GPI in NSW occurred at
asylums.
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These arguments suggest that refuge at Callan Park might well have extended the life
expectancy of GPI patients as compared to life as homeless and starving paupers, or at least
provided some comfort in their dying days. While the hypothesis of extended life is
impossible to prove, it is entirely plausible that secure shelter, nursing and medical care,
regular meals, adequate clothing and a modest degree of comfort would have had such an
effect. Their increasingly incapacitating symptoms as seen in the case notes suggest that most
of these patients spent a majority of their time in the hospital wards. Thus, Callan Park had
dual roles as a hospice and as a de facto hospital for VD. It might be claimed that other sick,
pauperised and marginalised groups of patients would have had their lives similarly extended
by refuge in the asylum. But GPI sufferers were especially marginalised and rejected,
especially in the last twenty years of the period, when they were increasingly perceived as
potential transmitters of VD who had acquired their illness by ‘degeneracy’.

Effective treatments for GPI were not available in Australia at the period, apart from
equivocal results with the risky and painful Swift-Ellis treatment. Some palliation may have
been achieved with iodides, but their use was quite limited. It seems unfortunate that little
other relief for the painful symptoms of GPI was documented. Only four out of 41 GPI
patients in the Deaths sample were given opiates, bromides or sulphonal (a sedative). We
know that opiates were often prescribed for pain for patients with other conditions, or as a
chemical restraint.151
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There are plausible explanations for the significant gender disparity with respect to the
incidence of GPI. Although a few scholars, such as Scull, have discussed this issue for
international patients, the evidence discussed here sheds light on the relevant Australian
data.152 I have focused on male GPI patients because of the small numbers of female GPI
patients. The most significant factor behind the gender disparity is that GPI among women
fell mainly on the small number of women who were sex workers, whereas men were more
likely when younger to have multiple sex partners. These conjectures do not exclude the
possibility of sex differences with respect to infectivity of syphilis or its progress into GPI.153

The close parallels between the perceptions and stigmatisation of HIV, AIDS and GPI have
been noted by some scholars.154 In the 1980s AIDS, like GPI, was a life-ending,
unmanageable condition and its victims were vilified, marginalised and shunned.155 As with
GPI and syphilis, false folk myths about the means of transmission, which included any form
of direct or indirect physical contact, circulated widely. A degree of moral panic can be seen
in the public health advertisements and newspaper headlines of that time.156 In Western
societies, most AIDS victims are men; mainly men who have sex with men.157 The stigma
persists, though with far fewer headlines in the popular press, now that the condition is
manageable. Given the return of GPI as an unwelcome companion to HIV and AIDS,
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additional historical research on the past stigmatisation of GPI and its management in mental
institutions is relevant to modern discourses on these conditions.
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Chapter 5. Causes of Death – Cardiovascular Disease and ‘Senility’
This chapter examines the entanglement of cardiovascular disease (CVD) and ‘senility’ at
NSW asylums over the period. While diagnoses of CVD as a percentage of asylum deaths
increased significantly, ‘senility’, and its cognates, such as ‘old age’, declined. It was not a
sea change, but I establish that this roughly inverse relationship was due to evolution in
medical opinion, which moved away over the period from vague causes of death to more
specific explanations. I have made the point in previous chapters that asylum management
was particularly keen on fostering a public image of being responsive to medical
developments. It is true that not all deaths previously attributed to ‘senility’ or old age were
progressively put down to the more specific cause of CVD, but clearly a high proportion
were, as indicated in Figure 5.1. Cancer, more common in the elderly, was also a possible and
more specific, alternative, diagnosis. But there were fewer options during the earlier part of
the period for diagnosing internal, not externally visible, malignancies.1 Other diseases of
mature age, such as type two diabetes, were also poorly understood before the late nineteenth
century.2 This is not to downplay the fatal outcomes of senile dementia, a recognised group
of symptoms from the 1830s, whose causes may include vascular deficiency, strokes and
some infections.3

1

Smith, Illness in Colonial Australia, 145.
Ibid., 157.
3
François Boller and Margaret M. Forbes, “History of Dementia and Dementia in History: An Overview,”
Journal of the Neurological Sciences 158, no. 2 (1998): 125-133. See also Susan L. Mitchell, Dan K. Kiely,
Mary Beth Hamel et al., “Estimating Prognosis for Nursing Home Residents with Advanced Dementia,”
Journal of the American Medical Association 291, no. 22 (2004): 2734-2740. Alzheimer’s disease, also fatal,
was first described in 1928. It would have been classed as a form of dementia previously. See Hanns Hippius,
“The Discovery of Alzheimer’s Disease,” Dialogues Clinical Neuroscience 5, no. 1 (2003): 101-108.
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Older patients were more likely to have multiple morbidities at admission. Their health in
many cases was already compromised from more years of tobacco and excess alcohol
consumption, and poor dental health. Tobacco and alcohol abuse, and bad teeth, have quite
specific and proven associations with heart disease and circulatory failures.4 Another factor
specifically affecting women was frequent childbearing. Average family size did fall from the
1880s, from seven in 1881 to five in 1901, but even this lower figure was a lasting strain on
the health of women with poor nutrition and on their children’s health.5

One of the key questions in this study is whether confinement at Callan Park improved or
reduced the quality of life and life expectancy of patients. Here I address one important
aspect of this picture: whether patients died more quickly from CVD or ‘senility’ than their
fellow citizens ‘outside the walls’ and the reasons for such differences. I also examine the
effectiveness of the treatments used for these conditions.

‘Senility’, ‘Senile Decay’, ‘Old Age’ and Cognates
An examination of three cases in the Deaths study illustrates the evolution of diagnoses of
‘senility’ over the period, from apparent use as a ‘catch-all’ in the 1880s to recognition of
cardiovascular involvement in the documented cause of death. These patients were either
diagnosed with ‘senile dementia’ or had symptoms of dementia noted in their records. The
case notes for a patient admitted in 1885 suggest that doctors recognised heart disease but did
not choose to note it as a cause of death. For the patient admitted in 1919, Katherine E*,

4

For oral health and CVD, see Jukka H. Meurman, Mariano Sanz, and Sok-Ja Janket, “Oral Health,
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403-413.
5
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whose symptoms were far more fully documented, cardiovascular involvement (myocardial
degeneration) was recognised at death, but ‘senility’ was a secondary cause. Many other case
notes from 1910 onwards confirm that the physical and mental examinations of patients at
admission became fuller and more precisely documented, concurrent with the introduction of
the far more efficient folder system. Myocardial degeneration was recognised from the early
twentieth century as a fatty or fibroid degeneration of the heart muscle.6

Mary Earnshaw’s death was attributed to ‘senile decay’, but it is more likely that she died
from CVD. Mary, a widow with eleven adult children, was 73 when admitted to Callan Park
in 1885.7 She had signs of senile dementia, including failure of memory. There were few
notes of Mary’s physical condition, other than that she had ‘well-marked general senile
changes’ and ‘took her food well’. A few weeks after admission, she had an attack of
diarrhoea, from which she took a month to recover. Three months later, the notes record that
Mary fell down some steps ‘about 4 wks ago’, sustaining a Colles fracture of her arm. Such
fractures are common in older women with osteoporosis.8 Failure to record this potentially
serious incident in the case notes for a month after the event is one example of the prevailing
lax record-keeping at the time. It hints at the effects of crowded conditions and inadequate
supervision of a frail patient – and her more fragile bones. In fairness, it should be noted that
the annual incidence of fractures was generally low for such a vulnerable population.9

6
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Mary made a good recovery from her injury. Her general health improved, but she soon
became very feeble, apparently for some months, until the day of her death, just over two
years after admission. No diagnosis or physical examination was documented in the case
notes, but her death certificate states that she died from ‘senile decay’.10 It seems quite
possible that the cause of death was CVD. Mary was given a number of medications. Soon
after admission she was given a long course of opiates (‘tinc opii’) and catechu (an
astringent). Both medications were used at the time to treat diarrhoea, but it is probable that
the former was also used as a sedative. It is unlikely that the ‘tinc opii’ sedative was
associated with her fall, since it had been stopped a month previously. In the following year,
Mary was prescribed lemon syrup, possibly to treat scurvy, and cinchona (quinine), perhaps
to stimulate appetite or as a tonic.11 But there is no record of cardiac medication.

As was the case with Mary, Martha Calvert’s death was attributed to ‘senile decay’, while the
evidence suggests that CVD was more likely. Admitted two years later in 1887, Martha, a
widow, was diagnosed with ‘mania delusional’. The ‘supposed cause’ of her condition was
‘old age’.12 She was also aged 73 and had symptoms of dementia. Her physical examination
seems to have been cursory, but her general health was noted as ‘good’, although some loss
of teeth was noted – ‘her mouth has fallen in a little’. By early in the next year, Martha was in
bed with ‘adema [oedema] of the feet & legs’. This condition may have several causes,
including heart failure, renal failure, hepatic failure and some forms of malnutrition.13 But the
prescription of digitalis, a recognised and specific cardiac medication,14 three months before

10
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her death definitely suggests CVD. A subsequent observation that Martha had ‘a languid
circulation’ further confirms this conjecture. Digitalis was stopped a week before she died.
For this last week, Martha was confined to bed with diarrhoea, which must have hastened her
death, after fourteen months at the asylum. Opiates were prescribed, presumably in order to
attempt to address her diarrhoea or perhaps as a palliative. Again, there was no recorded
cause of death in the case notes. Martha’s death certificate states that the cause was ‘senile
decay, diarrhoea’.15

By 1919, it seems that diagnoses of CVD were more acceptable, even if ‘senile decay’ was
judged to be a conjunct factor. Katherine E*, also a widow, was 70 when admitted in early
1919.16 She had artificial teeth in her upper jaw and no teeth in the lower and was ‘very
wrinkled’. Although Katherine’s lungs were healthy, her heart sounds were irregular, with no
murmurs. Her pulse was ‘fair’ and her neurological signs seemed normal. As was claimed
standard procedure from 1910, Katherine was given a Wassermann test for syphilis; it was
negative. She was diagnosed with senile dementia – her son-in-law advised that she had been
‘mentally enfeebled’ for some months before admission. Katherine’s health was still ‘fair’ a
few months later and she was well enough to go on six months’ leave, returning the next year
enfeebled and with a scabies rash. Scabies is a contagious skin infestation by mites,
associated with poverty, lack of hygiene and overcrowded conditions. Katherine was put to
bed in a single room a few weeks later, but the next day she collapsed suddenly and died. Her
death was attributed to myocardial degeneration (one form of CVD) and senility. There is no
record of a post-mortem.

15
16

Advice from NSW BDM.
SARNSW, NRS4988, 14/10029, Register No. 12974.
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In these three cases we can see a progression from discounting of CVD as a cause of death to
acceptance, in admittedly a small sample. But these cases illustrate the general trend seen in
Figure 5.1, a rough inverse correlation between ‘senility’ and CVD diagnoses. The
prescribing of digitalis, a specific medication for heart conditions, to Martha in 1887 was a
definite sign that Callan Park doctors recognised CVD from the late nineteenth century, even
if they were not as yet ready to accept it as a cause of death.

Figure 5.1 Cardiovascular Disease and ‘Senility’ as Percentage of Total Deaths at all
NSW Asylums 1880–1919
Sources: Reports 1880–1919 (Table 4)17

The steady deprecation of ‘senility’ or ‘old age’ as causes of death is strongly suggested by
the NSW Year Book 1904–1905, which classes ‘Old Age’ as ‘Causes Ill-Defined or

17

I have not included the years 1920 to 1923 because the reporting basis changed in 1920 from calendar year to
financial year. Data for 1918 are missing. The years 1877–1879 were not included because of the relatively low
numbers of deaths. Note that any given patient may have had more than one cause of death.
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Unspecified’.18 F. B. Smith points out that the significant differences in diagnostic practices
and reporting procedures between and within colonies in Australia prevent safe comparability
of mortality statistics between or within jurisdictions.19 Nevertheless, we can see ‘old age’
being deprecated as a cause of death, apparently giving way to ‘heart disease’ (a leading
cause of death) and other causes across Australia between 1900 and 1909. Thus, the apparent
increase in CVD mortality was probably due to more precise diagnosis and improved
certification, rather than an underlying trend in the actual incidence. J. H. L. Cumpston makes
a similar suggestion with respect to cancer from 1911 to 1933, also arguing that the apparent
increase in cancer deaths was due to better diagnosis and certification.20 From 1907, deaths
attributed to ‘senility’ fell sharply to insignificant levels by the 1950s.21 Indeed ‘senility’ and
‘old age’ had disappeared by 1920 from the Reports and from the Commonwealth
Statistician’s “Causes of Death” by 1924.22

The mortality rate for ‘senility’/‘old age’ for the ‘average’ NSW resident fell to about 69 per
100,000 for men and 59 per 100,000 for women by 1904.23 The corresponding death rate in
NSW asylums also fell, yet it was still about ten times that for the general population by
1915, as shown in Figure 5.2. There are many plausible reasons for this very marked
difference. I have established in Chapter Three that the patient population at admission was
progressively older and sicker at admission over the period. Older patients had had longer
exposure to harms and their bodies, immune systems and bones were weaker. The effects of

18
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Statistics, 2008”.
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overcrowding were exceptionally risky for the old, because they were more vulnerable to
jostling and serious falls and had less resistance to fatal infections. Force-feeding posed an
increased risk for the elderly because of their special vulnerability to pneumonia. As
described in Chapter Seven on chemical restraints, the risks of choking on food and
aspiration pneumonia were exacerbated by sedatives, particularly with older patients.

Figure 5.2 ‘Senility’ and ‘Old Age’ Death Rate per 100,000 at all NSW Asylums 1880–
191924
Sources: Reports 1880–1919 (Table 4).

Most patients in the Deaths sample who died from ‘senility’ survived for some years.
Although seventeen per cent of ‘senility’ deaths occurred within 90 days, about half of people
in the Deaths sample who died from ‘senility’ died within three years of admission; about 80

24

I have not included the years 1920 to 1923 because the reporting basis changed in 1920 from calendar year to
financial year. Data for 1918 are missing. Years 1877–1879 were not included because of the relatively low
numbers of deaths. Note that any given patient may have had more than one cause of death.
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per cent survived up to six years, as shown in Figure 5.3, emphasising Callan Park’s role as
an aged care provider.

Figure 5.3 Callan Park Length-of-Stay as Cumulative Percentage for Patients who died
from ‘Senility’, 1877–1920
Source: Deaths Sample

While debates about mortality statistics did take place at medical congresses, there was little
or no analysis or comment in the press about asylum statistics in general, other than
comments about perceived increases in the insanity rate.25 This alleged ‘race decay’ seemed
to be a major concern for some social commentators and eugenicists.26 Since deaths of the
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aged from natural causes were everyday occurrences, it might well be that the general public
saw nothing untoward in the high death rate for the aged at hospitals for the insane.

Yet there was public concern from the 1870s about aged care in government and charitable
asylums for the aged and poor (as distinct from mental asylums).27 Following the NSW Royal
Commission on Public Charities of 1873, and a ‘wave of public outrage’ about brutality to
older people, the Benevolent Society was relieved of its responsibilities for aged care and
their residents were moved to government asylums. Unqualified, brutal or otherwise
unsuitable nurses were replaced by qualified and experienced nursing staff, including
Nightingale Nurses. This ‘wave’, according to John Stevens, continued until Federation.28
The NSW Government Asylums Inquiry Board of 1886–1887 into the government asylums
at Parramatta and Newington condemned managers, attendants and the Parramatta Matron
Superintendent for negligence, brutality and unkindness in the strongest terms.29 It is
plausible that Callan Park and other mental asylums escaped adverse criticism about their
care for the ‘senile’ because of their greater transparency (via official visitors among other
public contacts) and public knowledge that their nursing staff were trained, as regularly
emphasised in the Reports.

Hospitals for the insane were no doubt reluctant to accept a burden of people whose chief
underlying cause of morbidity, namely old age, was by definition beyond remedy and whose
return to society was unlikely. Caring for the aged and the incurable clearly clashed with
moral management’s emphasis on effecting cures. But lunacy legislation in NSW did not

27
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28
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allow asylums to reject involuntary patients. Manning’s attitude to the demented may be
illustrated by his Presidential Address to the Intercolonial Medical Congress: ‘and for the
chronic dements …. who make up so large a part of all asylum population – they involve too
much expense, and too extended a supervision, without any commensurate result’.30

Other Australian asylums gave minimal care to the demented and ‘senile’. The West
Australian Director-General of the Insane, Theo Anderson, told the 1921 West Australian
Parliamentary Inquiry into Lunacy: ‘we spend as much time as is necessary with patients …
not more than one minute is given to a whole row of seniles’.31 Despite these management
grumblings, it is clear that asylums played a significant, if specialised, role in aged care in
NSW, namely care for the ‘difficult’, ‘demented’ or mentally ill aged who might have been
rejected by other welfare institutions. About sixteen per cent of all patients in both samples
were aged 60 or over.

During the period, medical treatment of the physical symptoms of ‘senility’ and dementia
was necessarily for the alleviation of symptoms, rather than the impossible goal of ‘cure’.
The use of sedatives is examined in detail in Chapter Seven. As an apparent adjunct to
sedatives, patients were also freely given Epsom salts (‘whitehouse’) as a laxative.
Attendants and nurses did not have to obtain permission to administer it, and there is
evidence that aperients were used as punishment or to ‘quieten’ patients in some asylums.32
People who were ailing, including the ‘senile’, were occasionally given pick-me-up tonics,

30
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the Second Session (Melbourne: Stillwell & Co., 1889), 826.
31
Report of the Select Committee of the Legislative Assembly on the Claremont Hospital for the Insane (Perth:
WA Government Printer, 1919), evidence of Dr Anderson, Inspector-General, Q 4967-4972.
32
See Roth, “‘Died Today’,” 68.

218

Chapter Five
such as Easton’s syrup, which contained quinine and toxic strychnine.33 This widely-used and
risky medication did not appear to improve Mary Lawler’s condition. She died from ‘senile
decay and pulmonary congestion’, three years after her admission to Callan Park in 1896.34
Patients were also given iron-containing supplements, such as potentially highly toxic ferric
perchloride, presumably for anaemia. Various remedies for coughs, colds and other
respiratory problems were administered, such as ammonium carbonate. This medicament was
described in the US Pharmacopeia as an ‘irrational expectorant mixture’, in other words an
ineffective and optimistic remedy by the standards of the day.35

Cardiovascular Disease (CVD)
Cardiovascular disease (CVD) was the second leading cause of death after tuberculosis (TB)
among the general population of NSW by the early twentieth century.36 It was also a leading
cause of death in NSW asylums, as shown in Figure 5.1 above and Figure 5.4. Cardiovascular
conditions were classified under ‘Diseases of Heart and Blood-Vessels’ in the Reports. They
could include ‘morbus cordis’ (unspecified heart disease), heart attack (myocardial
infarction) or heart failure, arteriosclerosis, atheroma (degeneration of the artery walls) and a
host of other potentially fatal illnesses of the circulation.37 The pathology of CVD was
unclear until the 1880s and many cases went undiagnosed or misdiagnosed.38 Mortality from
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CVD was heavily age-dependent. In the period 1910 to 1912 a 65 to 75 year old male in
Victoria was about eight times as likely to die from CVD as a 45 to 55 year old male.39 The
aggregate Report statistics show that male and female patients had roughly the same death
rate from CVD over the period – see Figure 5.4.

Figure 5.4 Death Rate per 100,000 for Cardiovascular Disease, all NSW Asylums, 1877–
1920
Source: Reports

As already noted, many deaths attributed to default catch-alls such as ‘old age’, ‘senility’ or
‘exhaustion’ were progressively allocated to specific causes such as CVD or pneumonia, as
understanding of the aetiology and pathology of diseases developed over the period.40 These
changes in diagnostic practices for the general population over time are reflected on a smaller
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scale by the aggregate asylum statistics in the Reports and at the ‘micro’, individual level in
the Deaths sample. There were several probable cases of misdiagnosis in the latter. Charles
Dickenson, admitted in 1906, had no cause of death recorded in his case notes, although his
Death Certificate stated that he had died from ‘senility [of] unknown duration’.41 But six
months before his death in 1908, the case notes state that Charles was ‘in bed….suffering
from morbus cordis [heart disease]’.

Phillip Roberts, Rebecca Kippen, Michael de Looper, Piers Mitchell and other writers have
claimed that nineteenth-century medical diagnoses often use ‘incorrect, loose and coarse
terms’, to use Kippen’s phraseology.42 Mitchell refers to the analysis of written texts and
other artefacts, with an emphasis on understanding power hierarchies, professional peer
pressure, and other social relationships and the difficulties of matching up past diagnoses
with current diseases when those relationships may no longer apply.43 When remarking on
‘loose terms’, I do not make an ahistorical judgement based on modern knowledge, or accuse
medical practitioners of ignorance. It is important to note that much nineteenth-century
nosology (classification of diseases) was vigorously disputed at the time, as this literature
indicates. And as Günter Risse writes, ‘the choice of assigning any causality to death is never
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value-free, but is governed by political, cultural, scientific, economic and personal factors’.44
All these factors are evident in the evolution of CVD diagnoses over the period.

The revisions in diagnostic practice by physicians generally for CVD over the period could
not have had a significant effect on the crude CVD death rate for the general population,
since only about six per cent of NSW residents were over 60 by 1891.45 The standardised
mortality rate for CVD for NSW declined from about 150 per 100,000 in 1885 to 100 by
1910,46 reflecting more the improvements in public health, nutrition and medical treatments
rather than diagnostic developments. Yet, as with TB, there was an upwards trend in CVD
deaths for asylum patients. Figure 5.4 shows that the total crude CVD death rate (males and
females) rose from about 400 in 1882 to 2500 by 1918. This asylum-specific increase can be
most likely explained by the revision of diagnoses and the aging of the asylum population as
already established.

What can be inferred from the aggregate data for all asylums from 1877 to 1917 is that their
population became considerably older and therefore significantly more vulnerable to death
from CVD. About nine per cent of all patients admitted in 1877 were 60 and over. By 1917
this figure had increased to eighteen per cent, two to three times the proportion of the ‘old’ in
the general population.47 I have argued in Chapter Three (“Common Factors”) that increasing
lack of provision for the aged, in particular the indigent and homeless, in other welfare
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Günter B. Risse, “Cause of Death as a Historical Problem,” Continuity and Change 12, no. 2 (1997): 175-188.
Taking an age of 60 as a rule of thumb for ‘old’. Source: ABS “Australian Historical Population Statistics”,
3105.0.65.001 Table 2.3. In NSW, males aged less than 60 were ca. 93% of all males in 1861 and 95% by 1891.
Pneumonia was seen as a common disease of old age. See de Looper, “Death Registration and Mortality Trends
in Australia 1856–1906,” 143.
46
De Looper, “Death Registration and Mortality Trends in Australia 1856–1906,” 177, 161 (Figure 6.29), 178
(Figure 6.30). De Looper states that these statistics are age-standardised.
47
ABS “Australian Historical Population Statistics,” 3105.0.65.001 Tables 2.3, 2.4; Reports.
45
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institutions, was one factor behind this trend. Other likely factors were the increasing life
expectancy of the aged and the growing acceptance of families for giving up older members
to asylums.

The death rate for CVD for the general population of NSW was much lower than in the
asylums. The statistics for CVD in NSW in pre-Federation times are vague or incomplete, but
in 1904, the official death rate for CVD was about 86 per 100,000, as compared to the asylum
rate of around 1000 per 100,000 in that year.48 As suggested in Chapter Three, there were a
number of causes of heart disease for older persons generally in NSW: bad health and heart
damage in early life,49 diets high in salt, deficient oral health, poor nutrition, residual damage
from infections, smoking and alcohol abuse, and the physical and mental stresses of
employment uncertainty and poor living conditions. Smoking, as previously noted, continued
within asylums.

I have also noted in Chapter Three that nutrition played an important and specific role with
respect to CVD, in particular the high consumption of salt. Many modern studies confirm the
role of elevated salt intake in CVD and kidney disease. In 1887 the annual consumption rate
per head of salt in NSW was more than twice the 2016 rate for Australia, a level which is still
regarded as much too high by health authorities. However, I found in Chapter Three that the
Callan Park diet was much the same with respect to salt content as the working-class diet,
which means that patient cardiovascular health was not additionally damaged (or improved)
by this everyday ‘environmental’ factor, as compared to other NSW residents.

48

Year Book of New South Wales 1904–1905, 671 and ABS 3105.0.65.001, “Australian Historical Population
Statistics, 2008”.
49
J. H. L. Cumpston, Health and Disease in Australia. A History (Canberra: Australian Government Publishing
Service, 1989), 132-134.
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Mental illness was also very likely to be associated with a higher level of physical illness
before admission. Modern studies confirm a strong, culture-independent association between
mood disorders and heart disease, and the probable involvement of alcohol.50 These same
associations would have applied in the past. Alcoholics, whose health was very likely to be
seriously affected by drink, were a significant proportion of admissions. Some examples from
the Deaths sample illustrate the role of patient history in the development of CVD. Alcohol
abuse was often associated with cardiac morbidity at admission and an early death. Timothy
Reddan, aged 58, was admitted in 1901 and diagnosed with ‘mania a potu’ (alcoholic mania).
The ‘supposed cause’ of his condition was alcoholism.51 His lungs were normal, but his pulse
was weak and his heart sounds faint. He had urinary retention and probably was catheterised
for this problem, then and now a standard treatment for this condition. Within a week,
Timothy became weaker and his heart sounds ‘very faint’. He was semi-conscious until his
death a week later from ‘fatty degeneration of the heart’. This diagnosis was confirmed at
post-mortem. Timothy was given brandy on the day of his death, perhaps to ease his passing.
It was his only recorded medication. Probably many years of drink, sometimes to the point of
‘mania’, had shortened Timothy’s life due to serious damage to his heart and other organs.
He was probably beyond help at admission.

Lilly Louise Egan, a married housekeeper aged 39, might have had heart disease well before
her admission in 1907, judging from her death certificate.52 She was diagnosed with ‘mania
delusional’; the ‘supposed cause’ was ‘family trouble’. After marriage at eighteen, Lilly had

50

Johan Ormel, Michael Von Korff, Huibert Burger et al., “Mental Disorders among Persons with Heart
Disease—Results from World Mental Health Surveys,” General Hospital Psychiatry 29, no. 4 (2007): 325-334.
51
SARNSW, NRS4994, 3/4685, Register No. 5273.
52
SARNSW, NRS4994, 3/4692, Register No. 7833; Advice from NSW BDM, cause of death: ‘Chronic brain
disease, heart failure about 2 years’.
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had a difficult life. She stated that she had worked very hard for part of her life on the
goldfields. Perhaps the rough living conditions there had contributed to her four miscarriages.
Her mother had died relatively young at 44, and five of her siblings were also deceased, one
of whom ‘went mad’. Lilly’s physical health had been poor for some time. She had been
treated by a doctor for an ‘internal complaint’ for a considerable period and had subsequently
been hospitalised. In the last two months before admission, she had shown signs of mental
illness.

At admission, Lilly’s teeth were in ‘fair order’, her heart sounds ‘clear’ and her lungs
‘seemed healthy’, but she had a fine tremor over her whole body. Tremor may be a sign of
alcoholism, but has many other causes, such as Parkinsonism and other neuropathy.53 Soon
after arrival, Lilly claimed to have been treated with ‘nothing but cruelty’ at Callan Park and
had had nothing to eat – the latter claim was contradicted by a nurse. She became more
reasonable and ‘civil’ about a month later and improved in physical health, although she
complained of pains about her waist. After fourteen months of no written observations, Lilly
was said to ‘wail all day’, but was thought to be now quieter and more rational.
Notwithstanding this apparent mental recovery, she was dead a few weeks later, after about
eighteen months at Callan Park. No notes were made about her physical symptoms preceding
death. Lilly’s death certificate stated that ‘chronic brain disease’ and ‘heart failure about 2
years’ were the causes of death.54 It seems that doctors had either failed to note or diagnose a
serious heart condition at admission, despite the knowledge of her previous hospitalisation.
Perhaps the length of her ailment had been supplied by her doctor before admission. There is
no record of medications.
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See ALCOHOL entry in BMD. See also Günther Deuschl, Jan Raethjen, Michael Lindemann et al., “The
Pathophysiology of Tremor,” Muscle & Nerve 24, no. 6 (2001): 716-735.
54
Causes of death for Lilly kindly supplied by NSW BDM.
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Causes arising from patient history seem insufficient to account for all of the great difference
in CVD mortality between asylums and the general populace. Yet asylum conditions
probably played a relatively minor role in the CVD deaths of the 40 per cent of the Deaths
sample who died from CVD within approximately 100 days after admission – see Figure 5.5.
Admittedly there are few patients in this group. Since roughly 95 per cent of CVD deaths in
the Deaths sample occurred within 18 months, it is clear that Callan Park played a hospice
role here, far more so than for patients who died from ‘senility’ (80 per cent dying within 6
years, Figure 5.3). Certainly, stresses from overcrowding, violence and chemical restraint are
likely to have played some role in the deaths of longer-lived CVD patients. Only one of the
CVD patients in the Deaths sample was force-fed. As with ‘senility’, deaths from the natural
causes of heart or circulatory disease were accepted as part of everyday life and aging at the
period. CVD patients were mostly elderly; the average age at death of the CVD sample was
62. Certainly, the high rate of CVD at NSW asylums did not appear to attract public
comment.
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Figure 5.5 Callan Park Length-of-Stay as Cumulative Percentage for Patients who died
from Cardiovascular Disease, 1877–1920
Source: Deaths Sample

Another significant cause of stress which could exacerbate cardiovascular morbidity was
grief, either as a symptom of mental illness, or from bereavement. In 2016 Simon Graff and
his colleagues found a long-term risk of potentially fatal atrial fibrillation (irregular heart
rate) when people lose partners.55 Takotsubo or ‘broken-heart’ syndrome is now a recognised
cause of acute heart failure. It can be triggered by the stress of bereavement, rejection by a
partner, or other emotional problems, often resulting in cardiogenic shock.56 Certainly many
‘melancholia’ patients may have been subjected to such stresses, delusionary or actual. Some
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Simon Graff, Morten Fenger-Grøn, Bo Christensen et al., “Long-term Risk of Atrial Fibrillation after the
Death of a Partner,” Open Heart 3, no. 1 (2016): e000367 [online journal]. For atrial fibrillation and its risks,
see PBD 535-536.
56
See PBD 129 for cardiogenic shock. For Takotsubo syndrome, see Konstantin Schwarz, Trevor Ahearn,
Janaki Srinivasan et al., “Alterations in Cardiac Deformation, Timing of Contraction and Relaxation, and early
Myocardial Fibrosis accompany the Apparent Recovery of Acute Stress-induced (Takotsubo) Cardiomyopathy:
an end to the Concept of Transience,” Journal of the American Society of Echocardiography 30, no. 8 (2017):
745-755. See also Nelson Chong, “Broken heart syndrome was thought to be a short-term condition – the latest
evidence suggests otherwise”, accessed November 7, 2018, https://theconversation.com/broken-heart-syndromewas-thought-to-be-a-short-term-condition-the-latest-evidence-suggests-otherwise-106033.
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of the causes of admission for patients in the samples were ‘romance’, ‘love affair’, ‘love
trouble’, or grief at loss of children, close relatives, or partners. Clearly many patients, not
only ‘melancholics’, would have pined for family, friends and social contacts, and the 1918
Rules for Attendants, Nurses and Others drew specific attention to this homesickness, and
encouraged nurses and attendants to empathise with it.57

In view of the availability of fairly effective, but not necessarily curative, treatments for
CVD, such as digitalis, it might be argued that Callan Park had a modest degree of success in
its management of older persons with circulatory illnesses and older patients generally.58 As
CVD, in particular heart failure, can be a crippling condition, many patients had limited
mobility and could not care for themselves – care, shelter and secure accommodation were
necessities. When the behaviour of these disabled persons, or their terminal or chronic
condition, precluded acceptance in public hospitals or other welfare institutions, patients
without resources or social connections might have had to live ‘on the street’, or be confined
to prison, without any treatment.59

For such patients Callan Park provided, in Garton’s terminology, a ‘refuge’ for patients,
however imperfect, and some improvement in quality of life for the homeless and
friendless.60 This refuge role perhaps fulfilled the expectations of the administration, because
it was a relatively cheap way to camouflage the social problem of caring for, or regulating,
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Mental Hospitals, New South Wales. Rules for the Attendants, 5.
As previously suggested, many of the ‘senile’ patients admitted before (and after) 1901 may have had CVD.
The relevant case notes are too vague to suggest the cause for the use of digitalis. But it was most often used as
a heart treatment. J. Worth Estes and Paul Dudley White, “William Withering and the Purple Foxglove,”
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History,” Orvostorteni Kozlemenyek 32, no. 3-4 (1986): 89-100 [Hungarian]. Reprinted in English in
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the indigent terminally ill. Yet from the asylum management point of view, the roles of
hospice or home for the aged were heavy burdens. As Manning intimated, it worsened
overcrowding, taxed resources and added to the workload of doctors and staff. Certainly,
clinical fatalism, as seen with the ‘senile’, would have added to the negative perception of the
burden.

Conclusion
Medical opinion about ‘senility’ and old age deaths evolved over the period to more precise
and evidence-based categorisation, including a movement towards more specific causes, such
as manifestations of CVD. This evolution would have progressively and positively affected
the quality of treatment and care, since more precise and effective treatments, such as
digitalis for CVD, might be offered with more exact diagnoses. Asylums, including Callan
Park, played a significant and essential role in aged care. I have also highlighted the hospice
role of Callan Park with respect to CVD, overlapping the aged care function. But the
evidence shows that people were much more likely to die from ‘senility’ or CVD inside the
asylum than outside it. This increased risk was not necessarily a reflection on asylum
conditions or treatment. The evidence, and the examples discussed here, suggest that CVD
patients were in most cases fatally damaged before admission and that ‘senile’ patients had
been exposed for longer periods to harms such as poor diet, stress, alcohol abuse, bad oral
health and smoking. Older patients lost comparatively fewer years of expected life on
average, indicating the relatively minor role of the asylum environment.61
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Residence at Callan Park provided a modest degree of comfort and refuge for these two
groups of patients, most of whom came from working-class or pauper backgrounds. They had
medical attention (of varying quality), very limited access to drink, regular meals, a degree of
supervision, useful employment if able, beautiful gardens to walk in, and diversions such as
concerts, pets and picnics.62 Many of these patients were bed-ridden in the hospital ward or
single rooms, and they received a degree of care that the homeless and those rejected by
families could not have enjoyed ‘outside’. Against these positive points, overcrowding and
consequently more thinly stretched supervision would have posed serious risks in terms of
falls and choking, and greater exposure to infection and stress which might have exacerbated
CVD. But the incidence of these mishaps seems to have been relatively low. From various
public statements by the Directors-General, it is evident that they viewed care for the aged
(and helpless CVD patients) as an unwanted and incurable burden, an attitude that would
have percolated down to staff. But it was nonetheless a role that the asylum performed with
seemingly fair success.

The much higher death rates for CVD and ‘senility’ attracted little public concern, although I
have noted that the NSW public was interested in the quality-of-life of the aged in welfare
institutions from the late nineteenth century. The visibility of asylums via Official Visitors,
visiting sports teams and other visitors, scrutiny by journalists and public knowledge that
nursing staff were trained, were factors that shielded Callan Park and its sibling institutions
from criticism.63
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For parks and gardens at Callan Park, see NSW Office of Environment & Heritage, “Callan Park
Conservation Area & Buildings,” accessed May 9, 2020,
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Callan-Park Lunatic Asylum,” Freeman’s Journal (Sydney), July 10, 1880, 17.
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Chapter 6. Deaths from Tuberculosis and other Respiratory Diseases
David Morens claims that in the nineteenth century, ‘it seemed as if everyone was slowly
dying of consumption’ (pulmonary tuberculosis).1 The sufferer was ‘consumed’, often
‘romantically’ according to the novels of the day. Morens, in his survey of Victorian
‘consumptive art’, writes that consumption was seen as ‘romantic redemption’ in popular
culture, portrayed as a ‘consequence of social ills’. Lingering deaths from tuberculosis (TB)
were frequently portrayed for dramatic effect in literary fiction and opera. One famous
example is the extended demise of the tragic heroine Violetta over three acts in Giuseppe
Verdi’s La Traviata, who is nevertheless able to sing the duet Gran Dio! morir sì giovane
(‘Great God! To die so young’) at forte fortissimo (fff) on her deathbed in the last act.
Indeed, major literary and musical figures such as John Keats (aged 25), Robert Louis
Stevenson (aged 44) and Frédéric Chopin (aged 39) had died young (and romantically) from
consumption. The symptoms of TB, which included pale complexions and wasting, were
believed to enhance feminine beauty.2 But the reality was that it was a major cause of
morbidity and death well into the early twentieth century. Mortality was even more prevalent
but far less ‘romantic’ in NSW mental institutions.

TB is predominantly a disease of the lungs, but can manifest itself, often terminally, in other
organs.3 In active TB, the lungs are most often affected, but the disease can also occur in

1

David M. Morens, “At the Deathbed of Consumptive Art,” Emerging Infectious Diseases 8, no 11 (November
2002): 1353-1358. See also Emily Mullin, “How Tuberculosis shaped Victorian Fashion”, Smithsonian
Magazine, accessed June 27, 2019, https://www.smithsonianmag.com/science-nature/how-tuberculosis-shapedvictorian-fashion-180959029/.
2
Ibid.
3
See PBD, 366-372.
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lymph nodes, skin and other bodily systems.4 On infection, the disease may become latent
and asymptomatic, or active and possibly fatal, according to the strength of the infected
person’s immune system. Since TB is primarily a pulmonary disease, I consider it and other
respiratory diseases together in this chapter. Here I aim to demonstrate how and why TB and
other respiratory conditions acted adversely on patients’ quality of life and life expectancy. I
compare mortality from TB within the asylum over the period with mortality among the
general populace. I also examine the treatments used to manage the conditions, their
effectiveness, and the evolution of medical thought about TB over the period. Of particular
interest in this context is the topic of ‘phthisiophobia’ (fear of contracting TB).5 The evidence
indicates that patients were far more likely to die from TB and respiratory ailments than the
‘average’ NSW resident.

Conditions at Callan Park were particularly and increasingly unfavourable both for patients
already infected and for preventing transmission of respiratory illnesses and TB. The
infection rate for potentially fatal respiratory diseases transmitted by sneezes, spitting or
coughing, or other contact with body fluids, is particularly sensitive to living at close
quarters, as is the case in any overcrowded welfare institution with inadequate isolation
measures. Moreover, factors which promote coughing and sputum production, such as
smoking or smoke pollution, which were prevalent at Callan Park, increase the probability of
transmission and exacerbate disease symptoms and can be the direct cause of bronchitis and
other breathing obstructions.6 Except for TB, respiratory illnesses are more common in the

4

For symptoms, epidemiology and modern treatments for TB, see BMD, entry for TUBERCULOSIS and PBD,
366-372.
5
See for example S. A. Knopf, “A new Type of Phthisiophobia,” Journal of the American Medical
Association 53, no. 13 (1909): 985-996.
6
I have discussed the role of smoking, solid fuel smoke and dust with respect to air quality at Callan Park in
Chapter 3, “Common Factors affecting Mortality”.
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elderly. The increasing average age of patients and greater overcrowding over the period
were very likely significant factors underlying mortality for non-TB related respiratory
illness, but not for TB itself.

