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To my daughter, Suzy



The purpose of this essay is . . . an attempt to
understand the times in which we live. One might
think that a period which, in a space of fifty years,
uproots, enslaves, or Kkills seventy million human
beings should be condemned out of hand. But its
culpability must still be understood. In more in-
genuous times, when the tyrant razed cities for his
own greater glory, when the slave chained to the
conqueror’s chariot was dragged through the rejoic-
ing streets, when enemies were thrown to the wild
beasts in front of the assembled people, the mind
did not reel before such unabashed crimes, and
judgment remained unclouded. But slave camps
under the flag of freedom, massacres justified by
philanthropy or by the taste for the superhuman, in
one sense cripple judgment. On the day when crime
dons the apparel of innocence—through a curious
transposition peculiar to our times—it is innocence
that is called upon to justify itself.

—Albert Camus
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PREFACE

Written in the 1960s and first published in 1970, The Manufacture
of Madness is, as a glance at the table of contents illustrates, at once
dated and yet more timely than ever.

Tempora mutantur, et nos mutamur in illis: Times change and we
change with them. In 1970, homosexuality was an illness so dan-
gerous to the commonweal that the U.S. Immigration and Natural-
ization Service was charged with excluding homosexuals from
entering the country; and, if they entered under false pretenses,
to deport them. Today, homosexuality is a2 normal life style; disap-
proving of it is a mental illness called “homophobia”; and discrimi-
nation against foreign homosexuals in their native countries

, renders the victims eligible for asylum in the United States.* Let

us, however, not rush to congratulate ourselves for this change as
a sign of momentous moral and scientific progress (which is not to
gainsay that it is more noble not to legally discriminate against
homosexuals than to discriminate against them).

Plus ¢a change, plus c’est la meme chose: The more things change,
the more they remain the same. Over the past thirty years, we
have replaced the medical-political persecution of illegal sex users
(“perverts” and “psychopaths”) with the even more ferocious medi-
cal-political persecution of illegal drug users (“addicts” and “sub-

* See, for example, Editorial, “Let them wed,” The Economist, Jan. 6, 1996, pp. 13—
14; Wade Lambert, “Asylum given to gay man,” Wall Street Journal, Aug. 2, 1993,
p- B3; “Queer immigration” and “Challenging discrimination against gays and lesbi-
ans in U.S. Immigraton Law,” http://qrd.tcp.com/qed/www/world/immigration/,
Aug. 1996.
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Xii Preface

stance abusers”). In our fashionable culture wars we elevated
women and sexual minorities to moral superiority as “victims,”
and at the same time degraded smokers and others with newly
disapproved life styles to moral inferiority as “self-abusers” (replac-
ing masturbators of yore).

One of the principal theses I advance in this book—namely,
that we systematically delude ourselves by interpreting changing
fashions in scapegoating as moral and scientific progress—finds
confirmation in our present political and psychiatric practices. Fre-
quent revisions of the American Psychiatric Association’s Diagnostic
and Statistical Manual of Mental Disorders are widely and uncritically
accepted as manifestations of a rapidly increasing “knowledge-
base” about the nature and treatment of mental illnesses. At the
same time, while the prevailing ideology of mental health exalts
persons officially classified as “victims” of disease, it masks ever
more effectively the plight of those victimized by our own drug
and mental health laws.

Until 19go, aliens who admitted to being homosexuals were for-
mally barred by immigration law from entering the country. In
1990, that restriction was removed by a revision of the Immigra-
tion Act, and in 1994 “Attorney General Janet Reno, who oversees
the INS, formally ruled that profession of homosexuality may,
under certain circumstances, constitute positive grounds for asy-
lum.”* This ruling rests on the provision of the Immigration and
Nationality Act offering protection to aliens who have a “well-
founded fear of persecution, due to their race, religion, national-
ity, membership in a particular social group, or political opinion.”
As Mark Krikorian, executive director of the Center for Immigra-
tion Studies, points out, according to this broad language, “all
women fit by definition into at least one of the five categories the
law requires for a successful asylum claim: namely, membership
in a ‘particular social group.’ ”t Since homosexuals constitute a
“particular social group” subject to persecution (abroad), they qual-
ify for special protection by the INS. Such humanistic-scientific
protection of aliens effectively obscures the persecution of Ameri-
cans—who are also members of “particular social groups,” such as

* Mark Krikorian, “Who deserves asylum?” Commentary, June 1996, pp. 52—54.
1 Ibid.
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schizophrenics and other mental patients subject to involuntary
psychiatric interventions, and drug abusers and marijuana growers
(not to mention the sellers of cocaine and heroin). *

Although I first use the term Therapeutic State in 1963, it is in
The Manufacture of Madness that I describe its nature and workings
most fully. To that account I need not add here. I would, however,
like to restate and summarize my opposition to the alliance of
Medicine and State by citing the following account of Jefferson’s
opposition to the alliance of Church and State:

Jefferson’s critical attitude [wrote Saul K. Padover] did not extend
to the ethical teachings of religion, which he accepted, but to its
political alignments and aspects, which he rejected. Religion was a
menace to a free society when it was either an instrument of the
State, as was the case with Lutheranism in Prussia, or when it used
the State for its sanguinary purposes, as was the case in Inquisition-
ridden Spain. There was sufficient historical evidence to prove that
the partnership of Church and State had always led, and perforce
must lead, to tyranny and oppression. “In every country and in
every age,” Jefferson said, “the priest has been hostile to liberty.
He is always in alliance with the despot, abetting his abuses in
return for protection of his own.”

For millennia, people accepted theological tyranny because the
priest promised them protection from the unceasing terrors of
. an eternal life in the hereafter. Today, people accept therapeutic
tyranny because the doctor promises them protection from the
unimaginable terrors of an increasingly long life here on earth.
Yet, only a fool or a knave, it seems to me, could fail to see that
what Jefferson said about the priest’s alliance with the State applies
equally to the physician’s, especially the psychiatrist’s, alliance with
it; and that we now live in a Therapeutic State whose relentless
invasion of our privacy, deprivation of our liberty, and undermin-
ing of our responsibility we stubbornly conceal from ourselves as
the diagnosis, prevention, and treatment of “disease.” Presciently,

* See Thomas Szasz, Our Right to Drugs: The Case for a Free Market (Syracuse: Syra-
cuse University Press, 1996).

+ Saul K. Padover, Jefferson (New York: Mentor, 1970), pp. 43—44. I owe this quota-
tion to Jeffrey A. Schaler; see his “Freedom, psychiatry, and responsibility,” Psych-
news International (Internet), vol. 1, issue 4, July 1996.
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Jefferson warned: “Let us reflect that having banished from our
land religious intolerance under which mankind so long bled and
suffered, we have yet gained little if we countenance a political
intolerance as despotic and wicked, and capable of as bitter and
bloody persecutions.” *

Syracuse, New York Thomas S. Szasz
September 1996
* Thomas Jefferson, “Inauguration Address, Mar. 4, 1801,” in H. A. Washington,

ed., The Writings of Thomas Jefferson, Etc., (Philadelphia: Lippincott, 1871), vol. VIII,
part 11, p. 2.



PREFACE TO THE
ORIGINAL EDITION

. the writer’s function is not without arduous
duties. By definition, he cannot serve today those
who make history; he must serve those who are
subject to it.

Albert Camusi®*

It is widely believed today that just as some people suffer from
diseases of the liver or kidney, others suffer from diseases of the
mind or personality; that persons afflicted with such “mental ill-
nesses” are psychologically and socially inferior to those not so
afflicted; and that ‘“mental patients,” because of their supposed
incapacity to “know what is in their own best interests,” must be
cared for by their families or the state, even if that care requires
interventions imposed on them against their will or incarceration in
a mental hospital.

I consider this entire system of interlocking concepts, beliefs, and
practices false and immoral. In an earlier work, The Myth of
Mental Iliness? 1 tried to show how and why the concept of mental
illness is erroneous and misleading. In the present work, I shall try
to show how and why the ethical convictions and social arrange-
ments based on this concept constitute an immoral ideology of
intolerance. In particular, I shall compare the belief in witchcraft
and the persecution of witches with the belief in mental illness and
the persecution of mental patients. ‘

The ideology of mental health and illness serves an obvious and
pressing moral need. Since the physician’s classic mandate is to

* Reference notes begin on page 323.
xv
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treat suffering patients with their consent and for their own benefit,
it is necessary to explain and justify situations where individuals are
“treated” without their consent and to their detriment. The concept
of insanity or mental illness supplies this need. It enables the
“sane” members of society to deal as they see fit with those of
their fellows whom they can categorize as “insane.” But having
divested the madman of his right to judge what is in his own best
interests, the people—and especially psychiatrists and judges, their
medical and legal experts on madness—have divested themselves of
the corrective restraints of dialogue. In vain does the alleged
madman insist that he is not sick; his inability to “recognize” that
he is, is regarded as a hallmark of his illness. In vain does he reject
treatment and hospitalization as forms of torture and imprison-
ment; his refusal to submit to psychiatric authority is regarded
as a further sign of his illness. In this medical rejection of the
Other as a madman, we recognize, in up-to-date semantic and
technical garb, but underneath it remarkably unchanged, his former
religious rejection as a heretic.

Well-entrenched ideologies—such as messianic Christianity had
been, and messianic Psychiatry now is—are, of course, not easily
refuted. Once the basic premises of an ideology are accepted, new
observations are perceived in its imagery and articulated in its
vocabulary. The result is that while no fresh observation can under-
mine the belief system, new “facts” generated by the ideology con-
stantly lend further support to it. This was true in the past for
the belief in witchcraft and the corresponding prevalence of
witches, and it is true today for the belief in mental disease and
the corresponding prevalence of mental patients.

Unfortunately, it is easier to perceive the errors of our forebears
than those of our contemporaries. We all know that there are no
witches; however, only a few hundred years ago, the greatest and
noblest minds were deeply convinced that there were. Is it possible,
then, that our belief in mental illness is similarly ill conceived?
And that our practices based on this concept are similarly destruc-
tive of personal dignity and political liberty?

These are not idle or unimportant questions. On our answers to
them depends not only the fate of millions of Americans labeled
mentally ill, but, indirectly, the fate of all of us. For, as we have
been warned time and again, an injustice done to one—especially
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in a society that aspires to be free—is an injustice done to all. In
my opinion, the “mental health”—in the sense of spiritual well-
being—of Americans cannot be improved by slogans, drugs, com-
munity mental health centers, or even with billions of dollars
expended on a “war on mental illness.” The principal problem in
psychiatry has always been, and still is, violence: the threatened
and feared violence of the “madman,” and the actual counter-
violence of society and the psychiatrist against him. The result is
the dehumanization, oppression, and persecution of the citizen
branded “mentally ill.” If this is so, we had better heed John
Stuart Mill's warning that “. . . it is contrary to reason and ex-
perience to suppose that there can be any real check to brutality,
consistent with leaving the victim still in the power of the execu-
tioner.”® The best, indeed the only, hope for remedying the prob-
lem of “mental illness” lies in weakening—not in strengthening—
‘the power of Institutional Psychiatry.* Only when this peculiar
institution is abolished will the moral powers of uncoerced psycho-
therapy be released. Only then will the potentialities of Contractual
Psychiatryt be able to unfold—as a creative human dialogue un-
fettered by institutional loyalties and social taboos, pledged to
serving the individual in his perpetual struggle to rise, not only
above the constraints of instinct, but also above those of myth.4
In sum, this is a book on the history of Institutional Psychiatry—
from its theoretical origins in Christian theology to its current
- practices couched in medical rhetoric and enforced by police
power. The importance for man of understanding his history has
perhaps never been greater than today. This is because history, as
Collingwood reminds us, “is ‘for’ human self-knowledge. . . . Know-
ing yourself means knowing what you can do; and since nobody
knows what he can do until he tries, the only clue to what man

* By Institutional Psychiatry I refer generally to psychiatric interventions im-
posed on persons by others. Such interventions are characterized by the complete
loss of control by the client or “patient” over his participation in his relationship
with the expert. The paradigm service of Institutional Psychiatry is involuntary
mental hospitalization. For further discussion, see pp. xxii-xxvii.

t By Contractual Psychiatry I refer generally to psychiatric interventions as-
sumed by persons prompted by their own personal difficulties or suffering. Such
interventions are characterized by the retention of complete control by the client
or “patient” over his participation in his relationship with the expert. The
paradigm service of Contractual Psychiatry is autonomous psychotherapy. For
further discussion, see pp. xxii-xxiii.
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can do is what man has done. The value of history, then, is that
it teaches us what man has done and thus what man is.”> By show-
ing what man has done, and continues to do, to his fellow man
in the name of help, I hope to add to our understanding of what
man is, where coercion, however welljustified by self-flattering
rhetoric, leads him, and what might yet become of him were he to
replace control of the Other with self-control.

This book presupposes no special competence or training in the
reader—only open-mindedness. But it requires of him one more
thing—that he seriously consider, with Samuel Johnson, that “hell
is paved with good intentions,” and that he conscientiously apply
this caveat to the ideology, rhetoric, and rituals of the political
organization characteristic of our age—the Therapeutic State.

Syracuse, New York Thomas S. Szasz
December 1969
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INTRODUCTION

- was there ever any domination which did not
appear natural to those who possessed it?

—John Stuart Millt

The concept of mental illness is analogous to that of witchcraft.
In the fifteenth century, men believed that some persons were
witches, and that some acts were due to witchcraft. In the twentieth
~century, men believe that some people are insane, and that some
acts are due to mental illness. Nearly a decade ago, I tried to show
that the concept of mental illness has the same logical and empirical
status as the concept of witchcraft; in short, that witchcraft and
mental illness are imprecise and all-encompassing concepts, freely
adaptable to whatever uses the priest or physician (or lay “diagnos-
tician”) wishes to put them.2 Now I propose to show that the
concept of mental illness serves the same social function in the
modern world as did the concept of witchcraft in the late Middle
Ages; in short, that the belief in mental illness and the social actions
to which it leads have the same moral implications and political
consequences as had the belief in witchcraft and the social actions
to which it led.

Henry Sigerist, dean of American medical historians, has written
that “In the changing attitude towards witchcraft, modern psy-
chiatry was born as a medical discipline.”3 This view has been
interpreted to mean that people thought to be witches were ac-
tually mentally sick, and that instead of being persecuted for
heresy they should have been treated for insanity.

xxiil
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Although I agree with Sigerist and other medical historians that
psychiatry developed as the persecution of witches declined and
disappeared, my explanation differs radically from theirs. They
say it happened because of the gradual realization that persons
supposed to be heretics were actually mentally sick. I say it hap-
pened because of the transformation of a religious ideology into
a scientific one: medicine replaced theology; the alienist, the in-
quisitor; and the insane, the witch. The result was the substitution
of a medical mass-movement for a religious one, the persecution
of mental patients replacing the persecution of heretics.

Men who believed in witchcraft created witches by ascribing
this role to others, and sometimes even to themselves. In this way
they literally manufactured witches whose existence as social objects
then proved the reality of witchcraft. To claim that witchcraft
and witches did not exist does not mean, of course, that the per-
sonal conduct exhibited by alleged witches or the social dis-
turbances attributed to them did not exist. In the days of the
witch-hunts, there were, indeed, people who disturbed or upset
others—for example, men whose religious beliefs and practices
differed from those of the majority, or women who, as midwives,
assisted at the delivery of stillborn infants. Such men and women
were often accused of witchcraft and persecuted as witches. The
point is that these witches did not choose the role of witch; they
were defined and treated as witches against their will; in short,
the role was ascribed to them. As far as the accused witches were
concerned—they would have elected, had they been given a choice,
to be left alone by the holders of Church and State power.

To be sure, once the social role of witch had been established
by the irresistible combination of authoritative opinion, wide-
spread propaganda, and popular credulity, it happened occasionally
that people claimed to be witches. They declared that they ex-
perienced the ideas and feelings characteristic of witches; and they
openly proclaimed their deviant status to gain their particular
ends (which might have been to impart meaning to their lives or
to commit a kind of indirect suicide). These witches chose the role
they were playing; they were defined and treated as witches volun-
tarily; in short, they assumed the role of witch.

In the past, men created witches; now they create mental patients.
But, again, it is important to keep in mind that to claim that
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mental diseases and insane patients do not exist does not mean
that the personal conduct exhibited by persons classified as mentally
sick, or certain kinds of social disturbances attributed to them, do
not exist. In our day, there are, indeed, individuals who break
the law, or flout the conventions of morality and society—for ex-
ample, men who use heroin, or women who neglect their newborn
infants. Such men and women are often accused of mental illness
(by being classified as “addicts” or “post-partum psychotics”), and
persecuted as mental patients (by means of involuntary hospitaliza-
tion and treatment).* The point is that these mental patients do
not choose the role of mental patient; they are defined and treated
as mental patients against their will; in short, the role is ascribed
to them. As far as the accused mental patients are concerned—
they would elect, were they given a choice, to be left alone by the
holders of Medical and State power.

In other words, if our aim is to see things clearly, rather than to
confirm popular beliefs and justify accepted practices, then we must
sharply distinguish three related but distinct classes of phenomena:
first, events and behaviors, such as the birth of a stillborn baby,
or a mother’s rejection of her healthy infant; second, their explana-
tions by means of religious or medical concepts, such as witch-
craft or mental illness; third, their social control, justified by the
religious or medical explanations, utilizing theological or thera-
peutic interventions, such as burning witches at the stake or
hospitalizing the insane against their will.

One may accept the reality of an event or a behavior, but reject
its generally accepted explanation and methods of social control.
Indeed, the most passionate disputes in both religion and science
have centered not on whether or not particular events were real,
but on whether or not their explanations were true and the actions
used to suppress them good. The true believers in witchcraft thus
maintained that human problems were caused by witches and that
burning them at the stake was good; whereas those opposed to

* The mental patient, especially if so defined against his will, is perhaps best
viewed as a “deviant,” either of society as a whole, or of a smaller group,
typically the family. The individual who differs from his peers, who disturbs or
scandalizes his family or society, is often branded as insane; sometimes he need
not even play a deviant role but is declared mad nevertheless. Such psychiatric
derogation fulfills important needs for the “mentally healthy” members of the

group.
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this theory regarded the explanation as false and the measures
justified by it as evil. The true believers in mental illness similarly
maintain that human problems are caused by madmen and that
incarcerating them in mental hospitals is good; whereas those
opposed to this theory regard the explanation as false and the
measures justified by it as evil.*

The social role of mental patient having been established by the
still irresistible combination of authoritative opinion, widespread
propaganda, and popular credulity, it happens occasionally that
people claim to be mentally ill. They say that they experience
the ideas and feelings characteristic of mentally ill persons; and
they openly proclaim their deviant status to gain their particular
ends (which might be to escape military service or some other
obligation or to injure themselves and their families). Of course,
individuals may also define themselves as mentally ill in order to
secure the psychiatric assistance they need and want. As a rule, such
persons know that they are not physically ill and that their illness
is metaphoric. They assume the role of mental patient as the price
they must pay to obtain the services of an expert whose clients
are socially defined in this way. The concept of mental illness is,
however, neither necessary nor useful for the practice of contrac-
tual psychotherapy.t Indeed, “psychotherapy patients” are often
“treated” by nonmedical therapists, such as psychologists and social
workers. Most of what is written in this book does not pertain to
these patients, their therapists, or to the relationship between them.

Although individuals occasionally assumed the role of witch
voluntarily, in historical studies of the witch-hunts it is rightly
taken for granted that the witch was cast into her role involun-
tarily, and that the institution responsible for her situation was
the Inquisition. I shall proceed similarly in the present study.
Although individuals occasionally assume the role of mental patient
voluntarily, I shall presume that the mental patient is cast into

* Since people abhor unexplained events and unsolved problems, they tend to
embrace blindly—rather than examine critically and, if necessary, reject—global
explanations, such as those of witchcraft and mental illness. No doubt this is
why the belief in witchcraft and the remedial practices of the Theological State
were not simply abandoned, but were replaced by the belief in madness and the
remedial practices of the Therapeutic State. The mythology of mental illness
and the repressive measures it justifies will perhaps also not be abandoned until
they can be replaced by another belief system and a social institution based on
it. Let us hope that the change, when it comes, will be an improvement.
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his role involuntarily, and that the organization responsible for
his situation is Institutional Psychiatry. To clearly distinguish be-
tween the voluntary and involuntary patient, I usually refer to the
victim of the psychiatric relationship as the “involuntary patient,”
to his oppressor as the “institutional psychiatrist,” and to the
system authorizing and embodying their interaction as “Institu-
tional Psychiatry.”
~«The most important economic characteristic of Institutional
Psychiatry is that the institutional psychiatrist is a bureaucratic
employee, paid for his services by a private or public organization
{not by the individual who is his ostensible client); its most im-
portant social characteristic is the use of force and fraud. In addi-
tion to the commitment procedure and the long-term incarceration
of the “insane,” the interventions of the institutional psychiatrist
include such diverse measures as the examination of defendants to
determine their sanity or fitness to stand trial, of employees to
determine their fitness for a job, of applicants to college, medical
school, or psychoanalytic institute to determine their suitability for
admission to these institutions, of the histories of deceased persons
to determine their “testamentary capacity,” and so forth.5 Psychia-
trists employed by state mental hospitals, college health services,
military organizations, courts, prisons, and others in similar posi-
tions are, according to this definition, institutional psychiatrists.

The most important economic characteristic of Contractual Psy-
chiatry is that the contractual psychiatrist is a private entrepreneur,
paid for his services by his client; its most important social char-
acteristic is the avoidance of force and fraud (and the existence of
legal penalties for their use). The relationship between contrac-
tual psychiatrist and patient is based on contract, freely entered
into by both, and, in general, freely terminable by both (except
where the therapist relinquishes some of his options in this regard).
The contract consists of an exchange of psychiatric services for
money.® In short, whereas the institutional psychiatrist imposes him-
self on his “patients,” who do not pay him, do not want to be his
patients, and are not free to reject his “help”—the contractual
psychiatrist offers himself to his patients, who must pay him, must
want to be his patients, and are free to reject his help.

