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The History of the Psychiatric Hospital

he psychosocial implications of any 
admission to hospital for a psychiatric 
disorder weigh heavily on our patients 
and their family members. A key reason 
for this relates to how society has viewed 

mental illness through the ages, and particularly to 
how the predecessors of today’s psychiatric hospitals 
were used, with confinement as an end in itself, 
rather than as a means of enabling treatment.

Although references to the treatment of mental 
disorders pre-date any history of hospitals, there is a 
strong argument that psychiatry, as we understand it 
in the modern sense, was, “born in the institution”.1  
This is argued on the basis of the observation that, 
prior to 1750, asylum populations were relatively 
small and it was only after the massive proliferation 
of these institutions in Europe and America, that 
the discipline of psychiatry was established. The 
case of the American Psychiatric Association (APA) 
provides a useful illustration: Founded by 13 asylum 
directors, in 1844, as the Association of Medical 
Superintendents of American Institutions for the 
Insane,2 it was only in the 1890’s that its name was 
changed to reflect a clearly medical orientation, as 
the American Medico-Psychological Association, 
with an expansion in focus to beyond the walls of 
the asylums and more specifically towards a medical 
orientation.

The term psychiatry originated in the German 
“psychiaterie”, which was coined by the physician, 
Johannn Christian Reil of Halle in 18083 who chose 
the term with careful deliberation in developing 
strong arguments for the inclusion of psychiatry as 
a medical discipline. This was followed by a steady 
growth in its recognition as such, in Germany, 
together with the development of urban, university-
based psychiatric clinics, distinct from the larger, 
rural asylums that were already in existence.

Very early references to what is now understood 
as mental illness have been located in the Eberus 
papyrus, dated to about 1550 BCE,4 as well as 
in ancient Hindu and Punjabi scriptures.5 One of 
the earliest forms of any kind of institution for 
the treatment of mental illness were the ancient 
Greek temples to the god Aesclepius that were 
visited by the ill, with texts specifically mentioning 
psychosomatic illness.6 This is not to be confused 
with the 2nd century Roman physician, of Greek 
origin, Asclepiades, who was perhaps one of the 
earliest reformers of mental health care with 
records to show that he argued strongly against the 
confinement of the mentally disabled in inhumane 
conditions, commonly in dungeons, at the time.7     

What were, perhaps, the earliest purpose-built 
psychiatric hospitals were established in the Islamic 
empire between the eighth and tenth centuries. 
These were known as Bimaristans and there are 
records that Ahmad ibn Tulun built one such hospital 
in 872 in Cairo to care for the “insane”8  and historical 
records suggest that the humane care offered in 
these institutions made an impression on early 
European travellers.

In medieval Europe at the time, some of the most 
severely mentally ill were housed in institutional 
settings such as monasteries, or in some parts, in 
purpose built settings known as Narrentüme or 
“fools towers” and occasionally in extensions to 
hospitals.9 The first institution housing the mentally 
ill in the United Kingdom, The Priory of Saint Mary of 
Bethlehem (which later became known as Bethlem 
or more notoriously, “Bedlam”) was founded in 1247 
but at the start of the 15th century records show 
it only housed six male inmates. These and similar 
asylums were usually funded by the Church. 

The emergence of the “Dolhuis” in 15th century 
Netherlands represented a different, locally funded 
model that seems to have developed as that society 
became more urbanised. With urbanisation there 
emerged the phenomenon of homeless mentally ill 
persons who were identified as a hazard to townsfolk. 
The Dolhiuse were small, purpose-built institutions 
that were part of the urban fabric. They were easily 
identifiable by characteristic graphic carvings on the 
exterior which displayed their function, reportedly as 
a way of “advertising” for donations from townsfolk, 
upon which they were reliant.    