Tuberculosis (TB)
Medical authorities in the period recognised that higher TB mortality was associated with
lower socio-economic status and with crowded living conditions in urban centres and
institutions, where transmission was more likely and public health provision, such as access
to clean water and adequate drainage, was poor.7 Inadequate nutrition is a particularly
important factor for TB infection and progression. F. B. Smith’s The Retreat of Tuberculosis
1850–1950 has provided evidence that TB was ‘overwhelmingly a scourge of the labouring
poor’ in late nineteenth- and early twentieth-century Australia.8 The strong association of the
illness with poverty in childhood, with life-long effects, has been observed in other studies.9
TB was also thought to be associated with mental illness in the nineteenth century, when it
was generally accepted that most patients in public asylums were poor or working-class.
Thomas Clouston, Superintendent at the Royal Edinburgh Asylum, noted a ‘special
connection’ between TB and insanity in 1863 – it was, according to his calculations, the
cause of death of over twenty per cent of patients in Scotland.10

Smith, Michael de Looper and other authors have noted an urban/rural divide in Australia
with respect to crude death rates, which is consistent with the known deleterious effects of

7

Michael de Looper, “Death Registration and Mortality Trends in Australia 1856–1906,” Chapters 6 and 7. See
also Sheila M. Rothman, Living in the Shadow of Death. Tuberculosis and the Social Experience of Illness in
American History (Baltimore, Maryland: John Hopkins University Press, 1995), 183-188.
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F. B. Smith, The Retreat of Tuberculosis 1850–1950 (North Ryde, Sydney: Croom Helm Australia, 1988), 19.
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See for example Richard Reading, “Social Disadvantage and Infection in Childhood,” Sociology of Health &
Illness 19, no. 4 (1997): 395-414.
10
T. S. Clouston, “Tuberculosis and Insanity,” Journal of Mental Science 9, no 45 (1863): 36-65.
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urban crowding and slum conditions.11 Milton Lewis emphasises the high death rates in
Sydney, stating that the mortality rate for phthisis per 100,000 varied from about 110 in 1860
to a peak of 210 in 1885, declining again to 100 in 1900.12 This latter decline was a part of
the early twentieth century health transition in Australia and the Western world observed by
Smith and others.13 The chief characteristics of this demographic change were a significant
trend towards lower child mortality, a fall in the birth rate, and marked drop in the death rate
from the major illnesses of the time, such as TB. After 1900, heart disease and cancer
replaced TB as the ‘worst single killers’.14 The lower TB death rate for 1860 may be due to
inaccurate and vague diagnoses and unsatisfactory recording of deaths; the ‘inaccurate, loose
and coarse terms’ noted by Kippen.15 J. H. L. Cumpston’s estimate for the trend in death rates
for the same period for all of NSW for pulmonary TB (phthisis) reflects the lower rural death
rate – the death rate in 1900 was 80 per 100,000.16 For comparison with Sydney, the
respiratory TB death rate in the far denser and more populous London metropolis in 1900,
with its extensive slums, was about 170 per 100,000.17 De Looper writes that pulmonary TB
formed about seven to eight per cent of the total mortality burden in late nineteenth century

11
Crude death rates can be reasonably compared here since it is unlikely that city/country age distributions were
significantly different. See de Looper, “Death Registration and Mortality Trends in Australia 1856–1906,”
Figure 7.15, 237. The city/country divide reflected the ‘mortality penalty’ of urban living discussed by de
Looper, and poor urban conditions discussed in Lewis, The People’s Health, Volume 1, 53-55. See also F. B.
Smith, Illness in Colonial Australia, 118. The divide was recognised in the press in this period – see “Public
Health. Death Rate,” Sydney Morning Herald, January 24, 1888, 7.
12
See Table 3.2 in Lewis, The People’s Health, Volume 1, 54. Lewis gives death rates per 1000, I have restated
them to rates per 100,000 for consistency. The death rates are sourced from the Registrar General’s Reports and
are not standardised – see Milton Lewis and Roy MacLeod, “A Working Man’s Paradise? Reflections on Urban
Mortality in Colonial Australia 1860–1900,” Medical History 31, no. 4 (1987): 387-402.
13
Smith, Illness in Colonial Australia, Chapter 7, “Tuberculosis, Cancer and the Health Transition”. See also F.
B. Smith, “The First Health Transition in Australia, 1880–1910,” Chapter 2 in G. W. Jones, R. M. Douglas, J. C.
Caldwell and R. M. D’Souza, eds., The Continuing Demographic Transition (Oxford: Clarendon Press, 1998).
14
Smith, Illness in Colonial Australia, 144-145 and Smith, “The First Health Transition in Australia”, 32, 35.
15
Kippen, “‘Incorrect, loose and coarse terms’”.
16
Cumpston’s estimate is generally lower than Lewis’s because the Sydney death rate was clearly higher than
the rural death rate. See Graph 24 in Cumpston, Health and Disease in Australia, 277.
17
Sydney’s population in 1900 was ca. 480,000, London’s was ca. 5 million. For TB mortality in London, see
A. J. Mercer, “Relative Trends in Mortality from related Respiratory and Airborne Infectious Diseases,”
Population Studies 40, no. 1 (1986): 129-145 (Fig. 1). The London death rate for non-respiratory TB was about
60 per 100,000.
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Australia. The standardised death rate in Australia for respiratory TB fell significantly from
about 100 in 1864 to around 80 by 1906.18 This trend is roughly consistent with Lewis’s
estimate that death rates for Australia from TB declined from about 150 per 100,000 in the
period 1881–1890 to 60 in 1921–1930.19 Yet TB remained the leading cause of death in
NSW well into the twentieth century.20

From the late nineteenth century, doctors also understood the need for segregation of infected
patients, having accepted ‘germ theory’, and knowing that TB could be transmitted by human
bodily fluids from coughing or spitting. It was also recognised that infection could occur
through bovine carriers via unpasteurised cow’s milk.21 Modern studies suggest that
aerosolisation of droplets from the mouth or nose, including those arising from talking or
singing, are the primary mechanism.22 Australian authorities, however, were slow to respond
to this known public risk. Pasteurisation of milk did not become common in Australia until
the 1950s, despite medical and public awareness of the link between unpasteurised milk and
TB since the 1890s.23

Since Manning and Sinclair constantly complained about overcrowding, it is not surprising
that the death rate in NSW asylums due to all forms of TB was significantly higher than for
the general populace. The death rate was particularly high for women patients, as shown in

18

De Looper, “Death Registration and Mortality Trends in Australia 1856–1906”: 229-231, 161 (Figure 6.16)
and 101 (Figure 4.10), 248 (Figure 7.16). About 75% of TB deaths were due to the pulmonary form.
19
See Table 2.2 in Lewis, The People’s Health, Volume 2, 27.
20
See W. H. Hall, The Official Year Book of New South Wales, 1904–1905 (Sydney: Government Printer,
1906): 671-672 for relevant statistical categories, leading causes and numbers of deaths for 1904.
21
Intercolonial Medical Congress of Australasia, Transactions of Second Session (Melbourne: Literary
Committee, January 1889): 74-76, 90, 436-439. See also Australasian Medical Congress. Transactions of the
Eighth Session, 33-34, 70, 144.
22
Tom A. Yates, Palwasha Y. Khan, Gwenan M. Knight et al., “The Transmission of Mycobacterium
Tuberculosis in high Burden Settings,” Lancet Infectious Diseases 16, no. 2 (2016): 227-238.
23
“Pasteurising Milk to kill Tuberculosis Bacteria,” Weekly Times (Melbourne), March 3, 1894, 28.
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Figure 6.1. This gender disparity is reflected in the Deaths sample, which I will discuss
further on. Strikingly, Figure 6.2 indicates that the asylum crude death rate for TB rose from
roughly 600 per 100,000 in 1880 to about 1000 in 1919, with several large peaks and troughs
in the intervening years – the rate for 1903 was 1200. These rates are consistent with the
average London asylums TB death rate in 1899 of 980, which also suggest the effects of
(over)crowding.24

Overcrowding in large institutions such as Callan Park, which had 911 official beds and
fifteen per cent overcrowding in 1908, was on a greater scale than most Sydney workingclass tenements because of its dormitory-style sleeping arrangements.25 Many working-class
dwellings consisted of two rooms which were generally ‘grossly overcrowded’ and had no
bathing or washing facilities.26 It is true that one rooming house in Sussex Street near the then
business centre of the city had over 200 labourers around 1907, but this seems to have been
an exception.27 The distinguishing feature of asylum life, as opposed to tenement or slum life,
was regulated en masse sleeping, eating, washing, toileting and recreation, with its associated
increase of infection risks. As the case notes indicate, many asylum patients were incontinent
of faeces or urine, spat indiscriminately, or spread their excrement about, while the sanitary
practices of patients preparing and distributing food may well have been questionable.
Offsetting these infection risks to some extent, Callan Park did have modern sanitation and a
safe water supply from its foundation, unlike most Sydney ‘rookeries’ (slums) and many

24
“Tuberculosis in Lunatic Asylums,” British Medical Journal 2, no. 2182 (October 25, 1902): 1349-1351. For
excess of patients over beds in 1908, see Report for 1908, 5.
25
Overcrowding, as explained in the Reports, was defined as the excess of resident patients over the official
number of beds, as calculated from a standard bed space formula.
26
Milton Lewis, “Sanitation, Intestinal Infections, and Infant Mortality in late Victorian Sydney,” Medical
History 23, no. 3 (1979): 325-338.
27
Winifred Mitchell, “Home Life at the Hungry Mile: Sydney Wharf Labourers and Their Families, 1900–
1914,” Labour History, no. 33 (1977): 89. Most tenements had disappeared from the CBD by 1913.
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other working-class homes at the time.28 But sewerage and water supply for the working class
had considerably improved by 1900, leading to a general fall in contagious disease in the
city.29 Over the same period (1877 to 1900), Callan Park and other asylums became more
crowded and their TB death rate increased (see Figure 6.2), suggesting that the en masse
living conditions had a significant effect.

From a comparison of Lewis’s statistics for the general population with Figure 6.2, it can be
inferred that in 1900 a Callan Park patient was, other things being equal, ten to twelve times
as likely to die from TB as the ‘average’ resident of NSW. Females in the latter group were at
somewhat lower risk than males, according to de Looper.30 Perhaps some of this difference
was due to women performing more domestic roles at the period, having less contact with the
public sphere, thus lessening chances of infection. Or there may have been a gender
difference with respect to infectivity. The difference between male and female TB mortality
rates in the general population at the period contrasts with the slightly higher female
mortality rates within asylums, as indicated in Figure 6.3. Perhaps this apparent discrepancy
is due to statistical variation in the smaller sample. Modern studies indicate that males now
have a higher TB mortality rate than females. A 2017 Victorian study by K. Dale, E. Tay and
their colleagues suggests that males present for treatment with more severe disease, arguing
that social and biological factors explain this gender difference. They were unable to quantify
the effects of factors such as differing use of tobacco or diabetes prevalence.31

28

Alan Mayne, “City Back-slums in the Land of Promise: some Aspects of the 1876 Report on Overcrowding in
Sydney,” Labour History 38 (1980): 26-39.
29
Lewis, “Sanitation, Intestinal Infections, and Infant Mortality in late Victorian Sydney,” 332-333.
30
de Looper, “Death Registration and Mortality Trends in Australia 1856–1906,” Figure 7.12, 233.
31
K. Dale, E. Tay, J. M. Trauer, P. Trevan et al., “Gender Differences in Tuberculosis Diagnosis, Treatment and
Outcomes in Victoria, Australia, 2002–2015,” International Journal of Tuberculosis and Lung Disease 21, no.
12 (2017): 1264-1271.
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In view of the high asylum death rates from TB, it is perhaps surprising that there were very
few admissions to NSW asylums where the (physical) ‘Cause of Insanity’ listed in the
Reports was ‘phthisis’; that is to say with observable, infectious and active TB of the lungs.32
No patients in the Deaths sample and two patients (out of 254) in the Discharges sample had
‘phthisis’ listed as a physical cause of admission. Yet eleven patients (out of 153 patients) in
the Deaths sample died from TB, and ten to fifteen per cent of all NSW asylum deaths in the
years 1880 to 1919 were attributed to the condition (see Figure 6.1).

There are several explanations for the low number of TB diagnoses at admission at Callan
Park. As discussed elsewhere, notes about physical examinations (and subsequent
observations) were often scanty or missing. For example, John Adams, who died at age 36
from TB in 1885, had no remarks on his physical health at admission, other than a reference
to a back problem, while Eliza Reid, who died aged 34 in 1886, only had references to her
apparently sun-damaged skin and incontinence. Her mental condition was ‘imbecility’.33
Nineteenth-century diagnoses of TB and diseases with similar symptoms in Australia were
often inaccurate.34 Sputum tests for TB were conducted at hospitals from the 1890s, but
limitations of time and expense might have restricted such tests to people showing clear

32
Although phthisis and other physical illnesses were listed as ‘Physical Causes’ of insanity in the Reports
(Table 3), the footnotes to the Tables state that ‘these “causes” were taken from statements in the papers
received with the patients on admission’. There were no phthisis entries in 1890 for all asylums, four in 1900
and four in 1910.
33
John Adams – SARNSW, NRS4994, 3/4652, Register No. 68; Eliza Reid – SARNSW, NRS4994, 3/4658,
Register No. 808.
34
Kippen, “‘Incorrect, Loose and Coarse Terms’”. See also de Looper, “Death Registration and Mortality
Trends in Australia 1856–1906,” Table 5.3, 130.
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symptoms. 35 The sputum tests were not infallible.36 It is possible that many patients had
latent TB, but this cannot be confirmed, given the general poor quality of the case notes.

Figure 6.1 Tuberculosis Deaths (all forms) as Per Cent of NSW Asylum Deaths 1880–
1919
Sources: Reports 1880 to 191937

35
“Dr Koch’s Tuberculine. The Tests at Alfred Hospital,” Argus (Melbourne), May 14, 1891, 10. For Robert
Koch’s work on identifying TB bacilli in the sputum, see Robert Koch, “Die Aetiologie der Tuberculose,”
Berliner Klinische Wochenschrift 19 (1882): 221-230.
36
Equipment required in 1912 for a sputum test included: a good microscope with sub-stage condenser, an oil
immersion lens, Comet’s spring forceps, 2 or 3 pipettes etc, ‘clearly beyond the means of the average general
practitioner’ – see Linda Bryder, “‘Not always one and the same Thing’: The Registration of Tuberculosis
Deaths in Britain, 1900–1950,” Social History of Medicine 9, no. 2 (1996): 255-256.
37
Data for TB deaths were not provided in the (very abbreviated) Report for 1918.
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Figure 6.2 Tuberculosis (all forms) Crude Death Rate per 100,000 All NSW Asylums
1880–1919
Sources: Reports 1880 to 191938

A short description of latency is essential to understanding how and why TB was transmitted
at Callan Park. The phenomenon has been recognised since the 1880s.39 In many cases of
infection, the immune system might either eliminate the disease or contain it in a latent,
asymptomatic form as tiny nodules at the infection site, which may persist for decades.40
Some infected people may endure cycles of active TB and latency until death intervenes, as
was apparently the case with George Orwell.41 Where the immune response is suppressed, for

38

Data for TB deaths were not provided in the (very abbreviated) Report for 1918.
Intercolonial Medical Congress of Australasia, Transactions of Second Session, 1889, 74.
40
PBD, 367.
41
Hilda Bastian, “Down and almost Out in Scotland: George Orwell, Tuberculosis and getting Streptomycin in
1948,” Journal of the Royal Society of Medicine 99, no. 2 (2006): 95-98. See also Helen Bynum, Spitting Blood:
The History of Tuberculosis (Oxford: Oxford University Press, 2012), xvi. Quoting Orwell: ‘I have an old lesion
in one lung (left) which has been there at any rate 10 years and was never discovered before because I am noninfectious.’
39
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example by other morbidities, stress or poor nutrition, progress to active TB is more likely.42
Besides compromising resistance to infection, weakening of the immune system because of
malnutrition might also hasten the progress of the active disease.43 I discuss the effects of
nutrition in more detail further on in this chapter. Persons with latent TB infection are
asymptomatic and are believed to be non-infectious,44 but the latter view has been challenged
by Juan Wang and his associates, who hypothesise that latent subjects might have weak
infectivity.45

Old age was not a significant overarching factor for TB mortality. The average age at death
from TB in the Deaths sample was 45; the oldest patient was 60. This finding is consistent
with de Looper’s calculation of age-specific death rates for TB in Australia for the periods
1875–1879 and 1900–1904, where the death rate of a 40-year-old person in the former period
was about five times the rate for a ten-year-old, and nearly three times the rate for a 70-yearold.46

Rather than old age, the most important factor affecting TB patients was overcrowding, an
influence specifically recognised by Sinclair. His 1905, 1906 and 1907 Reports complained
that overcrowded wards, and the resulting inadequate ventilation, defeated measures to stop

42

See Chapter 3, “Common Factors affecting Mortality”. See also Edward W. Campion, Haileyesus Getahun et
al., “Latent Mycobacterium Tuberculosis Infection,” New England Journal of Medicine 372, no. 22 (May 28,
2015): 2127-2135 and JoAnne L. Flynn and John Chan, “Tuberculosis: Latency and Reactivation,” Infection
and Immunity 69, no. 7 (July 2001), 4195-4201.
43
Padmapriyadarsini Chandrasekaran, Saravanan Natarajan, Ramalingam Bethunaickan et al., “Malnutrition:
Modulator of Immune Responses in Tuberculosis,” Frontiers in Immunology 8 (October 2017), 1316-1324.
44
Centers for Disease Control and Prevention, “The Difference between Latent TB Infection and TB Disease”,
accessed January 11, 2020, https://www.cdc.gov/tb/publications/factsheets/general/ltbiandactivetb.htm.
45
Juan Wang, Sha-Sha Gao and Xue-Zhi Li, “A TB Model with Infectivity in Latent Period and Imperfect
Treatment,” Discrete Dynamics in Nature and Society 2012 (2012): 1-19.
46
The difference in death rates was somewhat smaller for 1901–1904. See Figure 6.18 in de Looper, “Death
Registration and Mortality Trends in Australia 1856–1906,” 163. De Looper notes that caution is advisable
when comparing age-based mortality rates between different periods, because of cohort effects.
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the spread of ‘consumption’ (tuberculosis). He had tried to keep ‘consumptive’ patients
isolated and treated in the open air but thought that the only long-term solution was a
dedicated building. Overcrowding in institutions has been seen as an explanatory cause for
high TB mortality by the historian of medicine Thomas Dormandy.47

A likely example of overcrowding compromising isolation measures is the case of Mary Ann
Diederichs, who was possibly infectious. Mary Ann, aged 28, was admitted in 1907 and
diagnosed with ‘acute delirious mania’ following childbirth three weeks earlier.48 Diana
Jefferies and her colleagues have described the often fatal outcomes of admissions of postpartum women to Callan Park and Gladesville asylums. Seventeen per cent of patients in
their study (for the periods 1885–1895 and 1925–1935) had physical illnesses and died soon
after admission.49 On arrival at Callan Park, Mary Ann’s heart sounds were ‘clear and rather
rapid’ and her pulse ‘full’. There was some lung impairment, she coughed frequently, and a
bloody vaginal discharge was evident. There was no reference to possible TB. Her Body
Mass Index (BMI) of about fourteen suggests that Mary Ann was quite underweight.

After admission, Mary Ann consumed an ‘abundance’ of food. She put on weight, despite
having to be often spoon-fed, and her cough almost disappeared. But a few weeks later she
became thinner and weaker, and ‘expectorated freely’. Mary Ann soon became very thin and
much weaker, with impairment of the left lung and bloody sputum (abbreviated as ‘BS’ in the
case notes). She was then transferred to Ward III, the phthisical ward, but she soon had to be

47

Thomas Dormandy, The White Death (New York: New York University Press, 1999), 98-99. For Dormandy’s
career, see British Medical Journal, “Thomas Dormandy,” accessed September 5, 2019,
https://www.bmj.com/bmj/section-pdf/187880?path=/bmj/346/7906/Obituaries.full.pdf.
48
SARNSW, NRS4994, 3/4964, Register No. 7910.
49
Diana Jefferies et al., “Historical Perspectives: A Snapshot of Women Admitted to Psychiatric Facilities with
Psychosis or Mania After Childbirth in The Late Victorian And Inter-War Periods”.
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confined to a single room due to her habit of spitting on patients and staff. After some
improvement, and becoming much fatter, Mary Ann’s condition deteriorated, and she died
‘unexpectedly’. No cause of death was given, and the case notes say that no post-mortem was
performed. Her Death Certificate states that the cause was ‘Phthisis pulmonalis about 18
months’, so her TB status should have been known on admission, since she had stayed only
eight months at Callan Park.50 Mary Ann’s alternate periods of poor and relatively good
health suggest that some degree of cycling between latent and active TB might have taken
place.

If Mary Ann’s TB infection was in fact known to doctors from the start, it is notable that she
was not moved to a TB ward, and then an isolation room, until relatively late in her stay. Her
case notes mention a ward for phthisical patients and then an isolation room in that ward. But
it is likely that these quarantine steps were defeated by accommodation pressures, as Mary
Ann was soon moved to the ‘violent’ ward.

Nutrition is a particularly critical factor with respect to historic TB mortality. Thomas
McKeown and his colleagues suggested in 1976 that the reason for the long-term decline in
TB deaths in England and Wales was due to a reduction in exposure to infection, because of a
fall in prevalence resulting from better nutrition.51 Simon Szreter challenged this view in
1988 in respect of declines in mortality for other diseases, pointing to the empirical errors in
McKeown’s work. But he agreed that the evidence supported McKeown’s hypothesis with
respect to TB.52 A. L. Fairchild and G. M. Oppenheimer reviewed both sides of the
McKeown controversy in 1998 and claimed that a combination of all these factors, including

50

Communication from NSW BDM.
Holloway et al., “Lessons from History of Socioeconomic Improvements,” 602.
52
Ibid., 602.
51
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public health, nutrition and segregation of the infected, were most important.53 This view is
supported by modern studies.54 James Colgrove argues along similar lines with respect to
mortality in general.55

While the effects on TB mortality of all the factors identified by Fairchild and Oppenheimer
should be acknowledged, there is strong historical evidence that nutrition is a critical factor.
Researchers have observed that malnutrition can greatly increase historic infection and death
rates for TB in mental institutions. J. L. Crammer draws an explicit connection between the
‘extraordinary’ increase in TB mortality in asylums during the First World War in Britain and
the implementation of severe dietary restrictions.56 There were great increases in asylum
deaths from TB associated with malnutrition in mainland Europe during and after the Great
War. These increases occurred in German asylums and in the general population and were
attributed to famine arising from the First World War Allied blockade and wartime
malnutrition.57 Modern studies for the US general population have shown that there is a
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Ibid., 603.
See for example Kara L. Holloway, Kaspar Staub, F. Rühli, et al., “Lessons from History of Socioeconomic
Improvements: a new Approach to Treating Multi-drug-resistant Tuberculosis,” Journal of Biosocial Science
46, no. 5 (2014): 600-620.
55
James Colgrove, “The McKeown Thesis: A Historical Controversy and its Enduring Influence,” American
Journal of Public Health 92, no.5 (2002): 725-729.
56
J. L. Crammer, “Extraordinary Deaths of Asylum Inpatients during the 1914–1918 War,” Medical History 36,
no. 4 (1992): 430-441. This is not to say that death rates due to conditions other than TB did not also increase.
But Crammer found that the TB death rate seemed to be strongly dependent on diet.
57
The blockade continued until July 1919. Roland Sonntag writes that: ‘Der Tod hielt Ernte’ (Death claimed his
harvest) – see Roland Sonntag, “Hunger in Deutschland von 1914–1918 – Alltag, Ursachen, Proteste,”
Studienarbeit, Universität Freiburg, Historisches Seminar (2001). (‘Hunger in Germany from 1914 to 1918.
Everyday Life, Causes, Protests.’). Half the German patient population died in the hunger years (6) – not all
from TB, but very likely many. See also E. Roesle, “The Mortality in Germany, 1913–1921: The Effects of War
Casualties and Famine on Mortality,” Journal of the American Statistical Association 20, no. 150 (June 1925):
163-178. ‘From the selective effects of the famine …. the principal sufferers were tuberculosis patients, the
insane and decrepit people…’ (173-174). See also “Echoes of the World at War. Tragedies of Hunger,” Sun
(Sydney), March 30, 1919, 13 for details of the German diet during the blockade – ‘no milk, no eggs, no cheese,
no peas, no fish’. Death rates for TB for women were doubled.
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significant link between low protein-energy intake and the risk of acquiring TB (and
presumably the risk of progress from latent to active status).58

This historiography very strongly supports the claim that nutrition is a key factor in TB
mortality. But there was no significant malnutrition, or increase in malnutrition, in Australian
asylums during the war years.59 While there was a rise in the NSW asylum death rate due to
TB during the war, from about 600 per 100,000 in 1913 to nearly 1000 in 1918, there had
been higher peaks in the early 1900s, as Figure 6.2 indicates. At Claremont in the period from
1909 to 1919, I found no significant increase in asylum mortality or lack of food availability
in Western Australia during the war years.60 My study of the Callan Park and Gladesville
diets in Chapter Three indicates that nutrition was adequate, albeit with high amounts of
sugar and salt which were also characteristic of the general Australian diet at the time. Only
two of the TB patients in the Deaths sample showed any documented sign of eating disorders.
Food refusal or eating disorders were common in other groups of patients.

The main factor behind the increase in TB mortality at Callan Park was likely to be
worsening overcrowding, not poor nutrition. The Reports show an increase in overcrowding
from six per cent in excess of official capacity in 1914 to 31 per cent in 1920. As already
noted, overcrowding increases the probability of infection and its stresses weaken the
immune system, increasing the probability of progression from latency.

58
J. Peter Cegielski, Lenore Arab, and Joan Cornoni-Huntley, “Nutritional risk factors for tuberculosis among
adults in the United States, 1971–1992,” American Journal of Epidemiology 176, no. 5 (2012): 409-422. The
authors found a 5.5- to 12.5-fold increase in TB risk for persons with low BMI, little subcutaneous fat or low
skeletal muscle. Obese people had a lower TB risk and smoking, age and diabetes increased risk.
59
See Chapter Three (“Common Factors affecting Mortality”) for discussion of dietary deficiencies at Callan
Park and other NSW asylums.
60
Roth, “‘Died Today’,” 93. Australia was self-sufficient in most essential foodstuffs, but staff shortages for
male staff increased Australia-wide due to military recruitment.
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Other factors have specific relevance to the incidence and prevalence of TB in asylums.
Tobacco use is definitely detrimental to all respiratory conditions, as argued in Chapter
Three. And it is now well known that smokers of cigarettes, pipes or cigars cough much
more, potentially generating infectious aerosols, than never-smokers.61 There is modern
evidence that smoking increases the rate of progression from latent to active TB and
increases its infectivity. Nicotine seems to suppress immunity.62 Evidence from the Deaths
sample indicates that most TB patients either had the latent form at admission or acquired the
disease in the asylum, but inadequate physical examination notes make a definite conclusion
impossible. There is no evidence from the samples that any patient had latent TB, but we can
definitely say that many TB patients had their health compromised well before admission
from other morbidities, rough living, smoking and alcohol.

The ‘supposed cause’ of Matthew F*’s admission was ‘drink’.63 His case is of interest
because he eventually succumbed to ‘universal phthisis’ at the age of 56, but not before
residing more than ten years at Callan Park. Matthew was admitted in 1899 and diagnosed
with dementia.64 His survival time is a statistical outlier because the majority of patients in
the Deaths sample died within four years, as shown in Figure 6.3. ‘Universal’ phthisis or
miliary TB is a form of TB which has spread throughout body organs.65 It seems likely,
because of his long stay at Callan Park, that Matthew acquired TB there. His case is also
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unusual because Matthew is the only TB patient in the Deaths sample to have documented
‘open air’ treatment. I discuss this treatment later in this chapter.

We cannot know with any certainty if Matthew had latent TB before admission. There are no
notes of a physical examination at admission, other than the usual remarks about facial
features and complexion. He was still in ‘good health’ in 1901, two years after admission.
There was no indication of any physical disease until late 1906, when Matthew was observed
to be losing weight and was found to have pulmonary phthisis (TB of the lungs). He was
made to sleep in the open air, as fresh air was a recognised mode of TB therapy at the period.
Matthew was still sleeping outside by the end of 1908 but continued to work. In mid-1910 he
became very weak and was put to bed. The right side of his chest ‘did not move at all’,
indicating total loss of lung function on that side. Despite Matthew’s diagnosis of ‘universal
phthisis’, there are no notes about TB in other body organs. He died a week later.
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Figure 6.3 Tuberculosis – Distribution of Length-of-Stay in Days at Callan Park 1877–
1920
Sources: Deaths sample

The quality-of-life of both patients and staff was likely to have been affected by fear of
getting TB. The lingering and unpleasant symptoms of TB, as apart from ‘romantic’
portrayals, were well known to many families, and indeed portrayed in popular culture, such
as in Charles Dickens’s Dombey and Son (1848) or Thomas Mann’s Magic Mountain (1924).
Press articles about its prevalence and mortality were regularly published.66 Attendants and
nurses who expressed such fears were characterised as having ‘phthisiophobia’ (fear of
contracting TB) by eminent physicians from the late nineteenth century. Kent Sepkowitz’s
1994 historical study examines several nineteenth- and early twentieth-century large-scale

66

For example, “Vital Statistics,” Sydney Morning Herald, February 25, 1880, 3 and “Government Asylums for
the Infirm and Destitute,” Sydney Morning Herald, February 7, 1881, 3.
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studies which found that the care of TB patients involved no risk for health workers and
dismissed precautions, such as wearing masks, as ‘extreme’.67 In 1909, S. Adolphus Knopf
wrote of a ‘phthisiophobia of communities’.68

Sepkowitz notes that from the 1920s the ‘confident swagger’ of some medical authorities
with respect to their assertions of adequate protection of nursing staff from TB was
discouraged by the outcome of systematic and standardised tuberculin testing.69 He notes that
the generations before the 1920s had developed immunity against TB or had the latent form,
and newer health workers had not. By the 1930s, the additional risks for TB care workers
were well established.70 For the period prior to the 1920s there were two reasons for the
lower apparent TB rates for carers. Firstly, tuberculin testing was not in general use, and
secondly the greater immunity, on average, of young and healthy nurses and attendants,
either suppressed the disease altogether, or resulted in the latent, asymptomatic, form.
Nevertheless ‘phthisiophobia’ was a real phenomenon and could be socially transmitted.
Patients would no doubt observe or hear of symptomatic fellow patients and deaths from TB
and fear for their own health. The case notes show that not all patients who had TB
symptoms were, or could possibly be, in the TB ward or in single rooms, due to insufficient
accommodation. These fears would have diminished the quality of life for carers and patients.

There were few specific medications for TB in this period other than drugs, such as opiates,
that provided symptomatic relief via sedation, pain mitigation and cough suppression. These

67

Kent A. Sepkowitz, “Tuberculosis and the Health Care Worker: a Historical Perspective,” Annals of Internal
Medicine 120, no. 1 (1994): 71-79.
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69
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medications may have reduced life expectancy if they resulted in respiratory complications.71
Terebene, derived from turpentine, had been used as an expectorant for the relief of coughs
since the late nineteenth century, but it did not cure.72 Doctors in late nineteenth century
Australia used internal and external treatments with turpentine, eucalyptus extract, brandy,
wood tar (now known to be a potent carcinogen), creosote or cod liver oil, with varying
degrees of success or palliation. Limited successes had been achieved in animals and humans
with ‘anti-tubercle’ serums, developed by Koch and others in the 1890s.73 Yet the overall
results of serum treatments were disappointing and inconclusive, due to a lack of
standardisation of the serum formulation and inappropriate controls.74

There was no effective medicinal remedy for TB until the 1950s, with the advent of
antibiotics.75 By the mid-nineteenth century, eminent asylum physicians, such as Clouston,76
recognised that non-medicinal factors such as good nutrition, a calm and regulated
environment,77 and colder air could bring mental patients with active TB back to latency and
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See Roth, “Chemical Restraint”. See also Chapter 7 of this study, “Chemical Restraints”.
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prolong their lives.78 Cold, dry air was widely believed to delay the progress of the illness, if
not effect a cure, as with many of the ‘half lung’ patients in Thomas Mann’s Magic Mountain
sanatorium high in the Swiss Alps.79 Open air treatment, as used in the case of Matthew F*,
or living at higher altitudes if practical and affordable, were regarded as the ‘most important’
part of pulmonary phthisis treatment at the 1889 Intercolonial Medical Conference in
Melbourne.80 At the same time, medical authorities in the United States were recommending
desert air, sea voyages, residence in California, and living in the tropics (the consumptive
author Robert Louis Stevenson died in Samoa).81

Sanatorium care had been shown in some 1920s studies to lengthen the lives of patients with
minimal disease, as compared to those receiving care at home.82 But Hilda Bastian and others
have contested its efficacy because it drew resources away from addressing the social
conditions which were associated with TB. As with the mentally ill, enforced confinement of
breadwinners had serious consequences for working-class families. Indeed some French
critics, such as Marc Pierrot writing in 1904, regarded sanatoria as a ‘resort scam for the rich
and a smokescreen for the working class’.83 In any event it is unlikely that public asylums,
with limited resources and a predominantly working-class or pauper clientele with a previous
history of poor health, could hope to do more than palely imitate the individual (and
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expensive) level of care at sanatoria for wealthy patients who had never experienced lack of
food or crowded quarters.84 Australian charitable TB sanatoria had rather high death rates
compared with death rates for TB sufferers at Callan Park.85

It may be asked why a considerable number of patients died from TB in NSW asylums when
a number of specialised state, charitable and private sanatoria were available. The public
Queen Victoria Sanatorium was founded in 1890,86 Waterfall sanitorium in 1911,87 and there
were several small private or charitable sanatoria.88 Certainly high fees would have excluded
most working-class or pauper patients, who were the majority of patients at Callan Park, from
private institutions. But many patients who died from TB at this asylum were likely to have
been rejected from public sanatoria because of unacceptable behaviour, as was the practice
with hospitals and other welfare institutions. Public hospitals also discharged chronic
‘incurables’.89

Table A. 1 in Appendix A is a survey of TB patients in the Deaths sample. This table
indicates the effects of the factors discussed so far and illuminates the generally
unsatisfactory quality of diagnosis. For most of the listed patients, the physical examination
at admission was cursory and probably rushed, if the case notes are a guide. Of the patients in
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the table, only the latest admitted patient, Amelia S*, seems to have had a thorough
examination in 1912. This more detailed reporting is consistent with the general improvement
in recording and testing apparent with the introduction of the new ‘folder’ system in late
1910.90

There is no recorded TB-specific treatment for most of the patients in Table A. 1, other than
cough syrup or opiates to relieve coughing. The health of Winnie Boland, who died about
eighteen months after admission in 1906 at the young age of 27, does not seem to have
benefited from her treatment with thyroid, cinnamon (‘varum’), and ovarian extracts.91 A
1927 paper by W. E. Dixon indicates that ovarian extract was still an experimental therapy,
used to restore normal ovarian function.92 Winnie ‘woke up’ but was ‘still confused’ after
increasing doses of the extract. For some patients, the progress to death once a diagnosis had
been made was relatively quick, suggesting that (physical) examinations were often few or
perfunctory, as in the case of Ann Barratt, admitted aged 73 in 1887. Her phthisis was noted
only three weeks before her death. Ann had an average of just five observations per year
during her nearly seven-year stay. More than half of these notes said laconically ‘Do’ (ditto)
or ‘No change’. The infrequency and brevity of observations for most of the patients is
consistent with Ann’s treatment. But it should be noted that after 1883 there were over 150
patients to every doctor (including the doctor in charge – the medical superintendent).93
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For patients who had acquired TB before admission, it seems likely that the asylum was
fulfilling one of its roles, as a hospice for people with behavioural problems, namely patients
rejected by other welfare institutions. This role is one possible reason for the high TB
mortality rate. A second likely contributor to the high death rate is the higher risk of
acquiring the disease, via dispersal of bacteria from sneezing, coughing or talking, in a
crowded institution, with a concomitant failure of isolation measures.94 The low ratio of
doctors to patients and the resulting cursory examinations would have made any system of
efficient isolation difficult if not impracticable. As previously discussed, smoking in crowded
accommodation, passive or otherwise, would have exacerbated coughing by infectious
patients, and hence the probability of transmission, besides probably hastening progress of
the illness.95 Open-air treatment was used, which incidentally provided some measure of
isolation. This treatment may have been practical in inclement weather, since some Callan
Park buildings had verandahs.96 Yet isolation measures would have been the only effective
way to prevent TB contagion at this period – this was well recognised in the contemporary
medical literature, hence the establishment of dedicated sanatoria and the worldwide
introduction of TB notification from the mid-nineteenth century.97 The available evidence
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does not support any significant exacerbation of TB due to malnutrition for patients who did
not have eating disorders.

Diseases of the Respiratory System (excluding Tuberculosis)
While the medical history and health status of patients at admission are relevant to
vulnerability to respiratory diseases, environmental conditions within the asylum could also
affect mortality from these illnesses and could be, as in the case of bronchitis, a direct cause
of illness. The Reports listed fatal respiratory diseases, apart from TB and influenza, as
‘Inflammation of lungs, pleura and bronchi’. It is very likely that many of these deaths would
today be diagnosed as cases of Chronic Obstructive Pulmonary Disease (COPD), also known
as emphysema, which is strongly associated with a history of smoking.98

As noted with TB, there was much uncertainty with respect to diagnoses of deaths attributed
to respiratory conditions.99 Misdiagnoses tended to result in an overstatement of mortality
from pneumonia, since this respiratory illness was often an outcome of another underlying
condition, such as cardiovascular disease (CVD) or a fracture.100 Aspiration pneumonia may
also result from excessive use of sedatives. Indeed it is now well understood that overuse of
opiates can also result in respiratory failure.101 Some heart conditions, such as valvular
disease, were sometimes counted as a respiratory illnesses.102 The frail elderly with heart
conditions, higher susceptibility to infection or who were being treated with certain sedatives,
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were particularly prone to developing pneumonia or bronchitis and it seems likely that such
deaths were often incorrectly attributed to ‘senility’.103 As noted previously, the average age
of the asylum population at admission, and hence the vulnerability of patients to respiratory
illnesses, increased over time. On average, elderly patients, more often males, had a longer
history of tobacco or alcohol usage, thus predisposing them to infection.

As with CVD, mortality from respiratory diseases was very age-dependent. For Australia, the
death rate for infants less than one year old and persons aged 75 and over for the period 1875
to 1879 was about 1500 per 100,000, yet the mortality rate for persons aged between ten and
50 years ranged from less than 50 to about 250.104 While infant mortality improved markedly
by the early twentieth century, death rates from respiratory illness for those aged 75 and over
increased to 2000 per 100,000.105 We know that by 1917 the proportion of patients admitted
to Callan Park at age 60 and over was two to three times the proportion of people in that age
range in the general population. The Deaths sample shows that the average age of patients
who died from respiratory diseases, as a primary or contributing cause, was 59. In asylums,
these conditions were diseases of the elderly.

An example of the vulnerability and morbidities of older persons, and their risks of acquiring
or exacerbating respiratory disease at Callan Park, might be Juliette R*.106 Aged 74, she was
admitted to Callan Park in 1918 and diagnosed with ‘senile dementia’. The ‘predisposing
cause’ was ‘old age’. Her family could not or would not continue to care for her. Juliette’s
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daughter-in-law, who had young children, found her ‘too great a strain’. Juliette had lost all
her teeth and had dentures. Her heart sounds were ‘clear’, but crepitations (crackling sounds)
were heard in the left lung, indicative of inflammation or infection. The Wassermann test for
syphilis was negative. A week after admission, Juliette fell and wrenched her hip badly. She
was put to bed and propped with sandbags, the standard treatment of the day. Two weeks
later, she was dead, diagnosed with ‘Bronchopneumonia 21 days. Senile degeneration of
heart muscle indefinite [duration]’. 107 Presumably a post-mortem had been performed to
ascertain the latter diagnosis, but it is not documented. It is now known that complete and
immobile bedrest may exacerbate respiratory complaints, in Juliette’s case perhaps fatally.108

Asylum patients appeared to die much more often from respiratory diseases than their fellow
citizens, even allowing for their higher average age. The standardised mortality rate from all
respiratory illnesses (excluding TB) in the general population of NSW declined from about
200 per 100,000 in 1885 to 100 by 1910.109 As with CVD, this favourable trend might be
ascribed to improvements in public health, nutrition and medical treatments. In contrast,
Figure 6.4 shows that NSW asylums in the 1880s and 1890s experienced a series of high
peak (crude) death rates, ranging up to 2500 per 100,000 in 1886, most likely due to a series
of influenza epidemics noted by de Looper and F. B. Smith. Until 1892, the death rates for
males were considerably higher, but after that year, the rates for males and females were
about the same. From about 1900, death rates varied between about 1500 per 100,000 to 1000
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in 1917. In 1908 NSW patients with respiratory disease were roughly six times more likely to
die from the illness than the ‘average’ NSW person.110

Figure 6.4 Respiratory Disease – Crude Death Rate per 100,000 All NSW Asylums
1880–1919
Sources: Reports 1880 to 1919

The highly infectious nature of respiratory diseases, and therefore their involvement in a
series of epidemics, makes it difficult to discern trends. During 1919 to 1920, the so-called
‘Spanish flu’ pandemic raised death rates to record levels among the public and in places of
concentration such as asylums and army camps. There were 180 asylum patient deaths in
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1908” and Report for 1908. The relative death rate for asylums was probably worse, considering that child
mortality from respiratory diseases within the general population was high, while relatively few children were
confined in asylums. There were 300 patients under 12 in all asylums in 1900, most of them in the Newcastle
Asylum for Imbeciles and Idiots.
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1919.111 Apart from this pandemic, I have estimated from the Reports data that an asylum
patient would be about four to five times more likely to die from respiratory disease than a
person in the general population of NSW. This disparity may be partly explained by the agedependency already noted and the marked aging trend of the asylum admissions.

In his 1919 Report, Sinclair freely acknowledged that the failure of isolation measures
against influenza, due to overcrowding, exacerbated the incapacity of attendants and nurses
affected by the illness. Nearly 50 per cent of staff were incapacitated, of whom about one per
cent died. The death rate for patients was considerably higher, reflecting their generally
poorer health and higher age. Eight per cent of the 2,142 patients who contracted the virus
died. No external nursing assistance was provided. There was ‘general’ inoculation of staff
and patients which the Inspector-General judged to be of ‘some benefit’.112 It is doubtful that
these early vaccines had any positive effect.113

To put these influenza deaths in context, the pandemic caused more than 15,000 deaths in
Australia in 1919, according to Peter Curson and Kevin McCracken, writing in 2006.114 They
describe the event as a ‘major social and demographic tragedy’. Forty per cent of Sydney’s
population were afflicted and 4,000 died. 115 Patrick Hodgson has recently claimed that the
Australian death count may have been as high as 20,000. He recognised, as did Curson and
McCracken, that there had probably been significant under-counting of influenza deaths due

111
180 patients died from influenza in 1919 (out of 798 deaths from all causes) in 1919 – see Report for 1919, 3.
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to failure to record or erroneous attribution to other causes such as pneumonia.116 Yet the
asylum mortality rate due to influenza was much higher. The crude Sydney death rate was
about 483 per 100,000, while the NSW asylum death rate was approximately 2535 per
100,000.117 In early January 1919, very few cases were recorded and there was an initial
optimism that NSW had escaped the pandemic due to quarantine measures.118 But there was a
total of about 1000 deaths in the state by the end of April.119 There had been an influenza
epidemic, the so-called ‘Russian flu’, in 1889 in NSW on a smaller scale than the 1919
epidemic, but there were few asylum deaths from this cause in 1889 or 1890.120 Deaths in the
1919 epidemic mainly occurred in people between 20 and 50, while there were no influenza
deaths recorded in the Report for 1889. There are insufficient data to be able to estimate the
distribution of ages at death from influenza at Callan Park in 1919.

One reason for the increased susceptibility of patients to respiratory disease was almost
certainly the overcrowded environment at Callan Park, which compromised possible isolation
measures against contagion by respiratory illnesses, as so often complained of by Manning
and Sinclair. While the pavilion architecture, with its provision of separate cottage quarters, a
hospital ward, and isolation rooms, was intended to allow segregation by mental and physical
conditions,121 isolation measures, under conditions of accommodation pressure, hasty
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diagnoses and heavy staff workload, could not cope with highly infectious respiratory
diseases transmissible by coughing or contact with body fluids.122 Many patients were
incontinent, while some spread faeces about or spat on others. Tobacco smoke exacerbated
coughing, which enhanced the spread of infectious droplets as aerosols in ill-ventilated
quarters. The proximity of beds has already been noted. There is no indication in the Reports
that any attempt was made to quarantine Callan Park or other NSW asylums from the outside
world during the influenza epidemics of 1889 or 1919. Attempts in Western Australia to
isolate the Claremont asylum during the Spanish Influenza pandemic were repeatedly
challenged or evaded by staff and do not appear to have been successful.123 It is evident that
Callan Park and other welfare institutions were not safe refuges from influenza.