Like the typical European witch in the fifteenth century, the
typical American mental patient today is usually a poor person
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in trouble or accused of making trouble, who is declared mentally
ill against his will. Such a person may accept the role or may try
to repudiate it; the institutional psychiatrist confronted with him
may try to keep him confined in his role, and perhaps in a hospital,
for a long time, or may release him after a relatively brief period
of incarceration. In any case, the psychiatric authorities are in full
control of the relationship.

For an illustration of the way being poor and unwanted predis-
poses a person to being cast into the role of mental patient, the
following example, culled at random from the newspapers, should
suffice. “Attorneys representing welfare clients testified . . . before
the State Board of Social Welfare that ‘on six or seven occasions
within the past two years, relief recipients who threatened trouble
for [New York] city Department of Welfare caseworkers were sent
to Bellevue psychiatric ward.” 7

For an illustration of the way being accused of troublemaking
predisposes a person to being cast into the role of mental patient,
consider these examples. In 1964, a total of 1,487 individuals “under
complaint or indictment before the criminal courts of Massachusetts
were committed . . . for pretrial observation of their mental
status.”’® In plain English, 1,437 persons were treated—for a shorter
or longer time—as if they were mentally sick, simply because they
had been charged with an offense. This is about double the number
so committed eight years earlier. Moreover, of the 1,437 persons
committed for temporary observation (usually for two months),
224, or about one sixth, were recommitted for an indefinite period
of incarceration. In 1964, in the Manhattan Criminal Court alone,
1,388 defendants were committed for pretrial psychiatric examina-
tions; of these, one fourth were recommitted for an indefinite
period of incarceration.?

I cite these reports not as examples of the unfortunate abuses: of
the mental hospital system in need of correction by an enlightened
citizenry, but rather as characteristic examples of a pervasive psy-
chiatric pattern of harassment, intimidation, and degradation,
authenticating the right of certain social authorities to cast indi-
viduals, especially from the lower socioeconomic classes, into the
role of mental patient. To maintain that a social institution suffers
from certain “abuses” is to imply that it has certain other desirable
or good uses. This, in my opinion, has been the fatal weakness of



Introduction XXIX

the countless exposés—old and recent, literary and professional—
of private and public mental hospitals.® My thesis is quite differ-
ent: Simply put, it is that there are, and can be, no abuses of
Institutional Psychiatry, because Institutional Psychiatry is, itself,
an abuse; similarly, there were, and could be, no abuses of the
‘Inquisition, because the Inquisition was, itself, an abuse. Indeed,
just as the Inquisition was the characteristic abuse of Christianity,
so Institutional Psychiatry is the characteristic abuse of Medicine.
~In other words, it is reasonable and useful to speak of the uses
and abuses of such complex human enterprises as Religion and
Medicine (or Science and Law). But it is unreasonable and mis-
-leading to speak of the uses and abuses of institutions (whether
they be religious, medical, political, or still other) which, because of
their characteristic and indispensable methods, we deem incom-
patible with our standards of human decency and morality. Clearly,
~what is compatible or incompatible with one’s standard of human
decency or morality varies from time to time and from person to
person. While it flourished, the Inquisition did not offend the
sensibilities of most people—though individually men did all they
could to stay out of its clutches. In the same way, Institutional
Psychiatry does not now offend the sensibilities of most people—
though individually men do all they can to stay out of its clutches.
Resting squarely on the moral judgment that Institutional Psy-
chiatry is an abuse of both the human personality and the healing
relationship, I want it to be clearly understood that in describing
its operations, I shall be illustrating its uses, not its abuses. I shall
thus try to show that if Institutional Psychiatry is harmful to the
so-called mental patient, this is not because it is liable to abuse,
but rather because harming persons categorized as insane is its
essential function: Institutional Psychiatry is, as it were, designed
to protect and uplift the group (the family, the State), by per-
secuting and degrading the individual (as insane or ill).1!
Although I have used the sociological approach to deviance in
this study, I have, whenever possible, avoided calling witches and
mental patients “deviants.” Words have lives of their own. How-
ever much sociologists insist that the term ‘“‘deviant” does not
diminish the worth of the person or group so categorized, the
implication of inferiority adheres to the word. Indeed, sociologists
are not wholly exempt from blame: They describe addicts and
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homosexuals as deviants, but never Olympic champions or Nobel
Prize winners. In fact, the term is rarely applied to people with
admired characteristics, such as great wealth, superior skills, or fame
—whereas it is often applied to those with despised characteristics,
such as poverty, lack of marketable skills, or infamy.

For this reason, I repudiate the tacit assumption inherent in
designating mental patients as deviants: that, because such per-
sons differ, or are alleged to differ, from the majority, they are
ipso facto sick, bad, stupid, or wrong, whereas the majority are
healthy, good, wise, or right. The term “social deviants” for indi-
viduals incriminated as mentally ill is unsatisfactory for another
reason: it does not make sufficiently explicit—as the terms “scape-
goat” or “victim” do—that majorities usually categorize persons or
groups as ‘“‘deviant” in order to set them apart as inferior beings
and to justify their social control, oppression, persecution, or
even complete destruction.

Roles, it is well to remember, are social artifacts. Role-deviance,
therefore, has meaning only in the context of specific social customs
and laws. The criminal is deviant because he breaks the law; the
homosexual because most people are heterosexuals; the atheist be-
cause most people believe, or say they believe, in God. Although
departure from a statistical norm of behavior is an important
criterion of social deviance, it is not the only criterion. A person may
be considered deviant not only because his conduct differs from a
socially observed norm, but also because it differs from a morally
professed ideal. Thus, although a happy marriage is probably more
the exception than the rule, the unmarried or unhappily married
person is often considered psychologically abnormal and socially
deviant. In earlier days, when masturbation was no doubt just as
prevalent as it is at present, psychiatrists considered the practice
both a symptom and a cause of insanity.

Social deviance is thus a term naming a vast category. Which kinds
of social deviance are regarded as mental illnesses? The answer is,
those that entail personal conduct not conforming to psychiatrically
defined and enforced rules of mental health. If narcotics-avoidance is
a rule of mental health, narcotics ingestion will be a sign of mental
illness; if even-temperedness is a rule of mental health, depression
and elation will be signs of mental illness; and so forth.

However obvious this may be, its implications for our under-
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standing of mental illness and Institutional Psychiatry are vastly
unappreciated. The fact is that every time psychiatrists formulate a
new rule of mental health, they create a new class of mentally sick
individuals—just as every time legislators enact a new restrictive
law, they create a fresh category of criminals. For example, the
proposition that prejudice against Jews is a manifestation of psycho-
pathology,1? existing side by side with the view that American
servicemen who marry Vietnamese women!® or whites who marry
blacks!* are mentally ill—a few of the countless instances in the
contemporary inflation of the concept of mental illness—is simply
a strategy for expanding the category of people who may be legiti-
mately classified as mentally sick. Since the consequences of being
labeled mentally ill include such penalties as personal degradation,
loss of employment, loss of the right to drive a car, to vote, to make
valid contracts, or to stand trial-—and, last but not least, incar-
ceration in a mental hospital, possibly for life—the expansion of the
category of people who can be so designated is essential for in-
creasing the scope and power of the Mental Health Movement and
its psychiatric methods of social control. How these social controls—
their underlying concepts, rhetorical forms, and precise legal ap-
plications—resemble those of the Inquisition, will be demonstrated
in Part I. In Part II, we shall follow the development of modern
.methods for the manufacture of madness and will show that In-
stitutional Psychiatry fulfills a basic human need—to validate the
Self as good (normal), by invalidating the Other as evil (mentally
ill).



PART 1

THE INQUISITION
AND INSTITUTIONAL
PSYCHIATRY

In desperate situations man will always have recourse
to desperate means . . . If reason has failed us, there
remains always the ultima ratio, the power of the
miraculous and mysterious.

~Ernst Cassirerl

[The Grand Inquisitor:] . . . we care for the weak too.
They are sinful and rebellious, but in the end they
too will become obedient. They will marvel at us
and look on us as gods, because we are ready to
endure the freedom which they have found so dread-
ful and to rule over them—so awful it will seem to
them to be free. But we shall tell them that we are
Thy servants and rule them in Thy name. We shall
deceive them again . . . That deception will be our
suffering, for we shall be forced to lie.

—-Fyodor Dostoyevsky?



SOCIETY’S INTERNAL ENEMIES
AND PROTECTORS

I cannot accept your canon that we are to judge
Pope and King unlike other men, with a favourable
presumption that they did no wrong. If there is any
presumption it is the other way against holders of
power, increasing as the power increases. Historic
responsibility has to make up for the want of legal
responsibility.

—Lord Actont

In the past, most people believed in sorcery, sympathetic magic, and
witchcraft. Men have a powerful need to perceive the causes of
natural disasters, epidemics, personal misfortunes, and death. Magic
and witchcraft supply a primitive theory for explaining such oc-
currences, and appropriate methods for coping with them.

The behavior of persons whose conduct differs from that of their
fellows—either by falling below the standards of the group or by
surpassing them-—constitutes a similar mystery and threat; the
notions of demonic possession and madness supply a primitive
theory for explaining such occurrences and appropriate methods
for coping with them.

These universal beliefs and the practices connected with them are
the materials out of which men build social movements and in-
stitutions. The beliefs that led to the witch-hunts existed long before
the thirteenth century, but it was not until then that European society
used them as a foundation for an organized movement. This move-

3
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ment—whose ostensible aim was to protect society from harm—
became the Inquisition. The danger was the witch; the protector,
the inquisitor. Similarly, although the concept of madness existed
long before the seventeenth century, only then did European
society begin to organize a movement based on it. This movement—
whose ostensible aim was likewise to protect society from harm—
was Institutional Psychiatry. The danger was the madman; the
protector, the alienist. The persecution of witches lasted for more
than four centuries. The persecution of mental patients has lasted
for more than three centuries and its popularity is still increasing.

Immediately, two questions arise: If the concept of witchcraft was
old and familiar, why, in the thirteenth century, did a persecutory
mass-movement crystallize around it? Similarly, if the concept of
madness was old and familiar, why, in the seventeenth century, did
a persecutory mass-movement crystallize around it?

As a result of a number of historical developments—among them,
contacts with alien cultures during the Crusades, the evolution of
the “feudal contract,” and the growth of mercantilism and a middle
class—people bestirred themselves from their centuries-old stupor
and began to seek fresh answers to life’s problems. They challenged
clerical authority and relied increasingly on observation and ex-
perimentation. Modern science was thus born, setting the stage
for the protracted conflict between it and theology that was to follow.

Medieval European society was dominated by the Church. In a
religious society, deviance is conceptualized in theological terms:
the deviant is the witch, the agent of Satan. Thus the sorceress
who healed, the heretic who thought for himself, the fornicator who
lusted too much, and the Jew who, in the midst of a Christian
society, stubbornly rejected the divinity of Jesus—however much
they differed from one another—all were categorized as “heretics”;
and thus was each, as an enemy of God, persecuted by the Inquisi-
tion. The medieval historian Walter Ullman puts it this way:
“Publicly to hold opinions which ran counter to or attacked the
faith determined and fixed by law was heresy, and the real reason
for making heresy a crime was—as Gratian’s Decretum had ex-
plained it—that the heretic showed intellectual arrogance by pre-
ferring his own opinions to those who were specially qualified to
pronounce upon matters of faith. Consequently, heresy was high
treasor, committed against the divine majesty, committed through
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aberration from the faith as laid down by the papacy.”?

From the medieval point of view, however, as Ullman reminds
‘us, “this suppression of the individual’s opinion was not by any
means seen as a violation of his rights or of his dignity as a Christian,
because a Christian attacking established faith forfeited his dignity.
- - - Killing this individual did not violate his dignity, just as killing
an animal did not affect anyone’s dignity.”3

In those days, the bond that held men together was not the secular
law to which, as citizens, they had given their consent; instead, it was
the divine law which, as Christians, they unquestioningly obeyed
because they had faith in God and his vicars on earth. For a millen-
nium, until the latter part of the Middle Ages, the ideal of social
relations was not reciprocity but benevolent domination and dutiful
submission. The subject’s obligations were one-sided: he had no
means of enforcing the ostensible duties which his superiors owed
him. In the manner of classical Roman writers, the ruler was re-
garded as “the common father of all.” Medieval tracts never tire of
emphasizing the royal duty of the king to care for the “feebler
members” of society. But this recognition, as Ullman remarks,
“was a very long way from ascribing to the subjects . . . any in-
digenous, autonomous rights with which they could confront the
king. If he did not fulfill this duty of his, no power existed on earth
to make him do it. The frequency of these hortatory statements
stood in inverse proportion to the practical as well as theoretical
feasibility of translating them into reality.”

For millennia, the hierarchical model of social relations, regarded
as the divine blueprint for life on earth as well as in heaven and
hell, appeared to men as the only conceivable ordering of human
affairs. For obvious psychological reasons, this model has perennial
appeal to men. This ideal of a nonreciprocal social relationship
began to be undermined, in the twelfth century, by the development
of the feudal contract which established a reciprocity of obligations
between lord and vassal. Diffidatio, or the repudiation of the feudal
contract by the vassal if the lord did not fulfill his duties or went
beyond the contractual bond, was not based on any sophisticated
theories or doctrines, but grew out of feudal practice.® Ullman
emphasizes that “feudal principles were not imposed upon society
‘from above,’ but developed gradually by slowly taking into ac-
count the actual social exigencies. . . . Historical scholarship has
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come to recognize that in the West, the turn of the twelfth and
thirteenth centuries formed the period in which the seeds for the
future constitutional development as well as for the standing of
the individual in society were sown. . . . It is easy today to sit back
and complacently take for granted the constitutionally fixed posi-
tion of the individual as a citizen, but one forgets too easily that it
was not always so and there was a time spanning the greater part
of the Middle Ages, something approaching a millennium, when
there was no such thing as a citizen. . . .”8

Social transformations of such magnitude do not occur, however,
without terrible human sufferings. The rulers, afraid of losing
power, redouble their domination; the ruled, afraid of losing pro-
tection, redouble their submission. In such an atmosphere of change
and uncertainty, rulers and ruled unite in a desperate effort to
solve their problems; they find a scapegoat, hold him responsible
for all of society’s ills, and proceed to cure society by killing the
scapegoat.

In 1215, the year King John granted the Magna Carta, Pope
Innocent III convened the Fourth Lateran Council. “The assembly
was an impressive tribute to his universal power; more than fifteen
hundred dignitaries came to Rome from all over the world, to
consider the problem of disciplining heretics and Jews. . . .”7 The
Council denounced the Albigensian heresy and proclaimed a holy
war against it; and it decreed that Jews must wear a yellow badge
on their clothing to identify them as Jews.8

Beginning in the thirteenth century, all manner of misfortunes—
from failing crops to epidemics—were blamed on witches and Jews;
their massacre became accepted social practice.? “Though the
centuries between 1200 and 1600 were four agonizing centuries for
the Jews,” writes Dimont, “‘they were equally agonizing centuries for
the Christians. Because the charges against the Jews bore such labels
as ‘ritual murder’ and ‘Host desecration,” instead of ‘witchcraft’
and ‘heresy,’ this should in no way mislead us. The same psy-
chology, the same thinking, the same type of trial, the same type
of evidence, the same type of torture went into both. Even as Jews
accused of ritual murder were hauled to the stake, Christians ac-
cused of witchcraft were burned in adjacent market places.”10

For more than two centuries, the main brunt of the persecution
was borne by the Jews. They were expelled from England and
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France, converted or killed in vast numbers in the rest of Europe.
In one six-month period alone, at the end of the thirteenth century,
a hundred thousand Jews were massacred in Franconia, Bavaria, and
Austria.* The persecution of witches, during this period, was
haphazard and sporadic. Their turn came at the end of the fifteenth
century.

As the Crusades for the reconquest of the Holy Land were
launched by papal bulls, so was this crusade for the reconquest of
the spiritual purity of Christian Europe. The decrees of the Fourth
Lateran Council were reshaped and redirected by a bull issued
by Pope Innocent VIII on December g, 1484. It read, in part, as
follows:

Desiring with the most heartfelt anxiety, even as Our Apostleship
requires, that the Catholic Faith should especially in this Our day
increase and flourish everywhere, and that all heretical depravity
should be driven far from the frontiers and bournes of the Faithful,
We very gladly proclaim and even restate those particular means and
methods whereby Our pious desire may obtain its wished effect . . .

It has indeed lately come to Our ears, not without afflicting Us
with bitter sorrow, that . .. many persons of both sexes, unmindful
of their own salvation and straying from the Catholic Faith, have
abandoned themselves to devils, incubi, and succubi. . . .

Wherefore We . . . decree and enjoin that the aforesaid Inquisitors
be empowered to proceed to the just correction, imprisonment, and
punishment of any persons, without let or hindrance, in every way
as if the provinces, townships, dioceses, districts, territories, yes, even
the persons and their crimes in this kind were named and par-
ticularly designated in Our letters . . .12

‘Two years later, in 1486, this papal bull was implemented by
the publication of that famous manual for witch-hunters, the
Malleus Maleficarum (The Hammer of Witches).13 There soon fol-
lowed an epidemic of witchcraft: the incidence of witches increased,
as the authorities charged with their suppression covertly demanded
that it should; and a corresponding increase of interest in methods
aimed at combating witchcraft developed. For centuries the Church
struggled to maintain its dominant role in society. For centuries the
witch played her appointed role as society’s scapegoat.

From the beginning of its labors, the Inquisition recognized the
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problem of correctly identifying witches. The inquisitors and secular
authorities were accordingly provided with criteria of witchcraft, and
with specific guidelines for their work. The vast medieval literature
on witchcraft is concerned primarily with one or both of these sub-
jects. Among these works, the Malleus Maleficarum is recognized as
the most important.

Sprenger and Kridmer, the Dominican inquisitors who wrote the
Malleus, begin by asserting that . . . the belief that there are such
beings as witches is so essential a part of the Catholic faith that
obstinately to maintain the opposite opinion manifestly savours of
heresy.”1# In other words, Satan and his witches are as much a part
of the Christian religion as God and his saints; a true believer can
no more entertain doubt about the former than about the latter.
To question the existence of witches is thus itself a sign of being a
heretic (witch).

More precise criteria of witchcraft were soon forthcoming. We are
told, for example, that “. . . those who try to induce others to
perform . . . evil wonders are called witches. And because infidelity
in a person who has been baptized is technically called heresy, there-
fore such persons are plainly heretics.”15

The authors of the Malleus further narrow the range of suspects
when they observe that it is women who are “chiefly addicted to
Evil Superstitions.” Among women, they assert, “midwives
surpass all others in wickedness.”'®¢ The reason why witches are
usually women is that “All witchcraft comes from carnal lust, which
is in women insatiable.”1? And the reason why men are protected
from this heinous crime is that Jesus was a man: “. . . blessed be the
Highest who has so far preserved the male sex from so great a crime:
for since He was willing to be born and suffer for us, therefore He
has granted to men this privilege.”!8 In short, the Malleus is, among
other things, a kind of religious-scientific theory of male superiority,
justifying—indeed, demanding—the persecution of women as mem-
bers of an inferior, sinful, and dangerous class of individuals.

Having thus defined witchcraft, the authors of the Malleus offer
specific criteria for identifying witches. Several of these pertain to
the characteristics of diseases. They hold, for example, that the
sudden, dramatic onset of illness, or what looks like illness, is a
typical sign that the disease is caused by witchcraft: “. . . evil may

come so suddenly upon a man that it can only be ascribed to witch-
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craft”;1® and they cite case histories to substantiate this contention.
Here is one:

A certain well-born citizen of Spires had a wife who was of such
an obstinate disposition that, though he tried to please her in every
way, yet she refused in nearly every way to comply with his wishes,
and was always plaguing him with abusive taunts. It happened that,
on going into his house one day, and his wife railing against him
as usual with opprobrious words, he wished to go out of the house
to escape from quarreling. But she quickly ran before him and
locked the door by which he wished to go out; and loudly swore
that, unless he beat her, there was no honesty or faithfulness in him.
At these heavy words he stretched out his hand, not intending to
hurt her, and struck her lightly with his open palm on the buttock;
whereupon he suddenly fell to the ground and lost all his sense,
and lay in bed for many weeks afflicted with a most grievous illness.
Now it is obvious that this was not a natural illness, but was caused
by some witchcraft of the woman. And very many similar cases
have happened, and been made known to many.20

Next Sprenger and Krimer recommend physicians as expert
diagnosticians—and as expert witnesses in witch trials—upon whose
professional judgment inquisitors and laymen are asked to rely in
distinguishing diseases due to natural causes from those due to
witchcraft.

And if it is asked how it is possible to distinguish whether an illness
is caused by witchcraft or by some natural physical defect, we
answer that the first is by means of the judgment of doctors. . . . For
example, doctors may perceive from the circumstances, such as the
patient’s age, healthy complexion, and the reaction of his eyes, that
his disease does not result from any defect of the blood or the
stomach, or any other infirmity; and they therefore judge that it is
not due to any natural defect, but to some extrinsic cause. And
since that extrinsic cause cannot be any poisonous infection, which
would be accompanied by ill humours in the blood and stomach,
they have sufficient reason to judge that it is due to witchcraft.2!

A third method of distinguishing natural illness from illness
caused by witchcraft consisted of interpreting the form assumed
by molten lead poured into water. “There are some,” say the authors
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of the Malleus, “who can distinguish such illnesses by means of a
certain practice, which is as follows. They hold molten lead over
the sick man, and pour it into a bowl of water. And if the lead
condenses into some image, they judge that the sickness is due
to witchcraft.”*22

In the days of the witch-hunts, physicians and priests were thus
much concerned with the problem of the “differential diagnosis” be-
tween natural illness and demonic illness. This distinction seems
simple to us only because we disbelieve in supernatural illness; but
to our forebears, who believed in it, making this differentiation was
a difficult task.t Moreover, the doctors and inquisitors engaged in
ferreting out witches carried out their work against the backdrop
of a closely related problem that was very real indeed: they had to
distinguish between persons allegedly guilty of injurious acts, espe-
cially poisoners or veneficae—and those innocent of any wrong-
doing, that is, ordinary persons. By being considered simultaneously
a malefactor (as bewitched), like the poisoner, and a victim (as
mere instrument of demonic powers), like ordinary all-suffering
mankind, the witch helped to obliterate the sharp distinction be-
tween poisoner and nonpoisoner, guilty and innocent person.