Outside of the Netherlands the pattern of relatively 
little hospital care for those with mental illness was 
to be maintained until at least the start of the 18th 
century when Bethlem was still the only public 
asylum in Britain, with only 100 inmates. It would 
seem that, at this stage a growing market economy 
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was developing for what became known as the 
“service professions”, which involved individuals 
taking on work that was previously handled privately 
in the home or by the church. This included the roles 
of tutors, nurses, undertakers and inevitably, the 
care of the mentally ill. Accounts would suggest that 
this work was not associated with much social status 
initially; however, it would seem that the successful 
treatment of King George III by the Reverend Francis 
Willis in 1788, led to a change in perceptions about 
the care of the mentally ill, and following this, the 
private institutions began to flourish.10 

There followed a period of unprecedented growth 
of the public asylum, with 16 established in the UK 
by 1820 and 21, housing a total of 5486 patients in 
1847. This pattern continued well into the twentieth 
century with over 112 000 individuals in 97 state 
institutions in the UK by 1912, whilst, in the USA, the 
in-patient population peaked at a staggering 553979 
in 1954. Thus, between 1700 and 1900, whilst the 
UK population had expanded by about six-fold, its 
psychiatric hospital population had grown to 1000 
times its original size in public institutions alone.11 

As has been mentioned, this was the era when 
psychiatry began to gain recognition and the stage 
was set for the understanding of mental disturbances 
as medical illness, rather than as moral or spiritual 
problems. Huge advances were made but as modern 
trends towards deinstitutionalisation have shown, 
this was also an era of enormous over-reach which 
has left in its wake the taint of psychiatry as a form 
of social control.

Various theories have been advanced to explain 
this sudden explosion in this growth of institutions, 
which draw links to the predominant social changes 
at the time. Perhaps most famously, the philosopher 
Foucault linked the growth of the asylums with 
the changes in outlook that took place during the 
European Enlightenment. He argued that the growth 
of the asylums occurred as a result of society’s 
newly found obsession with rationality and with the 
rise of individualism.12 There was now no place for 
the “irrational” and, as individuals, they could now 
be removed, like faulty parts of a machine. Whilst 
Foucault has been deservedly criticised for some 
gross generalisations, his arguments do carry more 
than a faint ring of truth when listening to the voices 
of modern day stigma. It is also worth noting that 
this expansion happened during the time of the 
industrial revolution, with rapid urbanisation and 
the growth of modern-day capitalist societies. Taking 
a more Marxist perspective, Scull has argued for a 
link with the establishment of workhouses for the 

unemployed and a need to place those who could 
not be controlled in these settings.13  He also points 
out that once institutional care was available, the 
incentive for society to accommodate the “difficult” 
was then reduced, resulting in something of a cascade. 
Perhaps most importantly, formal employment 
and urban living demanded far greater conformity 
in terms of the ability to live in close quarters with 
others and to perform in clearly defined occupations, 
thus exposing those who would have more easily 
been accommodated in a rural setting.

Of course, with little in the way of effective 
treatments such that most inmates were detained 
indefinitely, this situation could not go on forever and 
by the mid 1900’s the demand for institutional places 
began to exceed what governments were prepared 
to fund. Conditions deteriorated and the institutions 
became notorious as places of overcrowding, poor 
treatment, neglect and abuse. This was followed by a 
period of rapid deinstitutionalisation which seems to 
have been precipitated, not only by a growing wave 
of public antipathy towards the asylums but also a 
number of other factors including the development 
of antipsychotic medications, growing successes with 
community-based care after the second world war14 
and the assumption, particularly by politicians, that 
community care would not only be more politically 
desirable, but also cheaper.15 

The latter part of the twentieth century thus 
witnessed the large-scale closure of psychiatric 
facilities in the United States, and Europe, as well 
as in many other parts of the world and this has 
led to fundamental changes in the way psychiatry 
is practised. Whilst this has, for the most part, been 
positive, with a disappearance of the huge asylums 
of old and with them the potential for human rights 
abuses and the loss of individuality, it has also 
resulted in some of the most vulnerable in society, 
being left “outside” and without care. 

Whilst the arguments for and against 
deinstitutionalisation would easily form the contents 
of many an article, what is perhaps clearest is that 
there are no simple answers to the complex problems 
that are posed by mental illness. Looking back, we 
would do well to remember this, before we jump 
on the next treatment bandwagon, and particularly 
when dealing with the wave of anxieties that rise up 
in our patients in response to the merest suggestion 
of an admission.
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