Pneumonia was less contagious than influenza, but also a major threat to the frail and elderly,
people with fractures, people with weaker immune systems, or those already suffering from
other physical illnesses. In the Deaths sample, we can see cases where pneumonia was a
subsidiary cause of death, for example for some of the CVD deaths listed in Table A. 2 in
Appendix A. Pneumonia or other respiratory conditions were also listed as secondary causes
where the main cause of death was attributed to ‘senility’ or to a mental condition, such as
various types of mania. While infection by the bacterium Mycoplasma pneumoniae was a
major cause of pneumonia, the condition could also be the outcome of infection by other
bacteria such as Staphyloccus aureus (Golden Staph), or viruses.124 Golden Staph is
sometimes present on the skin or in the nose of healthy people, but reduced immunity or
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trauma from wounds often allows it to get a fatal foothold.125 It is possible that some of the
deaths from ‘exhaustion’, seen so often in manic patients, including those at Callan Park,
were in fact deaths from pneumonia.

From the Deaths sample, I estimate that about two-thirds of patients with non-TB respiratory
illnesses who died at Callan Park died within 200 days, or roughly seven months. Their
average age was 60. As noted previously, these complaints were diseases of the elderly, who
had weaker immune systems. Most of this group of patients had multiple morbidities at
death.

Figure 6.5 Respiratory Diseases excluding Tuberculosis – Distribution of Length-of-stay
in Days at Callan Park 1877–1920
Sources: Deaths sample
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There are very few records of specific treatments for pneumonia or other respiratory diseases
mentioned in the samples. ‘Mist guaiacum’ was possibly used for one pneumonia patient,
Thomas Troy, who died at the age of 47 in 1901.126 ‘Guassi’ (gum Arabic) was used to
ameliorate coughs.127 Doctors in the pre-antibiotic age, presumably including Callan Park
staff, were fatalistic about pneumonia deaths. Sir William Osler, a prominent Canadian
physician,128 famously called pneumonia the ‘friend of the aged’, because it was seen as a
quick and relatively painless way to die.129

Bronchitis
Bronchitis needs to be discussed in some detail as there was a high death rate for this
condition in asylums and it was often the precursor to, or an accompaniment of, fatal
pneumonia. It is now thought that bronchitis is not infectious, but caused by ‘long-term
irritation by inhaled substances’.130 The causes can include tobacco smoke (90 per cent of
modern bronchitis patients are smokers) or air pollution from fine particles such as silica, or
smoke from coal or wood fires.131 At the period, all heating, cooking and laundry at Callan
Park was solid-fuel based.132 Tobacco smoke was also a potential irritant. In the tobacco
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smoke ‘fug’ that could arise from crowded and ill-ventilated conditions,133 smokers and nonsmokers would be at risk from bronchitis. Even though smoking at Callan Park was officially
restricted to designated rooms, it was quite likely that the smoke penetrated elsewhere.

Some of the patient occupations, such as making mattresses, or laundry or kitchen work,
might have additionally exposed patients to solid-fuel smoke, or dust, causing bronchitis. If
bronchitis sufferers had other concurrent illnesses, such as pneumonia, their persistent
coughing could be a vector of infection for others. The incidence of bronchitis fatalities at
asylums was possibly much higher, because many bronchitis cases developed into pneumonia
or were misdiagnosed as pneumonia, as both diseases have common symptoms.134 While
recognising the higher vulnerability of patients to bronchitis because of age and frailty, this
much higher level of mortality risk in asylums can also be attributed to the environmental
conditions. It is reasonable to suppose that institutional environments of the period were also
detrimental to asthmatics and sufferers from pulmonary emphysema.135

There were only a few medicinal treatments for bronchitis, none of them curative. Potassium
iodide was used as an expectorant, helping patients to cough up mucus.136 At Callan Park,
iodides were also prescribed for cases of GPI and some cases of TB.137 Gargarisma Guaiaci
(Gargle of Guaiac), a mixture of water, guaiac (a tree resin), potassium chlorate and honey,
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was used for ‘distressing coughs’.138 Elizabeth Wilson was treated for a short while on
admission in 1898 with ‘tinc opii’ (laudanum) and Epsom salts, but there is no subsequent
record of any treatment before her death from ‘senile decay’ and bronchitis over a year
later.139 Opiates are well-known cough suppressants. There is no mention of any treatments at
all in the case notes for some patients who died from bronchitis.

Conclusion
The mortality rate for TB and other respiratory diseases was much higher at NSW asylums
than for the general population and increased over the period. Patient history factors explain
much of this difference: for example, a history of tobacco and alcohol consumption and the
aging of the asylum population. But the environment at the asylum, and increasing
overcrowding in more smoky spaces, also played a specific role. Tobacco smoking continued
and patients were overcrowded in dormitory conditions on a greater scale than most slum
environments. The crowded, ill-ventilated, dusty and smoky environment at Callan Park, with
weak isolation from contagious illnesses and poor hygienic conditions, presented a
significant additional mortality risk from respiratory illness in particular, over and above the
vulnerability and poor health status of patients at admission. The only available treatments
for respiratory diseases, including TB, were bed rest, ‘open air’ treatment, and a few
medications which relieved symptoms. These measures were not curative and probably did
not delay death.
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The evidence hints that many patients who died from TB had the disease in latent form at
admission. The (expensive) technology for testing TB was available from the 1890s, but there
is no evidence of such testing in the case notes, probably for reasons of economy.
Environmental conditions, such as stress, were likely to have weakened patients’ immune
systems, and possibly hastened the progress of TB to its fatal active form. TB progression
and mortality are particularly hastened by malnutrition, but I have established that
malnutrition was probably not a significant cause of immune suppression for these patients.
Old age was also less of a factor here, since the average age of TB victims in the Deaths
sample was 45. Certainly, the overcrowded conditions and corresponding lack of isolation
measures would have increased transmission of TB.

Old age and patient history were much more significant factors behind deaths from other
respiratory diseases. Many of these deceased persons might have suffered from long-term
COPD and succumbed to it. Nevertheless, the infection rate for respiratory conditions was
undoubtedly affected by the increasingly crowded and correspondingly less hygienic and less
isolated conditions at Callan Park. Overcrowding and lack of isolation made asylums
particularly vulnerable to the influenza pandemic of 1919, when asylum mortality rates from
influenza were about five times the rate for the general population. The lower socioeconomic class of the great majority of patients also played a significant role. The association
between COPD and poverty or working-class status, tobacco consumption, and indoor smoke
and dust has been well established.140
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Confinement at close quarters in Callan Park greatly increased the chance of acquiring a fatal
respiratory illness. In the case of latent TB, it very likely increased the probability of fatal
progression. While most city patients, apart from the homeless perhaps, also lived in cramped
and smoky conditions, crowding at asylums was on a much greater scale and the risk of
acquiring a fatal respiratory condition much higher. It is probable that other institutions, such
as asylums for paupers and the aged, had similar higher health risks. These risks were the
inevitable concomitant of underfunded, and thus overcrowded, institutionalisation.
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Chapter 7. Chemical Restraints
Nissan Ahmed, born in India and aged 40, was admitted to Callan Park in 1892 after being
arrested for ‘riotous behaviour’.1 He had been observed masturbating in public and smashing
windows. On admission, Nissan was diagnosed with early General Paralysis of the Insane
(GPI). He was violent, restless and sleepless, exposed himself, and had to be confined to a
single room. After a week of taking only liquid nourishment, he began to eat normally. The
case notes do not mention whether Nissan was returned to a normal ward, but this seems
unlikely, since his condition did not improve in the next two months, when he was started on
a course of 14 grams of ‘Mist. Sed.’ (sedative mixture) three times daily.2 After about five
months of this treatment and six weeks before his death, he suffered from a series of
‘convulsive attacks’, a common symptom of GPI. Despite this observed deterioration, his
sedation was not stopped until the day of his death. While early deaths after admission were
not unusual for patients suffering from GPI,3 it is notable that Nissan’s sedation was
continued when his health sharply worsened. Possibly the sedative was intended to ease his
passing. The end of Nissan’s brief life raises many questions about the management of
sedatives at Callan Park.

This chapter examines three topics.4 Firstly, I consider the economics and management of
chemical restraints and the essential role of these medications in the growth of mental

1

SARNSW, NRS4994, 3/4668, Register no. 2421, Folio 95.
All measurements are in the metric system. 14 grams = ca. 1/2 imperial ounce. The International System of
Units (SI units) are the sole legal units of measurement in Australia.
3
Roth, “‘Died Today’,” 58. Also Chapter 4, “General Paralysis of the Insane” for analysis of GPI mortality
statistics.
4
I examine these issues in Roth, “Chemical Restraint at Callan Park Hospital for the Insane.” In that paper I
contextualise the use of these restraints under the philosophy of moral management, which this study does, but
at greater length in a much broader framework.
2
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institutions at the period. Secondly, I discuss the adverse effects of the prescribed
medications on the lives of patients, as exemplified by Nissan’s unfortunate treatment. This is
one essential consideration in assessing one of my key questions: whether asylums in this era
had ‘an excellent record of success in the effective treatment of medical conditions.’5 Finally,
I examine the three most used sedatives at Callan Park. To understand the economics and
management of chemical restraints, I refer to the prevailing policy of ‘moral management’,
which I explained in Chapter One (“Origins”). As I note there, Callan Park was explicitly
designed to implement this policy, the guiding principle of western mental institutions from
the mid-nineteenth century.6

From my analysis of these issues and of evidence from the samples, I argue that a
distinguishing feature of the dominant moral management paradigm was the substitution of
cheaper chemical control for costly physical restraint. Indeed, I would argue that the
availability of this not-so-new technology (in the case of opiates) was a critical enabler of
asylum expansion.7 These conclusions are supported by evidence from the samples which
indicates that more than half of the patients received sedatives at some time during their stay.
As noted earlier, these data also suggest that a female patient was about 30 per cent more
likely to be sedated than a male.8 This sex difference is examined later in this chapter.

5

See Introduction and Garton, “Seeking Refuge”.
For discussion of this ‘humane revolution’, see Borthwick, Chris Holman, David Kennard et al., “The
Relevance of Moral Treatment to Contemporary Health Care”. For development of ‘moral treatment’ in the US,
see Gerald N. Grob, “The State Mental Hospital in Mid-Nineteenth Century America: A Social Analysis,”
American Psychologist 21, no. 6 (1966): 510-523.
7
The other critical enabler of moral management was the use of patient labour, see for example Akihito Suzuki,
“The Politics and Ideology of Non-Restraint: The Case of the Hanwell Asylum,” Medical History 39, no. 1
(1995), 1-17.
8
See Chapter 3, “Common Factors affecting Mortality”.
6
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Doctors continued some medications despite observing their harmful effects. The persistent
use of such unsafe treatments was described as ‘culpable negligence’ in the medical literature
of the day. There is a considerable nineteenth- and early twentieth century ‘warning’
literature on the adverse effects of sedatives.9 Since then, there has been little historiography
until the late twentieth century on the extent or effects of sedation in late Victorian or early
Edwardian asylums. More recent work has begun to address this gap,10 as does this chapter,
which sheds light on the effects of the medication regime on the lives of patients,
highlighting a significant factor behind mortality and discharge rates. I discuss the use and
abuse of the three major sedatives used at Callan Park: opiates, bromides and ‘sedative
mixture’. The evidence strongly suggests that the latter medication was chloral hydrate, the
first synthetic compound used in mental health care.11

Moral Management and the Economics of Restraint
I have shown in earlier chapters that reduction of physical restraint to a minimum was
integral to the philosophy of moral management.12 Physical restraints had a number of
disadvantages. They were highly visible to the Inspector-General, Official Visitors, visiting
families and friends, and ministers of religion. They could potentially be especially offensive

9

See Louise Hide, Gender and Class in English Asylums, 1890–1914 (Houndmills, England: Palgrave
Macmillan, 2014), loc 2971. Kindle edition. See also discussion in Walter J. Friedlander, “The Rise and Fall of
Bromide Therapy in Epilepsy,” Archives of Neurology 57, no. 12 (2000), 1782-1785. Examples of ‘warning’
literature are: J Crichton-Browne, “Chloral Hydrate: Its Inconveniences and Dangers,” Lancet, 97, no. 2483
(April 1871), 440-441; “Bromide Delirium,” Lancet 180, no. 4639 (July 1912): 252-252; Richard Oliver, “Facts
and Observations Respecting the Principle to be kept in View in Regulating the Administration of Opium,”
Lancet, 79, no. 1772 (22 August 1857): 194-196.
10
For example, McGovern, “The Myths of Social Control and Custodial Oppression”; Phil Fennell, Treatment
without Consent: Law, Psychiatry and the Treatment of Mentally Disordered People since 1845 (London:
Taylor and Francis, 2006). Kindle edition; M. Harris, “The Impact of Mood Stabilizers on Bipolar Disorder:
The 1890s and 1990s Compared,” History of Psychiatry 16, no. 4 (2005), 423-434; Kelm, “A Life Apart,” 346347; Sarah York, “Chemical Control or Therapeutic Intervention?: Drugs and the Treatment of Suicidal
Lunatics in Late Nineteenth-Century England,” Ex Historia 2 (2010): 20-42.
11
Chloral hydrate was introduced in 1869. See Stephen Snelders, Charles Kaplan, and Toine Pieters, “On
Cannabis, Chloral Hydrate, and Career Cycles of Psychotropic Drugs in Medicine,” Bulletin of The History of
Medicine 80, no. 1 (2006): 95-114.
12
See Chapter 1 “Origins”.
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to the public eye when used on women, as in the dramatic, but discredited, allegations in
1913 against Sydney Montgomery, the WA Inspector-General of the Insane, that some
female patients were kept in chains in the presence of young children at Claremont.13
Moreover, sensationalist newspapers, such as Truth, were always ready to seize on, inflame
and exaggerate asylum incidents, inspiring unwelcome criticisms in Parliament.14 Phil
Fennell claims that asylum management in Britain was keen to pass off the effects of sedation
as evidence of skilful treatment, recognising that public opinion, and the law, would condemn
physical methods.15

13

Montgomery successfully sued WA Newspapers for libel. The jury found that no chains were used. See “A
Published Letter. And a Libel Action Dr. Montgomery v. the ‘West Australian’. Interesting Statements”, Daily
Telegraph (Perth, WA), December 10, 1913, 12 and “The Libel Action. West Australian sued. The Claremont
Asylum. A Critical Letter. £250 Damages for Plaintiff”, West Australian (Perth, WA), December 12, 1913, 5.
14
The Sydney Truth, founded by William Willis in 1890, is described as ‘scurrilous’ in Martha Rutledge,
“Willis, William Nicholas (1858–1922),” Australian Dictionary of Biography, National Centre of Biography,
Australian National University, http://adb.anu.edu.au/biography/willis-william-nicholas-9125/text16095,
published first in hardcopy 1990, accessed online 5 January 2020. An example of Truth’s reporting style is: “A
Smashed Lunatic. Ribs and Breastbone Fractured. Miserable Death at Callan Park Asylum. Who Killed
Christopher Anderson. A Rigid Enquiry Necessary,” Truth (Sydney), May 21, 1899, 5. Sydney Truth suggested
that Anderson was the victim of brutality, omitting coronial evidence already reported in other newspapers that
he had a disease which made his bones very brittle and that he had had a fall after rising out of bed e.g. Evening
News (Sydney), May 9, 1899, 3.
15
Fennell, Treatment without Consent, Chapter 3, “Chemical Restraint,” loc 831.
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Figure 7.1 Physical Restraints. Straitjackets
Source: Wikimedia Commons

Another disadvantage of physical restraint was the additional staff required to care for
resistive patients, in a context of constant staff shortages.16 Restrained patients had to be fed,
toileted, cleaned, dressed and undressed, often forcibly because of their excited or resistant
condition. As a large number of patients were incontinent of faeces or urine, the restraining
apparatus had to be often replaced by clean equipment.17 Some evidence for the additional
labour involved was the observation of the distinguished asylum physician, John Conolly, a
pioneer of moral management, who strongly deprecated physical restraints partly because of
their encouragement of ‘dirty habits’ due to their interference with the ‘calls of nature’.18
Although the NSW regulations do not say so explicitly, it is probable that at least two

16
For an example of staffing concerns, see “Attendants in Hospitals for the Insane,” Report to NSW Legislative
Assembly (September 9, 1902).
17
About 25% of patients in the Deaths and Discharges samples were incontinent.
18
James Clark, A Memoir of John Conolly, M. D., D. C. L.: Comprising a Sketch of the Treatment of the Insane
in Europe and America (London: J. Murray, 1869). For Conolly’s influence on mental health care in Britain, see
Andrew Scull, “Conolly, John (1794–1866),” Oxford Dictionary of National Biography, accessed January 12,
2020, https://www-oxforddnb-com.virtual.anu.edu.au/view/10.1093/ref:odnb/9780198614128.001.0001/odnb9780198614128-e-6094?rskey=TBRyIs&result=1.
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attendants or nurses were required to be present when stronger patients were restrained or
released from restraint.19 Some idea of the impracticability of the additional workload can be
given by the following thought experiment. If each physically restrained male patient
required the labour of two attendants one extra hour a day (optimistically), this would have
meant an extra 300 manhours a day in the year 1900, assuming one third of patients required
restraint. The total theoretical maximum available attendant labour hours per day in 1900 was
480 (from 48 attendants).20 Sedative medication was a relatively cheap labour-saving device.

Partly for these largely economic reasons, but also following the ‘non-restraint’ precepts of
moral management, asylums began to prefer calming medications to physical restraint.21 One
coercive and labour-intensive practice that did not atrophy was the forced feeding of patients
who refused food or medicine, which was probably made less stressful for patient and staff
by the use of sedation.22 Unless medication was given in excessive doses, sedated patients
were not conspicuous to lay visitors without a close examination and awareness of the
patient’s history. Even where the patient’s background was well known, family or close
friends might have been pleased or relieved, rather than concerned.

19

Evidence of T.H. Morrow, ex-attendant – Report of the Commission into Lunacy Law and Administration,
Question 257-258. ‘There must be at least two [attendants], and very often there are three, because there is a
hard struggle.’ See also my discussion of the Francis Andinach affair in Roth, “‘Died Today’,” 47. Andinach
was restrained by a single attendant (against regulations). The evidence suggests that Andinach was fatally
beaten.
20
Attendant numbers for Callan Park extracted from SARNSW, New South Wales Public Service List 1885,
Catalogue no. 1809. Patient numbers from Report for 1900. A ten-hour day is assumed. A similar calculation
can be performed for nurses and female patients.
21
‘Since the abolition of mechanical restraint [in asylums], … the use of medicines intended to produce sleep
has very largely increased’. J. M. Granville quoted in Andrew Scull, The Most Solitary of Afflictions (New
Haven: Yale University Press, 1993), 290.
22
Forced feeding was a common practice in the 19th century asylum – see Elizabeth A. Williams, “Gags,
Funnels and Tubes: Forced Feeding of the Insane and of Suffragettes,” Endeavour 32, no. 4 (2008): 134-140.
About 12% of Callan Park patients had to be fed ‘by tube’ for some period during their stay. See also Chapter 3,
“Common Factors affecting Mortality”.
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It is true that the replacement of physical restraints by sedatives did have administrative costs.
The regulations specified that medications had to be kept under lock and key to prevent theft,
patient access and possible suicide or other mischief.23 Medications had to be approved by a
doctor, administered under supervision of a senior attendant or nurse and could not be
forcibly given without a medical order.24 The legislation specified that they also had to be
recorded in the patient’s notes. As discussed below, this provision was often evaded or
ignored.25 But price, it seems, was no barrier. Opium tincture could be bought at ‘twenty five
drops to a penny’ in the 1850s.26 A 454 gram (1 lb) supply of potassium bromide (about 700
doses) cost 35 US cents (about an English shilling) just before World War One.27 Chloral
hydrate was mass produced in the 1880s, far beyond the production of any other sedative,
indicating a similarly low price.28 The cost of a week’s dose of these cheap sedatives was a
tiny fraction of a junior attendant’s weekly wage, emphasising the economic trade-off
between technology and labour.29

Fennell has discussed in some detail the transition from physical to chemical restraint in
Britain. He notes that ‘many patients were kept in a permanent state of over-sedation’.
Quoting the physician F. Pritchard Davies, superintendent of Kent Asylum in 1881, and other
physicians of the time, Fennell discusses cases of careless record-keeping and the

23

Some ‘over-the-counter’ medications, such as Epsom Salts (‘whitehouse’), could be authorised by a senior
nurse or attendant.
24
NSW Rules for Attendants, 8-9.
25
Section 21 of the NSW Lunacy Act 1878; Section 28 of the NSW Lunacy Act 1898.
26
Victoria Berridge, “Victorian Opium Eating: Responses to Opiate Use in Nineteenth-Century England,”
Victorian Studies 21, no. 4 (1978), 437-461.
27
Calculated using sterling/dollar converter Eric Nye, “Pound Sterling to Dollars: Historical Conversion of
Currency,” accessed January 12, 2020, https://www.uwyo.edu/numimage/currency.htm. I assume that the
Australian and British pound were at parity.
28
For bromide price, see Friedlander, “The Rise and Fall of Bromide Therapy in Epilepsy,” 1784. For chloral
hydrate, see Walter Sneader, Drug Discovery: A History (Chichester, England: John Wiley, 2005), 363. From
1869 to 1871, ca. half a million doses of chloral hydrate were imported into England – Snelders et al., “On
Cannabis, Chloral Hydrate, and Career Cycles of Psychotropic Drugs in Medicine,” 110-111.
29
The weekly wage for a junior asylum attendant in 1900 was about 2 pounds (480 pence or 40 shillings) – see
State Records Authority of NSW, NSW Public Service List 1900, Library Catalogue no. 1809.
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irresponsible use of very large doses over extended periods, sometimes leading to
embarrassing fatalities.30 He claims that there was a return to mechanical restraint from 1880,
as insanity came to be viewed as an intractable problem, in contrast to the tenet of moral
management that lunacy was in principle curable, as discussed above. 31 Perhaps this was a
counsel of despair, as Fennell suggests, in the face of overcrowded and ill-staffed institutions.
But I do not see evidence of such a return at NSW asylums, judging from the Reports, which
suggests that public and official opinion did not favour a return to physical restraint, and it
might well have been thought excessively labour-intensive. Without wishing to criticise
Fennell’s valuable account of restraints, what is missing from his discussion is the economic
perspective and a statistical overview of relevant case records.

Sarah York discusses at some length the economic advantages of chemical restraint.32 But it
was more than a matter of advantage: the rapid growth of asylums at this period could not
have been achieved without this cheap technology, at a time when asylum managements
persistently complained of overcrowding and labour shortages. An alternative regime of mass
physical restraint and harsh discipline would have been too labour-intensive to be financially
practicable. Moreover, such atavism would have been politically impossible in NSW, given
the degree of public attention on asylums and the public and personal support of the
oftentimes Premier, Henry Parkes, for Manning’s policies.33 The net growth of NSW asylums
was on average significantly greater than the population growth rate in the period 1877 to

30
Fennell, Treatment without Consent, Chapter 3, “Chemical Restraint,” loc 759. See also F. Pritchard Davies,
“Chemical Restraint and Alcohol,” Journal of Mental Science (now British Journal of Psychiatry) 26, no. 116
(January 1881): 526-530.
31
Ibid., Chapter 4, “1880–1913: The Return of Restraint,” loc 968.
32
York, “Chemical Control or Therapeutic Intervention?”.
33
For example, ‘The Premier has a special interest in the asylum [Gladesville] and similar charitable
institutions’ – see “Gladesville Asylum. Visit of Sir Henry Parkes,” Sydney Morning Herald (Sydney), February
24, 1891, 6.
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1920, as was the case in England and Wales.34 This expansion would not have been possible
without the use of sedatives. A major reason for this expansion was the use of asylums as
institutions of last resort, whose inmates had been rejected by other welfare institutions on
behavioural grounds and were therefore more likely to require restraint.

The Evidence
Before discussing the individual sedatives used at Callan Park, it is necessary to understand
the nature and context of the evidence about medications. The evidence is drawn almost
entirely from case notes for patients who appear in the Deaths or Discharges samples.35
Before 1900 the prescriptions for each patient were documented on a separate facing page in
the person’s folio or folios in the Medical Case Book ‘ledgers’.36 This was the practice
adopted by John Floyd, Dispenser (pharmacist) at Callan Park from 1885 to 1900, and his
predecessors.37

From 1900 – shortly after the retirement of Manning – up to late 1910, I found no
‘prescription’ pages in the ‘ledgers’. But the occasional medication note appears embedded in
the patient observations, usually without dosage amounts or end-of-treatment (stop) dates.
These changes in documentation practice followed Floyd’s promotion as Dispenser to the
Inspector-General’s office in 1901 and the apparent abolition of Dispenser positions in the

34

For NSW population growth, see Graph 1 in ABS 3105.0.65.001; for Callan Park and NSW asylum growth,
see Reports 1877 to 1920. NSW annual population growth averaged 2.83%, NSW asylums 3.3%. For a
comparison of UK population and asylum growth rates 1807 to 1890, see Scull, The Most Solitary of Afflictions,
Table 8, 337.
35
The patient notes from the Darlinghurst Reception House (see Introduction for description) were always
copied into the case notes at admission. Nearly all patients were first assessed at the Reception House.
36
See Front Matter “Notes on Primary Sources” for a description of the case note filing systems in use at
various times and the sampling methodology. Appendix E has examples of original case notes (patient names
and admission/death dates are redacted).
37
Floyd’s appointment is recorded in SARNSW, New South Wales Public Service List 1885, Catalogue no.
1809, a.k.a. ‘The Blue Book’. No Callan Park Dispenser is listed in the ‘Blue Books’ before 1885, so I assume
that dispensing before that date was done from Gladesville (the nearest asylum) or by a visiting Dispenser.
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Hospitals for the Insane.38 Floyd continued in this position until at least 1923. From the fact
that Floyd received a travelling allowance, we can assume his duties were peripatetic, and
from the near absence of medication documentation, we can also infer that his practices were
even more casual.

Floyd’s lax purview continued until his apparent resignation or dismissal by the end of
1923.39 From late 1910 to 1920, under the new ‘patient folder’ system,40 I found very few
medication notes embedded in the observations, sometimes with a separate loose page of
medication documentation. Some of the patient folders contain printed forms with a column
for ‘medicine’, ‘weight’ and ‘remarks’, but in only nine forms from my samples is a
medication noted, with at most three entries. No stop dates are given and from the brevity of
the entries, it seems that the recordings are incomplete. Four of the forms have no medication
entry. Other evidence suggests that rather than being ‘lost’, these forms were rarely used.41
My analysis of sedatives has therefore to rely mainly on evidence from the years 1877 to
1899. The much sparser data for the following years does suggest that the medication regime
remained about the same, but with the increasing use of newer sedatives, such as sulphonal.
At a meeting of the Edinburgh Medico-Chirurgical Society in 1910, F. D. Boyd, then
assistant physician at the Royal Infirmary, Edinburgh, maintained that although sulphonal
and paraldehyde (another hypnotic) were a ‘good combination’, sulphonal was toxic and

38

SARNSW, New South Wales Public Service List 1901, Catalogue no. 1809.
Floyd’s name disappeared from the SARNSW, New South Wales Public Service List 1924, Catalogue no.
1809, although the Dispenser position remained.
40
The folder, or ‘expandable file’ system began to be universally adopted in the early 20th century, due to
recognition of its merits compared to the old ‘ledger’ system – Elizabeth Lundbeck, The Psychiatric Persuasion
(Princeton, New Jersey: Princeton University Press, 1994), 131.
41
The folders often contain several detailed pages of temperature charts, blood tests and other medical tests.
While it is plausible that some ‘medication’ forms would be missing from patient folders, it seems unlikely that
so few exemplars would remain while so much other material survived.
39
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accumulated in the body. He recommended that it be excised from the British
Pharmacopoeia.42

It is clear from these recording deficiencies that Floyd and his predecessors did not fear an
auditor. Their haphazard recording ignored the clear intention of the relevant provisions of
the NSW Lunacy Acts of 1878 and 1898.43 Moreover, many deceased patients admitted
before 1900 have no prescription records at all. It is implausible that obviously moribund
patients would not have had some medication while dying. Lilly Louise Egan, for example,
was clearly suffering from a soon-to-be-terminal illness (terminal TB) on admission in 1886,
as would be evident from her post-mortem. After a most cursory physical examination, she
died about three weeks later, probably in extreme distress, without any notes between
admission and death.44 In 1890 William Woods was prescribed medicine one day after he had
died.45 Before 1900 most longer-term patients had medication records only for the first few
months of their stay. The pre-1900 prescription records, all in very poor handwriting, are in
an obsolete pharmaceutical Latin with cryptic abbreviations. They are often illegible.
Nevertheless, I have been able to give some account of the use or abuse of the main sedative
treatments here.

42

“Reports of Societies. Edinburgh Medico-Chirurgical Society. Wednesday, June 1st, 1910,” British Medical
Journal 1, no. 2580 (June 11, 1910): 1412-1414. For Boyd’s distinguished career, see Norman Walker,
“Obituary. Professor F. D. Boyd, C.B. C.M.G.”, Edinburgh Medical Journal 28, no. 6 (1922): 274-276.
43
The Acts required recording in the Case Book of ‘a correct description of the medicines and other remedies
…’.
44
The post-mortem showed, among other very serious issues, that the ‘upper half of the lungs are riddled with
vomicae [pus containing cavities]’, and the right lung had ‘a very large suppurating cavity’. No cause of death is
recorded, but it is very likely that TB was the cause of death. SARNSW, NRS4994, 3/4658, Register no. 808,
Folio 131. The ‘mental examination’ was extremely terse and found Jane to have ‘deeply pigmented skin from
sunburn’, and to be an ‘imbecile’, ‘dirty’ (incontinent of faeces), and ‘idle’ in habits. Given these observations,
it is remarkable that the examining doctor did not also observe symptoms of grave respiratory illness at
admission.
45
SARNSW, NRS4994, 3/4665, Register no. 2037, Folio 225.
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It is remarkable that the case notes contain little or no reflection of doctors’ opinions on the
effects of treatments. Yet they must have been aware of the effectiveness of sedatives for
specific patients, because in some ten per cent of cases in the samples, treatments with one
sedative were discontinued and another medication was tried. When patients died during a
course of treatment, or shortly after, doctors made no inferences about the cause of death,
which, if documented, might have reflected on their judgement. As noted in the Introduction,
no cause of death was recorded for about half of deceased patients. But doctors were aware of
unwanted side effects, such as dependence, given the existence of lists of what I term
‘weaning schedules’ (gradually diminishing doses) or remarks about ‘bromide rashes’ in the
case notes.46

It is not only doctors’ assessments which are preserved in the case notes. A close reading
shows that patients were not silent. While patients’ letters to staff or relatives seldom
mentioned treatments directly, what patients had to say, however fantastical or delusional,
was recorded at admission and often in subsequent observations. There are frequent claims of
being ‘poisoned’ and consequent refusals to eat, drink or take medicine. It is true that some of
these patients had accused relatives or colleagues of poisoning attempts before admission.
But clearly some patients objected to sedation and the effects of laxatives.

We know that some medicine was given disguised in food, but this deception could not have
hidden the obvious effects of a sedative or a laxative for very long.47 Patients would probably
have discussed untoward effects after meals, real or delusional, with fellow patients and

46

Mary Y* seems to have acquired a rash ‘resembling’ a bromide rash before admission. Bromide was a
popular over-the-counter sedative at the time. Mary received opium but was also physically restrained at times
in a camisole. SARNSW, NRS4994, Item 3/4696, Register no. 8713, Folio 102.
47
Evidence of W. B. Folkard, ex-attendant – Report of the Commission into Lunacy Law and Administration, Q
2947. See also Roth, “‘Died Today’,” 85.
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rumours about ‘poisoning’ would surely have spread quickly. Ten patients in the samples
claimed that food or medicine contained ‘poison’. Twenty patients in all (including these ten)
refused food or medicine. Admittedly some of these refusals and accusations were very likely
associated with eating disorders, irrational beliefs or paranoia.

Harms of Sedatives
The unsatisfactory and incomplete recording of medications limit the safe statistical
conclusions that can be drawn. However, Figure 7.2 strongly suggests that deceased patients
who received sedatives lost more years of potential life (PYLL) on average than non-sedated
patients who died.48 This can be inferred from the relative steepness of the PYLL curves. It is
also apparent that sedated males and females died younger, and that females given sedatives
have a steeper PYLL curve than males given sedatives. A similar gender difference exists
between males and females who did not get sedatives.

It is difficult to say whether these differences in mortality measures were due to the
treatments. It could well be the case that patients who were prescribed sedatives were a more
morbid group, with their conspicuous behavioural symptoms denoting an underlying or
evident physical malaise at admission. A similar caveat could apply to the sex differences just
mentioned. Height and weight measurements might be a useful indicator of health status and
life expectancy, but there are only a few of these measurements recorded in the case notes

48

The horizontal axis represents individual observations from the sample – the PYLL values are sorted in
numerical order. Front Matter “The Samples” and Appendix One for discussion of the PYLL measure for
assessing mortality.
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before 1905.49 Unfortunately the majority of the case notes on physical condition at
admission before 1900 are sketchy or raise further questions.

The case of William Joseph Foster is an example of the unsatisfactory nature of the available
evidence on chemical restraints.50 William, a labourer from Mudgee in central NSW, was 33
years old when admitted in December 1892. He was diagnosed with ‘mania acute’. William
was ‘strongly built’ and in ‘good’ physical condition, although there are no explicit notes on
his heart, lungs or other bodily systems. Over the first four months of his stay, he showed
‘not the slightest improvement’ of his ‘restless, noisy and troublesome’ behaviour despite two
separate courses of ‘Mist. Sed.’, sulphonal and opium tincture. After sedative medication was
stopped in April 1893, there was no further change in William’s condition until November.
From September he was given a daily dose of oil of ‘Morrhuae’ (cod liver oil), possibly for
rheumatism or arthritis, or as treatment of suspected TB.51 Presumably this medication was
intended to address his increasing bodily weakness, but there are no notes about this until
November, when he was observed to be ‘very feeble’. The cod liver oil was stopped shortly
before his death and his laudanum medication resumed. Possibly this new round of sedation
was intended as a palliative, since he died four days later from ‘maniacal exhaustion’.

The potential causes of harm from sedatives are now well understood. I have already touched
on dependence. We know that sedative medications increase the risks of falls in the elderly –

49
Height and weight measures are required to calculate Body Mass Index (BMI). BMI is widely accepted as an
indicator of health, nutrition status and mortality. For example, see Anders Engeland, Tone Bjørge et al.,
“Height and Body Mass Index in Relation to Total Mortality,” Epidemiology 14, no. 3 (May 2003): 293-299
also Roderick Floud, ed., “Height, Weight and Body Mass of the British Population since 1820,” NBER
Working Paper Series on Historical Factors in Long Run Growth, Historical Paper 108 (Cambridge,
Massachusetts: National Bureau of Economic Research, October 1998).
50
SARNSW, NRS4994, 3/4669, Register no. 2648.
51
Roni Grad, “Cod and the Consumptive: a brief History of Cod-Liver oil in the Treatment of Pulmonary
Tuberculosis,” Pharmacy in History 46, no. 3 (2004): 106-120.
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a quarter of all patients were aged over 60 at admission. As Laurence Rubinstein has
remarked: ‘Falls are a common and often devastating problem among older people, causing a
tremendous amount of morbidity, mortality and use of health care services including
premature nursing home admissions’.52 A number of studies, including Rubinstein’s, show
that psychoactive medications substantially increase the risk of dangerous falls.53 There are
no cases in the samples where we can definitely associate such incidents with sedative use,
but this is possibly due to unsatisfactory documentation, rather than their actual incidence.
Fractures from solitary falls or falls caused by other patients are discussed in the Reports for
NSW asylums in general and by James Flashman, then junior medical officer at Callan Park,
whose 1899 paper on patient fractures refuted the tendentious Truth report on the ‘smashed
lunatic’ mentioned above, which had suggested deliberate and systematic brutality by
attendants.54 As discussed elsewhere in this study, Flashman maintained that patients with
GPI were particularly susceptible to fractures because of their very fragile bones.

The end stage of morbidity resulting from fractures is frequently fatal pneumonia.55 About
six per cent of patients in the samples had one cause of death recorded as pneumonia,
although the sparsity of the notes does not allow a definite connection with a fall. The ‘senile’
Mary Earnshaw, aged 73, broke her arm as a result of a fall in 1886, while under treatment

52

Laurence Z. Rubinstein, “Falls in older People: Epidemiology, Risk Factors and Strategies for Prevention,”
Age and Aging, 35-S2 (2006), ii37-ii41.
53
Ibid. See also P. Vestergard, L. Rejnmark and L. Mosekilde, “Fracture Risk associated with the Use of
Morphine and Opiates,” Journal of Internal Medicine, 260, no. 1 (July 2006), 76-87 also G. E. Caughey, E. E.
Roughead, et al., “Comorbidity of Chronic Disease and Potential Treatment Conflicts in Older People
Dispensed Antidepressants,” Age and Ageing 39, no. 4 (2010): 488-494.
54
For example, Report for 1881, 8: ‘dislocation of shoulder, fracture of thigh-bone, fracture of radius’. See J. T.
Flashman, “Fractured Ribs in the Insane,” Minutes of Intercolonial Medical Congress of Australasia, Fifth
Session 1899, 483-490. See also “A Smashed Lunatic. Ribs and Breastbone Fractured. Miserable Death at
Callan Park Asylum. Who Killed Christopher Anderson. A Rigid Enquiry Necessary,” Truth (Sydney, May 21,
1899, 5. Flashman was later promoted to head of the Pathology Laboratory.
55
See for example Geraldine Nanninga, Kevin de Leur et al., “Increasing Rates of Pelvic Fractures among older
Adults: The Netherlands, 1986–2011,” Age and Aging 43, no. 5 (September 2014): 648-653.
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with ‘tinc opii’. Although Mary recovered well from the fracture, she was confined to bed
nine months later and died from ‘senile decay’ about eighteen months after her accident.56

Another major risk to fragile patients is dysphagia (difficulty in swallowing) exacerbated by
sedatives, leading to deaths from choking or aspiration pneumonia.57 Some deaths from
choking were reported in the press and the Reports,58 while more deaths from ‘inflammation
of lungs, pleura and bronchi’ are mentioned in the Reports.59 But pneumonia can have many
causes other than medications.60

A specific cause of harm from opiates (or opioids) is respiratory depression, which can be
fatal to people whose breathing is compromised, such as those suffering from chronic
obstructive pulmonary disease (emphysema).61 The current epidemic of respiratory-related
deaths from these medications in Australia and overseas has resulted in significant
restrictions on the availability of codeine (an opiate) and Endone (an opiod).62 The evidence
from the Deaths sample is unsatisfactory because of its lack of detail and a probable tendency
to attribute such deaths to other causes, as noted above. But PYLL analysis of the data
suggests that mortality from respiratory complaints (not including TB), when adjusted for

56

SARNSW, NRS4994, Item 3/4658, Register no. 761, Folio 33. Cause of death kindly supplied by NSW
BDM.
57
See R. E. Kraichely, A. S. Arora, J. A. Murray, “Opiate-induced Oesophageal Dysmotility,” Alimentary
Physiology and Therapeutics 31, no. 5 (March 2010): 601-606. See also J. Regan, R. Sowman and I. Walsh,
Prevalence of Dysphagia in Acute and Community Mental Health Settings,” Dysphagia 21, no. 2 (Apr 2006):
95-101.
58
Death of Eugene August DeLotto – “Death at Callan Park, Sydney Morning Herald (Sydney), March 18,
1891, 5. Death of Charles Benjamin Prince – “Hospital Patient Choked,” Sun (Sydney), June 27, 1918, 5.
59
For example, three deaths in Callan Park from ‘inflammation of lungs, pleura and bronchi’ were reported in
the 1891 Report, Table 4, 39 (1 death from choking). 35 deaths in all NSW asylums in Report for 1910, Table 4,
13. Callan Park causes of death statistics were not reported separately after 1891.
60
For example, see R. J. White, A. D. Blainey et al., “Causes of Pneumonia presenting to a District General
Hospital,” Thorax 36, no. 8 (1981): 566-570.
61
For example, see A. P. Daykin, D. J. Bowen et al., “Respiratory Depression after Morphine in the Elderly,”
Anaesthesia 41 (1986): 910-914. Opiates are extracted from natural products, opioids are synthesised.
62
Wayne Hall and Shane Darke, Trends in Opiate Overdose Deaths in Australia, 1979–1995 (Sydney: National
Drug and Alcohol Research Centre, 1997).
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age, is much higher in sedated patients.63 Pneumonia, respiratory issues and falls are the most
likely mechanisms for these results. It is perhaps surprising, in view of these harms, that I did
not find any public criticism in the Australian press of the day of actual cases of abuse of
sedatives by asylums. Yet the general public were kept well aware of the physical, moral and
mental dangers of drug misuse from newspaper articles or popular asylum fiction,64 or as
criticisms of the morality of Chinese immigrants to Australia and the Europeans who
associated with them.65

Figure 7.2 Distribution of Potential Years of Life Lost for Deceased Patients Admitted
before 1900 – With Sedatives and without Sedatives
Source: Deaths sample

63

In PYLL analysis, deaths at younger ages (i.e. premature deaths with respect to life expectancy in the general
population) are weighted more heavily.
64
For example, see R. Fantina, Victorian Sensational Fiction: The Daring Work of Charles Reade (New York:
Palgrave MacMillan, 2010), 63-75. One Victorian-era reference to use of opium use in asylums is in Herman
Charles Merivale, My Experiences in a Lunatic Asylum by a Sane Patient, London: Chatto and Windus, 1879).
65
For example, “Chinese Immigration,” Sydney Morning Herald, November 19, 1878, 6.
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We also need to look at the effects of sedatives on lengths-of-stay of discharged patients for
evidence of harm. From Figure 7.3, it is evident that sedation makes little significant
difference to length-of-stay for discharged females. There is a marked difference for males.
Male discharged patients who received sedation have an average length-of-stay significantly
greater than males who did not receive it. It would appear that for discharged males, sedation
is evidence of the degree of illness – ‘troublesome’ patients are more likely to be sedated. It
is unlikely that sedation is the cause of an increase in length-of-stay, unless we accept,
implausibly, that sedation generally decreases the manageability of male patients and hence
lessens the likelihood of discharge. I conclude therefore that the ‘male sedated’ group would
probably have had to stay longer than the ‘male non-sedated’ group in the absence of any
sedative treatment. Why then are the equivalent female groups so similar in lengths-of-stay?
It seems evident that the sedated group was more obstreperous than their non-sedated sisters.
I postulate that the similarity of lengths-of-stay in females occurs because sedatives are more
effective on females than males. One credible reason for this effect is the fact that Callan
Park doctors did not adjust doses by weight or sex, as mentioned above. On average, females
would have received a stronger dose per kilogram body weight than males, which might also
explain the higher PYLL outcomes for deceased females who were sedated. I conclude that
sedation increased the risk of death for discharged females and, possibly, smaller males.