Significantly, the word witch comes from a Hebrew word that
has been rendered venefica in Latin, and witch in English. Its original
meaning was poisoner, dabbler in magical spells, or fortuneteller.
The concept of witch combines occult powers with possibilities of
benefaction or malefaction.?? In Renaissance Europe, poisoning,
mainly by means of arsenical compounds, was a common practice.
Making and selling poisons became a large and profitable trade,
often engaged in by women. “So rooted had [slow poisoning] be-
come in France between the years 1670 and 1680,” remarks Mackay,
“that. Madame de Sévigné, in one of her letters, expresses the fear
that Frenchman and poisoner would become synonymous terms.”24
* Since this was prescribed by the Inquisition and helped its cause, it was not
considered magic or sorcery. When individuals employed similar methods in the

pursuit of their own interests, they were declared heretics and were severely
punished. See, for example, Charles Williams, Witchcraft, p. 8s.

+ The classification of diseases as either natural or demonic, and of patients as
either sick requiring treatment or possessed requiring exorcism, was still popular
toward the end of the eighteenth century, and has, indeed, survived to the
present. In this connection, see Henri F. Ellenberger, “The Evolution of Depth
Psychology,” in lago Galdston (Ed.), Historic Derivations of Modern Psychiatry;
and also Jean Lhermitte, True and False Possession.
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The problem of the correct diagnosis of witchcraft must be viewed
against this background.

Johann Weyer (1515-1588), physician to Duke William of Cleves,
was one of the few medical men of his age to speak out against the
witch-hunts. Like his contemporaries, Weyer believed in witchcraft
and witches;* he differed from them only in holding that witch-
. hunters made the diagnosis of witchcraft too often and too readily.
He especially attacked “the uninformed and unskilled physicians
[who] relegate all of the incurable diseases, or all of the diseases the
remedy for which they overlook, to witchcraft”; and concluded that
“they, the physicians themselves are thus the real malefactors.”?5 In
short, he did not oppose the witch-hunts themselves, but only their
“abuses” or ‘“‘excesses.”

Significantly, the full title of Weyer’s classic work is De Praestigiis
Daemonum, et Incantationibus ac Veneficiis—that is, On the
Trickery of Demons and the Prayers of Poisoners. Beginning with
the title and throughout the book Weyer distinguishes between
“witches” and “poisoners.” He acknowledges that there are evil
people who use a variety of poisons to harm and kill their enemies.
They are criminals and should be punished. However, the majority
of people accused of witchcraft are not of this type. Innocent of any
wrongdoing, they are unfortunate, miserable, and perhaps “deluded”
individuals. In a letter to his patron, Duke William, explaining the
aims of De Praestigiis and dedicating it to him, Weyer writes that
his “final object” in this work “is legal, in that I speak of punish-
ment, in another than the accustomed way, of sorcerers and
witches.”2¢ (Italics added.) And he concludes the letter with an un-
compromising rejection of the inquisitorial process and a plea for
respect for established judicial procedures. “To you, Prince [he
writes], I dedicate the fruit of my thought. . . . You do not, like
others, impose heavy penalties on perplexed, poor old women. You
demand evidence, and only if they have actually given poison, bring-
ing about the death of men or animals, do you allow the law to take
its course.”?? (Italics added.)

Weyer thus insists that, from a legal point of view, it is necessary

* Weyer not only believed in the reality of witches, but claimed to know their ex-
act number and organization. There were, he said, “seven million, four hundred
nine thousand, one hundred and twenty-seven, and all of them were controlled
by seventy-nine princes.” (Quoted in Jerome M. Schneck, 4 History of Psychiatry,
P- 41)
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to distinguish between two classes of persons: poisoners or persons
guilty of criminal acts, and nonpoisoners or persons innocent of
criminal acts. But this is precisely the point on which his opponents
assail him: because the witches are criminals, they maintain, there
is no such distinction to be made. Contemporary authorities are
quite clear on this. Jean Bodin (1530-1596), a French jurist, leading
defender of the Inquisition, and one of Weyer’s most impassioned
critics, asserts that Weyer is “. . . wrong . . . a witch and a poisoner
are one and the same thing. Everything imputed to witches is true.”’28
Another critic of Weyer’s, a Marburg physician named Scribonius,
writing in 1588, objects specifically to Weyer’s attempt to prove
“that witches only imagine their crimes but that in reality they have
done nothing untoward!” To Scribonius, this means that “Weyer
does nothing more than to remove the guilt from the shoulders of
the witches to free them from the need of any punishment. . . . Yes,
I shall say it openly: with Bodin, I believe that Weyer has con-
secrated himself to the witches, that he is their comrade and com-
panion in crime, that he himself is a wizard and a mixer of poisons
who has taken upon himself the defense of other wizards and
poison-mixers.’’2®

Mystification of the concept of witchcraft and its amalgamation
with that of poisoning were useful for the Inquisition; hence,
inquisitors opposed attempts to undo this process and punished,
as enemies of the established theological order, those who persisted
in such efforts. Weyer’s critics, as we just saw, objected precisely to
his attempts to de-mystify the harmfulness of alleged witches. Doing
so was, as the Malleus had clearly laid down, a grave and sinful
error: ‘“And yet there are some who rashly opposing themselves to all
authority publicly proclaim that witches do not exist, or at any rate
that they can in no way afflict and hurt mankind. Wherefore, strictly
speaking those who are convicted of such evil doctrine may . . . be
excommunicated, since they are openly and unmistakably to be
convicted of false doctrine.”3?

Because it is essential for a clear grasp of our subsequent discussion
of witchcraft and its parallels with mental illness, I have tried to
show in some detail that the emphasis of Weyer’s argument is not
where modern psychopathologists claim it is—that is, on a criticism
of the concept of witchcraft and on a plea for its replacement by
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that of mental illness;* instead it is on the procedures employed by
the inquisitors. These methods will be surveyed in the next chapter.

With the decline of the power of the Church and of the religious
world view, in the seventeenth century, the inquisitor-witch complex
disappeared and in its place there arose the alienist-madman com-
plex.

In the new—secular and “scientific’—cultural climate, as in any
other, there were still the disadvantaged, the disaffected, and the
men who thought and criticized too much. Conformity was still
demanded. The nonconformist, the objector, in short, all who denied
or refused to affirm society’s dominant values, were still the enemies
of society. To be sure, the proper ordering of this new society was
no longer conceptualized in terms of Divine Grace; instead, it was
viewed in terms of Public Health. Its internal enemies were thus
seen as mad; and Institutional Psychiatry came into being, as had
the Inquisition earlier, to protect the group from this threat.

The origins of the mental hospital system bear out these generaliza-
tions. “The great confinement of the insane,” as Michel Foucault
aptly calls it, began in the seventeenth century: “A date can serve
as a landmark: 1656, the decree that founded, in Paris, the Hépital
Général.”$1 The decree founding this establishment, and others
throughout France, was issued by the king, Louis XIII: “We choose
to be guardian and protector of said Hépital Général as being of
royal founding . . . which is to be totally exempt from the direction,
visitation, and jurisdiction of the officers of the General Reform . . .
and from all others to whom we forbid all knowledge and jurisdic-
tion in any fashion or manner whatsoever.”’32

The original, seventeenth-century, definition of madness—as the

* Indeed, since Weyer believed in witchcraft, and since the concept of witchcraft
was inextricably intertwined with that of malefaction, he was unable to persuade
his critics, or the public, that witches were harmless. Robbins cogently observes
that “Weyer was activated by pity rather than by reason. Consequently, his
attempted distinction between harmless witches and wicked wizards was easily
demolished by his more logical opponents, like Bodin.” (Rossell Hope Robbins,
The Encyclopedia of Witchcraft and Demonology, p. 539.)

Today, the “moderate” critic of the overuse of involuntary psychiatric hos-
pitalization finds himself in the same bind. Since he believes in mental illness,
and since the concept of mental illness is inextricably intertwined with male-
faction, he, like Weyer before him, is also unable to persuade his critics, or the
public, that mental patients are not dangerous.
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condition justifying confinement in the asylum—conformed to the
requirements for which it was fashioned. To be considered mad, it
was enough to be abandoned, destitute, poor, unwanted by parents
or society. The regulations governing admission to the Bicétre and
the Salpétriere—the two Parisian mental hospitals destined to be-
come world famous—oput into effect on April 20, 1680, provided
that “children of artisans and other poor inhabitants of Paris up
to the age of twenty-five, who used their parents badly or who
refused to work through laziness, or, in the case of girls, who were
debauched or in evident danger of being debauched, should be shut
up, the boys in the Bicétre, the girls in the Salpétriére. This action
was to be taken on the complaint of the parents, or, if these were
dead, of near relatives, or the parish priest. The wayward children
were to be kept as long as the directors deemed wise and were to
be released only on written order by four directors.”3? In addition
to these persons “prostitutes and women who ran bawdy houses”
were to be incarcerated in a special section of the Salpétriére.34

The consequences of these “medical” practices are described by
a French observer after the Salpétriére had been in operation for
a century:

In 1778, the Salpétriére is the largest hospital in Paris and possibly
in Europe: this hospital is both a house for women and a prison.
It receives pregnant women and girls, wet nurses and their nurse-
lings; male children from the age of seven or eight months to four
or five years of age; young girls of all ages; aged married men and
women; raving lunatics, imbeciles, epileptics, paralytics, blind per-
sons, cripples, people suffering from ringworm, incurables of all
sorts, children afflicted with scrofula, and so on and so forth. At
the center of this hospital is a house of detention for women, com-
prising four different prisons: le commun, for the most dissolute
girls; la correction, for those who are not considered hopelessly
depraved; la prison, reserved for persons held by order of the king;
and la grande force, for women branded by order of the courts.35

Surveying this scene, George Rosen bluntly states that “the indi-
vidual was committed not primarily to receive medical care but
rather to protect society and to prevent the disintegration of its
institutions.”’38

As recently as 1860, it was not necessary to be mentally ill to be
incarcerated in an American mental institution; it was enough to
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be a married woman. When the celebrated Mrs. Packard was hos-
pitalized in the Jacksonville State Insane Asylum for disagreeing
with her minister-husband, the commitment laws of the state of
Hlinois explicitly proclaimed that “Married women . . . may be
entered or detained in the hospital at the request of the husband of
the woman or the guardian . . . without the evidence of insanity
“required in other cases.”37

In short, it is only a relatively recent rationalization in the history
of psychiatry that a person must “suffer” from a “mental disease”—
like schizophrenia or senile psychosis—to justify his commitment.
Being an unemployed young man, a prostitute, or a destitute old
person used to suffice. “We must not forget,” remarks Foucault,
“that a few years after its foundation [in 1656), the Hdpital Gén-
éral of Paris alone contained six thousand persons, or around one
percent of the population.”38 As a means of social control and of the
ritualized affirmation of the dominant social ethic, Institutional
‘Psychiatry immediately showed itself to be a worthy successor to the
Inquisition. Its subsequent record, as we shall see, has been equally
distinguished.

The French hépital général, the German Irrenhaus, and the
English insane asylum thus become the abodes of persons called
mad. Are they considered mad, and therefore confined in these
institutions? Or are they confined because they are poor, physically
ill, or dangerous, and therefore considered mad? For three hundred
years, psychiatrists have labored to obscure rather than clarify this
simple problem. Perhaps it could not have been otherwise. As
happens also in other professions—especially in those pertaining to
the regulation of social affairs—psychiatrists have been largely re-
sponsible for creating the problems they have ostensibly tried to
solve. But then, like other men, psychiatrists cannot be expected to
act systematically against their own economic and professional self-
interests.

The decree of Louis XIII was not a solitary occurrence. It has
been repeated time and again through the history of psychiatry.
The German mental hospital system, for example, was inaugurated
in 180 with the following declaration by Prince Karl August von
Hardenberg:

The state must concern itself with all institutions for those with
damaged minds, both for the betterment of the unfortunates and
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for the advancement of science. In this important and difficult
field of medicine only unrelenting efforts will enable us to carve
out advances for the good of suffering mankind. Perfection can be
achieved only in such institutions [state mental hospitals] . . .39

The patients upon whose behavior men like Kahlbaum and
Kraepelin later erected their systems of psychiatric diagnosis were
the inmates of these institutions. During the one hundred years
following Prince Hardenberg’s declaration, the diversity of mental
diseases requiring “diagnosis” and “treatment” multiplied through-
out Europe, and so did the number of mental patients requiring
confinement.

In our own day—a half millennium after the bull of Innocent
VIII, and 150 years after the German declaration of war on in-
sanity—we are exhorted to combat mental illness by no less a
personage than a President of the United States of America. On
February g, 1963, President Kennedy declared:

I propose a national mental health program to assist in the inaugura-
tion of a wholly new emphasis and approach to care for the men-
tally ill. . . . Government at every level—Federal, State, and local—
private foundations and individual citizens must all face up to their
responsibilities in this area. . .. We need . . . to return mental health
care to the mainstream of American medicine.*°

It is sobering to contemplate the similarities among these in-
spirational messages. The good intentions and sincerity of the
speakers need not be doubted. Pope, Prince, President—each claims
to be trying to help his suffering fellow man. What is chilling is
that each ignores the possibility that the alleged sufferer, whether of
witchcraft or of mental illness, might prefer to be let alone; that
each refuses merely to offer his help and grant his beneficiary the
right to accept it or reject it; and, finally, that each denies the pain-
ful truth that men upon whom the ministrations of the militant
Church and the therapeutic State are imposed by force rightly regard
themselves not as beneficiaries and patients but as victims and
prisoners.

As we have seen, in the days of the witch-hunts, the methods for
identifying a person as a poisoner and as a patient differed radically;
the method for identifying him as a witch differed from both, con-



Society’s Internal Enemies and Protectors 17

stituting a special procedure. In our day, the methods for iden-
tifying a person as a criminal and as a medical patient differ simi-
larly; and the method for identifying him as a mental patient differs
from both, again constituting a special procedure. There are good
reasons for these distinctions.

We are plagued by some of the same kinds of social problems
which plagued people during the declining Middle Ages, and we
try to solve them by similar methods. We use the same legal and
moral categories: lawbreakers and law-abiding citizens, guilt and
innocence; and we, too, use an intermediate category—the mad-
man or mental patient—whom we try to fit into one class or the
other. Formerly, the question was: In which class do witches belong?
Now it is: In which class do mental patients belong? Institutional
psychiatrists and men of enlightened popular opinion hold that,
because they are “dangerous to themselves and others,” madmen
belong in the class of quasi-criminals; this justifies their involuntary
incarceration and general mistreatment.

Moreover, to support their ideology and to justify their powers
and privileges, institutional psychiatrists combine the notions of
mental illness and criminality and resist efforts to separate them.
They do this by claiming that mental illness and crime are one and
the same thing and that mentally ill persons are dangerous in ways
that mentally healthy persons are not. Philip Q. Roche, who re-
ceived the American Psychiatric Association’s Isaac Ray Award for
helping to bring law and psychiatry closer together, articulates this
view in a characteristic fashion when he asserts that “criminals
differ from mentally ill people only in the manner we choose to
deal with them. . . . All felons are mental cases . . . crime is a
disturbance of communication, hence a form of mental illness.”4!
This view—namely, that crime is a product and symptom of mental
illness in the same way as, say, jaundice is of hepatitis—held today
by most psychiatrists and many lawyers and jurists, is not as novel
as its proponents would have us believe. For example, Sir Matthew
Hale (160g-1678), Lord Chief Justice of England and, curiously,
himself an ardent believer in witchcraft, declared that “. . . doubt-
less, most persons that are felons . . . are under a degree of partial
insanity, when they commit these offenses.”4? We recognize in this
view an early manifestation of the change from a religious to a
scientific mode of thinking and talking about people and human
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relations. Instead of saying that “criminals are evil,” the authorities
say that they are “sick”; in either case, however, the suspects con-
tinue to be seen as dangerous to society and hence fit subjects for its
sanctions.

It is consistent with this close mental and verbal association be-
tween crime and madness* that commitment laws are formulated
in terms of the individual’s supposed “dangerousness” (to himself
and others), rather than in terms of his health and illness. Danger-
ousness, of course, is a characteristic the alleged mental patient
shares with the criminal, rather than with the medically ill person.

Mystification of the concept of mental illness and its amalgama-
tion with that of crime are now useful for Institutional Psychiatry,
just as mystification of the concept of witchcraft and its amalgama-
tion with poisoning had formerly been useful for the Inquisition.
In Weyer's day, the effect of obfuscating the differences between
witchcraft and poisoning—theological offense (heresy) and law-
breaking (crime)—was the replacement of accusatorial with in-
quisitorial procedures. In our day, the effect of obfuscating the
differences between madness and dangerousness—psychiatric offense
(mental illness) and lawbreaking (crime)—is the replacement of
the Bill of Rights with the Bill of Treatments. The upshot in each
case is therapeutic tyranny, clerical in the first instance, clinical in
the second. The Inquisition thus combined the arbitrariness of
theological judgments with the punitiveness of then prevalent penal
sanctions. Institutional Psychiatry similarly combines the arbitrar-
iness of psychiatric judgments with the punitiveness of now prev-

* In actual practice, what does it mean, or can it mean, to assert that crime is
a form of mental illness? It can only mean a blurring of the distinctions, which
I shall discuss presently, between illness and law-breaking. Suffice it to note here
that the judgment of whether a person is sick is made by a physician, typically
on the basis of an examination of that person’s (called the “patient”) body,
submitted to the physician voluntarily by the patient himself; regardless of the
outcome of this diagnostic process, the decision of whether a therapeutic interven-
tion should be undertaken rests ultimately with the patient. In contrast, the
judgment of whether a person is a criminal is made (in Anglo-American law)
by a lay jury, typically on the basis of an examination of information about
that person’s (called the “defendant”) conduct, submitted to the jury, often
over the objections of the accused, by the defendant’s adversary (called the
“prosecutor”); finally, if the outcome of this “diagnostic” process is a finding of
guilt, the decision of whether a punitive intervention should be undertaken
rests with the jury and the judge (whose choice of actions are, however, prescribed
by law).
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alent penal sanctions. Moreover, institutional psychiatrists now
oppose attempts to undo the mystification inherent in the idea of
mental illness, and punish, as enemies of the established therapeutic
order, those who persist in such efforts*—just as formerly the in-
quisitors opposed attempts to undo the mystification inherent in
the idea of witchcraft and persecuted those (like Weyer) who per-
sisted in such efforts.

Nevertheless, we too shall persist in such efforts. Let us begin
with the differences between crime and ordinary (bodily) ill-
ness. Crime threatens society, not the criminal. When a crime has
been committed, the public interest requires the use of broad and
vigorous police-diagnostic methods: to protect the public welfare,
the criminal must be found and apprehended. Against this, there
is a countervailing private interest to carefully limit and supervise
such methods: to protect individual liberties, the innocent citizen
must be safeguarded against false accusation and imprisonment. Pro-
cedures for detecting crime must thus be carefully balanced to sat-
isfy both of these competing interests. These ideas are contained in
the legal concept of “due process.”3

Disease threatens the individual, not society.} Since there is no

- public interest pressing for a diagnosis of illness when an indi-
vidual suffers pain (as there is for a diagnosis of criminality, when
a crime has been committed), the patient is left free to use or avoid
whatever medical-diagnostic methods he wishes. If he pursues the

* “The question will inevitably be raised,” writes Frederick G. Glaser, “whether
sanctions of some form ought to be taken against Dr. Szasz, not only because of
the content of his views but because of the manner in which he presents them.
He has not chosen to limit his discussion to professional circles, as his magazine
article [in Harper’s], not the first that he has written, testifies.” (Frederick G.
Glaser, The dichotomy game: A further consideration of the writings of Dr.
Thomas Szasz, Amer. J. Psychiat., 121; 106g~-1074 [May] 1965; p. 1073.)

This intolerance is understandable. Doubt about the existence or dangerous-
ness of mental patients would limit the methods permitted to institutional
psychiatrists in combating mental illness, just as doubt about the existence or
dangerousness of witches would have limited the methods permitted to inquisitors
in combating witchcraft. The Inquisition thus flourished so long as its agents
were entrusted with special powers by the society they served. Institutional
Psychiatry now flourishes for the same reason. Only when these powers are curbed
does such an institution wither away.

4 This is true mainly for noncontagious illnesses, such as cancer, heart disease,
or stroke. Contagious diseases, which I shall discuss presently, resemble both
noncontagious illnesses and crimes, inasmuch as they threaten the individual
as well as society.
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diagnosis of his illness too vigorously, or not vigorously enough, his
health may suffer, and hence he may suffer. It is therefore reasonable
to leave the ultimate power for accepting or rejecting diagnostic
procedures for disease in the hands of the patient himself. These
ideas are contained in the legal concept of “informed consent.”44

These two categories, described above in their pure form, coalesce
in certain phenomena that exhibit the essential features of both—
that is, the dangerousness to self, characteristic of illness, and the
dangerousness to others, characteristic of crime. One such phenom-
enon, all too familiar to medieval and Renaissance man, was con-
tagious illness. When, at last, toward the end of the thirteenth
century, Europe was rid of leprosy, it was swept by successive epi-
demics of bubonic plague which decimated the population. Then,
in the sixteenth century, syphilis assumed epidemic proportions.

Like leprosy and the plague, heretical beliefs and practices also
spread through populations as if by contagion; and they too were
regarded, by those who rejected them, as harmful to both self and
others. Since contagious illness was understood to be harmful to
both the sick person and others, it formed a ready conceptual bridge
between ordinary, noncontagious illness (as something harmful
to the self) and crime (as something harmful to others). Contagious
illness thus became the model for religious heresy, fostering the
imagery of witchcraft as a “condition” dangerous for both witch and
victim alike. It was therefore considered justified to resort to special
measures for controlling the epidemic spread of contagious illnesses
and heretical ideas.