This sex difference with respect to medications and lengths-of-stay has a wider context with
regard to different management of women generally, as discussed earlier in Chapter Three
(“Common Factors”). There I argue that the elevation of female status in public and official
Contexts meant that chemical restraints were preferred, as physical restraint or even firm
handling would have met with strong public criticism. As noted in that chapter, asylums were
visible to families, official visitors and reporters. Asylum conditions for women and men
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were also subject to highly publicised and embarrassing exposures by ‘undercover’ persons
such as Catherine Thomson in Victoria and ‘The Vagabond’, John Stanley James.66 It is
likely that Manning was well aware of this possibility, since James wrote for the Sydney
Morning Herald and attracted the attention of ‘respectable’ persons on his well-publicised
visit to Sydney in 1882.67 It is true that female attendants/nurses could be rough and brutal
towards women patients, as Monk describes in “Working like Mad”.68 But such violence, if
detected, would have risked the censure of colleagues and managers or dismissal. In view of
the ‘one size fits all’ dosage regime just described, women would have been seen by nurses to
be more susceptible to chemical restraints. They would therefore have required less physical
labour, with its risk of violence, increasing the incentive to apply them.

66

See Chapter 1, “Origins”.
“Banquet to Mr. Julian Thomas”, Daily Telegraph (Sydney), April 20, 1882, 3. The many attendees included
Sir Patrick Jennings and the German Consul.
68
Lee-Ann Monk, “Working like Mad: Nineteenth Century Female Lunatic Asylum Attendants and Violence,”
Lilith: A Feminist History Journal 9 (1996): 5-20.
67
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Figure 7.3 Distribution of Lengths of Stay for Patients Admitted before 1900 and
Discharged – With Sedatives and without Sedatives
Source: Discharged Sample

Morphine/Opium/Opiates
The most frequently issued sedatives at Callan Park were opiates. They have been used as
recreational drugs, sedatives, soporifics, antitussives and analgesics since at least the time of
the Egyptian New Kingdom, 3500 years ago.69 Their addictive properties have been
recognised since the reign of the Roman Emperor Marcus Aurelius (ruled 161 to 180 CE).70
They were the first widely-used therapeutically effective drugs to manage mental illness,71
and became a standard treatment for excited and violent patients in the nineteenth century.
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R.D. Mann, Modern Drug Use (Lancaster, England: Falcon House, 1984), 19.
Thomas W. Africa, “The Opium Addiction of Marcus Aurelius,” Journal of the History of Ideas 22, no. 1
(January-March 1962): 97-102. For opiate addiction and adverse symptoms in Victorian Britain, see T. E.
Jordan, “The Keys of Paradise: Godfrey’s Cordial and Children in Victorian Britain,” Journal of the Royal
Society of Health 107, no. 1 (1987): 19-22.
71
David Healy, “Some Continuities and Discontinuities in The Pharmacotherapy of Nervous Conditions before
and after Chlorpromazine and Imipramine,” History of Psychiatry 11, no. 44 (2000): 395-396.
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About 30 per cent of my sample of 150 patients at Callan Park who were admitted before
1900 received ‘tincture of opium’, also known as laudanum, in doses varying from 0.65 to
1.5 grams three times a day,72 while three persons were injected with morphine. According to
the US Pharmacopeia of 1926, the tincture contains about one per cent of morphine.73 A
typical dose of 1.2 grams (20 minims) of ‘tinc. opii’ might contain roughly 12 milligrams of
morphine, more than sufficient to cause drowsiness and torpor in naïve subjects. 74 Because of
the well-known constipating effects of opiates, nearly all treated patients were concurrently
prescribed laxatives, mainly magnesium sulphate (Epsom Salts).

Laurent Sueur has written on the use of opiates in France before 1870, as well as on the
calming effects of cold and hot water treatments. Opiates were used to treat all types of
‘madness’ which had symptoms of insomnia, ‘cachexy’ (wasting) or restlessness. They were
also used as antidepressants or as a tonic. This broad range of patients included alcoholics,
epileptics and persons with GPI. French physicians recognised that opium could cause
‘dryness of the throat’ and constipation, as well as increasing the risk of a fatal ‘apoplectic
stroke’. Some gave quite risky doses of up to 210 milligrams daily of morphine
hydrochlorate.75

About a third of all patients in the samples were treated with opiates at some time during their
stay. Women were medicated 30 per cent more often than men, yet they received the same

72
All doses are given in metric measures. ‘Three times a day’ in pharmaceutical Latin: = ter die sumendum
(tds). ‘Tds’ or similar ‘frequency’ abbreviations are commonly used in the Callan Park prescription notes.
73
The Pharmacopoeia of the United States of America (Philadelphia: J. B. Lippincott, 1925), 400. Morphine
content of opium can vary widely.
74
Morphine content of opium can vary widely.
75
Laurent Sueur, “The Use of Sedatives in the Medical Treatment of Insanity in France from 1800 to 1870,”
History of Psychiatry 8, no. 29 (1997): 95-103. The modern normal dose for a morphine-naive adult is 0.3
mg/kg every 3 to 4 hours. See Davis’s Drug Guide.com, “Morphine”, accessed January 13, 2020,
https://www.drugguide.com/ddo/view/Davis-Drug-Guide/51518/all/morphine.
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dose as men on average. Body mass was apparently not considered, although physicians had
been aware of dose-effect schedules, in particular for opiates, since 1788.76 Slightly more
than half of treated persons were ‘troublesome’, suicidal or violent. Most of the ‘demanding’
patients showed some improvement after the course of treatment, while twenty per cent died
at varying intervals after the medication was stopped. Nearly all patients who had sleeping
difficulties, a common symptom of mental illness, were treated with opiates.

Perhaps in some cases the underlying intention was to ‘smooth the pillow’ of the dying, what
might now be called palliative care. One such instance may have been the above-mentioned
William Foster, who died of ‘maniacal exhaustion’ four days after treatment started in 1893.
Another possible case of palliation was Martha Calvert, admitted in 1887 aged 73, who was
treated for apparent heart failure with a five-month course of digitalis. Her doctors then
decided to put her on to opium for the last week of her life, apparently to ease her dying. She
died fourteen months after admission.77 The suicidal Patrick O’Toole, aged 42 when admitted
in 1896, refused to eat, had to be force-fed and became ‘emaciated and feeble’. A threemonth course of opium tincture did not improve his condition, although it may have made
force-feeding less traumatic for him and eased his passing. He died three weeks after opiates
were stopped.78

76
The London Pharmacopoeia of 1788 (‘the most widely available reference work in practice’) published
dosage tables – see Basil Clarke, “Mental Illness and Rehabilitation in Nineteenth Century Ireland: The Case of
Charles Stock,” Psychological Medicine 13, no. 4 (1983), 727-734. In 1701, a Welsh physician, John Jones,
published dosage tables for opiates for ‘weak, strong, or middling Men or Women’. See John Jones, The
Mysteries of Opium Reveal’d (London: Richard Smith at the Angle and Bible, 1701), Chapter 27.
77
William Foster – SARNSW, NRS4994, 3/4669, Register no. 2648. Martha Calvert – SARNSW, NRS4994,
3/4660, Register no. 1182.
78
SARNSW, NRS4994, 3/4659, Register no. 1041.
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The deleterious effects on foetuses and breast-fed infants of maternal opiate use were well
known by the end of the nineteenth century.79 Thus it is concerning that the ‘restless and
noisy’ and heavily pregnant Gertrude S* began treatment a week before she gave birth to a
boy in 1894.80 There are no details of the infant’s condition or fate, or whether he was breastfed by his mother. Hopefully he did not have withdrawal or developmental symptoms.81
Although her daily dose was reduced two months before discharge in an apparent attempt at
weaning, Gertrude was probably dependent on opiates when she left Callan Park. This whole
episode suggests malpractice or incompetence even by the professional standards of the
period.

‘Mist. Sed.’ Or ‘Sedative Mixture’ – Was it Chloral Hydrate?
About ten per cent of pre-1900 patients received ‘Mist. Sed.’ during their stay. This ‘sedative
mixture’ was probably chloral hydrate, in widespread use at asylums at this time. As
laxatives were co-prescribed in only one case, we can be reasonably sure that the mixture did
not contain opiates. In several instances, the patient was weaned off ‘Mist. Sed.’, suggesting
that it was addictive. Chloral hydrate, better known in the day as the active ingredient of a
‘Mickey Finn’, was very addictive, especially in its use and abuse as an over-the-counter
sleeping aid.82 Oliver Sacks (1933–2015), the prominent neurologist and historian of medical
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For example, see Stephen R. Kandall, Substance and Shadow: Women and Addiction in the United States
(Cambridge, Massachusetts: Harvard University Press, 1996), 51-52. See also H. H. Kane, Drugs that Enslave
(Philadelphia: Presley Blakistone, 1881), 44 and “Cerebral and Mental Degenerations to the Use of Opium in
Infancy,” Lancet 155, no. 4007 (16 June 1900): 1737-1738.
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SARNSW, NRS4994, 3/4672, Register no. 3114.
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For adverse consequences for foetal exposure, see Emily J. Ross, Devon L. Graham et al., “Developmental
Consequences of Foetal Exposure to Drugs: What We know and What We still must Learn,”
Neuropsychopharmacology 40, no. 1 (January 2015): 61-87.
82
Snelders et al., “On Cannabis, Chloral Hydrate, and Career Cycles of Psychotropic Drugs in Medicine”.
‘Mickey Finn’ has an entry in the Oxford English Dictionary which mentions chloral hydrate. For use in
muggings and robberies, see Michael D. Lyman, Drugs in Society: Causes, Concepts and Control (Sydney:
Elsevier, 1991), 41, 94.
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science, who described the adverse effects on patients and himself in his account of
hallucinations, was an addict for a considerable period.83

While other drugs such as digitalis, bromides, hydrocyanic acid and hyoscyamine were
explicitly documented, choral hydrate was not mentioned explicitly in the Callan Park
records, yet there is good evidence that it was used in mental and other asylums in NSW and
other Australian jurisdictions.84 At the Parramatta Asylum for aged and destitute men during
the First World War, one patient died of a suspected heart attack five days after beginning a
course of a very heavy nightly dose of chloral hydrate, bromide and morphia.85 Chloral
hydrate was also heavily used in the US and in Britain – it was the most popular item in the
United States Pharmacopoeia in the 1870s.86

There were good reasons to keep such a notorious ingredient such as chloral hydrate
anonymous to patients, their relatives and friends and possibly to nursing staff. According to
the National Library’s Trove Australian newspaper database, there were numerous mentions
of suicide, misadventure, overdose or murder in connection with chloral hydrate between

83
Oliver Sacks, Hallucinations (London: Picador, 2013). See also his obituary by Jessica Contrera,
“Psychedelic drugs taught me what the mind is capable of,” Washington Post (Washington DC), August 31,
2015.
84
Shea, “One Hundred Years Ago in New South Wales”; see also Garton, Medicine and Madness, 39. For use
of chloral hydrate in Victoria, South Australia and Tasmania see Milton Lewis, Managing Madness: Psychiatry
and Society in Australia, 1788–1980 (Canberra: Australian Government Publishing Service, 1988), 12-13.
85
Jennifer Roberts, “Bereft: War, Grief and Experiences of the Asylum, 1915–1935” (PhD Thesis, University of
Wollongong, 2013), 93. Roberts quotes Parramatta Admission Files, 12/820, Register no. 5449. The dose was
‘30g bromide, 10g chloral hydrate and ¼ grain [ca. 40mg] morphia’. Modern adult one-time dosages of chloral
hydrate are 500 mg to 1 g – see Drugs.com, “Chloral Hydrate Dosage”, accessed January 13, 2020,
https://www.drugs.com/dosage/chloral-hydrate.html. A ‘typical’ dose of ‘mist. sed.’ at Callan Park was 0.9 g, 3
or 4 times a day (Deaths and Discharges samples).
86
Ruth Caplan and Gerald Caplan, Psychiatry and the Community in Nineteenth-Century America: The
Recurring Concern with Environment in the Prevention and Treatment of Mental Disorder (New York: Basic
Books, 1969), 155-156. For use in asylums in Britain see York, “Chemical Control or Therapeutic
Intervention?,” 27-28.
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1877, the date of the first registered patient at Callan Park, and 1900.87 Fennell discusses the
dangers of chloral hydrate in some detail, including cases of its provoking mental illness, and
poisoning and deaths at asylums.88 He quotes Daniel Hack Tuke, who somewhat
hyperbolically claimed that ‘while bromide has slain its thousands, chloral has killed its tens
of thousands’.89 Finally, we know that chloral hydrate had to be given in a sweetened or
flavoured mixture because of its unpleasant taste and smell.90 Given this strong circumstantial
evidence, we can conclude that ‘Mist. Sed.’ was chloral hydrate.

Quite apart from its poor reputation outside asylums, some medical experts saw chloral
hydrate as the ‘most dangerous of all hypnotics’ by the end of the century, after numerous
adverse reports of tolerance, side effects, psychoses and dependency.91 About half of ‘Mist.
Sed.’ patients at Callan Park did not improve, but only a few died. Other sedatives were tried
for a third of ‘Mist. Sed.’ patients. There are insufficient data available to establish with any
certainty if the dose was calculated according to body weight or sex.92 Elizabeth S*, a 25 year
old ‘excited and violent’ mania patient admitted in 1887, improved for a while after a week’s
course of treatment, but then became noisy, refused food and had to be force-fed.93 She was
induced to eat and became quieter after ‘repeated applications of a galvanic battery’. This
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For example, a medical misadventure causing a death at the private Bayview House Asylum near Tempe
NSW: “A Lunatic’s Death,” Evening News (Sydney), December 8, 1893, 2. There were 23 articles on chloral
hydrate involving deaths (not all occurring in NSW) in the Sydney Morning Herald between 1877 and 1900.
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D. Hack Tuke, “Presidential Address to the Medico-Psychological Association,” Journal of Mental Science,
27, no. 119 (1881): 305-342, esp. 318; quoted in Ibid., loc 880.
90
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2015), 352.
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was not the only use of electricity as an apparent ‘disciplinary’ tool at Callan Park (I refer to
these non-chemical ‘treatments’ in Chapter Nine).94 After successive relapses, Elizabeth was
tried with courses of morphine, hyoscyamine, hot baths and then digitalis.95 She became
‘well conducted’ and was discharged. William Foster, before dying from maniacal exhaustion
soon after his opium treatment, had been treated unsuccessfully with ‘Mist. Sed.’ and also
with sulphonal. The latter medication was used at this time as a ‘safe and excellent hypnotic’
by Clouston.96

Lesser Used Sedatives
The case notes suggest that bromide treatments had not come into favour in NSW after
Callan Park opened. Perhaps only five per cent of patients in the samples received them.
Although potassium and ammonium bromide were used enthusiastically in Britain from the
1870s as a specific therapy for epilepsy and ‘sexual excitement’, and as a sedative, doubts
about their effectiveness and safety began to accumulate.97 By 1900 some doctors called
bromide treatment ‘not only poor therapy, but actual culpable negligence’, while one of the
leading epilepsy experts of the day, the American William Spratling, said it did more harm
than good.98 Since fewer than half of patients diagnosed with epilepsy or with epileptic
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Galvanic (DC) and faradic (AC) electrical treatments, not to be confused with electroconvulsive therapy
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symptoms received bromides, it seems that only a minority of Callan Park doctors had faith
in them. Yet a few patients received bromides for extended periods regardless of lack of
improvement. No improvement in terms of reduction in fits was noted in any patient in my
samples, although some violent patients became more tractable after short courses of
treatment. Walter G*, who was ‘violent & maniacal & incoherent, destructive’ and had
symptoms of syphilis (a hard chancre) became quieter after being prescribed ‘mist. sed’.
After a later episode of ‘maniacal’ behaviour he was treated with tinc opii and ‘bromide and
iron’.99 It is also possible that such dangerous patients might well have become more
amenable as part of the normal course of their illness or recovery.

Only a few patients improved under the lesser used treatments. As well as bromides, Callan
Park doctors also prescribed hyoscine, antimony or hyoscyamine to a few patients, either
alone or in combination with the more popular sedatives.100 Digitalis, a traditional herbal
remedy extracted from foxglove plants, had been used since the late eighteenth century to
treat heart failure, but was also administered as a sedative, sometimes with fatal
consequences for people with certain heart conditions.101 Brandy was sometimes used alone,
or as an adjunct to other sedatives.

Conclusion
To avoid anachronistic judgements of past medical practices, we should not view them purely
through a framework of current medical knowledge and internationally accepted ethical
constraints. At the same time, it is fair to ask if the modification of patients’ behaviour by

99 SARNSW, NRS4994, 3/4684, Register No. 4956.
100
Hyoscine and hyoscyamine were often used as hypnotics. Digitalis was also used for heart failure.
101
See Estes and White, “William Withering and the Purple Foxglove”.
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chemical means was in accordance with the ethics and current technology of its time. The
Callan Park case notes (or lack of them) show that the treatments were fundamentally flawed,
in terms of recording and observation, when compared to the practices at the period of
medical practitioners working in Britain or the United States.102 As we have seen in the case
of ‘Mist. Sed.’ and bromides, the continuing use of some of the drugs was severely criticised
by leading authorities of the day. Callan Park doctors were aware of the danger of addiction,
as their weaning attempts show, but nevertheless continued to prescribe long courses of
treatment with the offending medications without any apparent reflection in their medical
notes. And we can to some extent infer patients’ views on their involuntary sedation by their
frequent mention of ‘poisoned’ food, drink or medicine in case notes, and by their refusals to
consume them.

While current historical writing about asylums in the late Victorian era or the early twentieth
century describes many individual patient experiences with medications, there has been
limited broader discussion of the statistics and scale of historic sedative treatments at an
institution, including dosages, mortality, or gender factors. Jose-Xavier Domingo has written
about the specific effects and treatment objectives of the sedatives discussed above as used in
late nineteenth century Spain but he does not discuss dosages or economic issues. Louise
Hide did not mention any difference between sexes with respect to the administration of
sedatives at Claybury and Bexley asylums in England for the period 1890 to 1914. But she
agrees with Diana Gittins’s claim that English asylums differed in the character of their
separate male and female wings, to the extent that they constituted separate hospitals. The
female sides were apparently run on Victorian family lines, while the male sides were
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For example, see Louis Casamajor, “Bromide Intolerance and Bromide Poisoning,” The Journal of Nervous
and Mental Disease 38, no. 6 (1911): 345-357. Casamajor discusses the reports of nineteenth-century physicians
on their administration of bromide. These reports are much more detailed than the Callan Park case notes.
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‘military’ in character.103 But the literature has not mentioned the extent of sedation in
asylums and this chapter addresses this knowledge gap.

It is notable that over half of the patients were strongly sedated at some time during their
residence at Callan Park. This practice continues to the present day in aged care in Australia
on a similar and disturbing scale.104 The extent of relatively cheap chemical restraint, and
analysis of the prohibitive labour costs of physical restraint on the same scale, strongly
suggest that sedatives were an essential enabler of the rapid growth of asylums in the new age
of moral treatment.
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Domingo, “The Treatment of Madness in Spain In the Second Half of the 19th Century”: 139-158 and
Louise Hide, Gender and Class in English Asylums, 1890–1914 (Basingstoke, England: Palgrave, 2014). For
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2019, accessed January 13, 2020, https://agedcare.royalcommission.gov.au/publications/Pages/interimreport.aspx . The Commission called for immediate action on this issue.
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Chapter 8. Discharges
In the eyes of families, friends, the authorities, the general public, and many patients, one of
the most important functions of asylums was undoubtedly timely discharge. Newspaper
commentary on the Reports, even when abbreviated, usually mentioned the discharge rate.1
Coleborne writes that families negotiated with asylums for the return of loved ones and saw
their visits as therapeutic, speeding release.2 Even though Mary Clancy lived ‘in terror’ of her
alcoholic husband, she petitioned repeatedly for his release.3 Patients also pleaded for
discharge. George Morton wrote in 1886: ‘for Christ’s sake give me discharge like a man and
let me go.’4 Manning and Sinclair were clearly motivated to release patients in view of their
constant complaints of stretched facilities and insufficient funding, and their adverse effects
on patients. Politicians wanted to take credit for the success of asylums, for which timely
release was such an important measure. The Premier, Parkes, claimed in 1885 that
Gladesville, from being a ‘miserable prison’, had become a ‘palace’, with ‘every possible
comfort and convenience’.5 The government wanted to spare expense. The central
importance of timely discharge suggests that it is unlikely that asylum management wanted to
unduly retain patients, out of incompetence or intent, as lunacy reform critics (and patients)
so frequently alleged. I discuss these critiques in the next chapter.6

1

Examples of shortened summaries: “Social”, Sydney Morning Herald, July 28, 1882, 7; “Report of the
Inspector-General of the Insane”, Goulburn Herald (Goulburn, NSW), June 4, 1885; “Lunacy Statistics”,
Albury Banner and Wodonga Express (Albury, NSW), October 7, 1904; “Insanity in the State”, Newcastle
Morning Herald and Miners’ Advocate (Newcastle, NSW), October 25, 1907.
2
Catharine Coleborne, Chapter 13 in Graham Mooney and Jonathan Reinarz, eds., Permeable Walls: Historical
Perspectives on Hospital and Asylum Visiting, 86 (2009).
3
Mark Finnane, “Asylums, Families and the State,” History Workshop 20 (1985): 134-148.
4
Letter by George Morton to Dr Manning November 18, 1886, SARNSW NRS5001, “Letters from Patients
1881–1919”, Item 3/4921.
5
“Complimentary Luncheon to Dr. Tucker. Sir Henry Parkes on the Treatment of Lunatics”, Daily Telegraph
(Sydney), September 1, 1885, 7.
6
See Chapter 9, “The 1923 NSW Royal Commission”, for detailed discussion of the criticisms of the various
Lunacy Reform Leagues and other lunacy advocates. But it was clear that asylums and politicians did want to
retain ‘political’ patients, such as William Chidley. I explain the circumstances of his detention in Chapter 9.
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Here I show that these accusations of improper intent or incompetence had little foundation. I
explain the policies and implementation of discharge in the context of moral management, its
successes and failures, and the post-discharge lives of some patients. I also indicate that some
discharges at Callan Park were in fact cases of compassionate discharge of the dying to
families or religious institutions, exemplifying its hospice role. I note that different groups of
patients, such as males and females, or the single and married, had different rates of
discharge, and put forward reasons for these variations. For one group of patients, those with
cyclic disorders, discharge could not be permanent, and repeated re-admissions were
necessary. I examine the treatment of these patients.

Allegations of Undue Delay of Discharges
NSW (and Victorian) asylums were often accused by the public and patients of illegally
detaining sane patients or of unduly delaying discharge after the patient’s recovery.7 Indeed
these were the increasing accusations of various lunacy reform bodies after 1910, and of the
supporters of William Chidley, allegations which I will discuss in detail in the following
chapter. Certainly the improper incarceration of ‘inconvenient people’ in order to resolve
marital or property disputes was a popular theme in asylum literature in Victorian England,
such as Wilkie Collins’s The Woman in White or Charles Reade’s Hard Cash.8 It seems that
Charles Dickens, a prominent advocate for social reform of asylums and prisons, tried to

7
“More Lunacy Certificate Fiascos at Melbourne”, Sydney Daily Telegraph, January 28, 1882, 7; “Our Lunacy
Laws”, Kiama Independent (Kiama, NSW), September 30, 1884, 2; Letter to the Editor by ‘Observer’,
“Shocking Tale from Gladesville”, The Newsletter: An Australian Paper for Australian People (Sydney),
January 26, 1907, 4. Patients: Letter by George Morton to Dr Manning November 18, 1886, SARNSW
NRS5001, “Letters from Patients 1881–1919”, Item 3/4921.
8
Wilkie Collins, The Woman in White: A Novel (New York: Harper & Brothers, 1865). For an analysis of Hard
Cash see R. Fantina, Victorian Sensational Fiction: The Daring Work of Charles Reade (New York: Palgrave
MacMillan, 2010), 63-75.
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have his wife Catherine confined after their separation. His neighbour and a close friend of
Catherine, Edward Cook, commented that ‘she had outgrown his [Dickens’s] liking’.9 Sarah
Wise argues that such unethical practices were more restricted to for-profit private asylums
and the upper or middle classes.10 Indeed the common belief in Britain was that the rich were
more often victims of wrongful confinement, but Peter McCandless has shown that
ignorance, incompetence and human error were most often behind questionable detentions in
England.11 Wise claims that few cases of deliberate malfeasance could be substantiated, but
some substantiated cases of malpractice in private asylums did occur.12 One notorious
example in England was the 1924 case of Samuel Harnett, a farmer, who received damages
of £25,000, an enormous sum at the time, against a commissioner of the Board of Control, Dr
Bond, on the ground of his improper detention in a private asylum for eight years, associated
with a property dispute. The damages were substantially reduced on appeal.13 But as in
Britain, human error, stubborn defences of poor judgements, and negligence were the more
likely causes of questionable confinements in NSW.14

There were few advantages and many disadvantages in an allegedly prevalent policy of
deliberate or conspiratorial retention of sane people in state asylums. It is true that
management and medical staff might gain professional status and community esteem from

9

Lila Thulin, “Trove of Letters Reveal Charles Dickens Tried to Lock His Wife Away in an Asylum”,
Smithsonian Magazine (Washington DC), February 22, 2019, accessed January 13, 2020,
https://www.smithsonianmag.com/smart-news/newly-analyzed-trove-letters-charles-dickens-180971545/.
10
See Preface to Sarah Wise, Inconvenient People. Lunacy, Liberty and the Mad-Doctors in Victorian England
(London: Vintage Books, 2013).
11
Peter McCandless, “Insanity and Society: A Study of the English Lunacy Reform Movement 1815–1870”
(PhD Thesis, University of Wisconsin, 1974).
12
See Chapter 8 in William Ll. Parry-Jones, The Trade in Lunacy. A Study of Private Madhouses in England in
the Eighteenth and Nineteenth Century (London: Routledge and Kegan Paul, 1972), 221-292.
13
Fennell, Treatment without Consent, 118. “Harnett Lunacy Case. £25,000 Damages and £10,000 Costs,”
Argus (Melbourne), April 12, 1924, 6. For the appeal see “Appeal Dismissed”, Argus (Melbourne), March 18,
1925, 21.
14
Peter McCandless, “Liberty and Lunacy: the Victorians and Wrongful Confinement,” Journal of Social
History 11, no. 3 (1978): 366-386.
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having larger institutions and more people under their purview. Yet the Inspectors-General
repeatedly complained about the physical and financial stresses of overcrowding and
deplored their inability to care properly for the increasing numbers of patients.15 In previous
chapters I have mentioned the crushing workload due to many patients and few doctors.
Manning explicitly wrote about the continuing ‘great strain’ on medical superintendents in
the 1892 Report. There were also in theory significant legal checks against improper or
arbitrary admissions.16 Admittedly the emergent ‘political’ role of asylums after 1912 did see
some evasion of these restraints in some high-profile cases. Yet, the storm of public protest
against such evasions, which I discuss below and in the next chapter, exposed the risks to
asylum management of taking part in admissions perceived to be improper or corrupt.

Management could not refuse admission to legally certified persons, but they could control
when and whom to discharge. In view of their objections to overcrowding, it is difficult to
see how management would not conceive one of their principal roles as providing an
environment conducive to healing and thus reducing the burden of overcrowding. Sarah
Luke, in her detailed history of patients’ lives in the first twenty years of Callan Park,
concludes that discharge was the ‘ultimate goal’.17 Moreover, the Inspectors-General actively
pursued an evidently successful ‘home leave’ policy, from which patients were often
discharged while on leave, thereby relieving accommodation stresses. About 25 per cent of
patients in the Discharges sample were discharged ‘off leave’ or ‘recovered off leave’.

15

Manning and Sinclair repeatedly explained in the introductions or in the sections on “Accommodation” in the
Reports that the increasing numbers were more likely due to population growth, or economic crises, rather than
a real increase in the insanity rate.
16
See Chapter One “Origins”.
17
Luke, Callan Park, 184.
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The ‘home leave’ policy strongly suggests an intent to discharge. The high average annual
percentage rate of discharge over the period shown in the Reports, around twenty per cent for
females, somewhat lower for males, was consistent with this objective (see Figure 8.1). From
the Discharges sample it can be inferred that of those who were discharged, about 75 per cent
of male patients, and 60 per cent of female, were released within a year (Figure 8.2). Female
patients had rather longer stays. These statistics suggest that Callan Park was fairly successful
in fulfilling its role of timely discharge throughout the period. Coleborne also argues that
‘practices of trial leave, leave of absence, and probation’ were regarded as very successful in
New Zealand and Australia by the early twentieth century.18 While not setting aside the many
criticisms voiced in patient letters and Royal Commission evidence, it should be noted that
some letters to doctors from ex-patients or their connections, or from patients to relatives,
display gratitude and praise the staff. Uriah B.*, for example, wrote to the medical
superintendent from Ward Four (the recent and acute ward for males) in 1909, saying that he
was ‘thankful for all the good care that has been taken of me’.19 Indeed Sinclair organised a
considerable collection of such favourable testimonials to be presented as evidence at the
1923 Royal Commission (see Chapter Nine).

Conditions of Discharge
There were several pre-conditions for discharge. Above all, it was essential that patients were
thought not to be dangerous to the community or themselves. Patients were released if judged
able to live independently, or when relatives or friends were seen as willing and able to care
for them. If the proposed carers could persuade the Inspector-General that they were too poor
to support the patient, paragraph 98 of the Lunacy Act of 1898 provided for an allowance for

18
19

Coleborne, Why Talk about Madness?, 43.
SARNSW, NRS5001 3/4921.
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maintenance. Discharge was not predicated on total recovery. Patients admitted ‘on request’
(not officially certified as insane) could be released to the care of the person(s) making the
request, provided that the insane person was not ‘unfit to be at large’.20 But in the notorious
case of William Chidley (see Chapter Nine), Sinclair specified that his ‘carers’ give written
undertakings to maintain proper care of the patient, and also pay a bond. It soon became
apparent that his bondsmen had no ‘caring’ role.21 Other, less controversial patients, such as
Dennis Thomas (admitted 1878, discharged 1879), were also released on bond.22

There were other modalities of discharge. In the Discharges sample, there are a number of
patients who were diagnosed as terminally ill being compassionately discharged to die in the
care of their families within weeks or days. These patients should perhaps be regarded as
extensions to the Deaths sample, but I have not treated them as such. Patients who did not
return from leave within six months could be simply discharged, saving the time and expense
of a police search. Yet some patients were discharged after years on leave, such as Nevil I*.23
There are letters from the carers of ‘long leave’ patients which inform the asylum of the
patient’s condition, and I presume that such reports were pre-conditions for extended leave.
Patients could also get a discharge by escaping and evading the authorities for 28 days.24
There were about 40 to 50 escapes per year, there being no real external barriers other than
‘ha-ha’ walls. But most escapees were recovered within a few days, probably because their

20

RoyalCommission1923, evidence of E. Sinclair, Inspector-General of Mental Hospitals, 2-3.
Chidley was released from Kenmore asylum in 1916 on bond which he promptly broke. see “Release of
Chidley. Guarantee bonds offered,” Sydney Morning Herald, June 28, 1916, 12. For the Chidley controversy,
see Chapter Ten “The 1923 NSW Royal Commission into Lunacy”.
22
SARNSW, NRS4994, Item 3/4652, Register No. 34. According to Ancestry, Dennis died in 1900.
23
SARNSW, NRS4985, Item 14/10078, Register No. 12015.
24
Luke, Callan Park, 161.
21
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behaviour drew public attention or families and friends notified the authorities when the
patient contacted them.25

The general low quality and frequency of observations in the case notes does suggest the
possibility of overlooked recoveries and unintentionally delayed discharges. And clearly it
was harder for patients without local ties, such as single immigrants, to be discharged when
they were judged unable to care for themselves. These persons, as well as their NSW-born
fellow patients, might well have felt frustrated and angered by long terms of detention, as
exemplified in Courtney G*’s letter to ‘Dr Cuty’ (William Coutie, the Medical
Superintendent of Callan Park) in 1914 – ‘I cannot under any pretext whatever for the life of
me understand why you keep a sane man in a Hospital for the Insane’. Courtney was
discharged the same year.26 Such discontents, when communicated to relatives or friends by
letter or on discharge, would clearly add to negative public opinion about asylum policies.

Figure 8.1shows that the discharge rate for ‘recovered and relieved’ patients at Callan Park
was quite high over the period, ranging from fifteen to over 25 per cent of average resident
patients. The female rate was somewhat higher than the male rate. But males were discharged
sooner than females – see Figure 8.2. About 80 per cent of resident patients were discharged
within a year. I discuss reasons for these gender differences further on. While Figure 8.2
suggests that there were very few long-term residents (defined as staying longer than five
years), my sampling technique may not have captured some long stayers if their discharges or
deaths occurred beyond the end date of the samples (31 December 1920).

25

See Chapter 1 for the description and a diagram of ‘ha-ha’ walls. The numbers of escapes per annum are
listed in the Reports.
26
SARNSW, NRS4985, Item 14/10121, Register No. 10317. Dr M. B. Coutie was the Medical Superintendent
at Callan Park.
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Figure 8.1 Per Cent Discharges at Callan Park 1880 to 1917 (as Per Cent of Average
Resident)
Sources: Reports 1880–191727

27

There were no female patients at Callan Park until 1884. Percentages are based on number of patients of the
same sex resident at end of year. The 1918 Report is only five pages long, with much of the usual data missing,
no doubt due to wartime resource shortages.
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Figure 8.2 Discharges Callan Park – Cumulative Per Cent by Length-of-stay
Sources: Discharges sample

Home Leave – Successes and Failures
The enlightened home leave policy was accepted with approval by the press. In 1898 the
Sydney Morning Herald stated: ‘A further matter for satisfaction is the gradual application of
the leave system’.28 But it is important to note that home leave was not invariably successful.
Some discharged patients ended their lives in mental institutions. Many of these people
suffered from cyclic disorders. Luke suggests that leave ‘often went wrong’ in the early
years.29 But there is little public domain evidence of criminality or violence during or after
leave by patients in the Discharges sample. While a few committed petty crimes or ended
their lives in institutions, my survey of relevant press reports suggests that there were far

28
29

Sydney Morning Herald, December 27, 1898, 4.
Luke, Callan Park, Chapter 11 “Recovered,” 184-194.
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more cases where patients were discharged off leave and led long and apparently normal
lives, not attracting the attention of newspapers, the police or authorities.

One example of the successful resumption of life in the community might be that of New
Zealander Cassie S*, a 25-year-old former domestic servant, who was sent on leave from
Callan Park in 1908, after a stay of about three months.30 Her diagnosis had been ‘dementia
primary’. Just before her admission, she said she had experienced bouts of depression, which
caused her to give up employment on several occasions. She had worked at a wine shop,
whose owner thought her a ‘splendid worker’ and wanted to marry her. But Cassie had
refused this offer. A month after going on leave, she was formally discharged. A few years
later, Cassie married – we do not know if she finally accepted the wine shop owner’s
proposal – and had a son. She kept a fish shop.31 Cassie died well into her 70s, not having
attracted any other public notice. Her treatment was, as far as we know, short and successful.

A number of other patients successfully resumed their occupations. Louis A* was admitted in
mid-1907, aged 22, and diagnosed with ‘melancholia’.32 Before admission he had been taking
thyroid pills continuously for three years, in order to lose weight. These pills might have had
adverse effects on his cardiac health.33 Twelve days before admission, he had a fall and began
to show signs of mental illness. At the Reception House, he would not allow examination and
refused food and medicine, saying it was poisoned. Louis also resisted efforts to wash him.
On admission to Callan Park, he resumed eating after persuasion, but still refused medicine.
Louis was incontinent of faeces and urine (‘wet and dirty’) for a time. Near the end of the

30

SARNSW, NRS4994, Item 3/4964, Register No. 8073.
References redacted as this would identify the person.
32
SARNSW, NRS4994, Item 3/4693, Register No. 7847.
33
Avais Jabbar, Alessandro Pingitore, Simon H. S. Pearce et al., “Thyroid Hormones and Cardiovascular
Disease,” Nature Reviews Cardiology 14, no. 1 (2017): 39-55.
31
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year, he was still very confused and dazed, and could speak only in a whisper, and after long
deliberation. Notwithstanding this questionable evidence of recovery, Louis was sent on
leave and discharged three months later. He died nearly 60 years after discharge from
‘cerebral thrombosis, arteriosclerosis and senility’.34 In the meantime, it appears that he
fathered an illegitimate child and was still regarded as an ‘outstanding’ professional in his
field in his fifties.35

The variable, and in some cases irreversible, effects of mental illness and its associated
morbidities, or the recurrent crises of cyclic disorders, meant that not all discharged patients
lived long and productive lives. Elizabeth Janet Gleadow died a few years after going on
leave. Aged 40 and single, she was admitted in 1902. Her diagnosis was ‘dementia
primary’.36 Before admission, Elizabeth had lived at home and ‘helped in house’. She was
reported by relatives as being ‘very stupid’. Doctors thought her ‘apathetic, slow and
abstracted’. With meagre signs of improvement, Elizabeth was sent on a year’s leave after a
stay of two months, presumably in the care of her parents. Well before expiration of the
approved leave, she was ‘written off the books and discharged’, probably because her
behaviour at home was now tolerable. Elizabeth died young from ‘bronchitis pneumonia’
only two years after leaving Callan Park.37

Other discharged patients died when relatively young. The life of Morgan F* ended at the age
of 39 in Rydalmere Hospital for the Insane in Sydney, eighteen years after discharge from
Callan Park.38 He had been admitted to Callan Park in 1906 and diagnosed with ‘mania

34

Communication from NSW BDM.
References and occupation withheld as this would identify the person.
36
SARNSW, NRS4994, Item 3/4686, Register No. 5617.
37
Communication from NSW BDM.
38
SARNSW, NRS4994, Item 3/4693, Register No. 7518.
35
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delusional’. He believed that there were two spirits inside his body. Previously Morgan had
been a patient at Toowoomba Hospital for the Insane in Queensland. Having shown a
‘wonderful improvement’, he was sent on leave about a year after admission and discharged
twelve months later. I have not investigated what proportion of Morgan’s post-discharge life
was spent in mental institutions. His mental illness was possibly cyclic in nature.

The After Lives of Discharged Patients
An important study published in 2011 of the post-discharge lives of ex-patients from the
Woodilee Hospital for the Insane in the Scottish social welfare system from 1875 to 1921 by
Jens Gründler shows a number of similarities and contrasts with Australian practices.39
Woodilee was situated about nine kilometres from Glasgow, whose slums were thought by
some social commentators to be probably the worst in Britain or perhaps Europe.40 In
Gründler’s view, the key factor for discharge was the perceived ability for social reinclusion.
Indeed, he thought that many of the discharged were ‘socially healed’, ready to care for their
families and to work. The social stigma, according to Gründler, played a much smaller role
than has been assumed in the historiography,41 and he regards the persistent attempts by
families to secure release as good evidence for this claim. He argues that Glaswegian families
had definite influence (‘durchaus Einfluss besassen’). Doctors were always conscious of bed
shortages, and discharges were a negotiation process between doctors, families and
management. Studies of Australian and New Zealand asylums by Coleborne and her

39

Jens Gründler, “Biographies following Release from Mental Hospital, Glasgow 1875–1921,” Medizin,
Gesellschaft, und Geschichte: Jahrbuch des Instituts fur Geschichte der Medizin der Robert Bosch Stiftung 30
(2011): 9-47 and Gründler, Armut und Wahnsinn, 313-314.
40
Geoffrey Best, “The Scottish Victorian City,” Victorian Studies 11, no. 3 (1968): 329-358. See also Bert
Hardy’s photograph The Gorbals, Glasgow, Europe’s Worst Slum, 1948, https://www.artsy.net/artwork/berthardy-the-gorbals-glasgow-europes-worst-slum (Accessed September 24, 2019).
41
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colleagues, which I have discussed in previous chapters, disclose similar patterns of family
influence.42

Unlike Callan Park, which had quite a degree of flexibility with respect to discharges,
Woodilee, which also followed a policy of moral management, had more restrictive legal
regulations governing release. Gründler writes that as soon as a patient was judged to be
cured (‘als geheilt galt’), they were discharged, even when the ‘social prognosis’ was poor.43
Discharged persons who could not be placed with relatives or friends were sent to
poorhouses, such as Barnhill, or other welfare institutions in Glasgow, but poor ex-patients
placed in families also had regular contact with ‘welfare’. The use of poorhouses or
workhouses was another contrast with the Australian welfare system, which had no near
equivalent. Yet according to Gründler, long-term dependence on the Glaswegian welfare
system was relatively rare.44 Patients, the community and administrations saw asylums as a
place of recovery, despite their architecture of power, coercion and hierarchy. The follow-up
of Australian mental patients’ lives in the welfare system, along the lines suggested by
Gründler, would be a compelling theme for further historical and biographical research.45

Special Cases of Compassionate Leave – The Hospice Role of Callan Park
As established in earlier chapters, Callan Park had a hospice role in caring for the aged and
the terminally ill. Some cases of compassionate leave for dying patients shed further light on
this role. A number of patients in the Discharges sample were allowed to die at home when it

42

See discussion of Coleborne’s and her colleagues’ views on the role of families in the Introduction and
Chapters 1 and 2. See also Coleborne, “Families, Insanity and the Psychiatric Institution in Australia and New
Zealand, 1860–1914”.
43
Gründler, Arme Irre, 313-314.
44
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45
Personal communication from Jens Gründler.
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was clear that they had not long to live. They all seem to have been very physically ill,
possibly dying, well before admission. Their stays were short (less than three months) and
they died within days or weeks of discharge. In this context, it is important to mention the
early Catholic, Protestant and Evangelical ideals of the ‘Good Death’, so well described by
Jalland in her Death in the Victorian Family, in which the spiritual and emotional role of
family and friends, and the prayers of ministers or priests, were of paramount importance.46
These deaths ‘could display the power of true Christianity with its assurance of ultimate
victory over death in the knowledge that the contrite Christian was “gone to glory”’.47 Jewish
customs are comparable. In Judaism, a ‘good death’ is customarily accompanied by prayers
by the family, rabbis and members of the community.48 It seems evident that many patients
and their families, devout or otherwise, would have preferred to die within the family circle at
home rather than in the more secular and less supportive environment of a state institution.

This was probably the case with John Jacob Davis, a Jewish person, who was admitted aged
45 in 1895.49 At the Reception House he had been violent, restless and screaming, and had
defecated in bed. His physical examination, as in so many other cases before about 1910,
detailed medically irrelevant facial and bodily characteristics – he had features of the
‘Hebraic type’. But there were some indications of possible nervous disorder. John had
unequal pupils (anisocoria). About twenty per cent of people have this condition without illeffects, but it might have been a sign of nerve damage in John’s case.50 Other possible

46
Patricia Jalland, Death in the Victorian Family (Oxford: Oxford University Press, 1996), Chapter 1, “The
Evangelical Ideal of the ‘Good Death’”.
47
Ibid., 51.
48
Julia Neuberger, Dying Well: A Guide to Enabling a Good Death (Oxford: Radcliffe Publishing, 2004), 69,
103-104.
49
SARNSW, NRS4994, Item 3/4674, Register No. 3297.
50
American Academy of Ophthalmology, Eye Health A–Z, “What is Anisocoria”, accessed February 18, 2019,
https://www.aao.org/eye-health/diseases/what-is-anisocoria.
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indications of nervous system pathology observed at his admission were ‘considerable tremor
of lips’, speaking with difficulty, exaggerated knee-jerk reflexes and an uncertain gait. John
also had poor vision due to cataracts in both eyes. The diagnosis, in the days before the
confirming Wassermann test for syphilis, was General Paralysis of the Insane (GPI), a
terminal condition.

John’s condition rapidly deteriorated. It was noted that he was ‘wretched in appearance and
demeanour’ and had difficulty walking. He would not sleep in his bed and ‘lay about the
room naked’. After about three weeks John was confined to bed, in spite of his restlessness.
The only medical treatment he was given was Epsom salts over a period of three weeks,
probably for constipation. A few days later John was discharged at the urgent request of his
wife and removed in an ambulance, dying a week later at home from ‘Bulbar paralysis
exhaustion [duration] 1 year’.51

John’s diagnosis may well have been a coy term for GPI. Bulbar paralysis is
a progressive motor neuron disorder affecting the muscles controlled (innervated) by cranial
nerves. Signs and symptoms include difficulties in chewing and swallowing, dysarthria
(speech difficulties) and weakness of the facial muscles and tongue.52 John appears to have
had some of these symptoms, which overlap those of GPI. Bulbar paralysis had been a
recognised condition since the 1870s, and may be an expression of myasthenia gravis,
another potentially fatal neuromuscular disorder.53 Still, the diagnosis of ‘bulbar paralysis’
might have been a euphemism to spare the family the stigma and anxiety of venereal disease.

51
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It is also possible that the attending doctor, if a specialist, might have made a more accurate
diagnosis than Callan Park doctors, who were far more used to handling cases of GPI because
of prevalence at the asylum. Whatever the true nature of his ailment, John was gravely
physically ill for a long time before admission.

Fleur B*’s family must have been aware that she was very seriously ill before admission –
she died within days of arrival at Callan Park. Aged 46, she arrived in a ‘comatose condition’
in 1916.54 Fleur was discharged shortly before death, apparently on compassionate grounds.
Her daughter stated that the husband took drugs and had injected ‘drugs’ (possibly arsenic)
into Fleur and her daughters over a period of three years. Fleur had told a daughter that a
Melbourne doctor informed her of this practice. The daughter said ‘her [mother’s] skin was
yellowish green and she lost weight’ at this time. After the medical consultation, Fleur left
her husband. She began to be unsteady on her feet four months before admission and was
reportedly delirious and more and more drowsy, though still able to swallow liquid food.

Fleur’s condition declined rapidly after arrival at Callan Park. At admission, her heart sounds
were clear, although her breath was ‘very offensive’. No note was made of the condition of
her lungs or other organs, other than that she was unable to walk or move her arms. The next
day her temperature was elevated, 38.3 °C (101 °F), and she was ‘deeply comatose’. After
another day, Fleur was removed to the Sacred Heart Hospital for the Dying, where she died
the same day from ‘cerebral haemorrhage’ (stroke).55 High blood pressure is the most
common underlying cause of this often fatal condition.56 It seems quite possible that Fleur
was not mentally ill, in that any mental symptoms were very likely a result of neurological

54
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injury. It does seem odd that she was removed to a hospice, whereas Cecil M* had been
transferred from the Hospital for the Dying in 1912 when apparently helpless and nonviolent.57 Since Fleur was never fully conscious, Fleur’s discharge to a Catholic hospice
appears to have been an outcome of negotiation with the family. Perhaps the family wanted
her to die in a religious setting.

Differential Rates of Discharge. Effects of Sex, Immigration, Marital Status and
Social Networks
At Callan Park, different groups of patients in the samples had different lengths-of-stay. Here
I propose reasons for these sometimes significant disparities. I have discussed the
relationships between reduced social networks, marital status, gender and admissions in
Chapter Two. The Discharges sample size of 252 is sufficient to draw some reasonable
conclusions regarding expectancy of discharge, with the caveat that these cases occurred over
a period of about 40 years, and during changes of staff, management and medical technology.
While males and married females had quite similar distributions of lengths of stay, it is clear
that single and widowed women resided at Callan Park significantly longer, as shown in
Figure 8.3. Moreover, although 85 to 90 per cent of the former group were discharged after
two years, about 30 per cent of unattached women were still confined to the asylum after this
time.
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For Cecil’s history, see Chapter Three, “Common Factors Affecting Mortality”.
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Figure 8.3 Discharges Callan Park by Marital Status – Stay in Days Cumulative Per
Cent
Sources: Discharges sample

One possible reason for the longer stays of widows and single women was their reduced
avenues of employment, exacerbated by stigma if their asylum history became known. If they
were fortunate enough to secure work, their earnings often did not constitute a ‘living wage’,
since the successive social policies of Australian governments with respect to wage
determination were explicitly orientated towards male breadwinners, implementing the
‘[male] wage earners’ welfare state’ recognised by Francis Castles. The landmark Harvester
Judgement of 1907, which established a ‘living wage’ of modest comfort for men, set
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women’s wages to about half those for males.58 Probably asylum managers recognised these
difficulties when discharging women without family ties, recognising perhaps that some
would be forced to take up sex work. Unattached women would be singularly vulnerable to
maltreatment or exploitation, as Coleborne stresses in her paper on women living a ‘loose
kind of life’.59

The picture with respect to women patients with partners who would accept them was
different. At the period there was a firm gender division of labour in the home. Housekeeping
was the sole employment of most women in the nineteenth century.60 The services of married
women were required for childcare and ‘domestic duties’ and were missed by fathers and
children when their wives and mothers were absent. The loss would have been particularly
felt in poorer households with no older female child, female relatives or with new-borns to
feed. The Discharges sample shows that NSW-born females outnumbered females not born
there, so it is likely that married women had wider and more supportive social networks.
Thus, there would probably have been relatively increased pressure on asylum management
for earlier discharges of wives as compared to single women or widows, for utilitarian as well
as emotional reasons. Clearly there were some men who did reject their female partners or
wished to be rid of them permanently when their behaviour became unacceptable or
unforgivable. I found no evidence in the samples in the form of letters or statements from
husbands or remarks by female patients which suggested either that the latter had been
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Francis G. Castles, “The Wage Earners’ Welfare State Revisited: Refurbishing the Established Model of
Australian Social Protection, 1983–93,” Australian Journal of Social Issues 29, no. 2 (1994): 120-145.
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Coleborne, “Insanity, Gender and Empire: Women Living a ‘Loose Kind of Life’ on the Colonial Institutional
Margins, 1870–1910”.
60
See Chapter 1 “Women at Home” in Ruth Teale, ed., Colonial Eve: Sources on Women in Australia 1788–
1914 (Oxford: Oxford University Press, 1978), 83-118.
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rejected by their partners or that their husbands did not want them to return. But, as I have
noted earlier, the patient documentation is often sketchy, and many letters have been ‘lost’.

Another reason for the more prolonged detention of unattached, perhaps more socially
isolated, females might include their poorer ‘social prognosis’; in other words their reduced
opportunities for finding carers, work and accommodation, as opposed to males who might
more easily get work, or be able to travel in search of work. As asylums were often a ‘final
resort’ (see Chapter Two), it was harder for women who had been rejected or isolated, and
who were less qualified for outdoor relief because they were less likely to have dependent
children, to find their way back into society.61 Retention in the asylum might be seen as more
of an act of charity, rather than returning these women to life on the streets. While there were
gendered views on mental illness, as I have canvassed in Chapter One, the fact that married
women had a similar distribution of lengths-of-stay to men suggests that such views had a
minor influence.

Surprisingly perhaps, men born outside NSW, with probably more limited social networks,
were discharged much sooner, while the distribution of lengths-of-stay for NSW-born men
and women patients, irrespective of origin, were all quite similar, as seen in Figure 8.4. On
the face of it, it might be expected that non-NSW-born men would have fewer possible
sponsors or advocates. But certain foreign or religious communities might have been more
tight-knit and have taken communal responsibility for members who had fallen on hard times
as, for example, the Chinese or Jewish community. The foreign-born men were somewhat
older than their NSW peers. Eighty-six per cent of the latter were aged 50 or less, as
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Coleborne, “Insanity, Gender and Empire”, 86.
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compared to 68 per cent of the ‘strangers in the land’. It might be conjectured that foreign
male immigrants had, when well, more work experience and more initiative. But this
hypothesis is difficult to prove on the limited data available. It is possible that some older,
single men, once recovered, were again acceptable to other welfare institutions, and we can
see mentions of such transfers in the case notes. Ian M*, who was transferred to Callan Park
from the Cooma (NSW) asylum in 1884 when aged 41, had recovered sufficiently by 1888 to
be considered as a ‘suitable case’ for transfer to the Benevolent Asylum.62

It would also be difficult to establish that these earlier discharges were associated with ethnic
or religious prejudice. As I have mentioned in earlier chapters, Australian asylums in the
early twentieth century were keen to remove Asian patients. They probably admitted
indigenous patients only with reluctance – I found only two patients who I could identify as
Aboriginal in my first scan of all Callan Park case notes from 1877 to 1920. Certainly, there
was a Protestant-Catholic sectarian divide at the period, but the NSW asylum regulations
insisted on strict respect for religious beliefs and provision of divine services for all faiths. I
could find no evidence of racial or sectarian prejudice in the case notes or patients’ letters,
except for disrespectful remarks at admission about one of the Indigenous patients,63 but
Manning wrote in his 1896 Report that ‘darker-skinned’ patients were often ‘dangerous,
vindictive and uncertain’. Clearly he would have liked to be rid of them as soon as possible.

62

SARNSW, NRS4994, Item 3/4654, Register No.572, [Folio illegible].
This patient, admitted in 1886, had ‘peculiarly ugly repulsive features’, SARNSW, NRS4994, Item 3/4657,
Register No. 917. Disparaging remarks were also made about European patients’ appearance, for example
Edwin L* was a ‘thin misshapen man’ – SARNSW, NRS4994, Item 3/4693, Register No. 7766, Folio 223.
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Figure 8.4 Discharges Callan Park by Origin and Sex – Stay in Days Cumulative Per
Cent
Sources: Discharges sample

Cyclic Disorders, ‘Mania’, ‘Melancholia’ and Re-admissions
Managing repeated admissions of patients with cyclic disorders was an integral part of the
role of NSW asylums. The ‘recurrent’ or cyclic nature of some ‘manic’ or ‘melancholic’
mental disorders were well recognised at the time. At Callan Park, the re-admission rate for
men as a percentage of all male admissions ranged from fifteen to 25 per cent over the
period, decreasing to about eleven per cent after 1912. The pattern of female re-admissions
was roughly similar, but they did not decrease after 1912 until a sudden drop to nine per cent
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in 1919. Max H*, admitted in 1909 aged 67 with ‘melancholia recurrent’, had had eleven
previous re-admissions at Callan Park starting in 1880, with presumably more lucid intervals
ranging from one to six years.64 Max was discharged again after ten months. The case notes
do not say whether he was ‘recovered’, ‘relieved’ or ‘not recovered’, but it is likely that he
returned to an asylum. 65 The full history of such patients is difficult to follow without a
lengthy investigation of all NSW (or indeed Australian) asylum records. It is possible that
Max was also at Gladesville in 1906.66

There is a literature stretching back over 200 years on the history of what is now termed
bipolar disorder (not all cyclic conditions are necessarily bipolar). Today bipolar patients,
once hospitalised, spend about twenty per cent of their life time in repeated episodes of this
condition.67 Half of all episodes last between two and seven months.68 Emil Kraepelin, a
leading pioneer in classifying mental disorders, and others, included the condition within the
group ‘manic-depressive insanity’ in 1899.69 It had both ‘manic’ and ‘depressive’ phases.
Jules Angst and Robert Sellaro in 1978 found that female subjects had more depressed
episodes, while men had more cyclic episodes (mania plus depression).70 Rapid cycling
between phases is observed in about twenty per cent of patients, although this is not a longterm phenomenon.
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SARNSW, NRS4994, Item 3/4695, Register No. 8421.
Ibid 446.
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There was a person of the same name arrested for lunacy admitted to Gladesville in 1906. Trove newspaper
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Jules Angst and Robert Sellaro, “Historical Perspectives and Natural History of Bipolar Disorder,” Biological
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With few other treatments before the beginning of lithium medications in Australia in 1949,71
other than sedatives or an aspiration to a calm and protective environment under the policy of
moral management, it seems that most of the cyclic episodes would have run their natural
course during the period. A protective environment would probably have shortened their
duration and intensity. Of course, the stresses within the asylum mentioned in earlier
chapters, such as overcrowding, excessive sedation and noise, would have tended to
exacerbate stress. Certainly, the asylum environment might have been more supportive for
violent people with severe manic episodes than care at home or ‘care’ on the street. It would
also have been less dangerous for their friends and families. Once discharged, the ‘relieved’
or ‘recovered’ patient might be exposed to the very same stresses which had exacerbated or
precipitated their mental condition – unemployment, family violence or a return to alcohol.72
Similar circumstances might have applied to people with other mental conditions. It is
plausible that asylum management would be reluctant to discharge people who they thought
would soon return. There are grumbles in the case notes such as ‘returns in much the same
condition’ at Stanley L*’s re-admission in 1907.73

Conclusion
There were some clear gender and place-of-birth factors affecting the lengths-of-stay. It is
probable that unattached and thus more socially isolated women stayed longer than either
males (regardless of birthplace) or married females because asylum management recognised
that their employment prospects and chances of resuming life in the community were more
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Lithium bromide had been used in the United States since about 1870 – see S. W. Mitchell, “On the Use of
Bromide of Lithium,” American Journal of Medical Science 60 (1870): 443-445. Quoted by Healy, Mania, 93.
The Danish and American work was forgotten until ca. 1949, with its introduction by John Case in Australia.
See E. Shorter, “The History of Lithium Therapy,” Bipolar Disorders 11, Supplement 2 (2009):4-9.
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limited. A gendered view of ‘friendless’ women patients as being less independent and more
likely to need longer-term care may be a factor in their lengths-of-stay. On the other hand,
men not born in NSW, who would also have had narrower social networks, had shorter stays
on average at Callan Park than NSW-born males. This apparent inconsistency with respect to
the presumed role of relative social isolation in mental illness is problematic but might be
explained by the higher average age (and presumably their work experience) of the men and
the greater range of potential male occupations. Further research into the post-discharge lives
of patients could throw more light on these issues.

Callan Park management saw one of its principal roles as trying to return patients to the
community and their families as soon as practicable. The net discharge rate of over 25 per
cent per annum in some years suggests that it experienced a good deal of success in
delivering on this intention. The evidence does not indicate any corrupt or power-hungry
practices with respect to either admissions or discharges, though of course errors and delays
would have occurred due to human fallibility, insufficient staff resources and rushed
judgements. The lengths-of-stay most likely reflected the natural course of the condition,
more often ameliorated than exacerbated by the refuge of the asylum, whose conditions could
admittedly be stressful. The enlightened home leave policies followed by both Manning and
Sinclair were clearly of major benefit to patients, who could easily return when ill without
additional burdensome administrative or legal procedures. These policies were a humane and
practical way to manage some more rapidly cyclic disorders. While some patients died in
asylums, committed suicide post-discharge or suffered repeat admissions, it is clear that
many resumed their occupations and family lives.
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NSW asylum management viewed their principal role as relieving or curing patients as soon
as practicable and restoring them to the community. This policy was fairly effective
throughout the period 1877 to 1923. The explicit aims of moral management discussed in
Chapter One (“Origins”) embodied this therapeutic optimism. Manning and Sinclair,
however, were often publicly accused by patients, ex-patients or bodies representing their
interests, such as the Lunacy Reform League, of holding sane or recovered people against
their will and for longer than necessary. The 1923 NSW Royal Commission on Lunacy
Administration went to great lengths to refute these allegations and stressed the efficacy of
the existing legal safeguards and management regimes. This inquiry will be analysed in detail
in the next chapter.74

74

RoyalCommission1923, xviii-xlix.

322

Chapter Nine

Chapter 9. The 1923 NSW Royal Commission into Lunacy Law and
Administration, and its Revelations
For now we see through a glass, darkly; but then face to face: now I know in part;
but then I shall know even as also I am known. Corinthians, 13:12.

The 1923 NSW Royal Commission into Lunacy Law and Administration was the
culmination of a decade-long contest for power and status, beginning from around 1912, by
asylum doctors against organised groups of critics, who attracted support from wide sections
of the general public. The doctors’ opponents viewed political interventions in lunacy matters
as a challenge to individual liberty and democratic norms. Asylum doctors were willingly
drawn into this struggle, as it furthered the dominance of medical discourse into social policy
and thereby their status with the public and other medical professionals. They became active
and prominent participants, when governments began to use asylums to control ‘difficult’
individuals who could not easily or legally be managed by the traditional means of the justice
system or by censorship. This was a new role for Callan Park. Of special significance in this
struggle, and its denouement at the Royal Commission, was the active participation of asylum
management in suppressing William Chidley, whose proselytising on sexual matters had
offended officialdom.

An objective of this study has been to draw attention to and explain the ‘multi-function’ roles
of mental health care at the period. Here, I examine a new, emergent ‘political’ role of NSW
asylums in the early twentieth century, a role which was ultimately heatedly contested at the
Royal Commission. I also reveal another new and politically sensitive role; caring for exsoldiers traumatised by war. A second aim is to understand how and why discharge and
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admission policies were inextricably bound up with performance of its existing roles,
including this new ‘political’ role. In this chapter I examine the ‘political’ use of discharge
and admission policies, which often seemed to evade the intentions, if not the ‘black letter’,
of the law. The Royal Commission, and the events leading up to it, have marginal relevance
to my third overarching objective of studying the incidence and causes of mortality at Callan
Park. But I will demonstrate that public statements and even sworn evidence by politicians
and doctors about treatments and deaths were sometimes misleading or tendentious. The
internal documentary evidence I have uncovered often contradicts their public claims.

The Awakening of Sustained Public Interest in Asylum Affairs
Apart from the concerns of relatives and friends, there had been only short-term and episodic
public interest in internal asylum affairs before the 1890s in NSW. The 1894–1895 Royal
Commission into the privately run, publicly subsidised, Bayview House, and its adverse
findings, resulted in the removal of government patients.1 But this inquiry did not raise
questions in the press about the operations or admission policies of state asylums. The
paucity of press accounts after the Bayview House commission’s report was tabled in
Parliament suggests that public, or at least editorial, interest in lunacy matters soon became
dormant.2 There was little public clamour about the 1898 Lunacy Act. This legislation was
driven by Manning, not by press lobbying.3 There was, moreover, no public clamour for such
a revision. But the new Act was extensively criticised by the emerging psychiatric profession,

1
Bayview was listed in the Reports as the Licensed House for the Insane Cook’s River. It was located near
Tempe, 9 km south of the Sydney central business district. For reporting on the Royal Commission see
“Bayview Asylum,” Evening News (Sydney), April 11, 1895, 3.
2
The last article on the Bayview Royal Commission was in “News of the Week,” Australian Town and Country
Journal (Sydney), April 27, 1895, 15. ‘Nothing has been done by the Government….’.
3
Jefferies et al., “Historical Perspectives: A Snapshot of Women Admitted to Psychiatric Facilities with
Psychosis or Mania after Childbirth in the late Victorian and Inter-War Periods,” 57. See also Longhurst,
“Foundations of Madness”, 57.
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which argued for more and earlier treatment by specialists, rather than inexpert general
practitioners, before certification.4 In 1900, the matron of Callan Park, Mary Ann Fairbairn,
was allowed to resign after a Public Service Board inquiry on the grounds of her inadequate
supervision of a nurse who had treated patients with brutality and had stolen food. The nurse
was summarily dismissed.5 Again, interest soon subsided. But there was to be a profound and
vigorous re-awakening of protest and scrutiny extending beyond the borders of NSW in the
second decade of the new century.

A number of notorious instances of state intervention from 1912, including the famous and
ground-breaking case of William Chidley, catalysed widespread, vehement, and organised
public criticism of asylum and government policies and highlighted the involvement of the
Inspector-General, Eric Sinclair, and his colleagues. In a number of ‘celebrity’ cases, in NSW
and other states, discharge was clearly a political decision and not a strict outcome of medical
judgement, inviting questions about class differences when discharges were mediated by
families. Over the same period, Sinclair repeatedly had to defend and explain suspicious
deaths at asylums and his resistance to post-mortems. These affairs also raised questions
about the quality and haste of assessments of causes of death. I argue here that asylum
doctors were eventually triumphant at the Royal Commission, but at the cost of sustained
indifference by both Labor and conservative governments to mental health issues in the
following decades. After the Royal Commission, the public lost interest in asylum matters
and the doctors’ defeated opponents also faded from public view.

4

Garton, “Bad or Mad?”, 105.
“Callan Park Hospital for the Insane. Official Inquiry into certain Charges. Report by Public Service Board,”
Sydney Morning Herald, July 26, 1900, 3.
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There was an Australia-wide context to this battle for dominance. In Victoria it had
apparently been won by asylum doctors as early as 1886, with the Zox Royal Commission
declaring that ‘Medical men have the sole and exclusive right to determine whether their
fellow citizens are sane or insane’.6 But this supremacy was later to be challenged by the
Peter Andersen affair in 1912, which I review later. Subsequent challenges in Western
Australia in the wake of the Courthope affair (also discussed later) show that strong
opposition to apparently overweening social control extended well beyond the borders of
NSW. In addition to this specific concern, there had been Royal Commissions in Victoria and
Queensland on asylum management and policies which reflected badly on their conduct.7
NSW doctors were clearly aware of this context, as it was a regular practice for out-of-state
Inspectors-General to participate in inquiries, either as members or witnesses. Moreover,
Sinclair and asylum doctors from around the country regularly met at medical congresses.8

The Lunacy Reform Leagues
The Lunacy Reform Leagues became the main foci of opposition emerging from the Chidley
affair. The chief group challenging the dominance of asylum doctors in NSW was the (NSW)
Lunacy Reform League in Sydney in 1922 (from 1924 the Citizens’ Liberty League). It

6

Robert M. Kaplan, “The First Psychiatric Royal Commission: Reg Ellery and the Attendants at Kew Hospital,”
Health and History 16, no. 1 (2014): 45-65. See also Ephraim Zox, “Royal Commission on Asylums for the
Insane and Inebriate Report,” Victorian Parliamentary Papers 2, April 29, 1886.
7
A Royal Commission was appointed in 1909 in Adelaide to investigate why and how Miles Flynn, an ordinary
prisoner, was removed to the Parkside asylum, where he was reportedly allowed extraordinary privileges. See
“A Sane Convict in the Asylum,” Observer (Adelaide), January 16, 1909, 29. In Queensland in 1915, the
‘Goodna’ Royal Commission found that charges of patient ill-treatment and ‘torture’ were ill-founded, but that
there was insect infestation, poor hygienic facilities, overcrowding and theft. See “Goodna Asylum. Sensational
Journalism discounted. Not one of the Sweeping Allegations justified,” Brisbane Courier, November 16, 1915.
Henry Ellerton, the medical superintendent, successfully sued the publisher, John Wren (editor of Truth), for
libel – “The Goodna Asylum Libel Case. Dr Ellerton vs John Wren, Verdict for Plaintiff of £3625,”
Maryborough Chronicle, Wide Bay and Burnett Advertiser (Maryborough, Qld), May 15, 1916, 5.
8
For example W. Ernest Jones, the Victorian Inspector-General of the Insane, and Sinclair took part in the
‘Parkside’ Royal Commission in Adelaide in 1909 – see “Two Weeks with the Lunacy Commission,” Evening
Journal (Adelaide), June 8, 1909, 2. Jones was the chairman of the 1921–1922 WA Royal Commission into
Lunacy. For congresses, see for example Australasian Medical Congress: Transactions of the Eighth Session
(Melbourne: Government Printer Victoria, 1909).
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sought to resist any encroachment on the rights of the individual by the state by means of
involuntary confinement. This small but influential group, of initially perhaps 40 members,
was successful in mobilising public opinion to push for the Royal Commission of 1923. Its
history has been analysed by Stephen Garton.9 Two separate and independent ‘Lunacy
Reform Leagues’ were set up in 1912 and 1921 in Melbourne.10 I discuss their history and
relevance further on in this chapter. Here I concentrate on the NSW League, as it was the
most influential of these bodies. One of the League’s founders, George Thompson, a medical
practitioner, had been a vehement critic of the treatment of Chidley in 1916. Among the
League’s other office holders and members were unionists and prominent feminists. Other
members included former asylum staff, former patients, academics and ‘respectable citizens’,
whom Garton characterises as ‘undoubtedly a marginal and eccentric group’, perhaps even
considered as ‘ratbags’ by their medical opponents.11 Yet despite its small size and claimed
‘eccentricity’ the League clearly had a considerable political impact. The Chidley affair was
its seed of discontent.

9

Stephen Garton, “The ‘Tyranny’ of Doctors: The Citizen’s Liberty League in New South Wales, 1920–
39,” Australian Historical Studies 24, no. 97 (1991): 340-358.
10
“Lunacy Reform League,” Northern Star (Lismore, NSW), May 21, 1921. The League formed in Sydney did
not style itself as the NSW League. I use this title to avoid confusion. The very little evidence available suggests
that the various Lunacy Reform Leagues were connected in a branch structure or communicated with one
another. See “There are two Leagues for Lunacy Reform,” Labor Daily (Sydney), June 17, 1924, 6.
11
Garton, “The ‘Tyranny’ of Doctors,” 341. A ‘ratbag’ in Australian English is “1. A rascal or rogue or 2. a
person of eccentric or nonconforming ideas or behaviour or 3. a person whose preoccupation with a particular
theory or belief is seen as obsessive or discreditable.” See Macquarie Dictionary. Australia’s National
Dictionary. (Sydney: Macquarie Dictionary Publishers, 2019) [Online Edition].
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William James Chidley
Figure 9.1 W. J. Chidley on Tour
Source: Advertising Poster for W. J. Chidley, Cowra, NSW. Mitchell Library, State Library
of NSW, PXA 1276.

William Chidley is a key figure in the long chain of events leading to the Royal Commission.
Bongiorno, in his history of sexuality in Australia, has treated Chidley as an important
groundbreaker for sexual modernity. He claims that the Chidley affair was a key part of the
history of ‘socialist and radical intellectual engagement with the sex question’.12 It is

12

Frank Bongiorno, The Sex Lives of Australians. A History. (Collingwood, Victoria: Black Inc, 2012), 150151. For Chidley’s published views on sexual matters see W. J. Chidley, The Answer. A Philosophical Essay
(Melbourne: Fraser & Jackman: 1911). This book was widely circulated by Chidley in Sydney and elsewhere in
NSW. See also Bongiorno, “‘Every Woman a Mother’: Radical Intellectuals, Sex Reform and the ‘Woman
Question’ in Australia”.
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unsurprising that Chidley’s eccentric ideas on the mechanics of sexual intercourse and his
frank speaking on these matters were considered to be ‘a menace to the community’ by the
authorities and asylum doctors,13 in an age where any such mention of sex in mixed-sex
public gatherings was considered as a threat to the moral order.14 The outcome of the Chidley
episode and his widely-perceived martyrdom fuelled a prevalent view that the asylum acted
more as an agent of state morality and punishment than as an agent of healing.

Chidley’s views on the mechanics of sex, and his advocacy of gentler and more respectful
relations between men and women, are of historical, social and medical interest. Briefly,
Chidley insisted on less focus on the ‘crowbar’ male erection and more on a mutually
affectionate approach in which, preferably during the Spring, the vagina ‘drew in’ the penis
without initial tumescence in the male. He also stressed that excessive or unseasonal coition
should be avoided.15 But it is more relevant to the aims of this chapter to focus on the public
and private role of asylum doctors and their political masters in his incarcerations and
discharges, the prominent interventions of the former in highly political public debates, and
the tactics Chidley’s opponents used. For his supporters in the labour movement,16 and to
many in the public generally, the indignant and defensive tone of these interventions, and the
‘obstinate vindictiveness’ of the state, only emphasised the instrumentalisation of asylums as

13

For Chisholm Ross’s views on Chidley, see “W. J. Chidley sent to Callan Park. Statement by Dr. Chisholm
Ross,” Sun (Sydney), August 7, 1912, 7.
14
As, for example, in public performances of plays which mentioned venereal disease, such as Henrik Ibsen’s
“A Public Enemy,” Age (Melbourne), November 22, 1884, 4. See also “The ‘Immorality of Ibsen’,” Tocsin
(Melbourne), February 4, 1904, 4.
15
Chidley, The Answer. See also Chidley’s typescript The Phenomena of Erection (Sydney, 1916). ML
MSS143/6 in Mitchel Library, quoted in Robert Darby, “William Acton’s Antipodean Disciples: A Colonial
Perspective on his Theories of Male Sexual (Dys)Function,” Journal of the History of Sexuality 13, no. 2
(2004): 175-176, where he blamed the ills of mankind on (excessive) tumescence.
16
For example, see “Paddington Labor League,” Co-operator (Sydney), August 15, 1912, 7; “Labor League
Protest,” Sun (Sydney), August 19, 1912, 9.
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alternatives to gaol, and exposed doctors as willing executioners of official diktats and
‘ideological policemen’.17

Chidley’s eccentric ideas about sexual matters first came to the attention of the Melbourne
police when he began selling his sex education book The Answer in 1911.18 After moving to
Sydney in 1912 to escape repeated fines and police ‘move alongs’, his proselytising and
pamphleteering on sex reform and his singular mode of dress – a thin tunic and sandals –
soon attracted attention which was unwelcome to the authorities (see Figure 9.1). Arrested for
lunacy in August and detained at the Darlinghurst Reception House, Chidley was found to be
insane by Chisholm Ross, then the Visiting Medical Officer, who would be a central figure in
Chidley’s series of confinements.

Ross had been medical superintendent at Callan Park before 1903, when he resigned to go
into private practice. As Visiting Medical Officer at Darlinghurst, Ross was responsible for
certifying most mental patients in NSW. He was taken to court (unsuccessfully) several times
for wrongful confinement, including by Chidley in 1916.19 Ross’s methods of examining
Chidley on this occasion were ridiculed by the press, as it became apparent that he had
certified Chidley solely on the basis of his book, without any other examination.20 Mark
Finnane has stringently criticised the ‘lack of any examination worth the name’ on a number

17

Mark Finnane, “The Popular Defence of Chidley,” Labour History, no. 41 (November 1981): 57-73. See also
Graham A. Edwards and Wayne Hall, “The Case of William Chidley: A Study in Psychiatry, Morality and
Lunacy Law,” Australian and New Zealand Journal of Psychiatry 14, no. 2 (1980): 133-139.
18
Apart from the notorious sections on sex and reproduction in The Answer, Chidley wrote at length about
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19
Garton, “Ross, Chisholm (1857–1934),” Australian Dictionary of Biography. Chidley issued a writ of habeas
corpus in February 1916 – see “W. J. Chidley is he illegally detained?,” Sun (Sydney), 25 February 1916, 7.
William John Neilson, a patient at Callan Park, issued a writ of habeas corpus. The judge released him on
condition that he live apart from his wife – see “In Lunacy. (Before Mr Justice A. H. Simpson). Application for
Release from Callan Park,” Sydney Morning Herald, June 12, 1902, 4.
20
“W. J. Chidley sent to Callan Park. Statement by Dr. Chisholm Ross,” Sun (Sydney), August 7, 1912; Letter
to the Editor by ‘Precious Liberty’, “Chisholm Ross Criticised,” Sun (Sydney), August 8, 1912, 6.
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of occasions by Ross and others.21 Having been found insane at the House in this unorthodox
manner (the 1898 Lunacy Act stresses the importance of personal examination), Chidley was
sent to Callan Park.22

There were a number of departures from normal practice at Chidley’s admission, reflecting
the politically contentious context. The admission forms for Chidley’s physical and mental
condition are extraordinarily detailed, refer to unusual tests not given to other patients, and
border on personal abuse. Unlike the great majority of these forms at Callan Park, they were
typed and legible (see Appendix F).23 A long and detailed report by Sinclair to the Labor
Premier, James McGowen, states that he, rather than a Callan Park doctor, personally
examined Chidley’s mental status for two hours.24

It seems evident from the mental condition form and Sinclair’s report that Chidley came in
for a great deal of hectoring. The form states:
he displays no mental attributes to compensate for the self conceited superior attitude
he adopts and refuses to yield to argument or reason... he [Chidley] proposes a
method of sexual intercourse which is physiologically impossible and which is the
concept of a mind sexually perverted.
While doctors did not have to follow the same rules as attendants and nurses, Sinclair’s
approach might be contrasted with his own regulations for non-physician staff which stated:

21
Mark Finnane, “Sexuality and Social Order,” Chapter Nine in Sydney Labour History Group, ed.: What
Rough Beast? The State and Social Order in Australian History (Sydney: G. Allen & Unwin, 1982): 192-219.
22
Sally McInerney, “Chidley, William James (1860–1916),” Australian Dictionary of Biography, National
Centre of Biography, Australian National University, http://adb.anu.edu.au/biography/chidley-william-james5579/text9519, published first in hardcopy 1979, accessed online 5 January 2020. See also Bongiorno, The Sex
Lives of Australians, 81-82. See Chapters 1 and 2 for discussion of the Reception House.
23
Very few case notes were typed. Most are in barely legible handwriting. For Chidley’s forms, see SARNSW
NRS5573 5/5298 (“Chidley Part 1”) and 5/5299 (“Chidley Part 2”) (Special Bundles).
24
Copy of report to Premier by Eric Sinclair, August 27, 1912, ibid.
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‘every approach to teasing them [patients] or taunting them [is to be] scrupulously avoided’.25
In his report to the Premier, Sinclair denied that ‘patients are only taken into care when they
are dangerous and are therefore unfit to be at large and that the harmless are allowed to fend
for themselves’. Conceding that Chidley was (physically) harmless, he argued that most
patients were innocuous in this respect, but were only discharged, when unrecovered and
harmless, if they could be taken into care by friends or family. Chidley’s friends had not as
yet put forward a ‘proposition’. Chidley was again examined soon after admission by the
Board of Official Visitors, which reported to Parliament in September (another extraordinary
procedure) that Chidley, while sincere and non-violent, was ‘extremely insane’ on matters of
public morals.26

Chidley’s physical examination in 1912 also had a number of unusual features. There was a
special concentration on investigation of central nervous system (CNS) pathology, including
some tests not administered to other patients. Standard CNS tests given to many other
patients were applied, such as the test for Chidley’s plantar reflex of the foot (the Babinski
sign), which was negative. This test continues as a standard test to the present day. If positive
in an adult, it may suggest CNS abnormalities.27 Chidley’s moderately exaggerated reflex
possibly indicated some CNS pathology.28 The standard ‘knee jerk’ test (for the patellar
reflex) was also performed. Another standard test for GPI, the Argyll-Robertson test for the

25
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Others, (Sydney: Government Printer, 1918), 3.
26
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27
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eye’s reaction to light, was also administered, with negative results.29 But there is no mention
of the cremasteric (testicular muscle) reflex, abdominal reflex and Romberg tests in the
samples. The cremasteric test, which is performed by stroking the inner thigh, is normally
used to test for testicular torsion in boys and men but is also indicative of neuropathy.30 An
absent abdominal reflex was thought to indicate multiple sclerosis or other neurological
conditions. Its clinical value is now considered to be slight.31 Another unusual test, the
‘Rhomberg’ (Romberg) test for neurological disorder, examined the body’s sense of
positioning by looking for loss of posture control in darkness. This test was used to help
diagnose tabes dorsalis, another possible progression of tertiary syphilis.32 Again this was
negative. Another evident anomaly is the lack of a result for the Wassermann test for syphilis.
While there is a ‘Wasserman’ entry on the form, no result was recorded, although results for
this syphilis/GPI test were recorded (either ‘+’ or ‘–’) for other patients admitted in that year.
As noted in Chapter Four, all newly admitted patients were putatively Wassermann tested
from 1909.

It is clear from the preceding discussion that the authorities wanted to discredit Chidley in the
public’s eye and to associate the ‘sexually perverted’ Chidley with venereal disease (VD). A
positive Wassermann test, or other clinical sign of syphilis or GPI, would seem an effective
means to achieve that. In this context, it is implausible that a prominent figure such as
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Chidley was not tested and, if positive, that his test findings would not have been widely and
prominently publicised. Possibly the missing result is an inadvertent omission, but it is more
likely that it is ‘political’ because the result was negative.

It is important to refer to Chidley’s 1912 heart condition here for reasons which will become
clear when I discuss his 1916 death and post-mortem later. His 1912 physical examination
revealed significant heart abnormalities suggestive of impending left-sided heart failure. He
had two distinct heart murmurs, indicative of a systolic murmur in the mitral area and an apex
‘thrill’ (murmur), implying incompetence of the heart valves.33 The association of murmurs
with heart failure was known at the time.34 Chidley’s left heart was also ‘dilated’ (enlarged)
and he had hypertension (documented as ‘tension +’ in the examination form). The former
condition is now known as cardiomyopathy, or disease of the heart muscle, and high blood
pressure is a typical symptom. The examining doctor also found two kinds of ‘fremitus’
(vocal vibration), indicating fluid in the lungs – see Appendix F for the full notes of
Chidley’s physical and mental examinations in August 1912.35 Pulmonary congestion is often
associated with left-sided heart failure.36 Chidley’s heart conditions were irreversible and
progressive and heart failure still has a poor prognosis.37

Chidley continued to discomfit the authorities and was the subject of close police and asylum
doctor attention after his conditional discharge in October 1912. This discharge had nothing
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to do with his mental state or his care in the community, as required by law,38 but with his
giving undertakings considered to be conducive to public order and silence. These conditions
were that he dress ‘normally’, discontinue addressing meetings, and stop selling The Answer.
He broke these undertakings almost immediately and was charged with a series of minor
offences which he termed ‘harassment’, as did his many friends and supporters who paid his
fines. He was once again arrested for lunacy and sent to Darlinghurst in December. Chidley
was released five days later, possibly as a result of widespread condemnation, representations
to Ross by a Chidley Defence Committee, and a petition demanding his release.39

The authorities were willing to consider solving the problem by exiling Chidley, discounting
their professed claims for the efficacy of moral management. His brother offered to be surety
for his travel to Victoria in January 1913. This offer was ‘very urgently’ considered.40
Bernard Shaw (not the well-known playwright George Bernard Shaw) wrote to and visited
the Health Department in early 1913 in an attempt to secure Chidley’s passage to England.41
This proposal was seriously considered by the government.42 While Chidley was in
Darlinghurst Gaol in February 1913, Sinclair was asked by the Attorney General and
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Minister for Justice, Charles Wade (Liberal Reform),43 to report on his mental condition. In
his reply Sinclair wrote that he saw no great change in Chidley’s condition since he left
Callan Park, but he considered that Chidley ‘would conduct himself properly during the
voyage to England’, presumably with Shaw as carer.44 Nothing came of these negotiations for
exiling Chidley. The cycle of arrests, trips to the Reception House, and confiscations of
material continued through 1913 and 1914.

During 1915 Andrew Davidson, a lecturer on mental diseases at Sydney University and an
Official Visitor to asylums, intervened behind the scenes in an attempt to silence and
discredit Chidley. Writing to the Sydney branch of the British Medical Association (the
BMA), he claimed that Chidley was insane and a ‘public danger’, after having examined the
extraordinarily full Callan Park records.45 Although Davidson admitted that he had never
examined Chidley, he was nevertheless able to say that Chidley had ‘neurasthenia of a sexual
character’ (weakness of the nerves associated with sexuality). He suggested that the BMA
ask the Attorney General to have Chidley committed or class him as a ‘habitual criminal’.
The latter classification meant detention for life ‘at His Majesty’s pleasure’.46 This letter,
possibly suggested by Sinclair, indicates that the asylum ‘establishment’ was seeking support
from their medical peers. Certainly such wider backing would have strengthened the
arguments of the responsible Minister for Public Health, George Black, when answering
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Questions in Parliament or inquiries from reporters.47 Chidley’s arrest in 1916 was probably
informed by the BMA’s representations, as they were on Black’s Ministerial file.

As with Davidson’s and Ross’s questionable diagnoses without personal examination,48
Sinclair’s associates were quite prepared to manipulate and evade the intentions of lunacy
legislation in their determination to remove Chidley from the public eye. At an official
inquiry at the Reception House in February 1916, Ross again testified that Chidley was
insane. He had signed a certificate to that effect.49 On cross-examination, Ross said that
Chidley was not a lunatic, but was nevertheless ‘not sane’. Arthur Cahill, second Government
Medical Officer, revealingly claimed that Chidley was a ‘nuisance’ and that he knew no other
way of removing him from the streets other than declaring him insane.50 Cahill’s unguarded
public remark might well have given the impression to Chidley’s supporters, a correct one,
that the doctors’ majority verdicts of insanity were tendentious and opportunistic rather than
medical. But Henry Palmer, Cahill’s superior, also considered Chidley to be insane, adding
that his writings and beliefs had shown ‘moral insanity’, paranoia and ‘fixed delusions’.
Palmer believed that Chidley was ‘unsafe to be kept in the company of women’. Davidson,
unsurprisingly, thought that Chidley’s actions were ‘a danger to the public’. Contesting these
accounts, however, Terence Green and Robert Brown, both medical practitioners, testified
that there was nothing in Chidley’s writings, or his actions, that indicated mental illness. But
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they were overruled: the inquiry concluded that Chidley was insane and was not under proper
care and control. It ordered his removal to the Kenmore asylum near Goulburn, about 200
kilometres from Sydney, no doubt to separate Chidley from his Sydney supporters.