In modern society and the modern mind, contagious illness—
now symbolized by syphilis and tuberculosis, rather than by leprosy
and the plague—has continued to function as a conceptual and
logical bridge between illness (as injury to self) and crime (as injury
to others); and it became the model for secular heresy (mental
illness). :

Like syphilis and tuberculosis, nonconforming social beliefs and
practices also spread through the population as if by contagion;
and they too are regarded, by those who reject them, as harmful to
both self and others. It is therefore still considered justified to
resort to special measures for controlling contagious diseases (whose
social significance has become negligible in industrially advanced
nations) and dangerous ideas (whose social significance has sky-
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rocketed in these countries). The result is a pervasive conceptualiza-
tion of social nonconformity as a contagious disease—that is, the
mythology of mental illness; a widespread acceptance of the insti-
tution which ostensibly protects the people from this “disease”—
that is, Institutional Psychiatry; and popular approval of the
characteristic operations of this institution—that is, the systematic
use of force and fraud, disguised by the architecture of hospitals
and clinics, the rhetoric of healing, and the prestige of the medical
profession.

The fundamental parallels between the criteria of witchcraft and
mental illness may be thus summarized as follows:

In the Age of Witchcraft, illness was considered either natural or
demonic. Since the existence of witches as the analogues of saints*
could not be doubted (save at the risk of incurring the charge of
heresy), the existence of diseases due to the malefaction of witches
could also not be doubted. Physicians were thus drawn into the
affairs of the Inquisition as experts in the differential diagnosis of
these two types of illnesses.

In the Age of Madness, illness is similarly considered either
organic or psychogenic. Since the existence of minds as the analogues
of bodily organs is not to be doubted (save at the risk of incurring
vehement opposition), the existence of diseases due to the mal-
function of minds also cannot be doubted.t Physicians are thus
drawn into the affairs of Institutional Psychiatry as experts in
the differential diagnosis of these two types of illnesses. This is
why physicians and psychiatrists are so much concerned with the
problem of the differential diagnosis between bodily illness and
mental illness. This distinction seems simple only if we disbelieve
* In the theology and folklore of Christianity, saints are the agents of God,
responsible for doing some of His good deeds, and witches are the agents of
Satan, responsible for doing some of his evil deeds. Of course, good and evil,
like beauty and ugliness, lie in the eye of the beholder. Thus, Joan of Arc,

burned at the stake as a witch in 1431, was canonized as a saint in 1920. See
Joan of Arc, Encyclopaedia Britannica (1949), Vol. 13, pp. 72—75.

1 Illustrative is the following definition of “mind” by Stanley Cobb, the occupant,
for more than thirty years, of a distinguished chair in neuropathology at
Harvard, and one of America’s most honored psychiatrists: “Mind . . . is the
relationship of one part of the brain to another. Mind is a function of the
brain just as contraction is a function of muscle or as circulation is a function
of the blood-vascular system.” (Stanley Cobb, Discussion of “Is the term ‘mys-
terious leap’ warranted?” in Felix Deutsch [Ed.], On the Mysterious Leap from
the Mind to the Body, p. 11.)
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in mental illness; but to most persons, who believe in it, making
this differentiation is a difficult task. Moreover, the. physicians and
psychiatrists engaged in psychiatric “case-finding” carry out their
work against a backdrop of a closely related problem that is very
real indeed: they must distinguish between persons allegedly guilty
of injurious acts, especially acts of violence against family members
or famous personages, and those innocent of any wrongdoing, that
is, ordinary citizens. By being considered simultaneously a male-
factor (as mad), like the criminal, and a victim (as sick), like the
sick patient, the mental patient helps to obliterate the sharp dis-
tinction between criminal and noncriminal, guilty and innocent
person.

Moreover, in each of these situations, the physician must work
with the classification imposed on him by his profession and his
society. The medieval diagnostician had to distinguish persons
afflicted with natural diseases from those afflicted with demonic
diseases. The contemporary physician must distinguish persons
afflicted with bodily diseases from those afflicted with mental
diseases.* But in making this sort of differential diagnosis, the
fifteenth-century physician did not distinguish between two types
of diseases; instead he prescribed two types of interventions—one
medical, the other theological. In effect, as diagnostician, such a
physician was an arbiter deciding who should be treated by means
of drugs and other medical methods, and who by means of exorcism
and other inquisitorial methods. Mutatis mutandis, the contempo-
rary physician does not distinguish between two types of diseases;
instead, he prescribes two types of interventions—one medical, the
other psychiatric. In effect, as diagnostician, such a physician is an
arbiter deciding who should be treated by means of drugs, surgery,
and other medical methods, and who by means of electroshock,
commitment, and other psychiatric methods. This is why the
methods of examination characteristic of Institutional Psychiatry

* My thesis regarding the relations between organic and mental illness thus both
resembles and differs from Weyer’s regarding the relations between natural and
demonic illness. It resembles Weyer's in so far as he maintains that merely be-
cause physicians cannot cure a disease, they should not infer from this that the
disease is due to witchcraft. It differs from his in so far as he proclaims his
belief in witchcraft as a cause of illness and protests only that his colleagues
make this diagnosis more often than they should. I hold that, like witchcraft,
mental illness is a misconception which can “cause” neither bodily illness nor
crime.



Society’s Internal Enemies and Protectors 23

are compulsory: the power of consent is wrested from the “patient”
and placed in the hands of medical authorities sitting in judgment
on him.

The point we must keep in mind is that in the days of the
Malleus, if the physician could find no evidence of natural illness,
he was expected to find evidence of witchcraft; today, if he cannot
diagnose organic illness, he is expected to diagnose mental illness.*
In both situations, once the subject comes into the presence of the
physician, he becomes a “patient” who cannot be left undiagnosed.
The doctor often feels free to choose between two categories only:
illness and witchcraft, physical illness and mental illness; he does
not feel free—save at the cost of defining himself as professionally
inept or socially deviant—to declare that the patient belongs in
none of these categories.

In other words, the physician confronted with a person without
demonstrable bodily illness is often baffled: Should he consider
such a person a “patient”’? Sheuld he “treat” him, and if so, for
what? In the past, the physician was generally reluctant to con-
clude that such an individual was neither sick nor possessed, and
now he is reluctant to conclude that such a person is neither
physically ill nor mentally ill. In the past, the physician tended
to believe that such people ought to submit to the ministrations
of either medicine or theology. Now he tends to believe that
they ought to submit to the ministrations of either medicine or
psychiatry. In short, physicians have avoided, and continue to
avoid, the conclusion that the foregoing problem falls outside the
scope of their expert knowledge and that they should therefore
leave the person alone and unclassified—the master of his own fate.t
* In so far as the concept of mental illness functions as a classificatory label
justifying the psychiatric denigration of nonconformists, it is logically faulty,
not because it fails to identify a socially definable characteristic, but because it
mislabels it as a disease; and it is morally faulty, not because the physicians and
psychologists who use it are badly intentioned, but because it fosters social con-

trol of personal conduct without procedural protections of individual liberty.
For detailed discussion, see Thomas S. Szasz, The Myth of Mental Iliness.

1+ What, then, should the physician do when confronted with a “patient” with-
out demonstrable bodily illness? How should he classify and treat him? From
the standpoint of a dignified medical ethic—respecting equally the patient’s and
the physician’s rights to self-definition and self-determination—the examiner may
satisfy his need for classification by categorizing his professional role or the
result of his diagnostic interventions; but he should not impose a categorization
on the patient against his will. The physician may thus conclude that he could
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These judgments are rendered impossible in principle by two
assumptions concerning the therapeutic relationship. The first
is that the person facing the medical or theological expert is
a helpless, inferior being to whom the physician or priest owes
a “responsibility” independent of his (the expert’s) knowledge
and skill, and which he cannot shirk. The second is that the insti-
tutional psychiatrist or inquisitor derives no “selfish” gains from
his work with the patient or heretic, and that, were it not for his
selfless devotion to healing or saving souls, he would be only
too happy to leave the sufferer to his “horrible fate.”* For these
reasons, such messianic therapists feel that they must do something,
even if what they do is harmful to the sufferer. The unfortunate
outcome, until recent times, of most therapeutic interventions for
the patient is therefore hardly surprising. In the first place, before
the present century, the healing arts were in an exceedingly primitive
state. Moreover, since the therapeutic interventions imposed on
patients were prompted largely by the physician’s (or priest’s) own
feelings of self-importance, obligations, guilt, and, of course, possible
cravings for power and sadism, they were unrestrained by assess-
ments of their curative value for the client or his informed consent
to, or refusal of, the “service.” These circumstances still characterize
the purveyance of public (and sometimes even of private) psychiatric
care, whose quality thus remains similarly unchecked by the free
decisions of the ostensible recipients of its services.

It is consistent with this character of the wars on witchcraft and
mental illness that vast efforts are made to refine the criteria of
witchcraft and mental illness: but these labors only serve to con-
firm more securely the reality of these threats and the legitimacy of
the defenses against them. Herein, as we have seen, lay the fatal

find no evidence of bodily illness, but not that he found evidence of mental
illness; or that he cannot help the client, but not that the client should consult
a psychiatrist. In this connection, see Thomas §. Szasz, The Psychology of
Persistent Pain: A Portrait of L’Homme Douloureux, in A. Soulairac, J. Cahan,
and J. Charpentier (Eds.), Pain, pp. 95-118.

* This is the myth of nonbenefits for coercive therapists; its corollary is the
myth of immense benefits for those coercively helped (even if these benefits are
temporarily unappreciated by them). Without this imagery, the social inequities
of therapeutic exploitations—selfless helpers growing rich at the expense of their
selfish victims, so obvious a feature of both the Inquisition and Institutional
Psychiatry—could not be maintained; with it, they have been, and continue to
be, readily justified.
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weakness of Weyer’s opposition against the “excesses” of the witch-
hunts; and herein too lies the fatal weakness of the “moderate”
contemporary opposition against the ‘“excesses” of the Mental
Health Movement.

Like Weyer before him, the “moderate” contemporary critic of
involuntary mental hospitalization opposes only the “abuses” and
“excesses” of Institutional Psychiatry. He wants to improve the
system, not to abolish it. He too believes in mental illness and in
the desirability of committing the insane; his main complaint
against involuntary mental hospitalization is that patients are com-
mitted too often and too readily—for example, that patients with
unrecognized bodily diseases (such as subdural hematoma, brain
tumor, cancer of the pancreas, and so forth) are sometimes hastily
categorized as psychotic and improperly confined in mental hospi-
tals. This argument only serves to confirm the validity of Institu-
tional Psychiatry’s core-concept of mental illness, and the legitimacy
of its paradigm intervention, involuntary mental hospitalization.®

The foregoing problems of “differential diagnosis” are bound to
arise and will persist so long as physicians are entrusted with matters
completely unrelated to medicine. A physician may, or may not, be
able to ascertain that a patient suffers from bodily illness; but if he
thinks the patient does not, he cannot infer from this that his
symptoms are due to witchcraft or mental illness—if for no other
reason than that there is no such illness.

These problems of “differential diagnosis” would disappear if we
regarded the physician as an expert on diseases of the body only,
and recognized mental illness as a fictitious entity similar to witch-
craft. Were we to do this, the physician’s evaluative function would
be limited to making an organic diagnosis or concluding that he
cannot make one; and his therapeutic function, to treating bodily
diseases or abstaining from treatment.

The problem of who is a fit subject for commitment would like-
wise disappear if we regarded involuntary mental hospitalization
as a crime against humanity. The question of who was a fit subject
for burning at the stake was answered only when witch-hunting was
abandoned. I believe that the question of who is a fit subject for
commitment will also be answered only when we abandon the
practice of involuntary mental hospitalization.¢

Although the witch-hunts seem to us today an obvious crime, we
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must be cautious about passing judgment on the men who be-
lieved in witchcraft and fought against witches. “Those magistrates
who persecuted witches and demoniacs and who lit so many bon-
fires,” asks the noted French historian of psychiatry René Semel-
aigne, “should they be accused of cruelty, as they frequently are?”
He answers: “They too were people of their time and thus had
their prejudices, beliefs, and convictions; they thought in their
souls and conscience that they were just when they struck the
guilty in accordance with the law.”’47

The inquisitors who opposed and persecuted the heretics acted
in accordance with their sincere beliefs, just as the psychiatrists who
oppose and persecute the insane act in accordance with theirs. In
each instance we may disagree with the beliefs and repudiate the
methods. But we cannot condemn the inquisitors doubly—first for
having certain beliefs, and then for acting upon them. Neither can
we condemn the institutional psychiatrists doubly—first for holding
that social nonconformity is mental illness, and then for incar-
cerating the mental patient in a hospital. In so far as a psychiatrist
truly believes in the myth of mental illness, he is compelled, by the
inner logic of this construct, to treat, with benevolent therapeutic
intent, those who suffer from this malady, even though his “patients”
cannot help but experience the treatment as a form of persecution.

Although the Inquisition and Institutional Psychiatry developed
from different economic, moral, and social conditions, their respec-
tive operations are similar. Each institution articulates its oppressive
methods in therapeutic terms. The inquisitor saves the heretic’s soul
and the integrity of his Church; the psychiatrist restores his patient
to mental health and protects his society from the dangerously in-
sane. Like the psychiatrist, the inquisitor is an epidemiologist: he is
concerned with the prevalence of witchcraft; he is a diagnostician:
he establishes who is a witch and who is not; and finally, he is a
therapist: he exorcises the devil and thus ensures the salvation of
the possessed person’s soul. On the other hand, the witch, like the
involuntary mental patient, is cast into a degraded and deviant role
against her will; is subjected to certain diagnostic procedures to
establish whether or not she is a witch; and finally, is deprived of
liberty, and often of life, ostensibly for her own benefit.

Finally, as we have noted earlier, once the roles of witch and
mental patient become established, occasionally people will seek,
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for reasons of their own, to occupy these roles voluntarily. For
example, Jules Michelet writes that “Not a few [witches] seemed
positively to want to go to the stake, and the sooner the better. .
An English Witch on being led to the stake, tells the crowd not to
blame her judges: ‘I wanted to die. My family shunned me, my
husband repudiated me. If I lived, I should only be a disgrace to
my friends. . . . I longed for death, and I lied to gain my end.’ 48
Christina Hole offers the following interpretation of the motives
that led men to incriminate themselves and others as witches: “To
accuse an enemy of witchcraft was an easy method of revenge; to
declare oneself bewitched was a short cut to that flattering attention
so much desired by unbalanced and hysterical individuals. . . .
Very often the accuser’s main object was to draw attention to him-
self and to pose as the victim of some witch’s peculiar malice. . . .
In 1399 Thomas Darling, of Burton-on-Trent, confessed that his
story of three years before was quite untrue and his fits a fake. His
reason for the deception was one that might have been given by
many other lying accusers. ‘I did all,’ he said, ‘either of ignorance,
or to get myself glory thereby.’ "4

Since a desire for “flattering attention” is not confined to “un-
balanced and hysterical individuals,” but is, on the contrary, a basic
human need, it is easy to see why, under certain circumstances, men
will readily assume the roles of witch, criminal, or mental patient.

In sum, what we call modern, dynamic psychiatry is neither a
glamorous advance over the superstitions and practices of the
witch-hunts, as contemporary psychiatric propagandists would have
it, nor a retrogression from the humanism of the Renaissance and
the scientific spirit of the Enlightenment, as romantic traditional-
ists would have it. In actuality, Institutional Psychiatry is a con-
tinuation of the Inquisition. All that has really changed is the
vocabulary and the social style. The vocabulary conforms to the
intellectual expectations of our age: it is a pseudomedical jargon
that parodies the concepts of science. The social style conforms to
the political expectations of our age: it is a pseudoliberal social
movement that parodies the ideals of freedom and rationality.



THE MALEFACTOR IDENTIFIED

Our best and most experienced physicians work in
the Operation Department under the direct super-
vision of the Well-Doer himself. . . . About five
centuries ago, when the work of the Operation
Department was only beginning, there were yet to
be found some fools who compared our Operation
Department with the ancient Inquisition. But this
is as absurd as to compare a surgeon performing a
tracheotomy with a highway cutthroat. Both use a
knife, perhaps the same kind of knife, both do the
same thing, viz, cut the throat of a living man; yet
one is a well-doer, the other is a murderer.

—Eugene Zamiatinl

The identity of witches was established by three principal methods:
confession, examination for witch’s marks with or without “prick-
ing,” and ordeal by water. We shall examine them separately and
compare each to contemporary psychiatric methods of identifying
mental patients.

Confession was believed to be the only sure way to prove
witchcraft. Since no one but a witch could witness many of the
prohibited acts in question—such as the devil’s sabbat or pacts with
Satan—it was logical that the declaration of the only available
witness, the accused himself, was eagerly sought. That the con-
fession was obtained under torture did not trouble the inquisitors
or the believers in the witch mania. Indeed, it was felt to be a
matter of fairness and justice that a witch should be convicted only
on the basis of her own confession.

28
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“Common justice demands,” say Sprenger and Krimer in the
Malleus, “that a witch should not be condemned to death unless
she is convicted of her own confession.”? According to Robbins,
“Once accused, the victim had to endure torture and inevitably
make a confession of guilt.”3 Every witch trial had its confessions.
Similarly, every sanity hearing has its psychiatric self-incrimination:
the state-employed psychiatrist demonstrates to the court, from state-
ments made by or attributed to the victim, that the “patient” is
suffering from mental illness. The records of witch trials are as full
of documented confessions of pacts with the devil and other evi-
dences of witchcraft, as are the records of modern Institutional
Psychiatry of “hallucinations,” “delusions,” and other evidences of
insanity. One example of this should suffice here.*

In 1945, Ezra Pound was indicted for treason. Although he wanted
to stand trial to exonerate himself, he was declared psychiatrically
unfit to do so. This judgment was based on the reports of four
psychiatrists, among them that of Dr. Winfred Overholser, the
superintendent of St. Elizabeths Hospital in Washington, D.C., a
mental hospital operated by the United States Government, which
stated that: “He [Pound] insists that his broadcasts were not trea-
sonable . . . He is abnormally grandiose, is expansive and exuber-
ant in manner, exhibiting pressure of speech, discursiveness, and
distractibility. In our opinion, with advancing years his person-
ality, for many years abnormal, has undergone further distortion to
the extent that he is now suffering from a paranoid state . . . He
is, in other words, insane and mentally unfit for trial, and is in need
of care in a mental hospital.” After imprisoning Pound for thir-
teen years, Dr. Overholser declared, in an affidavit dated April 14,
1958, that “Ezra Pound . . . is permanently and incurably insane.”®

When reading accounts of the “confessions” of witches and of the
“symptoms” of mental patients, we must always keep in mind that
we are presented with documents written by victimizers purporting
to describe their victims. The records of the witch-hunts were kept
by the inquisitors, not the witches; the inquisitor thus controlled
the language of clerical description, which was but a rhetoric for
invalidating a person as a true believer and defining him as a
heretic. Similarly, the records of psychiatric examinations are kept
by the physicians, not the patients; the psychiatrist thus controls the
language of clinical description, which is but a rhetoric for in-
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validating a person as a normal individual and defining him as
a mental patient. This is why the inquisitor was, and the institu-
tional psychiatrist is, free to interpret any behavior as a sign of
witchcraft or mental illness.

Here are two accounts of the way confessions were obtained from
those accused of witchcraft. “Thus these wretched women,” writes
Weyer in De Praestigiis, “. . . [are] constantly dragged out to un-
dergo atrocious torment until they would gladly exchange at any
moment this most bitter existence for death, [and] are willing to
confess whatever crimes are suggested to them rather than be thrust
back into their hideous dungeon and ever recurring torture.”?

Some of the most damaging testimony about the day-to-day work-
ings of the witch-hunter is provided by a German Jesuit who had
himself assisted the Inquisition but later turned against it. Fried-
rich von Spee’s Cautio Criminalis (Precautions for Prosecutors),
published in 1631, was a major attempt to oppose the therapeutic
program of the Church against alleged heretics. Spee, who had acted
as confessor to hundreds of witches burned at the stake, writes:
“Previously I never thought of doubting that there were many
witches in the world; now, however, when I examine the public
record, I find myself believing that there are hardly any.”8

As to the use of confessions, Father Spee remarks: “. . . the result
is the same whether she [the accused] confesses or not. If she con-
fesses, her guilt is clear: she is executed. All recantation is in vain.
If she does not confess, the torture is repeated—twice, thrice, four
times, . . . She can never clear herself. The investigating body
would feel disgraced if it acquitted a woman; once arrested and
in chains, she has to be guilty, by fair means or foul.”?

The person accused of mental illness is in much the same posi-
tion. If he admits to the signs and symptoms of mental illness im-
puted to him by his denouncers, it proves that he is mentally ill: he
recognizes the gravity of his illness and the need for its treatment in
a mental institution. If he denies the “illness,” it only proves that
he lacks “insight” into his condition; this, even more than con-
fession of illness, is thought to justify involuntary confinement and
treatment.10

The basic similarity between the two situations is that the ac-
cusers can do no wrong, and the accused can do no right. For the
victim, admission and denial of both witchcraft and mental illness
lead to the same destructive end. As for the authorities, their atti-
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tude is illustrated by Father Spee’s observation that “If the prisoner
dies under so much torture, they say the Devil broke his neck.”1!
Just so with the hospitalized mental patient today. If he regresses in
the mental hospital, it is because he suffers from “incurable”
chronic schizophrenia; if his back is broken by convulsions induced
by electroshock, it is because “there is no medical treatment with-
out risk.” Like Father Spee, the man who discovered electroshock
therapy later looked back in horror at what he had done. Toward
the end of his life, recalling the first time he had tried the treat-
ment on a human being, Professor Ugo Cerletti remarked to a
colleague: “When I saw the patient’s reaction, I thought to myself:
This ought to be abolished!”12

Father Spee also confirmed Weyer’s contention that the tortures
were so severe that no prisoner could resist confessing. “The most
robust who have thus suffered,” he writes in Cautio Criminalis,
“have affirmed to me that no crime can be imagined which they
would not at once confess to, if it would bring ever so little relief,
and they would welcome ten deaths to escape a repetition.”?8 Al-
though suicide is a grave sin for Roman Catholics, many persons
accused of witchcraft killed themselves in prison to escape torture.