An organised resistance against this latest ‘removal’ was soon formed under the aegis of the
Chidley Defence Committee, 51 which collected funds for his defence and petitioned the then
Labor Premier, William Holman (Labor, 1913–1916, Nationalist 1916–1920), for an
impartial inquiry.52 In March 1916 the chairman of the Committee, Meredith Atkinson,
president of the Workers’ Educational Association and a lecturer at the University of Sydney,
wrote to George Black, then Labor Minister for Public Health, asking him to receive a
deputation to discuss the terms of Chidley’s release.53 Black in reply freely admitted that it
was impossible to convict Chidley of an offence with regard to his circulars. Indeed, he had
already said in Parliament that the Crown Solicitor had advised that Chidley could not be
convicted if he broke the law.54 But in Black’s view, Chidley was a ‘sex maniac’, his writings
were ‘mischievous and wicked’, and he accused Chidley of desiring to meet ‘innocent’
women to discuss the sexual act. Black was only prepared to release Chidley on his leaving
the state permanently, and on entering into a bond to refrain from addressing audiences.55
Black’s pious condemnation of Chidley’s alleged proclivities was perhaps at odds with well-
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known sexual scandals in Black’s own private life, which had seriously hampered his
political ambitions.56

In a further exchange of letters between Black and Atkinson in April, the tone of the debate
deteriorated with Black’s intemperate reply, where he expressed boredom with Atkinson’s
‘academic discussions’ on the liberty of the individual and refused further correspondence
‘on this or any other subject’.57 But Black’s hard position on Chidley was rejected at the
Political Labor League Conference of 24 April, which declared that Chidley’s incarceration
was ‘infamous’ and demanded his immediate release. Black, who was present, revealingly
replied that ‘if Cabinet so decided Chidley could be set free’.58 It was thus quite clear that the
government’s decision would be more political than medical.

Chidley was finally released in August 1916 on the conditions demanded by Black, with
some delay caused by the Minister’s quibbles about suitable bondsmen. In any event Chidley
soon broke his bond conditions and was back in the Reception House in September. After
several suicide attempts at the House, which included setting himself on fire, he was sent to
Callan Park. While still recovering from his injuries, he collapsed and died there on 22
December, his death being attributed to heart disease. Sydney Jones, a junior assistant
medical officer at Callan Park, told the subsequent coronial inquest that Chidley’s heart was
in a ‘bad condition’ at admission.59 This evidence is entirely consistent with Chidley’s
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serious heart condition, as diagnosed in 1912. At post-mortem Chidley’s heart was found to
be ‘enlarged, flabby, and apparently degenerated’ and his mitral valve was diseased.60

Arthur Palmer, a visiting medical officer employed by the Public Health Department, who
had assisted at the autopsy, plumbed a low point in the series of attacks on Chidley.61 He
testified that Chidley had syphilis, although the doctors in charge of the autopsy, Cyril
Corlette and Jones, did not mention any signs of VD.62 While there was and is no doubt that
syphilis can cause serious cardiovascular disease, including damage to heart valves, it was
well known at the time that heart disease had numerous other causes.63 Palmer went so far as
to send Chidley’s stomach and organs away for analysis, perhaps in the hope that a
posthumous Wassermann test would be positive.64 According to Palmer, this analysis was not
intended to ascertain the cause of death, but was requested because ‘there were a lot of cranks
mixed up with Chidley’, which probably concisely summarised Palmer’s view of the Chidley
Defence Committee.65 As noted earlier with respect to Chidley’s physical examination in
1912, it is very likely that a positive result for syphilis from the analysis would have been
promptly communicated to the press, but it seems that Palmer was disappointed.
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Palmer’s snipe at Chidley’s reputation did not go unchallenged. Thompson, who had been
present at the post-mortem, wrote to the Sydney Sun and also the Tramways union
newspaper, the Co-operator, a few days later, declaring that Palmer’s diagnosis was an
attempt to stigmatise Chidley. He claimed that Wasserman tests for syphilis had been
performed on Chidley at Kenmore and Callan Park with negative results.66 It was very likely
that Chidley would have been tested, since these tests, with some exceptions, had supposedly
been conducted for every admitted patient at Callan Park and Gladesville since 1910 and on
90 per cent of all admissions by 1913.67

There are several other reasons for doubting that Chidley had VD by 1916. There is no
mention of syphilis in the voluminous official correspondence about him, which includes
reports on his medical records. It is, of course, possible that Chidley might have acquired
syphilis or even progressed to GPI. But as erectile dysfunction is frequently associated with
heart disease, he may not have been capable of sexual intercourse, pace his own views on
erections.68 Secondly, any hint of a (physical) sexual scandal after 1912, such as visiting sex
workers, for this closely observed and conspicuous public figure, would have been pounced
upon by the conservative press and the authorities.69 Finally the doctors in charge of
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Chidley’s autopsy made no observation about syphilis. Corlette and Jones would have been
familiar with the signs of VD or GPI at post-mortem, as syphilis was a common disease at the
time, possibly affecting more than ten per cent of the population.70 As the editor of the
Sydney Sun commented acerbically in January 1917:
It will prove a remarkable story that the patient [Chidley] was never tested for
symptoms of the disease while alive; but ‘suspected’ of having it after his death.
Equally remarkable if the tests for syphilis were applied and the results were
negative .... It is an unhappy monument to place over the dead man’s grave, since the
popular mind still regards venereal patients with something like horror.71
It is indeed ‘remarkable’, as I have explained earlier, that Chidley (apparently) had no result
for a syphilis test in 1912, given the clear desire of the authorities to discredit him and that
Wassermann tests were standard procedure for most patients after 1910, as stated by Sinclair
in the Reports. The forms for Chidley’s physical and mental examinations in 1916 have not
survived in the Callan Park records. It is likely that these forms were sent to the Minister for
Public Health, Black, or his successor in November 1916, John Fitzgerald (1862–1922).72

Palmer’s disingenuous and apparently contemptuous attitudes to people in his power had
recently been the subject of an official inquiry. His conduct towards a ‘malingering’ prisoner,
Joseph Denmead, had been examined by a Royal Commission in 1911, but ultimately
excused. According to two long-serving warders, Denmead had deliberately defecated on the

70

“Vaccines and Serum Therapy. The Virtues of Vaccination,” Sydney Morning Herald, September 21, 1911, 7.
A Wassermann test of 443 patients at the Melbourne Eye and Ear Hospital showed a rate of positives and partial
positives of about 13 per cent.
71
“Chidley’s Death. Asylum Diagnosis. Mental Hospital Reform,” Sun (Sydney), January 3, 1917, 6.
72
Bede Nairn, ‘Fitzgerald, John Daniel (Jack) (1862–1922)’, Australian Dictionary of Biography, National
Centre of Biography, Australian National University, http://adb.anu.edu.au/biography/fitzgerald-john-danieljack-6180/text10623, published first in hardcopy 1981, accessed online 26 April 2020.

342

Chapter Nine
floor of his cell. They testified at this Royal Commission that when they informed Palmer
about Denmead’s behaviour, he told them (in Denmead’s presence) to ‘rub his nose in it’.
The warders complied, stating that they took Palmer’s remark to be an instruction that could
not be disobeyed. Palmer denied that his words were meant to be an order, claiming that
other similar remarks had not been meant literally. The inquiry recommended that the
warders should take all the blame and be disciplined, while Denmead should be given twelve
months’ remission of his sentence as compensation for his ill-treatment.73 While the Royal
Commissioner took the experienced warders’ unquestioning obedience to Palmer as a failure
of duty, their compliance might also suggest that the warders did not perceive Palmer’s
tasteless and cruel ‘instruction’ as either extraordinary or out of character.

Chidley had deep, ‘complex and variegated’ support across all levels of NSW society,
including backing from influential sections of the labour movement.74 Indeed he
corresponded with and received serious attention from leading international sex researchers,
such as the English writer, physician and social reformer Henry Havelock Ellis.75 He also had
the support of local intellectuals such as Atkinson. Humbler folk, such as John Bell, a sailor,
spoke out publicly for Chidley on the Domain and wrote to the Chief Secretary asking for
‘fair play’.76 Chidley’s supporters and correspondents did not necessarily endorse his views
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on the mechanics of sex. Ellis and A. G. Stephens, an Australian editor and publisher, agreed
that his sexual theory was ‘excessive’.77 But they, and supporters among the general public,
insisted on his right to freedom of speech and personal liberty. The parallel Peter Andersen
episode in Melbourne in 1912–1913 (and the later Courthope affair in Perth) reveal the wider
context of this struggle.

Chidley’s case clearly exemplified the new ‘political’ role of asylums and their apparent
abuse of discharge and admission conventions. But this role met strong and growing
resistance. The various episodes in the Chidley affair were definitely catalysts for long-term
dissatisfaction with, and organised dissent against, the management and politics of mental
health care in NSW, not to mention the widespread perception of police persecution. The
tactics of bluster, evasion of normal practice and disingenuous personal attacks, epitomised
by Black, Ross, Sinclair and especially Palmer, only served to inflame wide sections of
‘grassroots’ public opinion and invite ridicule. As a result, the public was sensitised to each
new incident of perceived sharp practice.

Peter Andersen and the (Victorian) Lunacy Reform League of 1912
The Peter Andersen episode in Melbourne is relevant here because it has a number of close
parallels with the Chidley affair and moreover indicates that the contest between individual
liberty and medical dominance in lunacy matters was an Australia-wide battle in the early
twentieth century. As with Davidson’s letter to the BMA, asylum doctors sought to recruit
wider support from their peers. In a 1915 article titled “Chronic Delusional Insanity or
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Paranoia” in the Medical Journal of Australia Morris Gamble, medical superintendent at
Kew Hospital for the Insane in Melbourne, brutally detailed Andersen’s case.78 Although
Gamble did not give Andersen’s name, this pretence of doctor-patient confidentiality could
have been easily seen through by anyone who had followed Andersen’s story in the press or
who had attended the packed public meetings in his defence in 1913.

Gamble’s account thoroughly blackened Andersen’s character and sanity, in striking
similarity to the medical discourse about Chidley. It is true that Gamble, unlike Palmer and
Ross, had personally examined his patient. After a long and unflattering preliminary survey
of the allegedly common characteristics of delusional paranoiacs, including sexual
perversion, inclination to murderous violence, obsessive letter-writing to prominent people,
vexatious litigation, excessive narcissism and perversion of the truth, Gamble begins the
story of ‘the patient’ (Andersen), in effect depicting him as a paradigm case of serial
depravity.79

Andersen, a carpenter aged 47, was admitted to Kew in September 1904, having been
certified on account of delusions about his wife’s faithfulness. According to Gamble,
Andersen’s certificates of insanity stated that he was a danger to his wife and wished to take
their child to another state. Andersen emphatically claimed (as Chidley had) that his
detention was illegal. He was discharged after three weeks and then sought a legal ruling to
annul his certification. Gamble goes on to assert that one of the reasons for Andersen’s
second incarceration in December was his public claim that he had never been discharged

78
M. F. H. Gamble, “Chronic Delusional Insanity or Paranoia,” Medical Journal of Australia 2, no. 8 (1915):
165-168. Gamble was critical of Sigmund Freud, whom he denounced as the ‘sexual oculist of Vienna’ – see
Kaplan, “The First Psychiatric Royal Commission,” 40.
79
Gamble, “Chronic Delusional Insanity or Paranoia”, 166-168.

345

Chapter Nine
from Kew and was thus ‘legally dead and without civic rights’. Andersen continued without
success to seek a divorce, accusing the judge and his own lawyer of conspiring against him.

By Gamble’s account, Andersen soon began to address public meetings about his ‘unjust’
detention and ‘gathered round him a coterie of cranks’, forming a Lunacy Reform League.
This was not the case. The League had already been formed in 1911, with James Bruce as
secretary.80 Charles Burchell, a union official, later described as a ‘street orator’,81 became
president.82 The League made representations, often well received, to perhaps 60 Victorian
city and rural councils in 1911.83 In the meantime, Andersen had himself examined by four
doctors, whom he claimed had pronounced him sane.84 The (Victorian) League lobbied the
(Liberal) Chief Secretary and former Premier of Victoria, John Murray, asking for a Royal
Commission to inquire into the ‘lunacy question’, which he refused. In answer to claims
about injured patients, Murray responded somewhat inaccurately that ‘the bones of lunatics
were exceptionally brittle’.85 Burchell and Andersen then addressed crowded street meetings
and were soon arrested for attacking ‘several leading public men’, including the Chief
Justice.86 Burchell was cautioned, but Andersen, despite his offering to leave the state, was
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admitted to Kew again in December 1912. In the following February, Jones, the Victorian
Inspector-General, publicly told the League that ‘it was not right that he [Andersen] should
be at large’.87

In parallel with the Chidley case, these rebuttals and refusals began a public storm. The
strength of public feeling was evident when the Victorian League held a ‘monster meeting’ in
March 1913 reportedly attended by thousands, entirely filling the 4000-seat Melbourne Town
Hall and turning away many more.88 Other crowded indoor and outdoor meetings followed,
with Burchell being arrested for ‘obstruction’ of Collins Street. Andersen was offered release
on condition that he return to his native Denmark. He was allowed day leave in order to make
his travel arrangements, but took the opportunity to obtain more certificates of sanity. A few
weeks later, Andersen did not return to Kew in the evening. He disappeared and went
‘underground’, apparently hiding in Melbourne until 1917.89 Again, as with Chidley,
Victorian doctors wanted to discharge Andersen to exile, even though they thought him
insane.

The Andersen case and the later Courthope affair showed that strong public concern about
medical encroachment on free speech and individual liberty had an Australia-wide context. It
also demonstrated that a small, marginal, ‘crank’ group could catalyse such concerns, putting
pressure on governments. The attempt to exile Andersen proved counterproductive, as would
be the case with Chidley, because it emphasised to a critical public that political
considerations trumped the professed curative role of asylums.
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Walter Courthope and the (Australian) Lunacy Reform League of 1921
Walter Courthope’s interactions with the mental health system and his ability to attract and
organise public backing have clear parallels with Andersen’s story. They also highlight the
new role of asylums in wartime Australia: to care for mentally wounded ex-soldiers.
Courthope, a barrister and solicitor, was ‘exiled’ from asylums in two states. He became
‘inconvenient’ to the authorities in WA and NSW as a focus of mental health reform
campaigns. Courthope had been confined at Callan Park before 1918 and had moved to Perth
as a condition of discharge sometime in 1918.90 While in Perth he had had a strong public
profile from 1916 among returned servicemen as organising secretary of the wartime YMCA,
which cared for the ‘recreational, social and moral welfare’ of soldiers.91

In 1922 Courthope claimed that he had been ‘nearly choked’ and had had his ribs broken
when at Callan Park and had seen other patients badly treated. He also declared that he had
been diagnosed with GPI there, although he was still alive and practising law.92 While a
patient at Perth Hospital in 1918, he also made allegations of misconduct against J. W.
Barker, the chief medical resident. He was remanded on discharge by a police magistrate for
medical examination, on application by his father-in-law, and was then sent to the Claremont
asylum, where he was to be held for about seven months.93 Courthope alleged that his
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admission was due to his claim that Barker, among other hospital staff, had been ‘criminally
negligent’ in the Francis Andinach case at Perth Hospital. Allegations that Andinach had
been beaten to death by an attendant in the mental ward at Perth Hospital (under Barker’s
purview) had resulted in a royal commission which exonerated management and staff.94

Courthope later proved to be a major irritant to WA authorities, the NSW administration and
the NSW branch of the British Medical Association (the BMA). He was given his freedom
after seven months at Claremont on an undertaking that he would leave the state.95 On return
to the eastern states, Courthope began a campaign, supported by the Returned Soldiers’
Association, to establish an Australia-wide Lunacy Reform League and the calling of a royal
commission into Claremont.96 The WA government bowed to public opinion, announcing a
Royal Commission in August 1921, where Courthope was a witness. Courthope founded the
Victorian Branch of the Australian Lunacy Reform League in early 1921 and its NSW
Branch in 1922.97 In later years he emigrated to Britain, where he became legal adviser to the
(British) National Society for Lunacy Reform.98

As noted earlier, Courthope’s new Australian League was a separate and independent body
from the NSW and Victorian Lunacy Reform Leagues. The scarce evidence available
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suggests that they did not communicate with one another,99 but it seems that Courthope’s
League, which was supported by the influential Returned Soldiers’ Association in NSW and
other states,100 would have added to the pressure for the NSW Royal Commission. In the
aftermath of the First World War, the treatment of mentally ill and incapacitated war veterans
was a matter of great sensitivity, as was amply demonstrated in the case of the death at the
Reception House of the traumatised ex-soldier Martin D’Arcy, discussed below.

Callan Park and the adjacent Broughton Hall had a new and specific role almost from the
start of Australian hostilities in World War One. Although Broughton Hall (officially No. 13
Australian Army Hospital) had been set up in 1915 to cater for mentally damaged soldiers,
without the stigma of their being certified as insane, it only cared for non-violent, nondelusional and passive patients. Chronic, incurable, or violent ex-military patients were either
sent directly to Callan Park, or transferred from Broughton Hall directly. It appears that these
patients resided in separate military cottages or wards at Callan Park,101 suggesting that
management recognised the special needs of these patients and were aware of public
concerns. According to Jennifer Roberts, no patients returned from Callan Park to Broughton
Hall.102
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The extent of concern for the welfare of mentally or physically traumatised ex-service
personnel cannot be over-emphasised, even though bureaucratic responses were often seen to
be lacking or parsimonious.103 Indeed the establishment of Broughton Hall had been
motivated by the defence forces’ and families’ strong desires to avoid the stigma of
certification for these war wounded.104

For soldiers who did not return, the extent of community grief was overwhelming. Evidence
for this sorrow was amply demonstrated in the form of hundreds of letters received from
(mainly) mothers, wives, daughters or sisters when the authorities advertised Australia-wide
in 1928 on behalf of the ‘Unknown Patient’, ‘George Brown’, resident at Callan Park.
‘Brown’, whose real name was George McQuay, had been found wandering in London in
1916, unable to give an account of himself and wearing part of an Australian uniform. He had
been repatriated to Australia, where he was soon certified as insane. In the Odyssey of the
Unknown Anzac David Hastings suggests that McQuay, who had actually been in the New
Zealand Army, had concealed his true identity and origin because he was aware that New
Zealand executed soldiers for desertion, whereas Australia did not.105

But despite the ‘endless promotion’ of the Commonwealth Repatriation Department’s
rehabilitation programs, state care for disabled ex-soldiers was far from adequate.106 Many
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families had perforce to care for, nurse, and provide company for the disabled when the state
would not or could not provide. When they could no longer cope with or afford this care,
‘shell-shocked’ soldiers were surrendered to state mental hospitals. Perhaps this was
D’Arcy’s fate. In any event, give these sensitivities, it can be seen that the alleged
maltreatment post-war of even one wounded ex-soldier within the mental health care system
(or the hospital system generally), whether proven or not, would give rise to major public
concern and prompt calls for judicial inquiries.107

Minnie Gullett and the NSW Lunacy Reform League
An important and active member of the NSW League was the wealthy and influential
feminist Minnie Dorothea Gullett (1875–1944). Gullett’s activities with the League have
been described in detail by Garton. She was one of the four daughters of the part-owner and
former editor of the Daily Telegraph, Henry Gullett (1837–1914). He had retired in 1906, but
this connection may explain the Telegraph’s continuing support for the League’s activities.
Gullett lived with her sister, Lucy Gullett (1876–1949), a doctor and also a prominent
philanthropist for medical causes.108 According to Ann Mitchell, they cared for a number of
ex-patients in their home and were generous supporters of alcoholics. Minnie Gullett spent
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much of her inheritance on their care.109 Well before the Royal Commission started, and for a
short time afterwards, she was also a regular visitor to patients at Callan Park and other
asylums, gathering testimony about alleged abuses. But these visits were curtailed soon after
the inquiry got under way. An important postulate of the NSW League’s thinking was that
sanity should be decided by a jury of ordinary ‘common sense’ citizens, rather than
‘incompetent’ doctors. Gullett thought that asylums were a ‘public menace’ because they
confined sane people.110 This principle was advocated by Gullett at the Royal Commission,111
where she represented the League. As I discuss below, her integrity, competence to testify,
and truthfulness came under concerted and heated attack by both Commissioners and doctors.

The 1921 D’Arcy Affair – Another Focus of Discontent
A parallel focus of discontent was the D’Arcy affair in July 1921, which substantially added
to the pressure for a royal commission.112 Martin D’Arcy, a war veteran and former
professional violinist, had lost an arm in the war. Unable to work and depressed, he had, like
so many other traumatised veterans, become an alcoholic.113 Admitted to the Reception
House and diagnosed with ‘chronic alcoholic insanity’, he died the same night after taking a
‘sleeping draught’ containing paraldehyde. In evidence at the Coroner’s inquest, Ross stated
that he had attributed D’Arcy’s death to ‘heart failure’ conditional upon subsequent
autopsy,114 although some minor abrasions were observed on his forehead (and a
corresponding bloodstain on the wall). This event might have passed unnoticed by the public,
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had it not been for the complaint of a voluntary patient, John Warden, to the parliamentarians
John Ness and Albert Lane. Warden’s complaint was encouraged by John White, an exattendant. Warden claimed that Gustav Kries, a ‘trustee’ patient, had gone to D’Arcy’s room
and beaten him to death. Kries indeed had the opportunity to do so, as he had keys to all the
rooms, including the women’s quarters. Press reports and subsequent questions in Parliament
drew attention to this accusation, with claims of a medical coverup. As a result, D’Arcy’s
body was exhumed for a post-mortem by coroner’s order.115

Rebuttals by Sinclair and his staff of the allegations concerning the actual cause of D’Arcy’s
death at the subsequent coronial inquest proved counterproductive, as they opened up even
more avenues of criticism. Evidence at the inquest revealed that no post-mortem had taken
place until a week after D’Arcy’s death and burial. Sheldon and the ubiquitous Palmer, who
performed the autopsy together, testified that they saw ‘no trace’ of external injuries.116 The
coroner stringently criticised Sinclair’s defence of the practice of ‘trusted’ male patients
being allowed to have keys, including to the female quarters. Sinclair also revealed on
examination that Kries had been detained at the House for eight years.117 This practice was at
best legally questionable, since the legislated probation period was two weeks. The period
could be extended on the authority of the Visiting Medical Officer (then Ross), but the
evident use of Kries as de facto handyman for some years flouted the intention of the lunacy
legislation and the expectations of the public with regard to the purpose of the Reception
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House. It was intended to be a place of short-term assessment, not a place of indefinite
confinement.

Sinclair’s attacks on the Coroner, tabled in his report to Parliament, and his unblushing
defence of Kries, reflected poorly on his management in the eyes of the Coroner and those of
the NSW League.118 Sinclair probably damaged his own cause when he went on publicly to
reveal a sexual scandal at the House. He claimed that Warden, the accusing patient, had a
grudge against Kries, as did the attendant White, who was dismissed as a result of Kries’s
revelation that he was having an affair with a nurse. This stubborn and ill-judged defence of
Kries did not convince his critics.

The Political ‘Exile’ of Maude Farr
In 1921 the NSW Labor government again resorted to the ‘exile’ tactic for Maude Farr, a
university professor’s wife, who was held at Gladesville. This tactic was apparently an
attempt to disarm Thompson and the NSW League. An inquiry in May had found that Farr
was insane, but she was ‘secretly’ deported against her wishes to her native New Zealand in
June, presumably on condition that she not return. Greg McGirr (1879–1949), the then Labor
Minister for Health,119 had visited Farr at Gladesville, but she rejected his suggestion that she
return to her homeland. Probably already incensed by the D’Arcy affair in July, crowded
meetings of the NSW League in Sydney strongly protested against the ethics of these
proceedings, which again put aside any claim to the effectiveness of moral management. A
petition with 17,000 signatures requesting a royal commission was presented by the League
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in November 1921.120 Once again, a covert and questionably legal tactic by the authorities
had proved counterproductive.

The Calling of the 1923 Royal Commission
The conservative Nationalist government elected in April 1922 followed the tactics of its
Labor predecessor. Attempting to bluster out of the accumulated weight of all these scandals,
it resolutely continued to refuse calls for a royal commission until November 1922. The
conservative administration tried to fob off these demands with a parliamentary select
committee headed by William Dick MLC (Nationalist, 1865–1932), ‘freetrader, liberal,
school teacher and lawyer’,121 where it could more easily control the proceedings. The Select
Committee was intended to address the allegations of Courthope’s Australian League.
Sinclair gave evidence to the first sitting of the Committee on 14 November 1922.122 But on
the same day questions in Parliament by the influential (and medically qualified) government
member, Robert Stopford,123 revealed that the administration’s resolve to contain any inquiry
was weakening, and the Chief Secretary announced government approval of a Royal
Commission on the 16th.124 Evidently the accumulated pressure from Thompson’s NSW
League, Courthope’s Australian League, the labour movement, and the Labor Parliamentary
Opposition had proved irresistible. The first sittings were held in January 1923, the first
witness being Sinclair.
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The Composition of the 1923 Royal Commission
Six conservative, non-Labor, members were initially appointed to the Commission and two
Labor members. The chairman was Richard Arthur MLA (Nationalist, 1865–1932), a
practising medical doctor and social reformer who had an interest in eugenics, sexual matters
and birth control. He had treated neurological complaints at Prince Alfred Hospital in
Sydney.125 The other medically qualified member was Stopford (National, 1862–1926). He
had run a clinic for slum children in Sydney and specialised in obstetrics. Stopford had been
very involved in Labor politics until the conscription split of late 1916, when he defected to
the conservative Nationalist Party.126

The other four non-Labor members included Sidney Innes-Noad (Liberal, 1860–1931), a tea
merchant, who was also actively involved in social reform as foundation president of the
Royal Society for the Welfare of Mothers and Babies. In the Australian Dictionary of
Biography, Michal Bosworth notes that Innes-Noad was a firm proponent of moral guidance
from the state.127 He was to ask far more questions than his colleagues at the Royal
Commission. Tom Hoskins (Liberal, 1864–1934), owner of a coach-building business, only
attended six sittings and had to withdraw due to ill health.128 Another businessman, John
Wise (Nationalist, 1856–1942), builder, real estate agent and director of Sydney Ferries, was
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on the committee of the ‘wowser’, ‘clerically-dominated’, Public Morals Association.129 He
was no doubt among the numerous deputations from the Association to the Premier or Chief
Secretary which were told that the government could not legislate to ‘make the people more
sober, moral or virtuous’.130 In the aftermath of the Chidley case, Wise, as a well-known
moral crusader, was an appropriate appointment to represent socially conservative interests.
David Anderson, yet another entrepreneur (Nationalist, 1865–1936), owned a brick works
and was also a real estate agent and auctioneer.131 Joseph Carruthers (Liberal, 1857–1932), a
former solicitor, had been Premier from 1904 to 1907. He was on the board of many
companies and had extensive grazing interests.132 Carruthers asked questions of witnesses in
the report but is not listed as a Commission member and did not sign its report – perhaps he
was only an observer.133

The two Labor members were Thomas Januarius Smith (known as T. J. Smith, 1890–1975)
and Edward Kavanagh (1871–1956).134 Smith, a union organiser, was a member of the Labor
central executive. He was one of the founders of the Dalwood Children’s Home, an
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institution for mothers and babies, and president of the Food for Babies Fund. Smith resigned
two weeks after the first sitting due to his dissatisfaction with the way the enquiry was being
run.135 Kavanagh was also a unionist, evidently of moderate tendencies, favouring arbitration
rather than strike action. He was clearly experienced with committee work, being a long-time
member of the Board of Trade.

While the membership of the Commission was heavily weighted in favour of political
conservatives, it was not devoid of medical expertise and genuine interest in social welfare
and public health. But it is curious that there was no official membership from legal circles,
given that one of the main questions was the tension between liberty of the individual and
lunacy legislation. It is true that Carruthers, seemingly not officially a member, had legal
training. Joseph Alexander Browne MLC, KC (1876–1946), although not listed as such,
appears to have been acting as counsel assisting.136 From the first sitting, the generally light
questioning and partisanship of the Commission’s members would firmly support Sinclair’s
‘line’: that all and any accusations of bad management were unfounded, ill-informed,
mistaken or contrived.

The 1923 Royal Commission
The battle for reputation at the Royal Commission, in which the NSW League actively
participated, was a conflict in which Sinclair and his associates, discomfited and outraged,
aggressively sought to defend and advance their professional reputations and that of their
asylums. They had few scruples about the tactics used to achieve dominance, in which they
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were amply assisted by the evident partiality and incuriosity of the Commissioners during
questionable testimony. The ‘dialogic’ nature of the evidence suggests a degree of
orchestration. ‘Unfriendly’ critiques of asylum administration were almost invariably directly
followed by one or more ‘friendly’ witnesses who praised the running of asylums and refuted
the adverse claims of their predecessors, often accompanied by sharp reflections on their
character.

The general tenor of Sinclair’s arguments and evidence in his opening address and later
testimony was that care in mental hospitals was ‘scientific and humane’ and in accordance
with modern standards. He stressed that any acts of ‘roughness’ were due to inexperience by
novice staff and were promptly discovered and dealt with appropriately. Except for these
allegedly rare cases, Sinclair maintained that careful training precluded any acts of a
‘punitive character’. Patients were discharged as soon as they were judged capable of living
in the community without being a danger to others or to themselves.137 Sinclair was subject to
very little searching questioning, unlike critics of the official ‘line’, and it is apparent from
the Commission’s conclusions and recommendations that it wholly accepted Sinclair’s lines
of argument.

A significant feature of the Commission’s hearings was its systematic discounting of the
evidence of patients and ex-patients in regard to brutality, punishment and improper
detention. Every allegation of bad treatment was immediately countered by evidence to the
contrary by doctors, Official Visitors, or other staff. They insisted that patients’ perceptions
of bad experiences were an outcome of their delusions, misperceptions and simple errors of
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fact and memory. In refutation of negative testimony, William Coutie, former medical
superintendent at Callan Park, tabled a large number of letters from patients, ex-patients,
relatives and friends of patients which praised the care and attention of asylum staff.138 Yet
this benign picture was tainted by a series of implausible or misleading claims from friendly
witnesses and from Sinclair himself.

The evidence of the principal witness, Sinclair, is questionable on a number of points and his
defensive tone is apparent. On the first day of the inquiry, he firmly maintained that of the
40,000 admissions since his appointment in 1898, not one had been improperly admitted.139
This is perhaps the only point in the record where any friendly witness was subject to any
disbelief or hard questioning. Carruthers sceptically remarked that 40,000 cases without a
single mistake was ‘a wonderful record’, but Sinclair insisted that he knew of no case where a
sane patient had been admitted. Carruthers, Innes-Noad and the Labor appointee, Kavanagh,
continued to press Sinclair on this point, but Sinclair insisted that it was not possible for a
sane person to be admitted or unduly detained. The Commissioners eventually accepted his
claim.140

Sinclair’s remarkable claim of infallibility, at odds with the experience of asylums in other
states,141 and indeed in contrast to the everyday experience of medical professionals with
respect to organic complaints, should be considered in the context of the practice of admitting
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dying or semi-comatose patients for whom any question of a proper diagnosis of insanity
must have been moot at best. There must be considerable doubt, for example, about the
validity of the pre-admission examination of Fleur B* in 1916. She was admitted in a ‘semiconscious condition’, was deeply unconscious the next day, and was then discharged to a
Catholic hospice, dying three days later from ‘cerebral haemorrhage’ (see Chapter Eight).142
Other patients in the Deaths and Discharges samples died within days of admission, also
probably delirious or semi-conscious. With respect to mistaken diagnoses, the Perth Truth
said in 1913 that it was a ‘sorry business’ if doctors could alter their diagnoses and set
patients free so that inconvenient people could be exiled to other jurisdictions, as in the cases
of Andersen, John Charles Henderson (formerly confined at Callan Park), and John Anderson
Kelly (Claremont). Truth had claimed in 1912 that Henderson had been ‘lured’ to Callan Park
in the course of a financial dispute about his deceased wife’s will, and subsequently ‘exiled’
to Perth.143

It was also disingenuous of Sinclair to discount allegations of brutal treatment as a few
isolated incidents where a negligible number of inexperienced, unsuitable or incompetent
staff were immediately dismissed. It seems implausible that every complaint by ex-patients or
their friends was based on delusions, lies or errors. The testimony of Sinclair and his
colleagues, and their own statements to reporters, indicate their conscious flouting of
regulations and protocols on ‘political’ or self-serving grounds, such as in the discharge(s) of
Chidley, his questionable certifications, or the long-term laissez-faire detention of Kries. In
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this context, it might be supposed that deaths due to negligence, self-harm, brutal or careless
handling, or inappropriate medication were considerably higher than officially admitted.
Geoffrey Reaume, in his study of patients’ letters at an asylum in Toronto, Canada, for the
period 1883 to 1937, aptly contrasts the readiness of management to credit accounts of
patient-on-patient abuse with their evident scepticism in regard to staff brutality.144
Witnessing (or believing in) such incidents would very likely have distressed other patients
greatly, especially the paranoid, the timid and the anxious. There is no doubt that a good
number of ‘hostile witness’ ex-patients had been traumatised by their experience at asylums,
irrespective of the general scoffing at their credibility by Sinclair and his colleagues and their
careful mustering of favourable ex-patient endorsements.

Sinclair was again defensive when questioned by Stopford about relatives being able to
demand inquests into the deaths of patients, as mandated under New Zealand law and in other
Australian states. He said that it was ‘a shocking thing’ that NSW institutions should be
looked on with suspicion. It would increase public feeling against asylums.145 Indeed in an
April 1923 letter to his Victorian counterpart, Jones, Sinclair said he would oppose
compulsory post-mortems ‘at all costs’.146 It appears that the legal position was that deaths
were only reported to the Coroner on the initiative of asylum management.147 Yet suicides,
fatal accidents, deaths of people in the public eye (Chidley), killings at asylums, or even
deaths from natural causes had regularly been the subject of coronial hearings and post-
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mortems, without any public expression of ‘shock’ from Sinclair.148 Clearly at least some of
these incidents had arisen from apparent failures of supervision, and were therefore
appropriate subjects of public inquiry, as was the death at Gladesville of Dr Wynnt Martyn in
1920, who by unknown means managed to take a fatal dose of morphine.149

Sinclair was evasive about the use of croton oil at Kenmore. This medication is a potent
laxative and vesicant (a producer of blisters when applied externally). Indeed, the
Commission used Sinclair’s testimony to attack the reliability of the evidence of Thompson
in the introduction to its report.150 Thompson had claimed that ‘large doses’ of croton oil
were given by (NSW) attendants. Sinclair rejected this allegation, testifying that the
medication, while in extensive use 30 or 40 years previously, had ‘not been generally
favoured’ in NSW asylums for a ‘generation’. We know that external blistering with croton
oil was prescribed as a treatment for insanity during Manning’s time; for example for James
Shannon, aged 29, whose head was ‘scrubbed’ with the substance at Callan Park in 1889. He
died from ‘maniacal exhaustion, pneumonia’ later in the year.151 Croton oil appears as an
internal medication in entries in the Macquarie Street Parramatta Medical Register for
1888.152 Sinclair told the Commission that 480 doses had been given at Kenmore from 1920
to 1922.153 He went on to claim that, as there were about 1000 patients at Kenmore during
these years, each patient ‘could have been given less than one-third of a minim’ (0.02 grams),
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one-sixth of a standard oral dose, over these three years. Yet it was absurd for Sinclair to
imply that each Kenmore patient would at most have received this average quantity. In
normal medical practice, then and now, patients receive varying doses of a given medication,
while others might receive none.154 Sinclair’s claim might have misled the lay public, but it
was an obvious medical nonsense that the doctors on the Commission, Arthur and Stopford,
could well have questioned.

With respect to the use of croton oil, the Royal Commission’s report was perhaps
disingenuous about its firm claim that the 1921–1922 WA Royal Commission into lunacy
had made ‘no reference whatever’ about the use of croton oil at the Claremont asylum in
Perth.155 While the NSW Royal Commission’s claim was factually true, it appears that
evidence by Courthope in regard to this medication had been suppressed in the WA
Commission’s report.156 Jones, Inspector-General of the Insane in Victoria, had been a
member of the WA Royal Commission and had an advisory role at the NSW Royal
Commission.157 He should have been aware of Courthope’s evidence at the former inquiry.
According to the Perth West Australian, Courthope had testified that the Claremont
storekeeper had issued 150 doses a year, although this evidence was deprecated by senior
attendants.158
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Courthope’s claims about croton oil were based on solid evidence. Its use and alleged abuse
were discussed at length in the 1919 report of the WA Parliamentary Select Committee on
Claremont. The Claremont storekeeper had indeed testified that about 150 doses a year had
been issued since 1913.159 It is implausible that the WA Royal Commissioners were not
aware of this damaging evidence from the very recent inquiry, since William Angwin (1863–
1944), a senior WA politician,160 had been a member of both the Select Committee and the
WA Royal Commission. And it seems unlikely that Sinclair would not have been aware of
recent inquiries into lunacy in other states, if not perhaps of the detailed evidence of croton
oil usage.

The NSW Royal Commission was also particularly occupied with discrediting the evidence
of Thompson’s colleague, Minnie Gullett. The Commissioners were scathing about Gullett’s
evidence with regard to the use of electric batteries to punish or otherwise ‘torture’ patients.
The Commission’s report declared that her claim was ‘a farrago of nonsense’ and
characterised her evidence as hearsay.161 Gullett alleged, on the basis of statements given to
her from two inmates, that a patient at Rydalmere, Lillian Hayward, had been punished for
misbehaviour by application of a battery to her soles and her ears. Hayward had allegedly
screamed in agony for some time. But the doctor responsible for the electric treatment,
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Clifford Henry, said that a galvanic battery was a standard treatment for paralytic cases,162
had never been applied to the head, and that it was not painful to the patient. There had been
no ‘screaming’.163 There is no evidence, other than Gullett’s third-hand claims, to suggest
that Henry had used his apparatus unprofessionally. The Commission members had tested his
equipment on themselves and found no painful effects. It should be stressed here that Henry’s
treatments had nothing to do with the use of electroconvulsive therapy (ECT) in mental
institutions, which only began in the late 1930s.164

There had nevertheless been an earlier history of cases at Callan Park where electricity had
apparently been used as an agent of compulsion, sedation and punishment. In 1885 Martina
M* would not respond to questions until ‘a faradic current was sent through her’.165 Elizabeth
S* had been very noisy during 1887, but was ‘quieted by repeated applications of a galvanic
battery’.166 A ‘battery’ was ‘threatened’ to induce Charles Harper to take food from a spoon
in 1904.167 Patricia O*, who had only one or two observations recorded per year between
1906 and 1913, complained of a sore ankle after a fall in 1907.168 She would not leave her
bed until ‘a battery was at last applied’.169 As recently as 1909, a ‘galvanic battery’ had been
used on a prisoner in Adelaide Gaol to force him to confess to ‘malingering’.170 These cases,

162

Electrical treatments had been widely used for a range of illnesses, including mental illness, since at least the
1890s. See Josef Zervas, A Manual for the Treatment of Diseases by Electricity employing the Faradic Current
(Jersey City, New Jersey: F. G. Otto & Sons, 1888). Zervas advised application to the head for headache and
neuralgia.
163
RoyalCommission1923, evidence of Clifford Henry, senior resident medical officer, Rydalmere Mental
Hospital, Q3815-3850.
164
Jonathan Sadowsky, Electroconvulsive Therapy in America: The Anatomy of a Medical Controversy (New
York: Routledge, 2016), 41.
165
SARNSW NRS4994, Item 3/4661, register no. 1270.
166
SARNSW NRS4994, Item 3/4661, register no. 1307.
167
SARNSW NRS4994, Item 3/4687, register no. 6072.
168
This was Patricia’s second admission to Callan Park. She discharged and re-admitted after a short time in
1906.
169
SARNSW NRS4994, Item 3/4692, register no. 7316.
170
“Criminals as Malingerers. Some Extraordinary Cases,” Evening Journal (Adelaide), May 21, 1909, 3.

367

Chapter Nine
and the contested account of Hayward’s experience, suggest that it is entirely plausible that
anxious patients might have feared the electrical apparatus.