For the most difficult cases where, despite all the denunciations,
threats, and tortures, the accused remains silent or protests his inno-
cence, the Malleus suggests the following method of “ascertaining
the truth”:

... we must proceed to the extreme case, when after every expedient
has been tried the witch still maintains silence. The Judge shall
then loose her and, using the precautions which follow, shall take
her from the place of punishment to another place . . . [L]et him
cause her to be well treated in the matter of food and drink, and
meanwhile let honest persons who are under no suspicion enter
to her and talk often with her on indifferent subjects, and finally
advise her in confidence to confess the truth, promising that the
Judge will be merciful to her and that they will intercede for her.
And finally let the Judge come in and promise that he will be
merciful, with the mental reservation that he means he will be
merciful to himself or the State; for whatever is done for the safety
of the State is merciful 14

There are thus a number of good reasons why the ecclesiastic
inquisitors (and their disciples, political as well as psychiatric) have



32 The Inquisition and Institutional Psychiatry

so regularly succeeded in eliciting confessions from those accused
of witchcraft (and of similar “‘crimes”). As a rule, the accused were
intimidated, isolated, and mystified by those who sat in judgment
of them. Hence, they were eager to see reality through the imagery,
and to articulate it in the vocabulary, of the admired and feared
authority: afraid of torture, they said whatever they thought might
help protect them from it; under torture, their self was emptied
of its old identity and filled with the new one—of repentant
heretic—ascribed to them by their interrogators.15

The secret police of modern totalitarian states have faithfully
copied this inquisitorial method. The Mental Health Movements of
modern Therapeutic States have improved upon it: Institutional
psychiatrists (and psychologists, social workers, etc) act as and
believe themselves to be the individual’s ally, friend, and therapist,
when, in fact, they are his adversary. Should the patient confide
his fears or suspicions to them, they will interpret these as signs of
“mental illness” and so report to their employer; should the patient
fail to “co-operate” with them, they will interpret his refusal as
itself a sign of “mental illness” and will again so report to their
employer.16

Besides eliciting confessions, the principal method for diagnosing
witchcraft was to find witch’s marks on the body of the accused.
Witch’s marks were supernumerary nipples, a common anatomical
variation, slightly more frequent in men than women, or any kind of
skin lesion, such as a birthmark, mole, scar, or hemangioma. The
mark was thought to indicate the spot on which the possessor was
branded by the devil, like an animal by its owner, and constituted
proof of a pact between that person and Satan. This made it easy
enough to diagnose almost anyone as a witch.

Those not taken in by the witch mania recognized, of course,
that these marks are both common and natural. “Very few people
in the world are without privy marks upon their bodies, as moles or
stains, even such as witchmongers call the devil’s privy marks,”
wrote Thomas Ady,'” an English critic of witch-hunts, in 1656.*

A direct line of progression can be traced from the witch’s marks
to the so-called stigmata of the hysteric, and, most lately, to the
signs which schizophrenics are made to reveal through projective

* Ady also recognized that the confessions of witches were obtained by fraud or
were invented by the inquisitors.
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psychological testing. Each of these “diagnostic” findings is used
to incriminate the subject—as witch, hysteric, or schizophrenic; each
is then used to punish him—by means of theological, medical, or
psychiatric sanctions.

The fact that witch’s marks were ubiquitous simplified the work
of the diagnosticians of witchcraft. Witch-finders did not reject such
“diagnostic signs” on this account any more than psychiatrists reject
anxiety, depression, or suspiciousness, which are also ubiquitous, as
“diagnostic signs” of mental illness.

Visible witch’s marks were, however, not the only signs of a pact
with Satan. It was also believed that a person could be branded by
the devil in such a way as to leave only an invisible mark upon his
body. These spots were supposed to have been bloodless and insensi-
tive to pain, and hence could be located only by what was called
“pricking.” If a pin were stuck into such a spot, and it neither bled
nor caused pain, the individual would be a witch.

The witch mania provided much work for physicians who often
were entrusted with locating witch’s marks. The persecutions also
spawned a new profession, witch-pricking—and a new professional,
the witch-pricker, some of whom were physicians.

The witch-finder’s first task was to locate visible witch’s marks.
This explained the custom of shaving all hair off the suspect of
witchcraft: the mark might be located in a hairy area and only
thus could it be exposed. If no mark was found, pricking was
employed.

The role of physicians in diagnosing witchcraft may be gleaned
from the various accounts of “case finding” reported in the lit-
erature on witchcraft. Robbins mentions the case of a woman in
Geneva, Michelle Chaudron, who had been accused of bewitching
two young girls: “Michelle was searched by physicians for devil's
marks, and long needles were stuck into her flesh, but blood flowed
from each puncture and Michelle cried out in pain. Not finding a
devil’s mark, the judges ordered the woman tortured; overcome with
agony she confessed everything demanded. After her confession, the
physicians returned to hunt the devil’s mark, and this time found
a tiny black spot on her thigh. . . . she was condemned to be
strangled and burned.”18

The fundamental similarity, then, between the methods of witch-
finders and psychopathologists is that each perpetrates a cruel



34 The Inquisition and Institutional Psychiatry

hoax on his victim and deceives his audience.* Each plays by the
rule, “Heads I win, tails you lose.” An ancient method of ascertain-
ing the guilt of an accused person, based on this principle, is the
ordeal by immersion in water. This practice was revived and became
popular during the witch mania.

Witch-finding by the water ordeal, or “swimming” as it was
often called, became an accepted method in England during the
first half of the seventeenth century, when it was recommended by
King James. “So it appears,” proclaimed James 1, “that God has
appointed, for a supernatural sign of the monstrous impiety of
witches, that the water shall refuse to receive them in her bosom,
that have shaken off them the sacred water of baptism and will-
fully refused the benefit thereof.”19 ‘

The test by “swimming” consisted of restraining the accused
witch’s bodily freedom, by tying hands and feet in various manner—
usually, “the right thumb on the left big toe, so that the witch was
‘cross bound’ "2°—and throwing her into deep water, three times
if necessary. If she floated, she was guilty; if she sank, she was inno-
cent. In the latter case, she usually drowned, unless she was rescued
in time by her torturers; since her soul went to heaven, however, this
test was not considered absurd by either the practitioners or their’
clients. Indeed, accused witches occasionally volunteered for it,
perhaps because it was one of the few “tests” through which,
however great the odds against passing it, they could establish their
innocence; or perhaps because, as a means of indirect suicide, they
could bring an end to their tortures without incurring the sin of
self-destruction.

The aims and results of several modern methods of psychodiag-
nosis resemble closely the ordeal by water. One is the use of
projective tests—like the Rorschach or the Thematic Apperception
Test. When a clinical psychologist administers this test to a person
referred by a psychiatrist, there is the tacit expectation that the
test will show some “pathology.” After all, a competent psychiatrist
would not refer a “normal” person for such costly and complicated
testing. The result is that the psychologist finds some kind of

* Of course, inquisitors and institutional psychiatrists may also deceive them-
selves. However, their self-deception helps them: it authenticates them as con-
scientious priests and physicians. In contrast, their deception of the masses harms
the people: it converts them into mystified victims.
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psychopathology: the patient is either *hysterical,” or “depressed,”
- or “latently psychotic,” or, if all else fails, “shows signs suggestive of
organicity.” All this pseudomedical hocus-pocus and jargon serves to
confirm the subject in the role of mental patient, the psychiatrist in
the role of medical doctor, and the clinical psychologist in the
role of paramedical technician (who “tests” the patient’s mind in-
stead of his blood). In more than twenty years of psychiatric work,
I have never known a clinical psychologist to report, on the basis of
a projective test, that the subject is a “normal, mentally healthy per-
son.” While some witches may have survived dunking, no “mad-
~man” survives psychological testing.

I have discussed and documented elsewhere that there is no
behavior or person that a modern psychiatrist cannot plausibly
diagnose as abnormal or ill.2! Instead of belaboring this subject, I
shall cite a set of guidelines—conforming closely to the rule,
“Heads I win, tails you lose”—offered by a psychiatrist for finding
psychiatric problems in school children. In a paper advocating psy-
chiatric services in public schools, the author lists the following
types of behavior as “symptomatic of deeper underlying distur-
bance . . . : 1. Academic problems—under-achievement, over-
achievement, erratic, uneven performance. 2. Social problems with
siblings, peers—such as the aggressive child, the submissive child,
the show-off. 3. Relations with parental and other authority figures,
such as defiant behavior, submissive behavior, ingratiation. 4.
Overt behavioral manifestations, such as tics, nail-biting, thumb-
sucking . . . [and] interests more befitting to the opposite sex (such
as tom-boy girl and effeminate boy). . . .”22

Clearly, there is no childhood behavior that a psychiatrist could
not place in one of these categories. To classify as pathological
academic performance that is “under-achievement,” “over-achieve-
ment,” or “erratic performance” would be humorous were it not
tragic. When we are told that if a psychiatric patient is early for
his appointment he is anxious, if late he is hostile, and if on time,
compulsive—we laugh, because it is supposed to be a joke. But
here we are told the same thing in all seriousness.

It is necessary to recall here the economic aspects of the witch-
hunts. The persecution of witches was exceedingly profitable for
both the ecclesiastic and secular authorities and for the individuals
engaged in this business as well. The property of the condemned
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person was confiscated and distributed among the witchmongers
and their institutions. In addition, towns and cities would pay witch-
hunters for their work, the remuneration depending on the number
of witches discovered. Just as the power and prestige of the witch-
mongers rose with the increasing incidence of witchcraft, so has the
power and wealth of psychiatrists with the increasing incidence of
mental illness. For a long time it did not occur to people that the
ecclesiastic epidemiologists of witchcraft had a vested interest in
a high, rather than a low, incidence of this disorder; indeed, as soon
as this was fully appreciated, the witch mania was at an end. For an
almost equally long time, it did not occur to people that the medical
and psychiatric “epidemiologists” of mental illness have also a vested
interest in a high, rather than a low, incidence of this disorder; in-
deed, this idea must be socially repressed—and the psychiatric
profession does all it can to make sure that it is—to insure that the
myth of mental illness is accepted as enlightened common sense.

Once the alleged facts of witchcraft are accepted, it becomes
necessary to locate, identify, and eliminate the witches responsible
for it. “One of the most terrifying features of the general witchcraft
belief was the fact,” Christina Hole reminds us, “that no one knew
for certain who was, or was not, a witch.”?® The same may be said
for our present situation: No one knows for certain who is, or is
not, mentally ill. Hence, the former need for witch-finders, witch-
prickers, and inquisitors, and the present need for psychiatrists,
psychologists, and social workers.

“The most deplorable by-product of the general fear of witches,”
Hole continues, “‘was the professional witch-finder . . .”2¢ Although
his activities were deplorable indeed, the witch-finder was no more
a by-product of the war on witchcraft than is the psychiatrist of the
war on mental illness. Aggressors, real or pretended, create their
opponents, whose defensive posture is, in turn, genuine or trumped-
up. Mackay thus relates that immediately after the publication of
the Malleus, “a class of men sprang up in Europe who made it the
sole business of their lives to discover and burn the witches.”2% They
were known as “witch-prickers.” The lay prickers shared with physi-
cians the task of discovering and identifying witches.

There is more than a slight similarity between the work of the
seventeenth-century witch-finder and that of the twentieth-century
finder of mental illness. Matthew Hopkins, one of the most famous
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English witch-prickers, “had his own regular searcher, a woman
named Goody Phillips, who went about with him from town to
town . . .26 Just so do (male) psychiatrists have (female) psy-
chologists or social workers for their assistants. Moreover, as befits
our tastes for large-scale operations, today we also have mental
hospitals, mental health clinics, mental health commissioners, and
mental health workers scattered across the nation, and traveling
psychiatric teams with headquarters in the big cities making
periodic forays into the countryside—all engaged in “psychiatric case
finding,” and handsomely paid for it. This psychiatric busy-work
does not help the persons identified as sick; by stigmatizing them,
it more often harms them. But, then, psychiatric case finding or
diagnosis is not really supposed to help the individuals identified as
patients; it is supposed to help those not so identified. Consistent
with this, the institutional psychiatrist is paid by the community
(or by the mental patient’s relatives), not by the freely contracting
individual.

The source of the physician’s compensation is, of course, an issue
of the greatest importance for psychiatry. Except for a brief inter-
lude—limited to Western countries and to the period from about
1goo to the present, during which psychiatric services rendered to
private patients in the offices of physicians, and services rendered
to involuntary clients in mental hospitals and other institutions
have coexisted—psychiatric practice has been, and is now again be-
coming, synonymous with institutional practice.2?

The laws of economics being what they are, witch-finding became
a flourishing trade. In England and Scotland, the lay diagnosticians
were known as “common prickers”; they received a fee for each witch
discovered. The witch-pricking mania did not end until the common
prickers became so numerous that they became a nuisance. In the
end, the judges refused to accept their evidence. But before this
inevitable exposure of their imposture, the common prickers en-
joyed the support of the highest authorities of Church and State.
“The parliaments had encouraged the delusion [in witchcraft] both
in England and Scotland,” writes Mackay; “and by arming these
fellows [common prickers] with a sort of authority, had in a manner
forced the magistrates and ministers to receive their evidence.”28

All this has its parallel in the Mental Health Movement. Since
the M’'Naghten decision more than one hundred years ago, and
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increasingly in recent decades, the highest authorities of the State—
through their legislators and judges—have encouraged the belief in
mental illness, armed physicians with official authority on the sub-
ject, and persuaded the courts to receive their evidence.

Although witchcraft was defined as a theological offense, the task
of ferreting out witches was entrusted to both professional theolo-
gians (inquisitors) and lay witch-finders (“common prickers”). Sim-
ilarly, although mental illness is defined as a medical problem, the
diagnosis of madness is entrusted to both medical psychopathol-
__ogists (psychiatrists) and nonmedical mental health workers (psy-
chologists, social workers). Today, each group tries to outdo the
other in diagnosing mental illness. This is to be expected. For just
as the witchmonger’s social identity and prestige depended on his
ability to find and identify witches, so does the psychopathologist’s
depend on his ability to find and identify mentally ill patients. The
more witches and madmen found, the more competent is the witch-
finder and the psychodiagnostician.

The fault, of course, does not lie with the deceiver only; those
who want to be, who indeed demand to be, deceived, must share in
it. Because the masses believed in witchcraft, and now believe in
mental illness, the witch-finders had been, and the psychopathologists
now are, under the irresistible pressure of popular expectation to
deliver to society the properly identified and authenticated victims.
Neither psychiatrists nor nonmedical mental health experts have
disappointed their eager and credulous audiences.

During the Second World War, for example, the crusading spirit
of American psychopathology was allowed to vent itself in the
Psychiatric Division of the Surgeon General’s office, then headed by
Brigadier General William C. Menninger. Menninger devised a
new system of classifying mental illnesses and psychiatric patients
which was adopted by all branches of the Armed Forces and led to
the development of what is now the official list of “mental diseases”
catalogued in the American Psychiatric Association’s Diagnostic and
Statistical Manual of Mental Disorders.2® Karl Menninger char-
acterized this work as “a magnificent achievement.”3® Its effect was
that more civilians were declared mentally unfit to serve in the
Armed Forces, more soldiers were classified as mentally ill, and
more veterans now receive compensation and ‘“‘treatment” for men-
tal illness than ever before in history. The actual figures are as
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follows. Between January 1942 and June 1945, out of approximately
fifteen million examinations for induction into the Armed Services,
nearly two million individuals were rejected for neuropsychiatric
disability; that is, 12 percent of those examined were rejected for
mental illness. Actually, the rate had been 9.7 percent in 1942, and
rose to 16.4 percent in 1945. Moreover, out of every one hundred
rejections for all causes, an average of 9.1 percent were for neuro-
psychiatric disability. This proportion rose from a low of 28.4 in
1942 to a high of 45.8 in 1944. Despite this screening—or possibly
because of it, since it authenticated mental illness as so acceptable
a ground for separating men from the Service—sy percent of all
medical discharges from the Armed Forces were on the grounds
of neuropsychiatric disability.3!

If a psychiatrist’s greatness is measured by the number of people
he “diagnoses” as “mentally ill,” then William Menninger was
a very great psychiatrist indeed. Appropriately, his collected papers
are published under the title, Psychiatrist to a Troubled World.32
To the zealous psychiatrist all men are mad, just as to the zealous
theologian all men are sinful.?3

The prevalence of mental illness is a problem dear to the hearts
of all modern mental health workers. Like the witchmongers of
bygone days, contemporary psychiatrists never tire of emphasizing
the prevalence of mental illness and the dangers to society of the
mentally ill.3* As a result, our ability to see signs of madness all
around us now approaches—indeed, perhaps surpasses—that of the
medieval inquisitor’s ability to see signs of heresy all around him.
Symptoms of madness appear with increasing frequency and in
persons of all kinds—American and foreign, of high and low station,
living and dead.*

* President Kennedy’s assassination uncovered all the madness-mongering latent
in this country. We may now reap the harvest of careful psychiatric plantings
over the past quarter of a century. Thus we have been told by the most
distinguished medical and psychiatric authorities, as well as by the most respected
lay interpreters of human events, that not only was Oswald mad when he allegedly
shot Kennedy, but also that Ruby was mad when he shot Oswald. “John F.
Kennedy was killed,” asserts Theodore H. White, “by a lunatic, Lee Harvey
Oswald, who had momentarily given loyalty to the paranoid Fidel Castro of Cuba.
And Oswald was, in turn, within two days, slain by another madman, Jack
Ruby.” (Theodore H. White, The Making of the President, 1964, p. 29.) In two
brief sentences we are given three psychiatric diagnoses—Castro’s thrown in
gratis.
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Today madness-mongering is carried on and is encouraged by the
most respected and influential physicians and statesmen, just as
witchmongering was a few centuries ago. Perhaps no one has
carried a belief, at once naive and evangelical, in mental illness
further than Karl Menninger. Denying the factual differences be-
tween bodily and mental illness, Menninger maintains that there
are not several mental diseases but just one, and that everyone is
sometimes afflicted with it. “We insist,” writes Menninger, “that
there are conditions best described as mental illness. But instead of
putting so much emphasis on different kinds and clinical pictures
of illness, we propose to think of all forms of mental illness as being
essentially the same in quality, and differing quantitatively. This
is what is meant when we say that all people have mental illness
of different degrees at different times, and sometimes some are much
worse, or better.”’35

Menninger’s messianic views here find expression in the rhetoric
of medicine. Everyone, Menninger says—no doubt in a well-in-
tentioned, but nevertheless ill-conceived, effort to detoxify the
malignant semantic powers of the term “mental illness”—is mentally
ill. But then comes the specification: Some more than others. Pre-
sumably this means that the patients are more ill, and the psy-
chiatrists less. How will all this help individuals deprived of their
liberty by psychiatrists’ Menninger does not say. Rather, he gloats
over the notion that man is not only guilty with “original sin” but
is also sick with ‘“original mental illness”: “Gone forever is the
notion that the mentally ill person is an exception. It is now accepted
that most people have some degree of mental illness at some time,
and many of them have a degree of mental illness most of the time.”3¢

As Karl Menninger, the dean of American psychiatry, supports
the belief in the myth of mental illness and all that it implies
socially for the individual incriminated as mentally ill, so, for ex-
ample, did Sir Thomas Browne (1605-1683), the most eminent
physician of his time, support the belief in witchcraft and encour-
age the punishment of witches. Testifying as an expert witness in
a witch trial, he gave the opinion that “in such cases the devil acted
upon human bodies by natural means, namely, by exciting and
stirring up the superabundant humours; . . . these fits might be
natural, only raised to a great degree by the subtlety of the devil,
cooperating with the malice of these witches.”3?

Coercion, domination, and violence do not, of course, breed
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decency, reciprocity, and sympathy. Although the witchmongers
were generally safe from accusations of witchcraft, they were some-
times coerced to diagnose witchcraft against their will. Similarly,
although psychiatrists are generally safe from accusations of mental
illness, they are sometimes coerced to diagnose mental illness against
their will.

Zilboorg reports an illustrative case. Describing the investigation
for witchcraft of a young woman named Francoise Fontaine, who
suffered from spells thought to be caused by possession, Zilboorg
writes: ‘“She was not delivered until the hair from her head and arm-
pits had been shaven by the surgeon who himself was thoroughly
frightened and, thrice begging to be excused from performing the
task, finally had to be threatened by the provost with severe punish-
ment, in the name of His Majesty the King!”8

In 1591, when this occurred, physicians generally treated medi-
cally sick patients with the consent of those treated; when they were
called to examine or treat witches, however, they did not have the
consent of their subjects. There has been no basic change from this
situation. Today, too, physicians generally treat medically sick
patients with the consent of those treated; when they are called to
examine or treat mental patients, however, they often do not have
the consent of their subjects. Many physicians like this arrangement;
others get used to it; some must be compelled to yield to it. But
whether physicians like it or not, the stubborn fact remains that
psychiatric training is, above all else, a ritualized indoctrination into
the theory and practice of psychiatric violence. The disastrous effects
of this process on the patient are obvious enough; though less evident,
its consequences for the physician are often equally tragic.

It is one of the few “laws” of human relations that not only those
who suffer from arbitrary authority, but also those who wield it,
become alienated from others and thus dehumanized. The oppressed
tends to become a passive, thinglike object, and the oppressor a
megalomaniacal, godlike figure. When the former realizes that he is
but a mockery of man, and the latter that he is but a mockery of
God, the result is often explosive violence, the victim seeking revenge
in murder, the victimizer oblivion in suicide. I surmise that such
considerations account, at least in part, for the fact that, in the
United States, the highest incidence of suicide is among psy-
chiatrists.3?
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It is important, perhaps decisive, for the place
madness was to occupy in modern culture, that
homo medicus was not called into the world of
confinement as an arbiter, to divide what was crime
from what was madness, what was evil from what
was illness, but rather as a guardian, to protect
others from the vague danger that exuded through
the walls of confinement.

~Michel Foucault!

The denunciation of persons as witches, their examination for
witch’s marks, and their torture to extract confessions, served only
to secure their formal, legal definition as witches and to justify
their sentencing, usually to death by burning at the stake. We are
now ready to examine the witch trial and compare it with con-
temporary legal proceedings to establish a person’s status as mentally
ill.

Of course, the witch trial was not a trial in the modern sense.
Although its ostensible aim was to establish the innocence or guilt
of the accused, its actual aim was to proclaim publicly the existence,
prevalence, and dangerousness of witches and the power and mercy
of the inquisitors and judges. Similarly, a sanity trial—for commit-
ment, fitness to stand trial, or habeas corpus to gain release from
a mental hospital—is also not a genuine trial. Although its ostensible
aim is to establish the mental sickness or health of the “patient,”
its actual aim is to proclaim publicly the existence, prevalence, and
dangerousness of insane persons and the power and mercy of the
psychiatrists and judges.

42
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Persons accused of heresy or witchcraft were treated differently
from persons accused of ordinary—that is, nontheological—offenses.
In the Middle Ages and the Renaissance, the proceeding against a
person charged with an ordinary offense was ‘“‘accusatorial”: the
defendant was permitted the aid of counsel; certain kinds of evidence
against him were not admissible in court; and usually he was not
forced to confess his alleged offense under torture. All such safe-
guards of the rights of the accused were abrogated in trials for
heresy. “Those who defended the errors of heretics were to be
treated as heretics,” writes Lea. “[Moreover], although the evidence
of a heretic was not receivable in court, yet an exception was made
in favour of the faith, and it was to be held good against another
heretic.”2

The person accused of mental illness is in a similar situation. He
too, instead of being treated as a respectable adult suspected of
crime, is treated in a paternalistic fashion, as might a naughty child
by a father who “knows best.” Accounts of involuntary psychiatric
interventions—and by this I mean any contact with a psychiatrist not
actively sought by the patient—illustrate the similarities between
the procedures characteristic of Institutional Psychiatry and of the
Inquisition. A brief example should suffice here.

Mr. and Mrs. Michael Duzynski were displaced persons of Polish
origin who emigrated to the United States after World War II and
settled in a Polish-speaking neighborhood on Chicago’s near-north-
west side. On October 5, 1960, Mrs. Duzynski discovered $380.00 in
cash missing from her apartment. The only other person with a key
to the apartment being the janitor, she concluded that he took the
money, accused him of theft, and demanded that he return the
money. The janitor called the police, and when they arrived told
them that Mr. and Mrs. Duzynski were “crazy.” The police hand-
cuffed the Duzynskis and took them to the Cook County Mental
Health Clinic, where they were pronounced mentally ill. They were
then promptly transferred to the Chicago State Hospital. During
World War II, Mr. Duzynski had been imprisoned in a Nazi con-
centration camp. Then he knew why he was confined; now he did
not. Six weeks passed, and the Duzynskis were still languishing in
the Chicago State Hospital without any explanation of their status or
hope of getting out. In desperation, Mr. Duzynski hanged himself.
His death led to adverse publicity about commitment procedures in
Illinois and the release of his wife.? However, Mrs. Duzynski’s sub-
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sequent suit for compensation was unsuccessful.* Moreover, since the
Duzynskis’ commitment was “proper,” in the sense that they had
been diagnosed as ‘“mentally ill” before hospitalization, the ‘“re-
forms” generated by their case have not significantly altered the
situation of individuals accused of mental illness.*

Consider how differently Mr. Duzynski would have been treated
had he been an accused criminal instead of an accused mental
patient: he would have been charged with a specific offense; ar-
raigned promptly before a judge; allowed to post bond and go free
on bail pending the outcome of his trial; tried before a jury of his
peers; and, if found guilty, sentenced, in accordance with law, to the
payment of a fine or to imprisonment for a definite term. In short,
the alleged mental patient, as against the alleged criminal, is de-
prived of the following procedural safeguards provided by the
Constitution: the right to be secure in his person, house, papers,
and effects and against “unreasonable searches and seizures” (Fifth
Amendment); the right to “a speedy and public trial, by an impartial
jury,” to be “informed of the nature and cause of the accusation; to
be confronted with the witnesses against him; to have compulsory
process for obtaining witnesses in his favor; and to have the As-
sistance of Counsel for his defense” (Sixth Amendment); the pro-
tection from “‘excessive bail” and “cruel and unusual punishment”
(Eighth Amendment); and from deprivation of “life, liberty, or
property, without due process of law” (Fourteenth Amendment).?

The protections of individual rights accorded the offender are
thus abrogated for the insane (as they had been until recently for
the juvenile), ostensibly to help him receive the treatment he needs.
In effect, this leads to stripping him of any means of self-protection.
Like the witch, the person accused of mental illness also cannot

* For a superb parody of the commitment procedure, see James Thurber, A
Unicorn in the Garden, in James Thurber, The Thurber Carnival, pp. 268-26q.
‘The story, told by Thurber in less than five hundred words, is this:

One morning, a man announces to his wife that there is a unicorn in the
garden. She replies: “You are a booby, and I am going to have you put in the
hooby-hatch.” The husband, “Who had never liked the words ‘booby’ and ‘booby-
hatch,” [says] ‘We’'ll.see about that.’” The wife sends for the police and the
psychiatrist. They arrive. She tells them her story. “ ‘Did you tell your wife you
saw a unicorn?’ ” they ask the husband. “ ‘Of course not,’ said the husband. “The
unicorn is a mythical beast.” “That’s all T wanted to know,’ said the psychiatrist.
- - - 8o they took her away, cursing and screaming, and shut her up in an institu-
tion. The husband lived happily ever after.”
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retain his own agents. If the state wishes to brand him insane, his
relatives, lawyers, and psychiatrists will usually be helpless to
intervene, and may themselves be subject to psychiatric harassment.8
Nor is the person suspected of mental illness able to testify in his
own behalf. Whatever evidence of his own sanity he may present
will be discredited by the cloud of suspicion under which he stands.
At the same time, although his testimony in his own favor is dis-
missed as unreliable, evidence given by him about his own mental
disturbance is regarded as incontestable proof of insanity. In short,
just as the accused witch could not, so the accused mental patient
cannot, with his own arguments, convince his judges of his in-
nocence—but only of his heresy or mental illness. “The major result
of our study,” writes Scheff, who studied the functioning of urban
courts in processing petitions for commitment, “was the conclusion
that in three of the four metropolitan courts, the civil procedures for
hospitalizing and committing the mentally ill had no serious in-
vestigatory purpose, but were ceremonial in character. . . . Hospitali-
zation and treatment appeared to be virtually automatic after the
patient had been brought to the attention of the courts.”?

Though most psychiatrists and a great many jurists object to
this kind of interpretation of our mental hygiene laws, and instead
maintain that such departures from the procedures used in criminal
prosecutions serve the interests of the patient rather than of the
State—it is obvious that these same methods made the Inquisition
as irresistible as it was. “The right to abrogate any laws which
impeded the freest exercise of the powers of the Inquisition,” writes
Lea, “was likewise arrogated on both sides of the Alps . . . This
rendered the Inquisition virtually supreme in all lands, and it
became an accepted maxim of law that all statutes interfering with
the free action of the Inquisition were void, and those who enacted
them were to be punished.”® A more compelling similarity than
between the sociolegal role of the Inquisition and that of con-
temporary Institutional Psychiatry would be hard to imagine.
When Lea says that “In the exercise of this almost limitless auth-
ority, inquisitors were practically relieved from all supervision and
responsibility,”® he utters a statement equally applicable to con-
temporary institutional psychiatrists.

The main similarity between the work of the inquisitor and that
of the contemporary psychiatrist charged with ascertaining a per-



46 The Inquisition and Institutional Psychiatry

son’s sanity lies in the nature of the task. “The duty of the inquisi-
tor,” says Lea, “was distinguished from that of the ordinary judge
by the fact that the task assigned to him was the impossible one of
ascertaining the secret thoughts and opinions of the prisoner. Ex-
ternal acts were to him only of value as indications of belief, to
be accepted or rejected as he might deem them conclusive or illusory.
The crime he sought to suppress by punishment was purely a mental
one—acts, however criminal, were beyond his jurisidiction.”0 If
we substitute psychiatric for theological terms, we have a description
of the work of the contemporary psychopathologist.

In short, the inquisitor was not concerned with overt, antisocial
acts; that was a problem for the secular courts. He was interested in
heresy, which was a crime against God and the Christian religion,
and was therefore defined in theological terms. The institutional
psychiatrist is likewise not concerned with overt, antisocial acts;
that is a problem for the criminal courts. He is interested in mental
illness, which is an offense against the laws of mental health and
the psychiatric profession, and is therefore defined in medical terms.
Mental illness is the pivotal concept of institutional psychiatry, just
as heresy was of inquisitorial theology.!!

That both heresy and mental illness are thought-crimes, rather
than act-crimes, helps to explain the repellent methods used to
detect them. “We cannot wonder,” remarks Lea with a rare note
of sarcasm, “that he [the inquisitor] speedily emancipated himself

from the trammels of recognized judicial procedure which . . .
would have rendered his labors futile.”12 As a result, “The heretic,
whether acknowledged or suspected, had no rights . . . there was

no hesitation in employing whatever means were readiest to save
and advance the faith.”18

If we substitute psychiatric for religious terms, Lea’s statement
becomes a description of the legal situation of the hospitalized
mental patient: “The mentally ill, whether diagnosed or suspected,
has no rights. . . . there is no hesitation in employing whatever
means are readiest to save his mental health and advance the faith
in psychiatric medicine.” “It is a feature of some illnesses,” writes
Francis ]J. Braceland, clinical professor of psychiatry at Yale Uni-
versity and a former president of the American Psychiatric Associa-
tion, “that people do not have insight into the fact that they are
sick. In short, sometimes it is necessary to protect them for a while



The Malefactor Authenticated 47

from themselves. . . . If 2 man brings his daughter to me from Cali-
fornia because she is in manifest danger of falling into vice or in
some way disgracing herself, he doesn’t expect me to let her loose in
my home town for that same thing to happen.”14

Since heresy was neither a social act nor a biological condition
but a state of mind, the crime of witchcraft could never have been
established if recognized judicial procedure had been followed. The
vexing problems of proof were overcome by adopting what has
since become known as the inquisitorial method of prosecution,
colloquially called “witch-hunting.” Lea describes the procedure
as follows:

Of the three forms of criminal actions, accusation, denunciation, and
inquisition, the latter necessarily became, in place of an exception,
the invariable rule, and at the same time it was stripped of the
safeguards by which its dangerous tendencies had been in some
degree neutralized. If a formal accuser presented himself, the
inquisitor was instructed to discourage him by pointing out the
dangers of the talio to which he was exposed by inscribing himself;
and by general consent this form of action was rejected in con-
sequence of its being “litigious”—that is, because it afforded the
accused some opportunities of defense. . . . The action by denuncia-
tion was less objectionable, because in it the inquisitor acted ex
officio; but it was unusual, and the inquisitorial process at an early
period became substantially the only one followed.1s

Although more than five-hundred years old, the inquisitorial
process did not really come into its own until the twentieth century.
The fundamental difference between the accusatorial and inquisi-
torial procedures lies in the methods available to one person or
institution (often the State), to impose a debased and degraded
social role on another person (often the member of a minority
group). The accusatorial process provides elaborate safeguards to the
individual, protecting him from being placed in an ascribed role,
such as criminal; in general, there must first be proof that he en-
gaged in acts prohibited by law. The inquisitorial process removes
such protection from the individual, and gives the prosecution un-
limited power to cast the accused into the appropriate ascribed role,
such as enemy of the state or mentally ill. In totalitarian states, the
processes of criminal law enforcement are typically inquisitorial;
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and so are the mental health laws and practices in nontotalitarian
states.

In the evolution from religious (inquisitorial) to medical (psychi-
atric) methods of social control, there was an intermediate step
consisting of the ostensibly therapeutic use of the powers of the
king as benevolent despot or ruler: exemplified by the French lettre
de cachet, this transitional—royal—form of social control was
simultaneously religious and secular, magical and scientific. Inas-
much as the lettre de cachet is the immediate historical precursor of
the contemporary petition for commitment, some comments about
it are in order here.

A lettre de cachet (literally a letter bearing a seal) was a document
bearing the seal of the king or of one of his officers, authorizing im-
prisonment without trial of the person or persons named in it. The
uses of lettres de cachet, which enjoyed their greatest popularity
from the beginning of the fifteenth to the end of the eighteenth
centuries, are summarized in the Encyclopaedia Britannica as fol-
lows:

While serving the government as a silent weapon against political
adversaries or dangerous writers, and as a means of punishing
culprits of high birth without the scandal of a trial, the lettres de
cachet had other uses. They were employed by the police in dealing
with prostitutes, and on their authority lunatics were shut up. They
were also often used by heads of families as a means of correction,
e.g., for protecting the family honor from the disorderly or criminal
conduct of sons; wives, too, used them to curb the profligacy of hus-
bands, and vice versa.16

This statement constitutes an accurate description of the present-day
uses of commitment petitions as well.

Social control by means of the lettre de cachet thus constitutes a
transitional stage between control by means of the old, religious
Inquisition and the new, psychiatric one. The procedures of all
three institutions rest on the same principles of paternalism; only
the identity of the father, in whose name control is exercised, dif-
fers. In the case of the Inquisition, it is the Holy Father, the Pope;
in that of the lettre de cachet, it is the National Father, the King;
and in that of Institutional Psychiatry, it is the Scientific Father,
the Physician.
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“In theory,” explains Barrows Dunham, “the French king was
father of the French family, and, on patriarchal principles, his will
was absolute. Other parents could appeal to him, and he would put
refractory children in the Bastille.”17 They could put their children
—as did a woman her forty-year-old daughter—in the Salpétri¢re as
welll’® In the eighteenth century, Dunham continues, when “the
times remained uneasy . . . the government began curbing intellectu-
als by frequent use of lettres de cachet. By such custom, it came to
pass that, on the twenty-third of July, 1749, Louis XV, at Compiégne,
signed a lettre de cachet which ran as follows: ‘M. le Marquis du
Chatelet: This letter instructs you to receive into my Chateau of
Vincennes le Sieur Diderot [Denis Diderot, the French encyclo-
pedist and philosopher] and to hold him there until some new order
on my part. Further, I pray that God may have you, M. le Marquis
du Chitelet, in his holy keeping,” ”1® Dunham comments: “Charm-
ing, this piety with which imprisonment was conferred.”2¢ This
hypocritical religious piety of the lettre de cachet has been replaced
by the hypocritical medical piety of the commitment paper.2!

Today, in many of our states, physicians have the power to im-
prison a person in a mental hospital (in actuality, a jail) for as
long as fifteen days without a court order; and for life with a court
order, which, as we shall presently see, it is a mere formality to
secure.2? Ironically, this medicalization of commitment, whereby a
physician can incarcerate a person in a mental institution without
any recourse to the courts, is considered a “liberalization” of mental
hospital ‘procedures. The official position of the American Psychia-
tric Association on commitment, submitted to the Senate committee
investigating the rights of mental patients in 1961 by Francis J.
Braceland, M.D., and Jack R. Ewalt, M.D., both former presidents
of the Association, may be noted here. “In recent decades,” they
stated, “. . . the new medical science of psychiatry, fighting an uphill
battle, has sufficiently advanced that the public has become more
sympathetic with the view that accepts mental illness as an illness.
. . . In general, psychiatrists favor a simple commitment procedure
entailing an application to the hospital by a close relative or a
friend, and a certification by two qualified physicians that they
have examined the subject and found him to be mentally ill.”"23 The
American Psychiatric Association thus favors commitment by means
of medical lettres de cachet.
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Furthermore, just as the inquisitor assumed that the person ac-
cused of witchcraft was a heretic, so the institutional psychiatrist
assumes that the person accused of mental illness is a mental patient.
These presumptions have been, and continue to be, justified by the
allegedly therapeutic aims of the respective interventions: saving
the soul of the heretic, and protecting and promoting the mental
health of the patient. Thomas J. Scheff investigated the assump-
tions of psychiatrists regarding persons processed for commitment,
and his findings confirm the foregoing contentions. After reviewing
existing studies on commitment, he noted that they “suggest that
there is a presumption of illness by mental health officials.”2¢ For
example, in two mental hospitals studied over a period of three
months, David Mechanic “never observed a case where the psychia-
trist advised the patient that he did not need treatment. Rather,
all persons who appeared at the hospital were absorbed into the
patient population regardless of their ability to function adequately
outside the hospital.”?® Other studies amplify this impression. It is
“a fairly general understanding among mental health workers,”
Scheff remarks, “that state mental hospitals in the United States
accept all comers.”26

Scheff observed the psychiatric screening procedures in four courts
in a Midwestern state with the largest volume of mental cases in the
state. He found that “interviews ranged in length from y minutes
to 17 minutes, with the mean time being 10.2 minutes. Most of the
examiners were hurried.”?” He concluded that “the behavior or
‘condition’ of the person alleged to be mentally ill is not usually an
important factor in the decision of officials to retain or release new
patients from the mental hospital. The marginal nature of the
majority of the cases, the peremptoriness and inadequacy of most
of the examinations, when considered in the light of the fact that
virtually every patient is recommended for commitment, would
appear to demonstrate this proposition.”28

The psychiatrist has such discretionary powers because, like the
inquisitor before him, he is considered not a prosecutor or punisher,
but a healer or well-doer. The concept of the inquisitor as spiritual
healer followed, of course, inevitably from that of witchcraft as
spiritual deviation—just as the concept of the institutional psychia-
trist as medical healer follows from that of madness as medical
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deviation. The danger of so regarding social deviation and control
was clear to students of the Inquisition, as Lea’s comments show:

At best the inquisitorial process was a dangerous one in its con-
junction of prosecutor with judge, . . . The danger was doubled
when the prosecuting judge was an earnest zealot bent on upholding
the faith and predetermined on seeing in every prisoner before him
a heretic to be convicted at any cost; nor was the danger lessened
when he was merely rapacious and eager for fines and confiscations.
Yet the theory of the Church was that the inquisitor was an im-
partial spiritual father whose functions in the salvation of souls
should be fettered by no rules.2®

The identical dangers are inherent in the methods of Institutional
Psychiatry. The pious inquisitor would undoubtedly have been en-
raged at the suggestion that he was the heretic’s foe, not his friend.
Likewise, the institutional psychiatrist angrily rejects the idea that
he is the involuntary patient’s adversary, not his therapist. In deny-
ing this interpretation, the inquisitor would have countered with
the assertion that his ministrations—including burning the victim
at the stake—were aimed at saving the heretic’s soul from eternal
damnation; while the psychiatrist replies that his eflorts—including
lifelong imprisonment, electric convulsions, and lobotomy—are
aimed at protecting and promoting the patient’s mental health.
The following statements by psychiatric authorities are illustrative.

We would like our hospitals . . . to be looked upon as treatment
centers for sick people, and we want to be, of course, considered as
doctors and not jailers. . . . It is well known that there are legal
safeguards against what is commonly called railroading people
into mental hospitals, and we contend that people are well pro-
tected in all of the States. I have never in go years of constant
living with this problem seen anyone whom I thought was being
railroaded. . . . The opposite is true, however. People are railroaded
out of mental hospitals before they should be, because these institu-
tions are so crowded . . .30 '

. . . I wish to point out that the basic purpose [of commitment]
is to make sure that sick human beings get the care that is appro-
priate to their needs . . .3t
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We, as doctors, want our psychiatric hospitals . . . to be looked
upon as treatment centers for sick people in the same sense that
general hospitals are so viewed.32

If psychiatrists really wanted these things, all they would have
to do is to unlock the doors of mental hospitals, abolish commit-
ment, and treat only those persons who, like in nonpsychiatric
hospitals, want to be treated. This is exactly what I have been
advocating for the past fifteen years.3

Lea describes the social function of the Inquisition thus: “The
object of the Inquisition is the destruction of heresy. Heresy can-
not be destroyed unless heretics are destroyed. . . . [TThis is effected
in two ways, viz., when they are converted to the true Catholic faith,
or when, on being abandoned to the secular arm, they are corporally
burned.”3% This statement is readily converted into a description
of the social function of the Mental Health Movement: “The object
of Psychiatry is the eradication of mental illness. Mental illness
cannot be eradicated unless the mentally ill are eradicated. . . .
[TThis is effected in two ways, viz., when they are restored to mental
health, or when, on being confined in state mental hospitals, they
prove to be incurably sick and are therefore removed from contact
with healthy society.”

Perhaps more than anything else, the claim of a helping role by
the prosecutor and the judge made the witch trial a vicious affair.
“The accused was,” Lea tells us, “prejudged. He was assumed to be
guilty, or he would not have been put on trial, and virtually his
only mode of escape was by confessing the charges made against
him, abjuring heresy, and accepting whatever punishment might be
imposed on him in the shape of penance. Persistent denial of guilt
and assertion of orthodoxy . . . rendered him an impenitent, ob-
stinate heretic, to be abandoned to the secular arm and consigned
to the stake.”’35

The assumption of a therapeutic posture by the institutional
psychiatrist leads to the same heartless consequences. Like the
accused heretic, the accused mental patient commits the most deadly
sin when he denies his illness and insists that his deviant state is
healthy. Accordingly, the most denigrating diagnostic labels of
psychiatry are reserved for those individuals who, although declared
insane by the experts, and confined in madhouses, stubbornly per-
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sist in claiming to be sane. They are said to be “completely lacking
in insight,” or described as “having broken with reality,” and are
usually diagnosed as “paranoid” or “schizophrenic.” The Spanish
inquisitors also had a demeaning name for such persons: they
called them “negativos.” “The negativo,” Lea explains, “who per-
sistently denied his guilt, in the face of competent testimony, was
universally held to be a pertinacious impenitent heretic, for whom
there was no alternative save burning alive, although . . . he might
protest a thousand times that he was a Catholic and wished to
live and die in the faith. This was the inevitable logic of the situ-
ation. . . .”36

One of the important differences between a person accused of
crime and one accused of mental illness is that the former is often
allowed bail, whereas the latter never is. This distinction too may
be found in the Inquisition. The question of bail for suspected
heretics was considered by the fifteenth-century inquisitors and was
decided, according to Lea, as follows: “If one is caught in heresy,
by his own confession, and is impenitent, he is to be delivered to
the secular arm and to be put to death; if penitent, he is to be thrust
in prison for life, and therefore is not to be let loose on bail; if he
denies, and is legitimately convicted by witnesses, he is, as an im-
penitent, to be delivered to the secular court to be executed.”s7?