Gullett had radical ideas on mental health care, proposing that asylums be abolished, with
mentally troubled people being cared for in dedicated homes where they could freely come
and go.171 It is doubtful whether this kind of avant la lettre mass deinstitutionalisation would
have been either practical or publicly acceptable in 1920s NSW. As noted earlier, Gullett’s
practice was consistent with her teachings – she cared for a number of ex-patients in her own
home. She was quite immune to suggestions from the Commissioners that some patients
could be a danger to the public or themselves, or that intellectually disabled persons could not
care for themselves in the outside world. In Gullett’s view, asylum doctors and attendants
were ‘not fitted for their jobs’. She maintained that patients were kept in asylums for social
control purposes, rather than genuine medical need. We can see in her arguments not only a
foreshadowing of current debates on deinstitutionalisation of mental patients and their care in
the community, but an allusion to the high-profile case of Chidley and other targets of official
displeasure. Perhaps surprisingly, Gullett had some support from Herbert Mitchell, the
Hospital and Asylum Employees’ Union secretary. He proposed that separate institutions for
uncertified ‘neurasthenics’ should be provided, as a preliminary station to the Reception
House. Mitchell’s argument for such an arrangement was analogous to one of the grounds for
setting up Broughton Hall, which allowed mentally ill ex-servicemen to be cared for without
the added stigma of certification.172
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Despite this support for a major critic of asylums, it is not surprising that Mitchell’s union
sided with Sinclair in the struggle for reputation, because the actions of attendants and nurses
were a major focus of inquiry. Their reputation was bound up with Sinclair’s status. In the
immediate lead-up to the Commission in November 1922, Mitchell, who had been an
attendant at Gladesville for thirteen years before becoming a senior union official, was at
pains to refute Thompson’s allegations of wrongful confinement and cruel mistreatment of
patients, echoing Black’s views in asserting that critics were ‘political and lunacy cranks’. He
told the press that unsuitable or brutal staff were ‘dismissed on the spot’.173

Mitchell continued to support Sinclair staunchly, and sometimes disingenuously, at the Royal
Commission. The Commission members were evidently keen to ensure, via ‘friendly’ and
leading questions, including some from the Labor member Kavanagh, that Mitchell had
ample scope to rebut Thompson’s allegations against union members. Mitchell testified that
he had never personally witnessed ‘harsh treatment’ or heard of ‘the towel’ (choking patients
with a towel in order to restrain them) until it was mentioned by Thompson.174 He had
implausibly never seen a ‘straight jacket’ in all his thirteen years as an attendant, although
they were specifically mentioned in official regulations which all staff were required to be
familiar with.175
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Mitchell’s evidence about the asylum diet was also misleading. While his statement that the
food was of ‘good quality’ was reasonable,176 he went on to claim that patients received
‘sufficient eggs’ and milk, and that their diet was identical to the attendants’ diet. But there
were neither eggs nor milk on the standard Gladesville patients’ menu, as Sinclair’s evidence
at Appendix F of the Royal Commission’s report clearly shows. It is true that eggs were
supplied for sick patients and were of course an essential ingredient in some desserts and
cakes on the menu. The ‘bread, butter and salad’ for ‘tea’ (the evening meal) tabled before
the Commission by Sinclair do not appear in the 1922 internal documents.177 While there is
no surviving staff menu for Gladesville, the Callan Park staff menu, which was presumably
similar, was significantly more generous than the patient menu.178 It is very unlikely that
Mitchell, who had been a long-serving attendant, was ignorant of the true position with
regard to patient menus. The contradictory evidence about patient diet was not made
available to the Royal Commission and was not accessible to the public.

Another anomaly which escaped the Royal Commission’s opprobrium was Arthur Price’s
testimony about the regular practice of attendants issuing medicines in the Reception House
without a medical order, as occurred in the D’Arcy case. This unofficial policy was
specifically forbidden in the Regulations.179 Price, the non-medically qualified superintendent
of the House, freely admitted giving ‘sleeping draughts’ containing paraldehyde of six to
eight millilitres (1.5 to 2 liquid drams) to alcoholic patients as a hypnotic.180 One of the Royal
Commissioners (unnamed in the report) did not agree with Price that this dose was not a ‘big
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dose’, but such a dosage was recommended as safe in D. Hack Tuke’s 1892 authoritative
Dictionary of Psychological Medicine.181 Nevertheless it was nearly the daily maximum
dosage used at the period, and Price or his subordinates often gave more than one dose per
day.182 Paraldehyde was used medicinally until the late twentieth century for epilepsy,
delirium tremens, and alcohol withdrawal. We know now that paraldehyde may cause death
when combined with alcohol, or in cases of liver disease, and that caution should be
exercised with heavily intoxicated persons.183 It is quite possible that the ‘sleeping draught’
had a fatal interaction with the excess alcohol in D’Arcy’s system.

The Commission was far more upset by evidence about the D’Arcy case from Sinclair’s
critics. Whatever the actual circumstances of D’Arcy’s demise, the hostile questioning of
John Jamieson, the Coroner in the case, by the Commissioners was quite extraordinary and
partial,184 perhaps reflecting the public sensitivity about the treatment of returned soldiers.
The tenor of the Commissioners’ interrogation was that Jamieson, who was medically
unqualified, had unjustifiably and irresponsibly reflected on the professional judgements of
asylum doctors and the correct processes of the Reception House. They considered that
doctors were sufficient judges of the necessity for a post-mortem. The Commissioners
insisted that it was impossible that evidence of violence causing death would have
disappeared during the week’s delay between D’Arcy’s death and his certification, claiming
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that Jamieson had adversely referred to this delay in reported public statements. Jamieson
denied all these accusations, insisting that he was legally entitled to call for a post-mortem
when suspicious circumstances were reported. He maintained that the death should have been
reported, given the suspicious context, adding that the Chief Secretary had acknowledged the
seriousness of the Coroner’s remarks.

While exonerating the administration and Sinclair, the Commission did admit faults and
problems in the system which were so conspicuous that they were impossible to deny or gloss
over. The Commissioners acknowledged the problems of persistent overcrowding and bad
accommodation. These criticisms could not be waved away with indignant denial as with
evidence from contrary ex-patients, coroners or ‘cranks’ from the Leagues. The complaints
had been raised over many years in the Reports and the press. A new hospital at Orange was
recommended to help address lack of proper accommodation.185 The Commissioners
recommended that the asylum for the criminally insane at Parramatta should be demolished
as soon as alternative accommodation could be provided, since it was ‘unfitted for human
habitation’. Under the 1898 Lunacy Act, the Official Visitors had the power to directly
petition the responsible Minister and order the discharge of patients found to be sane. The
Commissioners conceded that some institutions were not subject to this audit, and
accordingly recommended that the Visitors visit all asylums at least once a year and have a
fixed term of appointment of five years.

The Commission’s report went on to recognise the large number of patients with General
Paralysis of the Insane (GPI) and other forms of syphilis, urging vigorous enforcement of the
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1918 Venereal Diseases Act.186 Of particular interest in the context of overcrowding was the
provision for special hospitals or other facilities for treatment of venereal disease (Section 27
of the Commission’s report). Greg Ussher maintains that whereas hospitals and out-patients’
clinics had been the main foci of treatment for venereal disease before this Act, key sites for
state control now became workplaces, schools, community-based organisations and homes.187
But his analysis omits the important and continuing role of Callan Park as a hospice for
terminally ill GPI patients, which was well understood by the Royal Commission.

Conclusion
The new evidence I have found in official records and case notes, for example on diet,
strongly suggests that Sinclair and his associates knowingly misled the Royal Commissioners
and the public. In retrospect, the partiality and incuriosity of the Commissioners seems clear.
They failed to question adequately even obvious anomalies, such as the allegedly, and
extremely unlikely, uniform distribution of croton oil at Kenmore, or the dubiously legal
eight-year term of Kries as a ‘trustee’ de facto male attendant at the Reception House with
access to female quarters. Male attendants and patients did not have uninvited or
unsupervised access to the women’s wards at Callan Park.

My analysis of the Royal Commission and its prelude, however, sheds little light on
conditions affecting mortality or discharges at NSW asylums, except that it shows that
attendants and doctors were quite prepared to mislead the public for ‘political’ reasons about
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the incidence of abuses, the reasoning behind discharges, and the appropriateness of
medications. The case notes and other patient documentation should be viewed in this light.
The D’Arcy affair, his quick burial, and Sinclair’s resistance to requested post-mortems, beg
questions about the quality and haste of assessments of causes of death. Post-mortems, when
they did occur, might well have been rushed. Sinclair’s claims concerning the infallibility and
omniscience of asylum doctors at the Royal Commission with respect to improper admissions
and delayed discharges deserve scepticism. In a number of ‘celebrity’ cases, discharge was a
political decision and not the strict outcome of medical judgement as Sinclair and his
associates maintained.

The Royal Commission served as a very public catharsis for an accumulation of scandals
concerning asylums and individual rights for over a decade. Yet for the Leagues, the
concerned public and the patients, this relief, while providing the opportunity for trenchant
criticism, meant more loss than gain, and little amelioration of asylum conditions. In her
study of sexual and financial scandals in colonial Sydney and Cape Town, Kirsten McKenzie
writes: ‘Scandals, then, involve battles for knowledge and power in the construction of
reputation.’ 188 While the scandals concerning asylums in NSW had been of a different
character than those examined by McKenzie, it is evident that the events leading up to the
Royal Commission had indeed been just such a battle. But, as Garton argues, the asylum
doctors and the administration won this conflict at the Commission. Their framing of lunacy
as the exclusive domain of medical judgement and power, but subject to political control,
became dominant over discourses on individual rights. Garton goes on to claim that the
subsequent loss of interest by the press and public in stories of ill-treatment allowed the
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League to be caricatured by authorities and some of the media as a ‘small, eccentric group of
citizens on the margins of mainstream society’. After the critics had had their day in court, the
public and the press lost interest in affairs at the asylums. The NSW Lunacy Reform Society
and its 1924 successor, the Citizen’s Liberty League, soon faded from public view.189 As
mentioned earlier, Courthope went into ‘exile’ in Britain by 1924 and his Australian League
also withered away.

Nevertheless such ‘fringe’ groups could be very influential in attracting and organising
widespread, even mass support, from elements of mainstream society,190 labour organisations
and intellectuals, at least in NSW and Victoria. The victory of medical discourse over
‘irrational’ concerns about patients’ treatment, if this is what had occurred, did not translate
into better conditions for patients in the following bleak decades for asylums. Worsening
environments were evident in Western asylums worldwide in this era.191 Callan Park’s
Kirkbride buildings became icons of horror, torture and even the paranormal in popular
culture.192 Overcrowding became even more severe, staffing less adequate and less trained,
facilities more run-down, and hygiene facilities more squalid, as Natisha Sands describes in
her account of the asylum system in Victoria in these years.193 By Garton’s account, the story
of Callan Park was probably quite similar. Its use of physical restraint rose sharply after
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1925.194 More details remain to be revealed in future studies of NSW mental institutions in
that period. No further Royal Commission was held into mental health care in NSW until
1961.195
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CONCLUSION
The Multiple Responsibilities of Asylums
A principal finding of this study is that the perception and definition of mental illness in
Australia, and the corresponding responsibilities of asylums, were much broader at the period
than at present. Besides caring for people with affective disorders, predominantly as ‘mania’
and ‘melancholia’, the asylum also protected and nursed the senile, the demented, GPI
patients, alcoholics, epileptics, and people with other disorders, mainly neurological, which
affected their behaviour. As we have seen, a few were confined to ‘protect’ the public from
‘dangerous’ ideas. One role that has been insufficiently emphasised in the literature is the
provision of specialised wards within the asylum for hospital and medical treatment of
organic conditions. This function is not now performed in psychiatric institutions. These
findings on the multiple roles of asylums agree with international studies of Western asylums
at the period. This multi-role character, which I have emphasised in the preceding chapters,
and which is essential to an understanding of specific causes of mortality, has not as yet been
a focus of the Australian historiography.

The Mortality Gaps
Another important conclusion not emphasised in the previous Australian literature is that
there was a considerable ‘mortality gap’ between patients and the general public in terms of
mortality rates for specific causes of death. Previous studies have not much remarked on
these gaps. I draw attention to the set of factors common to all the causes of death at Callan
Park which help to explain these mortality gaps. These overarching factors included health
status at admission and environmental conditions in the asylum, such as overcrowding. But
my disaggregation of the mortality rate by the major categories of causes of death has
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revealed important condition-specific factors, such as exacerbation of latent tuberculosis, or
the exceptional mortality of GPI, as providing a deeper insight into why and how people died
at Callan Park. The high mortality rates for some conditions suggest that treatments were
more often palliative than curative, despite the emphasis in moral management on cure and
discharge, clearly an impossibility for ‘old age’ or GPI. As I have noted in all the ‘Deaths’
chapters, mortality from the major causes of death at Callan Park generally increased over the
period, with some exceptions, while the mortality rate for the general population from the
same causes continued to fall, especially for TB and cardiovascular disease. Richard Taylor,
Milton Lewis and a number of other scholars have noted that better public health measures
and medical advances over the period brought improved life expectancies, especially from
1880.1 Asylums did have adequate sanitary facilities, if somewhat over-taxed by
overcrowding, and did benefit from medical advances. Yet it seems that conditions at
asylums, and the generally poor physical condition and higher morbidity of patients at
admission, negated the effects of these improvements within their walls. Another important
factor which reduced patient longevity was the increasing age at admission over the period,
which laid the foundations for the role of the asylum in ‘warehousing’ certain ‘problem’
populations from the late 1920s.

I have established that mortality for conditions whose causes were generally recognised at the
earlier period as vague or ‘catch-all’, the ‘incorrect, loose and coarse terms’ of Kippen’s
study of Tasmanian data,2 tended to fall over the period. Diagnoses at death of ‘senility’
declined, while diagnoses of CVD increased, due to advances in medical knowledge about
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cardiac and circulatory complaints, conditions more common in the elderly. Another
exception to the rising prevalence of deaths over the period from specific causes was
mortality due to ‘exhaustion’. The evidence suggests that this increase, too, was due to better
understanding of the underlying causes of such deaths, such as CVD or cancer.

GPI Mortality
GPI deaths as a percentage of all male deaths remained roughly similar from 1880 to 1920,
averaging at about twenty per cent. The corresponding percentage for females was much
lower. I argue that women, apart from sex workers, were less likely to contract syphilis than
men because they had fewer sex partners. Married women who were infected by their
partners were also less likely to be accurately informed about the nature of their illness or
receive appropriate treatment because doctors recognised the risks of family breakup and
reputational exposure. The public and medical perception of GPI and its aetiology changed
radically over the period. From the 1870s until the early 1900s, it was regarded as a mental
condition with physical manifestations. Thereafter it was seen as an organic condition
(caused by the syphilis spirochete) with mental symptoms. I argue that this sea change had
significant implications, socially and medically. Sufferers were marginalised outside and
within the asylum.

Mortality due to TB and other Respiratory Diseases
There was a considerable mortality gap for TB and other respiratory diseases. In 1900 a
Callan Park patient was over twelve times more likely to die from TB than the average
resident of NSW.3 On first impression, this finding seems inconsistent with the fact that very
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few patients in the samples were diagnosed with TB at admission. This apparent failure to
diagnose not only reflects the deficiencies in, or expense of, the testing technology of the day,
but suggests that many patients had the latent, non-infectious form of the illness on arrival,
which later progressed to the deadly active form. It is likely that many uninfected patients
contracted the illness from these ‘active’ patients. There are a number of explanations for the
mortality gap. Firstly, authorities then and now identify TB as primarily a disease of the poor,
and nineteenth-century studies and official reports have shown that it is more prevalent in
crowded urban areas and cheek-by-jowl housing.4 Most patients were poor or came from
working-class backgrounds. Secondly, I contend that overcrowding and stress in asylums, on
a greater scale than in working-class housing because of its mass nature, would have hastened
the progress of the illness from latent to active form, and increased the likelihood of
contagion.

The ‘Channelling’ of People to the Asylum
A second important finding of this study is that the operation of the social welfare system in
NSW led to the selective channelling of people with deviant behaviour or chronic medical
conditions to asylums or to gaol. They were the last stops. Other state welfare institutions
often rejected or discharged people with chronic or terminal conditions or who displayed
violent, burdensome or other unacceptable behaviour. Private welfare institutions also
refused people on these grounds, but also exercised discrimination on an ideological basis.
Charitable or private welfare organisations could also show a pitiless paternalism and a brutal
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or negligent inefficiency which might have led many applicants to shun their embraces.5 But
state asylums (and gaols) could not refuse properly certified persons. Poor families were also
well aware that their physically ill loved ones could receive free medical care and board at
asylums, and it appears likely that some families of patients in the sample took advantage of
this benefit. The rapid growth of NSW asylums over the period is not only consistent with
‘channelling’ but suggests that families became more willing to give up their mentally ill
members to the care of the state.

The Use of Chemical Restraints – an Enabler of Moral Management
A third question addressed in this study is the historic use of chemical restraints. This topic
has not been discussed in Australian studies, although the use of such restraints in British
asylums has received attention. Chemical restraints used at Callan Park were an essential
factor in enabling the rapid growth of the asylum under the policy of moral restraint, since
they made patient care far less labour-intensive than would be the case under a system of
frequently applied physical restraints, such as straitjackets. Female patients were about 30 per
cent more likely to have sedatives or hypnotics prescribed than males. I ascribe this gender
difference to the prevailing deprecation of physical violence against women in public and
official contexts, given that NSW asylums were always subject to a degree of outside scrutiny
by the lay public, journalists, families and friends of patients and officials. The unfortunate
effects of the extensive use of chemical restraints were the increased risk of falls, choking
and respiratory depression. And indeed, there is some evidence from the Deaths sample that
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sedation was associated with a higher death rate, although cause and effect is very difficult to
untangle in view of the generally unsatisfactory quality of patient documentation.

Discharges – an Enlightened and Successful Policy
It appears that Callan Park had a good record of success with respect to timely discharges.
About 80 per cent of patients in the Discharges sample were discharged within eighteen
months. Many patients were discharged while on home leave. This enlightened policy was
very likely a significant factor behind the good discharge results, although it is possible that
superintendents not only had patient welfare in mind, but also wanted to reduce
overcrowding. An examination of the lives of a small sample of patients subsequent to
discharge indicates that many resumed their occupations and went on to lead seemingly
normal lives. A few patients were discharged on compassionate grounds, dying at home
within days of leaving Callan Park.

For the public, families and friends, the most important role of Callan Park was to effect a
‘cure’, or at least an alleviation, of distressing or unacceptable behaviour. It would seem that
it was reasonably successful in that task and many patients went on to live productive lives
after discharge. It is true that patients with cyclic conditions, such as the form of ‘mania’
which is now often regarded as an acute episode of bipolar disorder, repeatedly returned to
the asylum. The enlightened leave policy was a major factor favourably affecting the
discharge rate. For many discharged patients, the asylum had provided a relatively safe
refuge from hopeless poverty, domestic violence or abuse, homelessness, hunger, harassment
and stigmatisation, albeit a refuge which was increasingly crowded and sometimes stressful.
While some aspects of its moral management practice, such as force-feeding and excessive
use of chemical restraints, harmed patients, the discharge rate suggests that the regularity and
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relative security of the Callan Park regime could provide a solid basis for recovery, an
environment free from family pressures, struggles for survival on the street, or public abuse.

The ‘Dark Side’ of Moral Management
This study has also brought to light the dark side of moral management, in particular the
extensive use of chemical restraints and the systemic practice of force-feeding. The latter
issue has had little attention in the historiography and was not publicly commented on, either
in the press of the time or at the 1923 Royal Commission. The use of chemical restraints, too
often as a labour-saving measure, undoubtedly diminished quality-of-life and possibly life
expectancy for a wide cross-section of patients, including or especially the elderly and
‘senile’.

This finding has resonance today. The 2019 Royal Commission on Aged Care Quality and
Safety has very recently commented adversely on the overuse of chemical restraints in
nursing homes.6 Force-feeding was clearly distressing and risky. Vehement claims by doctors
and staff at the 1923 Royal Commission that treatments were never used as punishment can
now, in the light of case note evidence, be seen as implausible and self-serving, given the
examples of threatened force-feeding (‘showing the tube’) to coerce eating. Similarly, some
patients were threatened with ‘electricity’ or even a mock ‘battery’ to induce them to eat or
co-operate. At the same time, these coercive practices did not operate as a program of
deliberate sadism or gratuitous cruelty. Doctors and staff evidently believed that they were in
the best interests of patients and said as much. But my research strongly suggests that much
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of the use of chemical restraints at Callan Park might be classed as medical negligence or
incompetence even by the standards of the time.7

An Evaluation of Callan Park’s Record
It is evident that the death rates for a range of prevalent specific illnesses at Callan Park were
much higher than the corresponding rates for NSW residents ‘outside the walls’. Indeed,
mortality for most of these conditions rose over the period. It seems that this unfortunate
trend was inevitable given the increasing age at admission over time, greater morbidity of
mentally ill persons generally, the bringing of people with poor hygienic practices into close
proximity, an overcrowding which increased during the period, and the pauper or workingclass backgrounds of the majority of the patients. Under these conditions, there could be
limited benefit to patients from medical advances or public health improvements. One
underlying cause of this failure was the perennial lack of political will for adequately funding
mental health care. Henry Parkes did have good intentions, but it appears that he spent most
of his relevant political capital on the costly setting up of Callan Park. Funds to cater for the
increase of patient numbers with population growth could only be coaxed grudgingly from
Parliament. From the early twentieth century it appears that management coped with staff
salary rises and inflexible budgets by cutting back on provisions, rather than reducing
numbers.

On the other hand, Callan Park would very likely have been perceived as a well-appointed
refuge for poor, sick or homeless persons. It had medical care, modern sanitation, heating and
adequate water supply, some personal space, regular if basic, meals, fine parks and gardens,
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picnics, pets, music, hobbies, sports, religious services and entertainments. Notwithstanding
inter-patient violence, homeless people might have been more secure than they were on the
street. It seems unlikely that a state or private asylum could have been used to remove
rejected marital partners or inconvenient heirs, given the legal constraints.8 It is likely that
many of the dying patients or patients with terminal conditions might have received a greater
degree of comfort and palliative care than they would have received on the street, in slums, in
boarding houses or from families or friends who had rejected them. Some patients may well
have been cured of their organic conditions.

I have already noted that Callan Park had a good record with respect to discharges. Indeed,
this rate, and the insanity rate, were often especially selected for publication by newspaper
editors when the Inspector-General issued his annual Report. In view of the constant shortage
of beds, there was a clear incentive for management to discharge patients as soon as possible
and motivate staff to that end. Patient comforts and diversions were seen as an important
factor in healing patients. In the absence of other specialised institutions, or general
acceptance of community care, it is far more likely that many patients would have recovered
more quickly from mental illness (as then defined) in the relatively protective environment of
an asylum than by living rough or running the risks of harassment or worse from the public at
large.9

It is impossible to perform some calculus which might adequately weigh up the tragedies of
relatively high mortality against the advantages of the likelihood of earlier healing, security,
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relative comfort, recreation and palliative care. The incomplete data and problems of
measurement do not allow any cost-benefit calculation in monetary terms. In any case this
would ignore the human values. All we can say is that Callan Park had a mixed record of
success and failure. The most influential causes of the latter were lack of adequate funding,
overcrowding, and the generally poorer physical health of patients at admission.

With respect to the public evaluation of asylums during the period, there was little or no
adverse comment in newspapers when the annual Reports were published, other than
concerns about the rising number of the insane. It seems that the roles of asylums had been
well understood and accepted until the end of the first decade of the twentieth century. But in
the decade before the 1923 NSW Royal Commission, the Chidley, Courthope and Andersen
affairs showed that asylum management and doctors were subject to organised and vehement
criticism with respect to the liberty of the individual and the perceived use of mental
institutions to exert social control where the law did not allow. There were also complaints by
patients, ex-patients and their advocates about negligence and abuses. While many of these
complaints were refuted at the Royal Commission, it is impossible to believe that there was
no basis to any such criticism, as stubbornly claimed by Sinclair in his evidence. In spite of
the blanket discounting by its members of ex-patients and patients’ evidence as uninformed,
hearsay or deluded, there is no doubt that some genuine abuses did occur due to inexperience,
human error, incompetence or lax supervision. The Royal Commission, whose questioning
was far from impartial, provided a catharsis for a long period of public anger about ‘political’
confinements, personal liberty and accusations of ill-treatment but in the event the doctors
were exonerated. The costs of this victory were many subsequent years of public and official
indifference and consequent underfunding.
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This historical study is relevant to modern debates about mental health or aged care. It is
clearly pertinent to current problems in aged care, in particular with regard to chemical
restraints. Although modern sedatives are different in action and biochemistry from sedatives
used a century ago, the problems with their use and overuse remain fundamentally the same.
The 2019 Commonwealth Royal Commission into Aged Care Quality and Safety found that
the use of chemical restraints as a labour-saving measure in nursing homes has exposed
residents to serious health risks. As in my study, the Commissioners found that these
restraints were over-prescribed, and not adequately documented or individually monitored.

We have seen that asylums at the period provided a relatively safe and comfortable refuge for
many people who might otherwise have been homeless, uncared for and friendless. As
Garton suggests, the provision of increased refuge care, not necessarily on the scale of the
past, might be cheaper and more effective, and a better use of scarce resources.10 Although
mental illness is now more narrowly defined, the mortality gap between the mentally ill and
the ‘average’ Australian resident continues to grow, despite major advances in medical care
and public health. Notwithstanding the higher mortality of the past, we need to ask if greater
provision of institutional care might reduce the mortality gap and improve the quality of life
of the mentally ill.
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CODA – Questions Answered and Unanswered. Lessons for the Present
The historic multi-role character of asylums has been largely forgotten. Lethal conditions
prevalent at Callan Park, such as General Paralysis of the Insane (GPI) and tuberculosis (TB),
are now rare in Australia.1 Care for epileptics, alcoholics and people with dementia or other
neurological disorders is now provided either in specialised institutions or within the broader
health system, including care for the organic conditions of the mentally ill. My analysis of
mortality arising from the major causes of death has exposed and underlined these ‘forgotten’
responsibilities of asylums. This history has been obscured by the intervening gloomier
period from the Great Depression and into the 1960s, when the policy of moral management
evolved into warehousing, the therapeutically pessimistic practice of long-term confinement.
Modern fictional representations of asylums frame them as institutions whose main functions
were to care for the incurably mad and to provide sinecures and safe havens for the sadistic,
sexual predators, bullies or the incompetent. After the worldwide deinstitutionalisation
movement of the 1960s and 1970s, large asylums are now a phenomenon of the past, and
‘community care’ is the predominant mode of mental health care.2

Modern public reports on the costs of mental health care differ from the financial reporting of
the past in respect of the present lack of transparency. As discussed in Chapter One
(“Origins”), the cost of institutional mental health care during the period explored in this
study was reported annually to Parliament. These Reports included expenditure on the
criminally insane and receipts from farm produce and patient maintenance fees. Extracts were

1
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regularly published in major newspapers. It is true that these financial figures, which related
solely to public asylums, did not include costs with respect to people in the justice system,
private care or persons yet to come to official attention. But I suggest that these gaps in
public knowledge are far greater today. As the 2018 National Mental Health Commission
report on Australian mental health explicitly acknowledges, there are ‘major gaps in publicly
available data’, including Emergency Department costs, non-Medicare services, carer
payments, housing, aged care, education and justice.3 These omissions are far greater, more
systemic and more serious than in the reporting of the past. This lack of public knowledge of
the true extent of expenditure must have contributed to the long-term lack of political interest
which is only recently being remedied in the form of practical action.

In this age of deinstitutionalisation, it would seem that the majority of mental health care
takes place in the community, justice system, on the streets or in licensed boarding houses.4
About half of prison entrants have a mental disorder.5 It is extremely difficult for acute
voluntary or compulsory patients to find a bed, despite arguments that (chronically
underfunded) community care is more efficient, albeit in a ‘limited fashion’.6 Some critics
have argued that this ‘service void’, under the prevailing model of market-based individual
responsibility, while enhancing rights for some, has perpetuated coercion, abuses and

3

National Mental Health Commission Ibid., 36.
For licensed boarding houses see Gabrielle M. Drake, “The Transinstitutionalisation of People living in
Licensed Boarding Houses in Sydney,” Australian Social Work 67, no. 2 (2014): 240-255.
5
Australian Institute of Health and Welfare Media Release, “The Health of Australia’s Prisoners 2015”.
https://www.aihw.gov.au/reports/prisoners/health-of-australias-prisoners-2015/contents/mental-health-ofprison-entrants (Accessed 30 July 2019).
6
For the Rosen-Cunningham debate with respect to bed provision vs community care, see Paul A. Cunningham,
“The Future of Community-centred Health Services in Australia – an Alternative View,” Australian Health
Review 36, no. 2 (2012): 121-124 and Alan Rosen, Roger Gurr, Paul Fanning and Alan Owen, “The Future of
Community-centred Health Services in Australia: ‘When too many Beds are not enough’,” Australian Health
Review 36, no. 3 (2012): 239-243.
4
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neglect.7 Prison, the boarding-house or the street, the inevitable outcomes of underfunding,
are hardly optimal sites for the provision of mental health care. Numerous studies since the
1993 Burdekin Report show that the socio-economic cost of mental illness is enormous ($9
billion in 2016/17 and twelve per cent of the total disease burden).8 More money is at last
being allocated after a long interval of parsimony and resource starvation.

In the context of this long-term under-expenditure, a very serious problem, increasing since
deinstitutionalisation, is the widening gap in mortality and Potential Years of Life Lost
(PYLL) between the ‘average’ person and the mentally ill. Figure Co. 1 illustrates the
increasing mortality gap, showing the trend from 1916 to 2004 in Australia (research by
Darrel Doessel et al.).9 Other international studies, including earlier studies quoted by
Doessel and his colleagues, show that the steadily increasing gap has been evident, at least in
the Western world, during the twentieth and twenty-first centuries.10 But I need to explain the
apparent fall in the PYLL measure after 1998 (see Figure Co. 1), which would appear to
contradict claims of a widening gap. Doessel and his colleagues maintain that this decrease is
not statistically significant. They believe that the apparent anomaly arises from the ‘severe’
under-counting of suicide rates after 1998. For 2004, they claim that the underestimate of
these rates was about sixteen per cent.

7

Piers Gooding, “From Deinstitutionalization to Consumer Empowerment: Mental Health Policy, Neoliberal
Restructuring and the Closure of the ‘Big Bins’ in Victoria,” Health Sociology Review 25, no. 1 (2016): 33-47.
8
Australian Institute of Health and Welfare report Australia’s Health 2018. See also National Mental Health
Commission, “Monitoring Mental Health and Suicide Prevention Reform,”
http://www.mentalhealthcommission.gov.au/ (Accessed 27 September 2019).
9
Doessel, Williams and Whiteford, “The Trend in Mental Health-Related Mortality Rates in Australia 1916–
2004: Implications for Policy.”
10
For example, see Lisa Rosenbaum, “Closing the Mortality Gap – Mental Illness and Medical Care,” New
England Journal of Medicine 375 (2016): 1585-1589. See also Benjamin Malzberg, “Life Tables for Patients
with Mental Disease,” Journal of the American Statistical Association 27, no. 177 (1932):159-175.
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Additional evidence from a series of mortality studies in Western Australia by David
Lawrence and his colleagues strongly suggest that the 1998 apparent decline in the mortality
gap seen in the Doessel article is indeed an artifact of under-counting, as shown in Figure G.
1 in Appendix G.11 After 1998, the graphs indicate that the life expectancy of people with
mental illness continues to fall, while the life expectancy of the general population rises. The
mortality gap in 2005 for the categories of disorder examined by Lawrence et al. ranges from
about ten to fifteen years. There is a distinct sex difference. For most categories of mental
illness, women’s longevity is five to ten years greater than for men. This is roughly consistent
with my analysis of the sample data from Callan Park. Marital status showed no evident
relationship to mortality risk.

Mortality rates during the period of this study were very significantly exacerbated by diseases
whose mortality is now low, or are now relatively rare, such as GPI or TB. Patients with
multiple morbidities, such as alcoholism, tend to be cared for elsewhere than in mental wards.
It follows that mortality rates should have fallen when these now relatively rare causes of
death were no longer counted as associated with mental illness, other things being equal. I
would argue that the increasing mortality gap is an outcome of underfunded community care,
the ‘revolving door’ of clinical care and poor or non-existent housing for the mentally ill. The
difficulties of maintaining any sort of regular medication schedule by or for the homeless
with multiple serious organic morbidities, such as diabetes, are obvious. The availability and

11

David Lawrence, Kirsten J. Hancock and Stephen Kisely, “The Gap in Life Expectancy from preventable
Physical Illness in Psychiatric Patients in Western Australia: retrospective Analysis of Population Based
Registers,” British Medical Journal (Online) 346 (May 22, 2013):1-14. See Figure 2. See also David Lawrence,
Stephen Kisely, and Joanne Pais, “The Epidemiology of Excess Mortality in People with Mental Illness,”
Canadian Journal of Psychiatry 55, no. 12 (2010): 752-760 and David Lawrence, A.V. Jablensky, C. D.
Holman et al., “Mortality in Western Australia Psychiatric Patients,” Social Psychiatry and Psychiatric
Epidemiology 35 (2000): 341-347.
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(contested) success of modern psychiatric medications has evidently not reduced the
mortality gap.12

Figure Co. 1 The Potential Years of Life Lost (PYLL) Mortality Gap – Australia 1916–
2004
Source:13

Garton has suggested that the successes of the past in providing a safe refuge and a ‘haven
from a stressful world’ could well inform future spending and a move away from the
systemic under-provision of hospital and clinical care.14 In one 2000 Victorian study, 23 per
cent of preventable suicides occurred after the patient was refused admission or when

12

For criticism, see for example Hans-Jurgen Müller, David S. Baldwin, Guy Godwin et al., “Do SSRIs or
Antidepressants in general increase Suicidality?,” European Archives of Psychiatry and Clinical Neuroscience
258, Supplement 3 (2008): 3-23.
13
Doessel et al., “The Trend in Mental Health-Related Mortality Rates in Australia,” Figure 3, 7.
14
Stephen Garton, “Seeking Refuge”.
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admission could not be arranged.15 As noted above, the balance of hospital versus community
care is still actively contested. While I am not advocating a return to large asylums, policy
makers should take account of the successes of that system in returning recovered patients to
the community, when the life expectancy gap for patients, apart from that for people with
now-rare diseases such as GPI, was much smaller than it is now. We still have much to learn
from the forgotten practices of the past.

15

Philip Burgess, Jane Pirkis, Jane Morton and Elizabeth Croke, “Lessons from a Comprehensive Audit of
Users of Psychiatric Services who Committed Suicide,” Psychiatric Services 51, no. 12 (2000): 1555-1560.
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Table A. 2 Deaths Attributed to Cardiovascular Disease in Deaths Sample
Table A. 3 Deaths attributed to ‘Exhaustion’ associated with ‘Mania’ Diagnoses in Deaths
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Table A. 5 Deaths possibly attributed to ‘Inflammation of the Brain etc’ in Deaths Sample

Table A. 1 Deaths attributed to TB in Deaths Sample1
Patient

Admitted

Length-of-

Infected at

Physical

Obs/Yr

stay

Callan Park?

Exam at

After

Admission?

Admission

(Months)2
Thomas

1879

70

Prob. at CP.

No notes

3

1886

84

Prob. at CP.

‘Moderate

5

Allaway3
Ann Barratt4

health’

1

Although the first stated cause is the primary cause of death, I have included all deaths where CVD is one
cause.
2
Rounded to nearest integer.
3
SARNSW, NRS4994, 3/4652, Register No. 68. Died 1898.
4
SARNSW, NRS4994, 3/4660, Register No. 1114. Died 1888.
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Ellen

1888

42

Prob. at CP.

O’Connor5

‘good

7

condition’ but
no details

Margaret

1893

53

Prob. at CP.

Gregson6

‘good

8

condition’ but
epilepsy noted.
No other
details.

Matthew F.*7

1899

128

Prob. at CP.

No notes

4

Lucy

1905

24

Poss. before

No

11

admission

abnormality of

MacKenzie8

heart or lungs,
but poss.
kidney or heart
disease.
Lilly Louise

1886

1

Egan9

Very likely

No notes

0

No notes

16

before
admission

Carolyn

1894

12

Prob. at CP.

Bartley10

5

SARNSW, NRS4994, 3/4661, Register No. 1427. Died 1891.
SARNSW, NRS4994, 3/4671, Register No. 2841. Died 1893.
7
SARNSW, NRS4994, 3/4684, Register No. 4736. Died 1910.
8
SARNSW, NRS4994, 3/4690, Register No. 6757. Died 1906.
9
SARNSW, NRS4994, 3/4658, Register No. 808. Died 1909.
10
SARNSW, NRS4994, 3/4673, Register No. 3212. Died 1895.
6
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Winnie

1906

19

Boland11

Yes, according

Heart and

9

to observations lungs healthy,
‘well made
woman’

Mary Ann

1907

8

Prob.

Diederichs12

No

12

examination of
heart or lungs

Amelia S.*13

1912

17

Prob. during

Prob. heart

leave after 1st

disease at 1st

admission.

admission.

11

Had phthisis
on return from
leave.

11

SARNSW, NRS4994, 3/4692, Register No. 7512. Died 1898.
SARNSW, NRS4994, 3/4964, Register No. 7910. Died 1908.
13
SARNSW, NRS4988, 14/10014, Register No. 9619. Died 1913.
12
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Table A. 2 Deaths Attributed to Cardiovascular Disease in Deaths Sample (in ascending
date order)14
Patient

Timothy

Year of

Age at

Causes of

Stay in

Physical

Diagnosis

Admission

Admission

Death

Months15

Observati

at

/Medicati

ons at

Admission

on

Admission

18 days

Pulse

Mania a

weak,

potu17

1901

58

Reddan16

Fatty
degenera
tion of

[Brandy]

PYLL

21

heart

heart

sounds

[previous

faint,

obs 1

lungs

day

normal

before
death]
James
Russell18

1904

37

Heart

8

failure

Fits.

GPI

36

Lung

followin

[Not

sounds

g on GPI

stated]

normal

[previous
obs 2

14

Although the first stated cause is the primary cause of death, I have included all deaths where CVD is one
cause, or as in the case of Joseph A.*, clearly shown in the case notes.
15
Rounded to nearest integer.
16
SARNSW, NRS4994, 3/4685, Register No. 5273. Died 1901.
17
Alcoholic ‘mania’/psychosis due to alcoholism.
18
SARNSW, NRS4994, 3/4689, Register No. 6731. Died 1905.
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weeks
before
death]
Charles

1906

80

Senility.

21

‘Fairly

Dementi

well for

a senile

Dickenso

[Morbus

n19

cordis

[Not

an old

(heart

stated]

man’.

disease)

Chest

recorded

clear.

3

in case
notes]
[previous
obs 10
weeks
before
death]
Sudden
death?
Paul
K.*20

1911

50

GPI,

5

aortic

Aortic
regurgita

valvular

[Not

disease

stated]

GPI
22

tion

[previous

19
20

SARNSW, NRS4994, 3/4693, Register No. 7420. Died 1908.
SARNSW, NRS4987, 14/9973, Register No. 9148. Died 1911.
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obs 5
weeks
before
death]
Sudden
death
David
Q.*21

1911

63

Fatty

26

heart,

Epilepsy, Epileptic
fatty

epileptic

[Not

degenera

convulsi

stated]

tion of

ons

13

insanity

heart

[previous
obs 6
months
before
death,
health
then
‘good’]
Sudden
death?

21

SARNSW, NRS4987, 14/9976, Register No. 9193. Died 1913.
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Christop

1912

54

her X.*22

Martin
P.*24

1912

49

Granular

8

Chronic

Senile

kidneys,

nephritis, dementia

atheroma [Not

double

[previous stated]

optic

obs 10

atrophy.

weeks

[Exciting

before

cause:

death]

alcohol]

Mitral

1

[heart]

Chronic

21

23

Delusion

30

nephritis, al

valvular

[Not

cardiac

insanity,

disease

stated]

hypertro

non

[after

phy.

systemati

severe

[Exciting zed.25

syncope]

cause:
Heart

[previous

failure]

obs 2
weeks
before
death]

22

SARNSW, NRS4987, 14/9967, Register No. 9931. Died 1913.
Exciting cause: alcohol.
24
SARNSW, NRS4987, 14/9967, Register No. 9931. Died 1912.
25
Exciting cause: Heart failure.
23
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Sudden
death
Cecil

1912

60

M.*26

Morbus

2

cordis

Valvular

Organic

heart

brain
disease

[heart

[Not

disease,

disease]

stated]

aphasia,

[previous

hemipleg

obs 4

ia

15

weeks
before
death]
Sudden
death
Anthony
W.*27

26
27

1917

75

Arteriosc 3

Heart

lerosis,

sounds

myocardi [Not

weak,

al

almost

stated]

degenera

inaudible

tion

.

[previous

Arteriosc

obs 3

lerosis.

weeks

Chest

GPI

9

SARNSW, NRS4987, 14/9965, Register No. 9932. Died 1912.
SARNSW, NRS4987, 14/9943, Register No. 12027. Died 1917.
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Barry

1917

60

C.*28

before

emphyse

death]

matous.

Arteriosc 8

Arteriosc Melanch

lerosis,

lerosis

pulmona

[Not

ry

stated]

14

olia
senile

haemorr
hage
[previous
obs 3
weeks
before
death]
Sudden
death
Maurice
D.*29

1918

84

Arteriosc 1

Arteriosc Dementi

lerosis,

lerosis,

Aortic

[Not

emphyse

aneurism

stated]

ma

5

a senile

,
pneumon
ia
[previous

28
29

SARNSW, NRS4987, 14/10010, Register No. 12161. Died 1917.
SARNSW, NRS4987, 14/9998, Register No. 12595. Died 1918.
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obs 10
days
before
death]
Sudden
death?
Nigel

1918

76

W.*30

Atherom

4

Atherom

Senile

a

insanity

Ankles

Senile

ial

slightly

dementia

degenera

swollen.

a,
gangrene

[Not

of foot,

stated]

9

bronchop
neumoni
a
[previous
obs 6
weeks
before
death]
Sudden
death
Philome
na K.*31

30
31

1919

73

Myocard

11

9

SARNSW, NRS4987, 14/10000, Register No. 12730. Died 1918.
SARNSW, NRS4988, 14/10020, Register No. 13973. Died 1920.
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tion

[Not

Heart

[previous stated]

sounds

obs 2

toneless

weeks

– no

before

murmur.

death]

Irregular.
Pulse
fair.
Lungs
healthy.

Katherin
e E.*32

1919

70

Myocard

13

ial

Heart

Senile

sounds

dementia

degenera

[Not

irregular

tion,

stated]

– no

senility

murmur.

[previous

Pulse

obs 1

fair.

day

Lungs

before

healthy.