In the same way, in procedures for mental illness bail is not
allowed. If the accused admits mental illness, he is hospitalized,
often for life; if he denies it and is found to be sick in a sanity
hearing conforming to all the requirements of “‘due process,” he is
committed to a mental hospital and treated against his will by any
means necessary until he “‘gains insight into his condition.”

It cannot be emphasized too much that the idea of a therapeutic
penology, hailed today as a fresh, humanitarian invention, attribut-
able to the “scientific discoveries” of a “dynamic psychiatry,” is
neither novel nor psychiatric in origin. Instead, it is a characteris-
tic feature of the Inquisition, and of the religious ideas and zeal
which animated it. “In theory,” says Lea, “the object of the Inqui-
sition was the saving of souls. . . . The penalties inflicted on the
repentant were not punishment but penance, and he was not a
convict but a penitent; whatever statement he made during his trial,
even in obstinately denying the charges, was a confession, and
the penal prison to which he was consigned was a casa de penitencia
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or de misericordia. Even denunciations and the evidence of witnesses
for the defense were sometimes called confessions.”’38

This therapeutic mythology and rhetoric was carried over into
the penal or sentencing functions of the Inquisition, which, explains
Lea, “were based upon a fiction which must be comprehended in
order rightly to appreciate much of its action. Theoretically it had
no power to inflict punishment. . . . Its sentences, therefore, were
not, like those of an earthly judge, the retaliation of society on the
wrong-doer, or deterrent examples to prevent the spread of crime;
they were simply imposed for the benefit of the erring soul, to wash
away its sin. The inquisitors themselves habitually speak of their
ministrations in this sense. When they condemned a poor wretch
to lifelong imprisonment, the formula in use, after the procedure
of the Holy Office had become systematized, was a simple injunction
on him to betake himself to the jail and confine himself there, per-
forming penance on bread and water, with a warning that he was
not to leave it under pain of excommunication, and of being re-
garded as a perjured and impenitent heretic. If he broke jail and
escaped, the requisition for his recapture under a foreign jurisdic-
tion describes him, with a singular lack of humor, as one insanely
led to reject the salutary medicine offered for his cure and to spurn
the wine and oil which were soothing his wounds.”3® (Italics added.)

Mental patients are confined and treated against their will for the
same reasons and in the same ways. “This is the only court,” in-
tones a judge sitting in a Chicago court conducting commitment
hearings, “where the defendant always wins. If he is released, it
means he is well. If he is committed, it is for his own good.”40
Mental health workers now maintain, just as those assisting the
Inquisition maintained formerly, that everything done to the victim
is for his own good. This is what makes commitment procedures
for prepatients and habeas corpus hearings for inpatients the awful
mockeries they are. The following judicial decision is illustrative.

In an effort to gain his freedom, Stanley Prochaska, a patient
confined against his will in the Iowa State Mental Hospital, peti-
tioned for a writ of habeas corpus, charging that he had been de-
prived of due process of law because counsel appearing on his
behalf at his sanity hearing did not consult with him. The Supreme
Court of Iowa affirmed the decision of the trial court, dismissing
plaintiff’'s suit. “It must be kept in mind,” said the Court, “that
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Appellant is not charged with a crime and is not so incarcerated. He
is being restrained of his liberty in that he is not free to come and
go at will but such restraint is not in the way of punishment, but
for his own protection and welfare as well as for the benefit of
society. Such loss of liberty is not such liberty as is within the mean-
ing of the constitutional provision that ‘no person shall be deprived
of life, liberty or property without due process of law.’ 41

Once this therapeutic view—whether of the Inquisition or of
Institutional Psychiatry—is accepted, everything else follows logi-
cally. For example, Lea notes that “By a legal fiction, the inquisitor
was supposed to look at both sides of the case and to take care of
the defense as well as of the prosecution.”#2 By the same legal fiction,
the state hospital psychiatrist is supposed to look at both sides of the
case and protect the community as well as the mental patient. Thus
on the one hand, psychiatrists plead, as we saw earlier, that they
want to be considered doctors, not jailers; on the other, they proudly
assert that their duty is to protect society. “Tomorrow’s psychiatrist
will be, as is his counterpart today, one of the gatekeepers of the
community,” declares Robert H. Felix, dean of the St. Louis Uni-
versity Medical School and former director of the National In-
stitute of Mental Health.4

We need not dwell here on the disastrous consequences of the
widespread and unopposed practices of the inquisitors. It should
suffice to re-emphasize that by combating witchcraft, the inquisitors
actually created it. “The continuous teachings of the Church,”
observes Lea, “led its best men to regard no act as more self-evidently
just than the burning of the heretic, and no heresy less defensible
than a demand for toleration. . . . The fact is that the Church not
only defined the guilt and forced its punishment, but created the
crime itself.”44 The same, of course, may be said for Institutional
Psychiatry.48

Finally, there is another similarity between heresy and mental
illness, and also a difference. Once a person was cast into the role
of heretic, the record of his deviance left a permanent mark on
him. “[TThe inquisitorial sentence . . . always ended with a reserva-
tion of power to modify, to mitigate, to increase, and reimpose at
discretion. . . . The inquisitor, however, had no power to grant
absolute pardons, which was reserved exclusively to the pope.”4¢

In the same way, once a person is cast into the role of mental
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patient, there is a permanent record of his deviance. Like the in-
quisitor, the psychiatrist can “sentence” a person to mental illness,
but cannot wipe out the stigma he himself has imposed. In psychia-
try, moreover, there is no pope to grant absolute pardon from a
publicly affirmed diagnosis of mental illness.



THE DEFENSE OF
THE DOMINANT ETHIC

The truth. No; by nature man is more afraid of the
truth than of death—and this is perfectly natural:
for the truth is even more repugnant than death
to man’s natural being. What wonder, then, that
he is so afraid of it? . . . For man is a social animai—
only in the herd is he happy. It is all one to him
whether it is the profoundest nonsense or the
greatest villainy—he feels completely at ease with
it, so long as it is the view of the herd, or the
action of the herd, and he is able to join the herd.

—Séren Kierkegaard!

In the preceding chapters, we have examined the workings of the
Inquisition and of Institutional Psychiatry and have noted the simi-
larities between them. However, dwelling on the details of the
inquisitor-witch and alienist-madman relationships, as we have
done, carries with it the usual hazard of focusing on detail: the
better one sees the trees, the more blinded one becomes to the forest.
The brutal oppression of the heretic by the priest and of the men-
tal patient by the psychiatrist are, to be sure, important. They
illustrate some of the ways man’s will to power, his urge to dominate
and degrade his fellow man, his greed for fame and fortune are
exercised in different ages. These are the trees without which there
can be no forests. But the forests—that is, the Inquisition and In-
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stitutional Psychiatry—fulfill important social functions of their
own.

The conduct of a society’s business, as that of an individual’s,
may be likened to playing a game. The religions, laws, and mores
of society constitute the rules by which people must play—or else
they will be penalized, one way or another. Obviously, the simpler
the games and the fewer in number, the easier it is to play them.
This is why open societies and the freedoms they offer represent an
onerous burden to many people. As individuals find it difficult and
taxing to play more than a single game, or at most a few, at any
one time, so societies find it difficult and taxing to tolerate the
existence of a plurality of games, each competing for the attention
and loyalty of the citizens. Every group—and this includes societies
—is organized and held together by a few ideas, values, and prac-
tices which cannot be questioned or challenged without causing
its disruption, or at least a fear of its disruption. This is why in-
dependent thought often undermines group solidarity, and group
solidarity often inhibits independent thought. “We belong to a
group,” says Karl Mannheim, “not only because we are born into
it, not merely because we profess to belong to it, nor finally because
we give it our loyalty and allegiance, but primarily because we
see the world and certain things in the world the way it does . . .”2
To see the world differently than our group does thus threatens us
with solitude; and to say that we see it differently, threatens us
with ostracism. Hypocrisy, then, is the homage intellect pays to
custom.

My thesis in this chapter is that the social function of the In-
quisition and of Institutional Psychiatry lies in the service each
renders its society: both provide an intellectually meaningful, mor-
ally uplifting, and socially well-organized system for the ritualized
affirmation of the benevolence, glory, and power of society’s domi-
nant ethic. From without, or to the critical observer, these institu-
tions might appear harsh and oppressive; but from within, or to
the true believer, they are beautiful and merciful, flattering at once
the masses and their masters. This is the secret of their success.

The Inquisition and Institutional Psychiatry thus fulfill the same
sort of function as has been attributed to modern totalitarian move-
ments: Each tranquilizes the massive anxieties mobilized by what
is generally experienced as an excess of choices and a lack of worth-
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while causes and trustworthy leaders.* What these seemingly di-
verse “therapeutic” movements have in common not only with one
another but also with such modern totalitarian movements as Na-
tional Socialism and Communism, is that each seeks to protect the
integrity of an excessively heterogenous and pluralistic society and
its dominant ethic. To accomplish this end, each represses certain
individual and moral interests, and, in general, sacrifices the “‘one”
for the “many,” the “I” for the “we”; finally, to simplify the con-
ceptual problem it faces, and to strengthen group cohesion, each
channels—by systematic propaganda accompanied by the use of a
brutal show of force—enmity toward a symbolic offender to whom
the impending disintegration of the social order is attributed.?

The Inquisition, as we have seen, fulfilled this function by de-
fining as heretics or witches those who rejected, or were alleged to
oppose, the dominant ethic. The concept of witch, denoting alli-
ance with the Devil rather than with God, thus served Catholic and
Protestant societies equally well; each could, and did, define the
other as the prototype of anti-Christ. Similarly, the concept of
mental illness, denoting a state of disease rather than of health,
serves Capitalist and Communist societies equally well (so long
as they all adhere to a “scientific” view of human life); each can,
and does, define the other as a paradigm of mental disease.

The central purpose of the Inquisition, as its name implies, was
inquisitio—that is, inquiry—into heresy. In principle, heresy was
always a serious crime in ecclesiastic law. When Christianity be-
came the state church in the Roman Empire, Robbins reminds us,
“the new religion extended the intolerance to which hitherto it had
been subject. By A.p. 430, the civil code was ordering death for
heresy . . .””¢ Such laws, however, were not enforced until some seven
centuries later (for reasons we have noted earlier). The first formal
inquisition was ordered by Pope Lucius III, in 1184: he directed
bishops to make systematic inquiry into deviation from the official
teaching of the Church. From its inception, then, the primary aim
of the Inquisition was to insure adherence to a uniformity of re-
ligious belief and opinion. The auto-da-fé¢ (literally, an act or pro-

* “It is interesting to notice that there were three peaks in the persecution of
witchcraft. Each of them was at a period when new ideas were threatening the
authoritarian framework of the Church, and there had been latitude of faith
with the threat of disintegration.” (Pennethorne Hughes, Witchcraft, p. 163.)
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fession of faith) was the liturgy of this affirmation. It was a cere-
monial occasion, held in the largest square of the city, attended by
clerical and secular officials and large numbers of people, at which
the accused—who had already been tried and convicted—would
publicly repent; would abjure Satan and embrace God; and would
then (usually) be burned. Every auto-da-fé, Lea tells us, was an
affair of “impressive solemnity which [would] strike terror on the
heretic and comfort the hearts of the faithful.”s Great care was
taken not to produce any heretics at these ceremonies about whose
penitence there remained any doubt, lest they create a scandal by
denial.® In addition, “care was enjoined not to permit them to
address the people, lest sympathy should be aroused by their asser-
tions.”7

The ceremony began with pomp and circumstance, and was fol-
lowed by sermon and prayer. Then “the oath of obedience was
administered to the representatives of the civil power, and a solemn
decree of excommunication was fulminated against all who should
in any way impede the operations of the Holy Office.”8 Actors and
audience now approached the climax of the dramatic enactment:
“. .. the notary commenced reading the confessions one by one in
the vulgar tongue, and as each was finished the culprit asked if he
acknowledged it to be true . . . On his replying in the affirmative, he
was asked whether he would repent, or lose body and soul by per-
severing in heresy; and on his expressing a desire to abjure, the
form of abjuration was read and he repeated it, sentence by sentence.
Then the inquisitor absolved him from the ipso facto excommunica-
tion which he had incurred by heresy, and promised him mercy
if he behaved well under the sentence about to be imposed. The
sentence followed, and thus the penitents were brought forward
successively, commencing with the least guilty . . . Those who were
to be ‘relaxed’ or abandoned to the secular arm [to be burned] were
reserved to the last. . . ."?

Here, then, was a ceremony to symbolize the power and mercy of
the Grand Inquisitor and his all-powerful Church. The great sin
was defined: deviation from prescribed religious belief or opinion.
The deviant was forgiven and returned to the fold: he was converted
to the true faith. And the culprit was mercifully punished: he was
burned at the stake, having been strangled before being incinerated.
(The unrepentent heretic was burned alive.)
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“We can readily picture to ourselves,” Lea comments, “the effect
produced on the popular mind by these awful celebrations, when,
at the bidding of the Inquisition, all that was great and powerful
in the land was called together humbly to take the oath of obedience
and witness its exercise of the highest expression of human author-
ity, regulating the destinies of fellow-creatures here and hereafter
. . . The faith which could thus vindicate itself might certainly
inspire the respect of fear if not the attraction of love.”10

If anyone still entertained doubt about the existence or reality
of a Christian God, and his great adversary, Satan, this ceremony
must have sufficed to dispel it. The reality of the Devil and his
“familiars” (the witches) was driven home by the ritualized destruc-
tion of the heretic. The transcendent significance of this ceremony
is attested to by the following occurrence, presumably not an iso-
lated one, reported by Huizinga: “The body of a heretic preacher
of the sect of the Turpulins, who died in prison, before sentence
was passed, was preserved in lime for a fortnight, that it might be
burned at the same time with a living heretical woman.”1!

“A mentality, dominated like that of the declining Middle Ages
by a lively imagination, by naive idealism, and by strong feeling,”
Huizinga comments, “easily believes in the reality of every concept
which presents itself to the mind. When once an idea has received
a name and form, its truth is presumed.”’? This mentality is, of
course, not confined to the declining Middle Ages.

In the rhetoric of psychiatry, the basic aim of the Inquisition
was to bring about “behavior change” in the heretic. In this respect,
the inquisitors were superlatively successful: virtually all their sub-
jects acquired “insight” and changed their personalities in the
manner required. Kamen cites the inquisitorial therapy of a Ju-
daizer (the name given to Jewish converts to Christianity who prac-
ticed their Jewish faith in secret), at an auto held in Spain in 1719.
“We enter the picture,” Kamen writes, “at the stage where the
victim is already on the stake and a lighted torch is passed before
his face to warn him of what awaits him if he does not repent.
Around the Judaizer are a number of religious who ‘pressed the
criminal with greater anxiety and zeal to convert himself. With
perfect serenity he said, “I will convert myself to the faith of Jesus
Christ,” words which he had not been heard to utter until then.
This overjoyed all the religious who began to embrace him with
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tenderness and gave infinite thanks to God for having opened to
them a door for his conversion. . . .’ "1 The Judaizer was then
strangled and burned.

I have already suggested, and will presently document in greater
detail, how the belief in witchcraft gave way to the belief in mental
illness; and how the practices of the inquisitors were superseded by
those of the institutional psychiatrists. The ritual sacrifice of the
heretic, the auto-da-fé, was thus supplemented by the ritual sacri-
fice of the madman, the commitment of the insane.

The pomp and circumstances of the psychiatric auto-da-fé are,
of course, no longer displayed in the city square; as befits a modern,
secular society, they have been removed to the courtroom. Although
the ceremony is conducted in relative privacy, knowledge of its
existence is as common as was that of the burning of heretics. Indeed,
the widespread publicity about the hearings and rehearings accorded
to alleged mental patients to determine their sanity only serves to
further authenticate the mental healthiness of the judges and the
mental disability of those declared insane.

The mental patient’s entry into and exit from the mental hospital
are the climactic moments in this modern, pseudoscientific ritual.
The patient enters as heretic and leaves as convert. Or he never
leaves. Goffman puts it this way: “The key view of the patient is:
were he ‘himself’ he would voluntarily seek psychiatric treatment and
voluntarily submit to it, and, when ready for discharge, he will avow
that his real self was all along being treated as it really wanted to
be treated.”14

In being authorized by society so to dispose over human destinies,
the commitment proceeding—like the auto-da-fé, as Lea noted—
symbolizes the “‘exercise of the highest expression of human author-
ity, regulating the destinies of fellow creatures . . .” Who else exer-
cises such vast discretionary powers over his fellow man as the
contemporary psychiatrist? * the psychiatric role is unique
among servers, no other being accorded such power,” observes
Goffman.! Policeman and judge are constrained by the Rule of Law.
They can punish only what the law forbids. Mental hygiene laws,
like the orders of the Dominican inquisitors, recognize no such
bounds.* Such awesome powers could not, and cannot, exist unless
* Institutional psychiatrists never speak or write about their power; they prefer

to speak and write about their “responsibility” to “help” or “treat” “sick pa-
tients.”
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their legitimacy is widely respected and supported. Such, indeed,
was the case with the Inquisition: to oppose it was tantamount to
opposing the Church, Jesus, and God. In a religious society, who
can be against God? Only a heretic! The same kind of logic and
legitimacy supports Institutional Psychiatry: to oppose it is tanta-
mount to opposing medical science, the physician, and nature. In a
scientific society, who can be against health? Only a madman!

From this perspective, the classic, nineteenth-century view about
the warfare between theology and science!® appears in a somewhat
different light. Intellectuals and scientists, especially of a material-
istic and positivistic bent, have preferred to believe that this was a
conflict between progress and the status quo—science standing
squarely for informing and liberating man, religion for mystifying
and oppressing him. Confrontations between Galileo and Bellar-
mine, between Darwin and his fundamentalist critics, were the
leading symbols in this imagery. The traditional psychiatric inter-
pretation of the movement from witchcraft to psychiatry adopts
this same self-flattering view. The inquisitors were hateful men,
full of irrational religious ideas, who did terrible injury to accused
heretics; psychiatrists, in contrast, are loving men, informed by ra-
tional scientific ideas, who do great good for committed mental
patients. Not only are these images badly out of focus, but, more
importantly perhaps, they obscure an insight which modern man
has gained at great cost and which he can ill afford to lose: The
fundamental conflicts in human life are not between competing
ideas, one “true” and the other “false”—but rather between those
who hold power and use it to oppress others, and those who are
oppressed by power and seek to free themselves of it.

To be sure, men like Galileo and Darwin were opposed by cler-
ical authorities. And so were heretics and witches. But men like
Semmelweis and Freud were opposed by clinical authorities. And
so are the men and women we treat as involuntary mental patients.
This is not surprising. In medieval society, the Church supplied the
ideology, the State the power. Today, the Scientific Establishment
supplies the ideology, the State the power. Formerly, the inquisitor
accused the citizen of witchcraft and proved him to be a witch; he
then “relaxed” the witch to the “secular arm”-—that is, the State-—
and he was burned at the stake. Today, the institutional psychiatrist
accuses the citizen of mental illness and diagnoses him as psychotic;
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he then turns him over to the court—that is, the State—and he is
committed to a prison called a mental hospital.

These considerations help us to appreciate the immense useful-
ness which inquisitorial clerical practices had in the past, and which
inquisitorial clinical practices have at present. Each controls and
counteracts the drift toward an anomie that seems to be the price
which citizens of open and pluralistic societies must pay for their
freedoms; and each furnishes a covert, extralegal system of penalties
by means of which the ruling classes can maintain their social domi-
nance. A few illustrations of the latter point should suffice here.
Whistling could never be made illegal; but a Negro who whistled at
a Southern white woman (or was said to have whistled at one) could
be lynched. Lynch-law was thus an adjunct to Southern law on the
books; it helped whites to keep the Negroes “in their place.” So too
is Institutional Psychiatry an implementation of the unwritten laws
of power-maintenance in a society insufficiently committed to hon-
oring the Rule of Law. Feeling sad cannot very well be made illegal;
but a poor woman who is depressed (and refuses to play the role
assigned to her in society) can be committed. Commitment-law is
thus an adjunct to American law on the books; it helps the rich
and well-educated to keep the poor and ill-educated in their place.

These considerations also help us understand why, despite the
fact that many of the practices of Institutional Psychiatry are pa-
tently fraudulent, coercive, and harmful to “patients,” the institu-
tion has received the support of all classes, groups, and organizations
in our society, including those committed to the protection of civil
liberties.* We thus live in a society in which far more people lose
their liberty through psychiatric than through penal imprison-
ment. In 1964, the average daily census was 563,354 in hospitals for

* A Louis Harris survey reported in 1967 showed that 47 percent of the inter-
viewees wanted to expand federal aid to mental health clinics, 39 percent wanted
to keep aid on its present level, and only 5 percent wanted to reduce it. (Seattle
Times, Apr. 3, 1967; quoted in James E. Beaver, The “mentally ill” and the
law: Sisyphus and Zeus, Utah Law Rev., 1968: 1—71 [Mar.], 1968; p. 2.)

A survey conducted in New York City revealed that ‘“Most (nine out of ten)
feel that ‘the government should be raising more money for and spending more
money on mental health services’”; and that “Five out of six (83 percent) agree
that ‘even if most patients do not get better there, state mental hospitals are
needed because they do a job of protecting the community.’” (Jack Elinson,
Elena Padilla, and Marvin E. Perkins, Public Image of Mental Health Services,

PP- XV, 9.)
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mental diseases, and 186,735 in institutions for the mentally re-
tarded; in the same year, the census was 214,356 in federal and
state prisons.’” Ostensibly, some patients are in mental hospitals
on a voluntary status; actually, however, all such patients are im-
prisoned, for even so-called voluntary patients cannot be sure of
being allowed to leave at will. As to official figures, even those
favorably disposed toward Institutional Psychiatry quote a figure
of only 10 percent for psychiatric hospitalizations on a voluntary
basis.!8 But in 1961, only 3.5 percent of the patients at St. Elizabeths
Hospital in Washington, D.C., were on a voluntary status,19

In short, even without counting those persons who are deprived
of liberty because of mental retardation, more than twice as many
Americans lose their freedom on account of mental illness than on
account of crime. This loss of freedom, moreover, cannot be morally
justified as either protection for the community or as treatment for
the “patient.”20 Nevertheless, the American Civil Liberties Union
has not only failed to oppose this practice but, on the contrary, has
actively supported it. In his book on the history of the Union,
Charles Markmann relates, with what seems to me badly misplaced
pride, that toward the end of the Second World War, “The [Amer-
ican Civil Liberties] Union . . . began to draft model statutes for
the commitment of the insane. . . . Twenty years after the first
Union draft of a model bill for commitments to mental hospitals,
Congress enacted for the District of Columbia a law closely follow-
ing the Union’s proposals.”’2

Thus, the Union too accepts unquestioningly the concept of
mental illness, whose “treatment,” by imprisonment, it then dele-
gates to psychiatrists. The position of the American Civil Liberties
Union on civil commitment illustrates how enthusiastically, and
how uncritically, all contemporary groups and organizations—cleri-
cal and secular, medical and legal, liberal and conservative, those
for promoting stricter law enforcement and those for promoting
stricter observance of civil liberties—agree on the desirability of
civil commitment.