9

death]
Sudden
death

32

SARNSW, NRS4988, 14/10029, Register No. 12974. Died 1920.
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Table A. 3 Deaths attributed to ‘Exhaustion’ associated with ‘Mania’ Diagnoses in
Deaths Sample33
Patient/

Physical

Causes of

Admitted Condition/Treatments/Restraints/Nutrition

Death

Henry

‘Good bodily condition’, violent

Maniacal

Edward

Treatment: [Illeg]

exhaustion

Ellis34

Restraints: Single room

1882

Nutrition: Refused food, getting thinner
Sudden death: Yes35
Age at admission: 28
PYLL: 41
Length-of-stay: 174 days

John

Ulcers on legs, edema, thinner, Excited

Maniacal

Palmer36

Treatment: ‘Mist sed’.

exhaustion

1885

Nutrition: Much thinner

about 5 weeks

Age at admission: 50

[duration]

PYLL: 20
Length-of-stay: 19 days
William

‘Good condition’, threatening, violent

Maniacal

Joseph

Treatment: sulphonal, ‘mist sed.’, tinc opii, Epsom

exhaustion

Foster37

salts

33

Where various forms of ‘exhaustion’ are one attributed cause of death. All these patients were diagnosed with
various forms of ‘mania’ at admission.
34
SARNSW, NRS4994, 3/4652A, Register No. 274. Died 1883.
35
Where the case notes suggest that death occurred suddenly or unexpectedly.
36
SARNSW, NRS4994, 3/4657, Register No. 674. Died 1885.
37
SARNSW, NRS4994, 3/4669, Register No. 2648. Died 1893.
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1892

Nutrition: Very feeble
Sudden death: Yes?
Age at admission: 33
PYLL: 34
Length-of-stay: 343 days

Margaret

‘Fairly well nourished’, incontinent, eating

Melancholia,39

Ryan38

disorder, diarrhoea, Noisy

Diarrhoea,

Treatment: Ammonium carbonate, ‘Mist tussis’

Exhaustion

(cough medicine)
Nutrition: Refused food, emaciated
Sudden death: Yes?
Age at admission: 27
PYLL: 46
Length-of-stay: 92 days
Joseph

Pupils dilated, knee jerks absent, self-harm, urinary

Exhaustion of

Relph40

retention, [possible symptoms of Parkinson’s

current brain

1900

Disease] (tremors) [At PM] hypostatic lung

disease41

congestion both bases of lungs
Treatment: ‘Mist sed.’ with meals, bromides,
hyoscine, potassium iodide
Age at admission: 54
PYLL: 17

38

SARNSW, NRS4994, 3/4675, Register No. 3445. Died 1896.
Diagnosis at admission was ‘mania acute’.
40
SARNSW, NRS4994, 3/4684, Register No. 4967. Died 1893.
41
Diagnosis at admission was ‘mania recurrent’.
39
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Length-of-stay: 1039 days
Susannah

blind, no organic disease, bedsores, convulsions,

Exhaustion 3

Woods42

screaming

weeks,

1901

Nutrition: Very thin

chronic brain

Age at admission: 48

disease 5 1/2

PYLL: 31

months

Length-of-stay: 71 days

[duration]43

Thomas

Rapid pulse, restless, agitated

Acute mania

Fox44

Nutrition: Refuses food, thin, frail

(senile) 2 or 3

1904

Sudden death: Yes

months

Age at admission: 71

[duration]45

PYLL: 9
Length-of-stay: 8 days
Sarah

Pulse irregular, rapid & feeble, cellulitis, high

Exhaustion of

Ann

temperature, frenzied anxiety, screaming

acute mania 5

Eleanor

Nutrition: Refuses food, ‘struggles very violently at

weeks

Smith46

each feeding’

[duration]

1905

Age at admission: 50
PYLL: 24
Length-of-stay: 30 days

42

SARNSW, NRS4994, 3/4683, Register No. 5196. Died 1901.
Diagnosis at admission was ‘mania acute’.
44
SARNSW, NRS4994, 3/4689, Register No. 6612. Died 1904.
45
Diagnosis at admission was ‘mania acute (senile)’.
46
SARNSW, NRS4994, 3/4690, Register No. 6914. Died 1905.
43
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Jenny

Increased diet, heart tonics, lungs healthy, heart

Acute

O*47

murmurs, rash, ulcers, ‘constantly throwing herself

delirious

1912

about’ At PM: well nourished, heart, kidneys &

mania,

lungs healthy, gall stones, congestion of brain white exhaustion
matter
Nutrition: ‘Not taking food well’
Sudden death: Yes
Age at admission: 40
PYLL: 33
Length-of-stay: 49 days
David

‘Poor physical condition’, losing weight, sleeps

Acute

X*48

badly, continually restless,’ in a low state some

delirious

1913

days, and at last died’, restless, noisy, ‘police

mania,

grabbed him’

exhaustion

Treatment: Bromides, chloroform, ‘Mist tussis’
(cough mixture), refused medicine at first
Nutrition: Eats badly, losing weight
Restraints: single room on straw
Age at admission: 31
PYLL: 38
Length-of-stay: 58 days

47
48

SARNSW, NRS4988, 14/10016, Register No. 9808. Died 1912.
SARNSW, NRS4987, 14/9978, Register No. not stated. Died 1913.
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Alice

‘Fair physical condition’, abdomen distended, pains

Acute mania,

R*49

in legs, heart clear, arteries thickened, pulse rapid,

enteritis,

1914

lungs healthy, can scarcely walk, ‘gives no trouble’

exhaustion

Nutrition: Thin
Sudden death: Yes
Age at admission: 43
PYLL: 33
Length-of-stay: 24 days
Stanley

‘Began to fail physically’,

Chronic

L*50

diarrhoea, dysentery, destructive

mania,

1915

Nutrition: ‘Lost a couple of stone weight’

Epileptiform

Restraints: ‘In seclusion’, single room

convulsions

Age at admission: 55
PYLL: 20
Length-of-stay: 888 days
Bertha

Dysentery, refused food & medicine, rapid pulse,

Acute mania,

L*51

diarrhoea, enteritis, myocardial deficiency,

myocardial

1919

‘struggles & raves’

deficiency,

Restraints: Single room

exhaustion

Treatment: given morphine to sleep
Sudden death: Yes
Age at admission: 65

49

SARNSW, NRS4988, 14/10037, Register No. 10534. Died 1914.
SARNSW, NRS4987, 14/10008, Register No. 11159. Died 1917.
51
SARNSW, NRS4988, 14/10032, Register No. 13171. Died 1919.
50
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PYLL: 17
Length-of-stay: 7 days
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Table A. 4 Deaths attributed to ‘Exhaustion’ associated with ‘Melancholia’ Diagnoses in
Deaths Sample52
Patient/

Physical Condition/Treatment

Causes of Death

Patrick

Plumbum [lead poisoning] – lead line on gums

Melancholic

O’Toole53

Treatment: bromides, tinc opii, Epsom salts,

exhaustion,

1886

potassium iodide

duration not stated

Admitted

Nutrition: Refuses food, force-fed, emaciated
Age at admission: 42
PYLL: 26
Length-of-stay: 226 days
James

‘Fair health’, not well nourished, sleep

Maniacal

Shannon54 difficulties, pneumonia symptoms shortly

exhaustion,

1889

Pneumonia

before death, violent
Treatment: tinc opii, Epsom salts
Nutrition: Refuses food, force-fed, ‘not well
nourished’
Sudden death: Yes55 ‘lay down rather
suddenly after feeding & died’.
Age at admission: 28
PYLL: 40

52

Where various forms of ‘exhaustion’ are one attributed cause of death. All these patients were diagnosed with
various forms of ‘melancholia’ at admission. No patient in this Table was considered to be violent.
53
SARNSW, NRS4994, 3/4659, Register No. 1041. Died 1887.
54
SARNSW, NRS4994, 3/4663, Register No. 1739. Died 1889.
55
Where the case notes suggest that death occurred suddenly or unexpectedly.
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Length-of-stay: 204 days
Charles

Suicidal, sleeps badly, works in garden,

Melancholic

Thomas

getting into better physical condition, very

exhaustion

Walker56

feeble, takes food badly

1891

Treatment: tinc opii, quinine, ferric sulphate?
cascara
Sudden death: Yes
Age at admission: 26
PYLL: 40
Length-of-stay: 758 days

Catherine

[no physical exam, re-admission] run down,

Melancholia,

Drake57

‘precarious condition’, no chest abnormality,

exhaustion

1891

violent
Nutrition: very thin, ‘takes food badly’
Age at admission: 50
PYLL: 23
Length-of-stay: 72 days

Harriet

Thin, tongue tremulous, heart normal, pulse

Melancholia,

N*58

regular & normal, no sugar in urine, agitated,

exhaustion

1914

diarrhoea, ‘passage of blood’,’noisy’, no
autopsy performed
Nutrition: Eats well, ‘thin & feeble’

56

SARNSW, NRS4994, 3/4667, Register No. 2374. Died 1893.
SARNSW, NRS4994, 3/4678, Register No. 3913. Died 1897.
58
SARNSW, NRS4988, 14/10051, Register No. 10869. Died 1915.
57
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Restraints: moved to hospital ward (single
room) in a canvas dress
Sudden death: Yes
Age at admission: 41
PYLL: 32
Length-of-stay: 257 days
Ursula

Pulse high, bowels well opened (‘BWO’),

Melancholia,

A*59

lungs healthy, heart murmur, no sugar in urine, exhaustion

1915

nil physical disease, stomach irrigated, moved
to hospital ward, restless
Restraints: In camisole, single room
Nutrition: takes food well, later tube fed, very
thin
Age at admission: 50
PYLL: 25
Length-of-stay: 10 days

Edith

Bowels well opened, heart clear, lungs

Diarrhoea &

Annie

healthy, no sugar in urine, menopause [age

enteritis.

Dixon60

46], severe attack of enteritis, sometimes

Exhaustion of

1919

aggressive, troublesome with food, collapsed

acute melancholia.

& died, agitated
Treatment: ‘Mist sed.’, thyroid extract

59
60

SARNSW, NRS4988, 14/10039, Register No. 11089. Died 1916.
SARNSW, NRS4988, 14/10018, Register No. 12931. Died 1919.
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Nutrition: ‘weak & thin’, ‘troublesome with
food’
Sudden death: Yes
Age at admission: 46
PYLL: 32
Length-of-stay: 225 days
Melanie

Heart sounds clear, pulse ‘good quality’, lungs

Diarrhoea &

F*61

healthy, vomiting, pulse rapid

enteritis.

1919

Treatment: Thyroid course, after which rapid

Exhaustion of

pulse & abdominal pain

stupor

Nutrition: ‘Troublesome with food’, very thin,

melancholia.

diarrhoea & vomiting after very meal
Age at admission: 27
PYLL: 17
Length-of-stay: 50 days

61

SARNSW, NRS4988, 14/10025, Register No. 12887. Died 1919.
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Table A. 5 Deaths possibly attributed to ‘Inflammation of the Brain etc’ in Deaths
Sample62
Patient/

Physical

Causes of

Admitted

Condition/Treatments/Restraints/Nutrition

Death

Fanny

‘Physically weak & feeble’, restless

Chronic

Chandler63

Treatment: Tinc opii, chloroform

brain disease

1882

Restraints: No
Nutrition: Refused food, getting thinner
Sudden death: No
Age at admission: 64
PYLL: 16
Length-of-stay: 135 days

James

‘Physically weak & feeble’, restless

Chronic

Cousins64

Treatment: Tinc opii, chloroform

brain disease,

Restraints: No

2 years

Nutrition: Refused food, getting thinner

[duration]

Sudden death: No
Age at admission: 67
PYLL: 13
Length-of-stay: 524 days

62

This includes patients where one cause of death was any form of brain disease but excludes cases where the
patient had GPI or where the brain-related cause of death might have been separately listed in the Reports, under
for example ‘Apoplexy’ or ‘Epilepsy’. This might have been the case for e.g. ‘Cerebral Haemorrhage’.
63
SARNSW, NRS4994, 3/4668, Register No. 2510. Died 1892.
64
SARNSW, NRS4994, 3/4685, Register No. 5544. Died 1903.
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Charles

No physical examination at admission

Chronic

William

Treatment: No

cerebral

James

Restraints: No

disease 2

Harper65

Nutrition: Refused food, ate when ‘threatened

years

with battery’

[duration]

Sudden death: No
Age at admission: 33
PYLL: 35
Length-of-stay: 792 days
Patricia O*66

No physical examination at admission,

Chronic

‘troublesome’

brain disease,

Treatment: ‘Battery was at last applied to her to

senility,

induce her to use it’

cardiac

Restraints: No

failure no

Nutrition: Refused food, ate when ‘threatened

duration

with battery’
Sudden death: Yes
Age at admission: 74
PYLL: 4
Length-of-stay: 4431 days
Ferdinand

‘heart sounds clear’, physically very weak

Chronic

A*67

Treatment: No

brain disease

65

SARNSW, NRS4994, 3/4687, Register No. 6072. Died 1905.
SARNSW, NRS4994, 3/4692, Register No. 7316. Died 1918.
67
SARNSW, NRS4994, 3/4693, Register No. 7574. Died 1910.
66
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Restraints: No

asthenia 5

Nutrition:

years

Sudden death: No

[duration]

Age at admission: 50
PYLL: 17
Length-of-stay: 1394 days
Mary Ann

‘Heart clear, lungs healthy’.

Chronic

Diederichs68

Treatment: No

brain disease,

Restraints: No

heart failure

Nutrition:

about 2 years

Sudden death: No

[duration]

Age at admission: 39
PYLL: 38
Length-of-stay: 532 days
Margaret

‘Heart & lungs healthy’.

McCormack69 Treatment: No

Convulsions
1-hour,

Restraints: No

chronic brain

Nutrition:

disease 7

Sudden death: Yes

months

Age at admission: 52

[duration]

PYLL: 23
Length-of-stay: 225 days

68
69

SARNSW, NRS4994, 3/4692, Register No. 7833. Died 1909.
SARNSW, NRS4994, 3/4996, Register No. 8226. Died 1909.
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Olive A*70

‘Heart & lungs healthy’.

Chronic

Treatment: No

brain disease

Restraints: No

2 years

Nutrition:

[duration],

Sudden death: Yes

cardiac

Age at admission: 27

failure

PYLL: 46
Length-of-stay: 724 days
Jeremiah

‘Heart sounds weak, no murmurs, arteries hard

Chronic

C*71

& tortuous’. Respiratory system clear.

brain disease,

Treatment: No

senility

Restraints: No
Nutrition:
Sudden death: No
Age at admission: 53
PYLL: 19
Length-of-stay: 1236 days
Alfred G*72

‘Heart dilated, pulse 120 per min’, blood

Cerebral

pressure 100. Respiratory system clear.

abscess,

Epileptic. Occasionally violent.

‘sapaemia’

Treatment: Ammonium bromide, magnesium

[sapraemia,

sulphate

blood

70

SARNSW, NRS4994, 3/4696, Register No. 8891. Died 1912.
SARNSW, NRS4987, 14/9971, Register No. 9561. Died 1915.
72
SARNSW, NRS4987, 14/10007, Register No. 9812. Died 1913.
71
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Restraints: No

poisoning

Nutrition:

probably

Sudden death: No

arising from

Age at admission: 19

bone

PYLL: 55

infection

Length-of-stay: 418 days

after
trepanning
for epilepsy]

Alexander

‘Looks thin and worn out’, ‘looks much older’,

Chronic

M*73

arteries at wrists and foot small and hard.

brain seizure

Restless, noisy, bedridden. Too feeble to be
weighed or measured.
Treatment: No
Restraints: Single room
Nutrition: has to be fed with slops
Sudden death: No
Age at admission: 65
PYLL: 15
Length-of-stay: 30 days

73

SARNSW, NRS4987, 14/9936, Register No. 11672. Died 1916.
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Appendix B.

Nutrition at Callan Park, Gladesville, Broughton Hall

and for NSW Residents

Contents
Table B. 1 Staff Diet Callan Park for 14-Day Period
Table B. 2 Cottage Diet Callan Park for 14-Day Period (Private and Voluntary Patients)
Table B. 3 ‘General Dietary’ Callan Park for 14-Day Period
Table B. 4 Mental Hospital Gladesville. Menu Revised November 1, 1922
Table B. 5 Broughton Hall Psychiatric Clinic for 14-Day Period (Ex-Military & Military)
Table B. 6 Gladesville for 14-Day Period (General, not Cottages) 1923 Royal Commission
Evidence
Table B. 7 1900–1925 Daily Diet of Sedentary NSW residents

Table B. 1 Staff Diet Callan Park for 14-Day Period 1
Sources: 12/1404.1 Information Received & Given & Mental Conditions in Australian States
1915–34. Menu Callan Park 11/12/1922 Letter to Accountant.

Day of Week

Breakfast

Dinner

Tea

Monday

Porridge, Grilled

Soup, Beef Olives,

Cold Mutton,

Steak, Chops, Jam,

R/Mutton, Tapioca

Pickles, Scones,

B&B, Tea
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Tuesday

Pud. Tarts, Bread,

Jam, Bread &

Tea

Butter, Tea

Rolled Oats, Bacon,

Soup, C/Beef,

Cold Beef, Salad,

Sausages, Chops,

R/Beef, Sago Pudg,

Cake, Jam, Bread &

B&B, Jam, Tea

Blancmange, Bread

Butter, Tea

Tea
Wednesday

Porridge, Chops,

Soup, R/Mutton,

Cold Meat, Scones,

Steak, Bread &

R/Beef, Jam Roll,

Jam, Bread &

Butter, Jam, Tea

Tapioca Pudg,

Butter, Tea

Bread, Tea
Thursday

Porridge, Sausages,

Soup, R/Pork,

Cold Meat, Cake,

Chops, Potato Chips, R/Beef, B & B

Bread & Butter,

Bread & Butter,

Pudg, Tarts,

Jam, Tea

Jam, Tea

Rhubarb in season,
Bread, Tea

Friday

Saturday

Germea [breakfast

Pea Soup, R/Beef,

Cold Meat, Salad,

cereal], Eggs,

Bkd. & Bld. Mutton,

Salmon, Bread &

Grilled Chops, Jam,

B/mange & Fruit,

Butter, Jam, Tea

Bread & Butter, Tea

Tea, Bread

Porridge, Sausages,

Soup, R/Mutton,

Steak, Jam, Bread &

Potato Pie, B/Mutton Beef, Scones, Bread

Butter, Tea

& Caper Sauce,

Cold Meat, Corned

& Butter, Tea, Jam

Ginger Pdg, Tapioca
Pdg, Bread, Tea
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Sunday

Porridge, Chops and

Roast Pork, R/Beef,

Cold Meat, Cake,

Bacon and Eggs,

Plum Pudding &

Jam, Bread &

Bread & Butter,

Sauce, Bread, Tea

Butter, Tea

Rolled Oats, Chops,

Soup, Beef olives,

Cold Mutton, Cake,

Steak, Bread &

R/Mutton,

Jam, Bread &

Butter, Jam

Blancmange & Fruit, Butter, Tea

Jam, Tea
Monday

Bread, Tea
Tuesday

Wednesday

Germea [Breakfast

Pea Soup, R/Mutton, Cold Mutton, Cold

cereal], Sausages,

Meat Pie, B & B

Corned Beef,

Chops, Bread &

Pudg, Jam Tarts,

Scones, Bread &

Butter, Jam, Tea

Bread, Tea

Butter, Jam, Tea

Porridge, Rump

Soup, Roast Mutton,

Cold Beef, Cake,

Steak, Chops, Bread

C/Beef, Bkd.

Jam, Bread &

& Butter, Jam, Tea

Potatoes, Jam Roll,

Butter, Tea

Tap. Pudg, Bread,
Tea
Thursday

Porridge, Bacon,

Soup, R/Mutton,

Cold Meat, Cake,

Sausages, Chops,

Rst. Beef, Corned

Bread & Butter,

Jam, Bread &

Beef, Sultana Pd,

Jam, Tea

Butter, Tea

Apple Pie, Bread,
Tea

Friday

Porridge, Eggs,

Soup, Stk. & Kid.

Salmon, Cold Beef,

Sausages, Onions,

Pie, Rst. Bf., Jam

Salad, Bread &
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Saturday

Bread & Butter,

Tarts, Ginger Pdg,

Butter, Cheese, Jam,

Jam, Tea

Bread, Tea

Tea

Porridge, Grilled

Soup, Cnd. Beef,

Cold Meat, Scones,

Chops, Tripe, Chips,

Cutlets, Mashed

Bread & Butter,

Bread & Btr, Jam,

Potatoes,

Jam, Tea

Tea

Blancmange B & B
Pudg, Fruit, Bread,
Tea

Sunday

Germea [Breakfast

R/Beef, R/Mutton,

Cold Meat (Beef),

cereal], Eggs,

Bkd. Potatoes,

Cake, Bread &

Bacon, Bread &

Railway Pdg, Sago

Butter, Jam, Tea

Butter, Jam, Tea

Pdg, Bread, Tea

With Breakfast: Tea or Coffee optional, with Dinner: Vegetables in season, with Tea:
Pickles. In all cases at least 2 vegetables are supplied daily if obtainable. If not, 3 times a
week.
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Table B. 2 Cottage Diet Callan Park for 14-Day Period 2 (Private and Voluntary
Patients)
Sources: 12/1404.1 Information Received & Given & Mental Conditions in Australian States
1915–34. Menu Callan Park 11/12/1922 Letter to Accountant

No. of Patients 552.

Day of Week

Breakfast

Dinner

Tea

Monday

Porridge, Steak,

Stuffed Mutton,

Cold Mutton, Bread

Bread & Butter, Tea

Tapioca Pudding,

& Butter, Tea, Jam

or Coffee

Bread, Water,
Vegetables daily

Tuesday

Wednesday

Grilled Chops,

Barley Soup, Irish

Cold Meat, Tea,

Bread & Butter, Tea

Stew, Date Pudding

Bread & Butter,

or Coffee

Bread, Water

Cake

Porridge, Curry &

Corned Beef, Jam

Cold Corn Beef,

Rice, Tea or Coffee,

Tart, Bread, Water

Tea, Bread & Butter

Pork Sausages,

Boiled Mutton,

Salmon, Tea, Bread

Bread & Butter, Tea

Caper Sauce,

& Butter

or Coffee

Railway Pudding,

Bread & Butter
Thursday

Bread, Water
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Friday

Saturday

Porridge, Mutton,

Roast Beef, Cheese,

Cold Meat, Plum

Tea or Coffee, Bread Bread, Water

Cake, Tea, Bread &

& Butter

Butter

Steak & Onions, Tea Rice Soup,

Mince Meat, Tea,

or Coffee, Bread &

R/Mutton, Sago

Bread & Butter

Butter

Pudding, Bread,
Water

Sunday

Monday

Steak, Tea or

Roast Beef, Date

Cold Meat, Tea,

Coffee, Bread &

Pudding, Bread,

Bread & Butter

Butter

Water

Porridge, Chops,

Roast Beef, Rice

Tea or Coffee, Bread Pudding, Bread,

Tuesday

Cold Meat, Jam,
Tea, Bread & Butter

& Butter

Water

Sausages, Bread &

Soup, Meat Pie, Suet Cold Meat, Tea,

Butter, Tea or

Pdg, Bread, Water

Bread & Butter

Porridge, Curry &

Boiled Mutton,

Cold Meat, Tea,

Rice, Tea or Coffee,

Prunes & Rice,

Bread & Butter

Bread & Butter

Water, Bread

Sausages, Tea or

Barley Soup, Meat

Jam, Tea, Bread &

Coffee, Bread &

Pie, Jam Tart, Water

Butter

Butter

Bread

Porridge, Mutton

Roast Beef, Tapioca

Cake, Bread &

Chops, Tea or

Pudding, Water,

Butter, Tea

Coffee
Wednesday

Thursday

Friday

Bread
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Coffee, Bread &
Butter
Saturday

Steak & Onions, Tea Rice Soup, Stuffed

Salmon, Bread &

or Coffee, Bread &

Mutton, B & B

Butter, Tea

Butter

Pudding, Water,
Bread

Sunday

Steak, Tea or

Roast Beef, Plum

Cake, Bread &

Coffee, Bread &

Pudding, Water,

Butter, Tea

Butter

Bread

Potatoes boiled and baked each day. Green vegetables if available.
In all cases at least 2 vegetables are supplied daily if obtainable. If not, 3 times a week.
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Table B. 3 ‘General Dietary’ Callan Park for 14-Day Period 3
Sources: 12/1404.1 Information Received & Given & Mental Conditions in Australian States
1915–34. Menu Callan Park 11/12/1922 Letter to Accountant.

Note: This dietary is not consistent with the menu supplied to patients tabled at the Royal
Commission in 1923. See Report of the Royal Commission on Lunacy Law and
Administration with Notes of Evidence and Appendices (Sydney: Alfred Kent, Government
Printer, 1923), Appendix F, 982. The latter dietary is consistent with the menu supplied to
staff – see Table B. 1. For example, as is evident, sausages were not supplied to all patients at
breakfast.

No. of Patients 760

Day of

Breakfast

Dinner

Tea

Week

Nutrition from
meat/day (266.77g
serve)4

Monday

Tea,

Irish stew,

Tea,

Kj 3292, Protein

Porridge,

Vegetables,

Bread &

79.2g, B6 .072mg,

Bread &

Rice pudding,

Butter

B12 5.6μg, Fe

Water, Bread

3

See evidence of Alan Jackson Hawke, 1923 Royal Commission, 20.
Not for people on extra steak or chops. Serve size based on 12/1404.1 “Information Received & Given &
Mental Conditions in Australian States 1915–34, “Comparative Statement shewing the daily consumption of
food per patient to 30th June 1929 at various Mental Hospitals throughout the Commonwealth.”
Summary: Mutton 2 x week, Irish stew (steak?) 1 x week, Mince or Meat Pie 2 x week, Roast Beef 1 x week,
Salt Beef 2 x week, Rabbit 1 x week. Workers (?) get extra Chops 4 x week, Steak 2 x week
4
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Tuesday

Butter (80 on

2.3mg, Na 160mg,

steak)

Fat 52.5g

Tea, Bread

Soup, Roast

Tea,

Kj 1987, Protein

and Butter

Beef,

Bread &

68.6g, B6 0.27mg,

(80 on

Vegetables,

Butter

B12 2.67μg, Fe

Chops)

Sago Pudding,

(or Jam)

5.5mg, Na 133.39,

Water, Bread
Wednesday

Fat 22.14g

Tea,

Mince, Salt

Tea,

[If Salt/Corned

Porridge,

Beef, Mutton,

Bread &

Beef]

Bread &

Vegetables,

Butter

Kj 2553, Protein

Butter (80 on

Plum Pudding,

57.36g, B6 0.11mg,

Steak)

Water, Bread

B12 8.54μg, Fe
5.34mg, Na 2000.8,
Fat 41.88g

Thursday

Tea, Bread & Soup, Rabbits,

Tea,

[If Rabbit] Kj

Butter (80 on

Mutton,

Bread &

1899, Protein

Chops)

Vegetables,

Butter

78.1g, B6 0.51mg,

Rice Pudding,

B12 21.34μg, Fe

Water, Bread

1.3mg, Na 16.01,
Fat 15.21g

Friday

Porridge,

Mutton,

Tea,

Kj 2916, Protein

Coffee,

Vegetables,

Bread &

71.5g, B6 1.25mg,

Bread &

Sago Pudding,

Butter

B12 4.8μg, Fe

Butter (80 on

Water, Bread

Steak)

9.07mg, Na 152.06,
Fat 45.89g
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Saturday

Tea, Bread & Rice Soup,

Tea,

[assume mince] Kj

Butter (80 on

Meat Pie,

Bread &

3292, Protein

Chops)

Vegetables,

Butter

79.2g, B6 .072mg,

Rice Pudding,

B12 5.6μg, Fe

Water, Bread

2.3mg, Na 160mg,
Fat 52.5g

Sunday

Coffee,

Cold Salt Beef,

Tea,

Kj 2553, Protein

Bread &

Vegetables (2),

Bread &

57.36g, B6 0.11mg,

Butter (80 on

Suet Pudding,

Butter &

B12 8.54μg, Fe

Chops)

Treacle, Water,

Cake

5.34mg, Na 2000.8,

Bread
Monday

Cycle
repeated

Cycle repeated

Fat 41.88g
Cycle
repeated

With Dinner: Water, Bread, Green Vegetables when available.
In all cases at least 2 vegetables are supplied daily if obtainable. If not, 3 times a week.
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Table B. 4 Mental Hospital Gladesville. Menu Revised November 1, 1922
Sources: 12/1404.1
Day of Week

Breakfast

Dinner

Tea

Monday

Curried sausages,

Pea soup

Cold beef (cottages)

oatmeal, tea

Roast and boiled

Tea

beef
Mincemeat,
vegetables in season.
Baked rice custard
Tuesday

Irish stew, oatmeal,

Roast & boiled

Sweet scones

coffee

mutton. Mince-meat, Tea
vegetables in season.
Jam tart

Wednesday

Sausages

Steak & kidney pie

Silverside (cottages)

Oatmeal, coffee

Mincemeat,

Tea

vegetables in season.
Rice pudding

Thursday

Steak & bacon

Vegetable soup

Sweet scones

Oatmeal, tea

Roast & boiled

Tea

mutton
Mincemeat,
vegetables in season.
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Bread & butter
pudding (cottages)

Friday

Sausages fried

Roast & boiled beef

Cheese or jam

Oatmeal, coffee

Mincemeat,

(cottages)

vegetables in season

Tea

Date or plum
pudding & sweet
sauce
Saturday

Stewed mutton

Rabbit baked,

Cold mutton

Oatmeal, tea

stewed or curried

(cottages)

Mincemeat,

Tea

vegetables in season
Tapioca custard

Sunday

Tripe & Onions

Cold corned beef or

Teacake

Coffee

mutton

Tea

Mincemeat,
vegetables in season
Plum or date
pudding
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Table B. 5 Broughton Hall Psychiatric Clinic for 14-Day Period (Ex-Military &
Military)
Sources: 12/1404.1 Information Received & Given & Mental Conditions in Australian States
1915–34. Menu Callan Park 11/12/1922 Letter to Accountant

No. of Patients 116
Day of Week

Breakfast

Dinner

Tea

Monday

Porridge, Rissoles

Soup, Stewed Chops

Bread & Butter,

made from Steak,

(sometimes curried),

Jam, Blancmange,

Tea or Coffee, Bread Veg in season, Rice
& Butter

Tea

Pudg, Baked Jam
Roll, Water, Bread

Tuesday

Wednesday

Porridge, Steak,

Soup, Roast Beef,

Bread & Butter, Jam

Chops, Bread &

Fruit, Blancmange

Tart, Tea

Butter, Tea or

or Jam, Water,

Coffee

Bread

Porridge, Fish,

Soup, Stk and Kid

Bread & Butter,

Chops, Bread &

Pdg or Pie, Bld

Scones, Tea

Butter, Tea or

Ginger Pudding with

Coffee

White Sauce, Water,
Bread

Thursday

Porridge, Rump

Soup, Roast beef,

Bread & Butter,

Steak, Bread &

R/Mutton, Baked

Cold Meat, Jam,
Tea, Cakes
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Friday

Saturday

Butter, Tea or

Tapioca, Water,

Coffee

Bread

Porridge, Fish,

Soup, Bread, Bld.

Bread & Butter,

[Lamb’s] Fry &

Fish, Rst Mutton

Baked Milk

Bacon, Bread &

(sometime Lamb),

Pudding, Tea

Butter, Tea or

Bk. Sago, Stwd Fruit

Coffee

in San Water

Porridge, Rump

Soup, Stewed Steak

Cold Meat, Salad,

Steak, Chops, Bread

(Bf Olive

Bread & Butter, Tea

& Butter, Tea or

Seasoning), Bk Rice

Coffee

Custard, Water,
Bread

Sunday

Monday

Stewed Tripe &

C/Beef, Pickles,

Cold Salmon or

Onions, Sausages,

Salad or Bld Veg

Sardines, Salad,

Bread & Butter, Tea

Bld, Sultana

Tomatoes etc.

or Coffee

Pudding, White

Scones, Bread &

Sauce, Water, Bread

Butter, Tea

Cycle repeated

Cycle repeated

Cycle repeated

Potatoes boiled and baked each day.
In all cases at least 2 vegetables are supplied daily if obtainable. If not, 3 times a week.
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Table B. 6 Gladesville for 14-Day Period (General, not Cottages) 1923 Royal
Commission Evidence
Sources: 1923 NSW Royal Commission into Lunacy, 247-248, evidence of E. Sinclair,
Inspector-General of Mental Hospitals, Appendix F.
Day of Week

Breakfast

Dinner

Tea

Monday

Curried Sausage,

Pea Soup, Roast and

Tea, Bread and

Oatmeal, Tea, Bread

Boiled Beef, Mince-

Butter or Jam, Green

and Butter

meat, Vegetables in

Lettuce or Salad

season, Baked Rice
Custard, Potatoes
Tuesday

Irish Stew, Oatmeal,

Roast and Boiled

Sweet Scones, Tea,

Coffee, Bread and

Mutton, Mince-

Bread and Butter or

Butter

meat, Vegetables in

Jam, Green Lettuce

season, Jam Tart,

or Salad

Potatoes
Wednesday

Sausages, Oatmeal,

Steak and Kidney

Tea, Bread and

Coffee, Bread and

Pie, Mincemeat,

Butter or Jam, Green

Butter

Vegetables in

Lettuce or Salad

season, Rice
Pudding, Potatoes
Thursday

Steak and Bacon,

Vegetable Soup,

Sweet Scones, Tea,

Oatmeal, Tea, Bread

Roast and Boiled

Bread and Butter or

and Butter

Mutton, Mincemeat,

Jam, Green Lettuce
or Salad
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Vegetables in
season, Potatoes
Friday

Sausages Fried,

Roast and Boiled

Tea, Bread and

Oatmeal, Coffee,

Beef, Mince-meat,

Butter or Jam, Green

Bread and Butter

Vegetables in

Lettuce or Salad

season, Potatoes,
Date or Plum
Pudding and Sweet
Sauce
Saturday

Stewed Mutton,

Rabbit, Baked,

Tea, Bread and

Oatmeal, Tea, Bread

Stewed or Curried,

Butter or Jam, Green

and Butter

Mincemeat,

Lettuce or Salad

Vegetables in
season, Potatoes,
Tapioca Custard
Sunday

Curried Mutton,

Cold Corned Beef or

Tea Cake, Tea,

Coffee, Bread and

Mutton, Mincemeat,

Bread and Butter or

Butter

Vegetables in

Jam, Green Lettuce

season, Potatoes,

or Salad

Date or Plum
Pudding
Monday

Sausages Fried,

Vegetable Soup,

Tea, Bread and

Oatmeal, Tea, Bread

Roast and Boiled

Butter or Jam, Green

and Butter

Mutton, Mincemeat,

Lettuce or Salad
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Vegetables in
season, Potatoes
Tuesday

Stewed Mutton,

Mince and Kidney

Tea Cake, Tea,

Oatmeal, Coffee,

Pie, Vegetables in

Bread and Butter or

Bread and Butter

season, Sago

Jam, Green Lettuce

Pudding or Fruit Pie, or Salad
Potatoes
Wednesday

Steak and Bacon,

Pea Soup, Roast and

Tea, Bread and

Oatmeal, Coffee,

Boiled Mutton,

Butter or Jam, Green

Bread and Butter

Mincemeat,

Lettuce or Salad

Vegetables in
season, Potatoes
Thursday

Mince and Onions,

Roast and Boiled

Sweet Scones, Tea,

Oatmeal, Tea, Bread

Beef, Mincemeat,

Bread and Butter or

and Butter

Vegetables in

Jam, Green Lettuce

season, Jam Tart,

or Salad

Potatoes
Friday

Sausages Curried,

Roast and Boiled

Tea, Bread and

Oatmeal, Coffee,

Mutton, Mincemeat,

Butter or Jam, Green

Bread and Butter

Vegetables in

Lettuce or Salad

season, Date or
Plum Pudding and
Sweet Sauce,
Potatoes
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Saturday

Irish Stew, Oatmeal,

Rabbit, Baked,

Tea, Bread and

Tea, Bread and

Stewed or Curried,

Butter or Jam, Green

Butter

Mincemeat,

Lettuce or Salad

Vegetables in
season, Potatoes,
Tapioca Custard
Sunday

Curried Mutton,

Cold Corned Beef or

Sweet Scones, Tea,

Coffee, Bread and

Mutton, Mincemeat,

Bread and Butter or

Butter

Vegetables in

Jam, Green Lettuce

season, Potatoes,

or Salad

Rice Pudding
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Table B. 7 1900–1925 Daily Diet of Sedentary NSW residents
Sources: B. H. Teow, M. L. Wahlqvist and D. M. Flint, Chapter Three “Food Patterns of
Australians at the Turn of the Century” in A. Stewart Truswell and Mark L. Wahlqvist, eds.,
Food Habits in Australia. The First Deakin/Sydney Universities Symposium on Australian
Nutrition (North Balwyn, Victoria: Rene Gordon, 1988), 62-63.

Breakfast

Dinner

Tea

Mushy porridge,

Meat, pastry, bread,

Boiled potato and

white bread, butter

butter, cup of tea.

pumpkin, rice

and jam, two cups of

Men working in the

pudding, two cups of

tea

city usually had

tea.

meat pie.
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Miscellaneous Graphs

Figure C. 1 Death Rate per 100,000 Victoria 1877–1919
Sources: ABS “Australian Historical Population Statistics” 3105.0.65.001
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Figure C. 2 Death Rate per 100,000 all Victorian asylums 1877–1919
Sources: Vic Reports 1877 to 1919

Figure C. 3 Insanity Rate per 100,000 all Victorian asylums 1877–1919
Sources: Vic Reports 1877 to 1919
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Figure C. 4 Stay in Days for patients deceased due to TB 1877–1920
Sources: Deaths Sample
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General Paralysis of the Insane – Tables and Graphs

Table D. 1 Relative male to female prevalence/incidence of GPI at asylums
Sources: See footnotes.
Country

Locality

Year(s)

Proportion Male/Female

Australia

Callan Park, NSW

1877–1920

8:1 (deaths)1

Australia

Callan Park, NSW

1878–1907

4.48 (deaths)2

Australia

Victoria

1907–1909

17.8:1 (admissions)3

1910–1914

6.3:1

1915–1919

8.8:1

1920–1924

9.8:1

1925–1929

12.3:1

1930–1934

3.4:1

1935–1938

3.75:1

1940–1944

4.4:1

1946–1949

3.25:1

1950

4.3:1

1

Deaths sample.
Select Committee, Evidence of Andrew Davidson, M.D. [and Official Visitor], 93.
3
Lewis, Thorns on the Rose, Table 8, 68.
2
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1951

10:1

Australia

Goodna, Queensland

1880–1920

11:1 (admissions)4

Australia

Claremont, Western

1909

6:1 (deaths)5

Australia

1910

12.5:1

1911

6:1

1912

3.5:1

1913

7.5:1

1914

22:1

1915

11:1

1916

6.5:1

1917

6.5:1

1918

1.7:1

1919

n/a

1876

4.7:1 (deaths)6

England &

-

Wales

4

Stewart et al., “Syphilis, General Paralysis of the Insane, and Queensland Asylums,” 77.
Government of Western Australia, Report of the Inspector-General of the Insane, 1910 to 1919.
6
Hare, “The Origin and Spread of Dementia Paralytica,” 608.
5
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England

-

Nineteenth

4:1 (deaths)7

century
England &

-

Wales

England

-

1901

4.6:1 (deaths)

1911

4.4:1

1921

6.0:1

1931

5.0:1

1941

4.4:1

1951

3.8:18

1900

3:1 (deaths)

1925

5:19

Scotland

-

1879

6:1 (deaths)10

Britain

-

1874–1876

4.4:1 (in asylum)11

USA

-

1874–1876

10.3:1 (prevalence)12

USA

Massachusetts

1917–1933

3.5:1 (1st admissions)13

Denmark

Copenhagen

1876

29:1 (admissions)

1886

3.8

1896

2.3:1

1906

1.7:1

1916

2.5:114

7

Ibid., 618
Ibid., 618, Figure 1. Hare also gives the sex ratio for these years for tabes dorsalis, another form of
neurosyphilis. While there were more male deaths from tabes than female, the ratio was not as high as with GPI.
9
Douglas White, “Thoughts on the Prevalence of Syphilis,” Sexually Transmitted Infections, 1, No. 1
(1925),136-145.
10
Hare, “The Origin and Spread of Dementia Paralytica,” 608.
11
Ibid., 609.
12
Ibid., 609.
13
Ibid., 609.
14
Ibid., 609, but see Table I for variation in ratio between 1876 and 1925.
8
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Scotland

-

1913

5:1 (in asylum)15

Scotland

Gartnavel Asylum,

1913

11:1 (in asylum)16

Glasgow
Norway

Oslo

1918–1922

4.6:1 (in asylum)17

France

-

1886

2.5:1 (in asylum)18

Germany

The Charité,

1870

10:1 (in asylum)19

(Universitätsmedizin
Berlin)
Germany

-

1913

5:1 to 2:1 (in asylum)20

Netherlands

Vincent van Gogh

1924–1954

3.2:1 (admissions)21

Psychiatric Hospital,
Venray

15

Davis, Cruel Madness of Love, 228.
Ibid., 228.
17
Fröshaug and Ytrehus, “A Study of General Paresis,” Table 2, 41.
18
Hare, “The Origin and Spread of Dementia Paralytica,” 617.
19
Ibid., 617.
20
Ibid., 617 (estimate of Kraepelin).
21
Ingrid M. Daey Ouwens, C. Elisabeth Lens et al., “Clinical Presentation of General Paralysis of the Insane in
a Dutch Psychiatric Hospital, 1924–1954,” European Neurology, 74 (2015), 55.
16
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Figure D. 1 Ratio of Male/Female GPI Deaths at all NSW Asylums 1892–1920
Source: Annual Reports 1892–1920 (Report data for 1917 and 1918 not available).
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Examples of Callan Park Case Notes (Names Redacted).
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William Chidley’s Mental & Physical Examinations in

1912
Source: SARNSW NRS5573 5/5298 (“Chidley Part 1”) and 5/5299 (“Chidley Part 2”)
(Special Bundles).
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Chidley’s Mental Examination
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Chidley’s Physical Examination
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Chidley’s Progress
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Appendix G.

Mortality Trends 1985 to 2005 in Western Australia.

Figure G. 1 Life expectancy of people with selected non-psychotic mental disorders
compared with the Western Australia population, by year and sex. [1985 to 2005].
Source:1

1

David Lawrence, Kirsten J. Hancock and Stephen Kisely, “The Gap in Life Expectancy from preventable
Physical Illness in Psychiatric Patients in Western Australia: Retrospective Analysis of Population Based
Registers,” British Medical Journal (Online) 346 (May 22, 2013):1-14. See Figure 2.
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Record Series
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Medical case books
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Case papers discharged females
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Case papers deceased males
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Case papers deceased females

NRS5001

Letters from patients

NRS5002

Letters concerning patients

NRS5574

Special bundle – Mental Hospital Diet

NRS5572

Register of letters received

NRS5573 13/3433

Inspector-General of Mental Hospitals
Correspondence Files 1893–1920.

Library Catalogue No. 1809

New South Wales Public Service Lists for
Years 1880 to 1920
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Trove – Australian National Library Newspaper Database, accessed January 15, 2020,
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