“A person who is involuntarily committed to a mental hospital,”
declares the Union, “is deprived of his freedom of movement and
association and in many communities faces being branded with the
stigma of ‘insanity.” It is therefore essential that no one be com-
mitted without a careful hearing and jury trial which includes all
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constitutional protections of a jury trial in other types of civil pro-
ceedings.”?? The il-logic and il-liberality of this recommendation is
shocking: if mental illness is undefined (or if it is what psychiatrists
or the masses say it is), then what protection does a jury trial afford?
If commitment entails the loss of liberty, why accept the legal
hypocrisy that it is a “civil proceeding”? In what other civil pro-
ceeding can the losing litigant be incarcerated for life?

“A person, once committed,” continues the recommendation of
the American Civil Liberties Union, “is entitled to a periodic re-
examination by a court . . . with a view to his release, when his
condition so permits.”2 Is there a psychiatrist in the country, in
the world, who would not claim that he is already doing just this?
This, then, amounts to a complete approval of the psychiatric sta-
tus quo. All that the American Civil Liberties Union asks for is
that the courts release the patient when his “condition” permits.
Not a word is said about the adversary relationship between the
physician upon whose opinion the court bases its decision and the
“patient” whose liberty needs defending.*

If the policy on civil commitment of the American Civil Liberties
Union is ill conceived, its recommendations for further improve-
ments are nothing less than terrifying: “Anyone hospitalized for
mental illness,” the statement asserts, “is entitled to medical and
psychiatric care, appropriate to his particular case.”?* In making this
declaration, the American Civil Liberties Union not only supports
commitment on the basis of an undefined concept of mental illness
and as a legitimate “medical” function, but also advocates psychi-
atric “treatment,” regardless of whether or not the “patient” con-
sents to it or of how dangerous or destructive such “treatment”
might be. Does the American Civil Liberties Union really believe

* So-called psychiatric liberalism—in effect, psychiatric totalitarianism-—has
affected all of the policies of the American Civil Liberties Union bearing on mat-
ters of mental health. Thus, despite the clearly strategic—and often patently
fraudulent—use of the insanity defense, the Union warmly endorses the adoption
of what it calls “liberalized” tests of criminal responsibility. In adopting the
new definitions of criminal insanity—in particular that embodied in the
Durham Rule and in the proposal of the American Law Institute—the courts
are, in the words of the American Civil Liberties Union, “liberalizing the 123-
year-old M'Naghten rule in the light of modern psychiatry.” (American Civil
Liberties Union, New Dimensions . . . New Challenges: 46th Annual Report
[July 1, 1965-Jan. 1, 1367], p. 85.) By adopting this view, the Union becomes a
mouthpiece of the Mental Health Movement.
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that involuntary mental hospitalization with involuntary treatment
(especially if the treatment consists of electroshock or lobotomy) is
preferable to involuntary mental hospitalization without such treat-
ment? But, then, what is an auto-da-fé without a stake? Surely, the
mental patient must have a right to treatment, just as the heretic
must have a right to join his Maker. Truly, commitment ritualizes
the legitimacy of involuntary mental hospitalization and, through
it, the benevolence of Institutional Psychiatry and the Therapeutic
Society it serves.2s

“At the time of the Spanish Inquisition,” observed Maurice
Maeterlinck, “the opinion of good sense . . . was certainly that
people ought not to burn too large a number of heretics; extreme
and unreasonable opinion obviously demanded that they should
burn none at all.”28 Today it is the same with involuntary mental
hospitalization. The opinion of good sense now is that psychiatrists
ought to commit only those mental patients who are “very ill,” or
“dangerous to themselves or others”; extreme and unreasonable
opinion obviously demands that no one should be committed.



THE WITCH AS MENTAL PATIENT

. the Malleus Maleficarum might with a little
editing serve as an excellent modern textbook of
descriptive clinical psychiatry of the fifteenth cen-
tury, if the word witch were substituted by the word
patient, and the devil eliminated.

—Gregory Zilboorg!

Beginning with the works of such men as Rush? and Esquirol,
psychiatry shows an unmistakable tendency to interpret all kinds
of deviant or unusual behavior as mental illness. This tendency
was strongly reinforced by Freud and the psychoanalysts, who, by
focusing on the so-called unconscious determinants of conduct,
tended. to interpret even ‘“rational” behavior on the model of the
“irrational.” Normal behavior was henceforth explained by refer-
ence to abnormal behavior. “Psychiatric research,” Freud declares,
“, .. cannot help finding worthy of understanding everything that
can be recognized in those illustrious models [of great men], and it
believes there is no one so great as to be disgraced by being subject
to the laws which govern both normal and pathological activity
with equal cogency. . . . Anyone who protests at our so much as
daring to examine him [Leonardo da Vinci] in the light of discov-
eries gained in the field of pathology is still clinging to prejudices
which we have today rightly abandoned. We no longer think that
health and illness, normal and neurotic people, are to be sharply
distinguished from each other .. .”3

Although Freud recognized some of the dangers inherent in the

68
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psychopathological interpretation of human behavior, he did not
seem to understand the real nature of the problem, for he acted
as if a verbal disclaimer would be enough to dispel it. “When
psychiatric research, normally content to draw on frailer men for
its material,” writes Freud in his essay on Leonardo da Vinci,
“approaches one who is among the greatest of the human race, it
is not doing so for the reasons frequently ascribed to it by laymen.
“To blacken the radiant and drag the sublime into the dust’ is no
part of its purpose, and there is no satisfaction for it in narrowing
the gulf which separates the perfection of the great from the in-
adequacy of the objects that are its usual concern.”*

We see Freud remarking here—as if it were a regrettable fact
rather than a debatable moral judgment—on “. . . the inadequacy
of the objects that are its [psychiatry’s] usual concern.” He does
not see the value judgment, and therefore cannot question it. He
is satisfied, instead, with claiming that “We must expressly insist
that we have never reckoned Leonardo as a neurotic or a ‘nerve
case,” as the awkward phrase goes.”> While Freud does not wish
to denigrate Leonardo da Vinci as a “nerve case,” he evidently has
no objection if others, less gifted and famous, are so degraded.

Perhaps unintentionally and unwittingly, the new vocabulary of
psychoanalysis was thus combined with the traditional vocabulary
of psychiatry, generating a rhetoric of rejection of hitherto un-
paralleled popularity and power.* The result was that everyone’s
conduct—living or dead, primitive or modern, famous or infamous
—became a fit subject for the psychopathologist’s scrutiny, explana-
tion, and stigmatization,

To be sure, by adopting this approach, psychoanalysts threw
fresh light on certain important similarities between dreams and
mental symptoms, the behavior of primitive man and his civilized
'descendant, myth and madness. In these ways, the psychopatho-
logical perspective enriched and extended our understanding of
human nature and personal conduct. There was, however, a serious

* Although Freud’s “therapeutic” methods differed from those of his colleagues,
his enthusiastic endorsement and use of a psychiatric vocabulary for denigrating
people place him in the mainstream of psychiatric thought: By reclassifying
witches as neurotics, he helped to replace theological by psychiatric methods of
invalidating human beings. The result—which is contemporary history—is a
justificatory rhetoric legitimizing man’s inhumanity to man not by appeals to
God but by appeals to Health.
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danger in this approach, which soon manifested itself. Because
the observers and interpreters were psychiatrists, and because they
were impressed by a need to make psychopathological diagnoses,
all kinds of human behaviors tended to be perceived and described
as manifestations of mental illness; and various personalities, his-
torical and living, tended to be seen and diagnosed as mentally
sick individuals. The view that witches were mentally ill persons is
an integral part of this psychiatric perspective.

The possibility that some persons accused of witchcraft were
“mentally ill' was entertained already during the witch-hunts,
notably by Johann Weyer. In his dedication of De Praestigiis to
Duke William of Cleves, Weyer writes: “To you, Prince, 1 dedicate
the fruit of my thought . . . none so agrees with my own [views on
witchcraft] as does yours, that witches can harm no one through the
most malicious will or the ugliest exorcism, that rather their im-
agination—inflamed by demons in a way not understandable to
us—and the torture of melancholy makes them only fancy that they
have caused all sorts of evil.”®

Is it a coincidence that the suggestion that witches are mentally
deranged comes from a physician opposed to their persecution? Or
is this hypothesis itself a weapon in the struggle against the witch-
hunts? The evidence strongly suggests that it is the latter: that, in
other words, madness is an excuse for a wrongdoing (witchcraft),
put forth by an authority (Weyer) on behalf of persecuted people
(witches), to mitigate their suffering at the hands of oppressors
(inquisitors) deaf to all pleas but this one (insanity).” Many con-
temporary psychiatrists openly profess this aim. Instead of protesting
against the death penalty itself, they promote the concept of in-
sanity as a “humanitarian” protection for defendants who, without
the insanity defense, might be put to death.®

This ostensibly lofty aspiration of saving the defendant from
execution was the motive behind the important M’Naghten decision,
in 1843. Known as the M'Naghten rule, this decision has ever since
provided the medicolegal basis for the insanity plea, the insanity
defense, and the insanity verdict.® In modern psychiatric texts the
insanity defense is thus invariably attributed to the “discoveries”
of “scientific’ psychiatry; and its recent burgeoning popularity,
in this and other Western countries, to the long-overdue legislative
and judicial appreciation of the supposed “contributions” of
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psychiatry to the administration of the criminal law. This view
is completely at odds with the facts. More than three hundred years
before M’Naghten, when there was no such thing as “modern
medicine,” much less anything that could even remotely be called
“psychiatry,” the insanity defense was an accepted plea in witch
trials before the Spanish Inquisition.*

“The insane were recognized as irresponsible,” writes Lea, “and
were sent to hospitals. . . . In the enlightened view taken by the
Inquisition regarding witchcraft, instructions of 1537 indicate a
disposition to regard reputed witches as insane . . . Barcelona at
the time had on hand a witch named Juanita Rosquells, whom
the physicians and consultors considered to be out of her mind;
not knowing what to do they referred to the Suprema, which
ordered her discharge . . .”1° This outcome, however, was unusual.
As a rule, persons declared insane were incarcerated in a monastery
or hospital.11

The physicians most responsible for classifying witches as mental
patients were the celebrated French psychiatrists Pinel, Esquirol,
and Charcot. They were the founders not only of the French school
of psychiatry but of all of modern psychiatry as a positivistic-
medical discipline. Their views dominated nineteenth-century
medicine.

Philippe Pinel (1745-1826) believed that witches were mentally
sick individuals; but he did not dwell on this subject. In his Trea-
tise on Insanity (1801), he asserts, without discussion or demonstra-
tion, that “In a word, demoniacs of all description are to be classed
either with maniacs or melancholics.”22 And he dismisses Weyer
as a victim of the belief in witchcraft: “The credit attached to the
* The Spanish Inquisition was, as we shall discuss more fully in Chapter %,
opposed to the persecution of witches. It had its hands full with Jews, Judaizers,
and Moriscoes, and it wanted no part of the witch-craze. It therefore discouraged
the witch-hunts and, when the prosecution of alleged witches could, because of
public pressure, not be avoided, took refuge in the dodge that witches were
mad. This saved the Spanish Church from openly declaring the nonexistence of
witches, a belief widely but discreetly held by its leading clergy, and protected it
from the bad conscience which burning on the stake persons accused of witch-
craft would have caused it. There are, then, obvious similarities between the
use of the concept of insanity in witch-trials in sixteenth-century Spain and in
criminal trials in twentieth-century America. In this connection, see Thomas S.
Szasz, Moral conflict and psychiatry, Yale Rev., 49: 555-566 (June), 1960; and

Mind tapping: Psychiatric subversion of constitutional rights, Amer. J. Psychiat.,
119: 8328-327 (Oct.), 1962.
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impostures of demoniacal possessions in the writings of Wierus
[Weyer] are not to be wondered at, when we consider that his
works were published towards the middle of the seventeenth century,
and bear as much reference to theology as to medicine. This author

. appears to have been a great adept in the mysteries of exor-
cism.”’13

Jean Etienne-Dominique Esquirol (1772-1840), Pinel’s student
and intellectual heir, did more than any other man to establish
the view that witches were mentally deranged persons. The most
influential psychiatrist of his age, Esquirol believed not only that
witches and sorcerers were mentally ill but also that (all or most)
criminals were similarly afflicted; and he advocated that lawbreakers
be treated by incarceration in mental hospitals rather than prisons.
Modern psychiatric historians and forensic psychiatrists have bor-
rowed these ideas from him. “These conclusions,” writes Esquirol in
1838, “may appear strange today; some day, we hope, they will
become popular truth. Where is the judge today who would con-
demn to the bonfire a deranged man or gypsy accused of magic
sorcery? It has been a long time now that the magistrates have sent
the ‘sorcerer to an insane asylum; they no longer cause them to be
punished as swindlers.”1*

Esquirol’s views on witches were widely accepted by nineteenth-
century scholars. Thus, Lecky, in his classic History of European
Morals, repeats Esquirol's diagnoses as if they were self-evident
truths. He characterizes witches as ““decrepit in body and distracted
in mind,”1% and attributes their frequent suicide to “fear and mad-
ness [which] combined in urging the victims to the deed.”16
Describing a victim of the Spanish Inquisition in 1359, Lecky writes:
“The poor lunatic fell into the hands of the Archbishop of Toledo
and was burnt alive.”17 Commenting on the witch mania and on
“epidemics of purely insane suicide,” such as occurred sporadically
in Europe between the fifteenth and seventeenth centuries, even
Lecky blandly asserts that these problems “belong rather to the
history of medicine than to that of morals.”*® Nothing, in my
opinion, could be further from the truth.

In the hands of Jean-Martin Charcot (1825-1893), witchcraft
became a problem of “neuropathology.” In his obituary of his
great teacher, Freud writes: “Charcot . . . drew copiously upon the
surviving reports of witch trials and of possession, in order to show
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that the manifestations of the neurosis [hysteria] were the same in
those days as they are now. He treated hysteria as just another
topic in neuropathology . . .”1% Like Esquirol, Charcot took the
witches as he found them defined by their tormentors, and pro-
ceeded to study their “neuropathology.”* And so did Freud. In
his hands, however, witchcraft becomes a problem of ‘“psycho-
pathology.”

In his obituary of Charcot, Freud proposes “the theory of a
splitting of consciousness as a solution to the riddle of hysteria,”
and then reminds his readers that “by pronouncing possession by
a demon to be the cause of hysterical phenomena, the Middle Ages
in fact chose this solution; it would only have been a matter of
exchanging the religious terminology of that dark and superstitious
age for the scientific language of today.”2 This is an astonishing
admission: Freud acknowledges that the psychoanalytic description
of hysteria is but a semantic revision of the demonological one.
He thus tries to legitimize his metaphors by claiming that they
form a part of the language of science when, in fact, they do not.}

The demonological conception of hysteria, and Charcot’s quasi-
medical reinterpretation of it, made a profound impression on

* It is interesting that while Freud saw Charcot as intensely interested in
witcheraft and its relation to mental illness, there is no reference to this sub-
ject in Georges Guillain’s fine biography, J.-M. Charcot, 1825-1893: His Life,
His Work.

The reason for this discrepancy is probably that Freud was a psychiatrist, and
Guillain a neurologist. Guillain’s biography is neurologically oriented and em-
phasizes Charcot’s contributions to this field rather than to psychiatry. Perhaps
because there is no longer anything creditable about the neuropathological
conception of witchcraft, Guillain remains silent about it. Freud, on the other
hand, had his ear tuned to Charcot’s psychiatric and psychological views, and
thus came away with lasting impressions of these aspects of his work.

+ It would be unfair, however, to be excessively critical of Freud for his naive
self-intoxication with “science.” His foregoing views were written before Kraus,
Wilttgenstein, Orwell, and others elucidated the defining significance of language
in both science and human affairs. Today, we know, or have scant excuses for
not knowing, that the behavior of witches did not occur in a social vacuum:
they behaved as they did partly because they were persecuted by their enemies
(the inquisitors); and their conduct was described the way it was because the
language for doing so was controlled by their persecutors (the theologians).
Mutatis mutandis, the same is true for the “hysterics” Charcot and Freud en-
countered at the Salpétri¢re: they behaved as they did partly because they were
persecuted by their enemies (the neuropsychiatrists); and their conduct was
described the way it was because the language for doing so was controlled by
their persecutors (the physicians).
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Freud. He returned repeatedly to this theme. “What would you
say,” he asks Fliess, in a letter dated January 17, 1897, “. . . if I
told you that the whole of my brand-new primal theory of hysteria
was well-known and had been published a hundred times over—
several centuries ago? Do you remember how I always said that the
medieval theory of possession, held by the ecclesiastical courts,
was identical with our theory of a foreign body and a splitting of
consciousness? . . . incidentally, the cruelties make it possible to
understand some symptoms of hysteria which have hitherto been
obscure.”#1

We see Freud here taking the decisive leap into psychopathology:
he accepts the officially identified patient as a patient and proceeds
to examine her for symptoms. First, he lays proprietary claims on
the psychopathological interpretation of possession developed by
the French school of psychiatry; then, he proceeds to disregard the
cruelties inflicted on the witches as indications of the human
character of the persecutors, and of the social nature of the times,
and interprets them instead as part of the symptoms exhibited by
the “patients.” .

Thirty years after publishing his obituary of Charcot, Freud
returns to the similarities between the demonological theory of
possession and the psychoanalytic theory of hysteria. “We need not
be surprised,” he writes in his essay on “A Seventeenth-Century
Demonological Neurosis,” “to find that, whereas the neuroses of
our own unpsychological modern days take on a hypochondrical
aspect and appear disguised as organic illnesses, the neuroses of
those early times emerge in demonological trappings. Several
authors, foremost among them Charcot, have, as we know, identified
the manifestations of hysteria in the portrayals of possession and
ecstasy that have been preserved for us in the productions of art. . . .
The demonological theory of those dark times has won in the end
against all the somatic views of the period of ‘exact’ science. The
states of possession correspond to our neuroses . . . In our eyes,
the demons are bad and reprehensible wishes, derivatives of in-
stinctual impulses that have been repudiated and repressed.”??

Here Freud asserts that the cultural climate in which people
live determines the overt symbolic form of the ‘“neuroses” they
develop; but he stops short of entertaining the possibility that they
also determine which persons assume dominant roles as persecutors,
and which are cast into submissive roles as victims. He thus shuts
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the door on a broader, cultural-historical perspective, not only on
“mental illness,” but on psychiatry itself; and on the view that
society not only shapes the symbolic forms of the madness it creates,
but determines the very existence, direction, force, and output of
this manufacturing process itself.

As we have seen, then, the psychopathological theory of witch-
craft does not originate with Gregory Zilboorg. But Zilboorg was
undoubtedly one of its most articulate and persuasive popularizers;
what he lacked in originality, he made up in salesmanship. More-
over, Zilboorg was writing at a time when his audience had been
prepared for his message by decades of psychiatric and psycho-
analytic propaganda about mental illness. Perhaps for this reason
as well, his views have been extremely influential. Virtually all
contemporary psychiatrists and psychiatric historians who have
expressed themselves on the subject of witchcraft subscribe to Zil-
boorg’s interpretations.

The gist of Zilboorg’s thesis is that most witches were mentally
ill. Instead of their illness being correctly recognized, it was misin-
terpreted as a sign of witchcraft. “The Malleus,” writes Zilboorg,
“was a reaction against the disquieting signs of the growing insta-
bility of the established order, and hundreds of thousands of
mentally sick fell victim to this violent reaction. Not all accused
of being witches and sorcerers were mentally sick, but almost all
mentally sick were considered witches, or sorcerers, or bewitched.”?3

Zilboorg does not question the mental health of the inquisitors.
Nor does he present any evidence to show that the witches were
mentally ill. Instead, he simply declares that they were ill and seeks
to establish the validity of this interpretation by constantly re-
peating it. His recitation of the case of Frangoise Fontaine (on
whose inquisitorial “treatment” I have commented earlier?t) is
illustrative. How do we know that this woman was mentally ill?
Here is Zilboorg’s proof: “It would be idle, of course, to try to
subject to modern scrutiny the symptoms of Frangoise Fontaine
in order to prove the obvious fact [sic] that she was a mentally sick
girl,”2s

Zilboorg’s method for establishing insanity is the same as the
inquisitor’s for establishing witchcraft: each proclaims that his
subject suffers from the feared condition and uses his authority and
power to transform his judgment into social reality. On the basis
of this kind of “evidence” Zilboorg concludes that “. . . no doubt



76 The Inquisition and Institutional Psychiatry

is left in our mind that the millions of witches, sorcerers, possessed
and obsessed, were an enormous mass of severe neurotics, psychotics,
and considerably deteriorated organic deliria . . . for many years
the world looked like a veritable insane asylum without a proper
mental hospital.”’?¢ The mind boggles at such nonsense. Zilboorg
cavalierly ignores facts with which he must have been familiar
from his study of witchcraft, but which do not suit his purpose of
selling psychiatry. Among these facts are, first, that many persons
accused of witchcraft were criminals, for example, poisoners; second,
that others were therapists, for example, midwives; third, that
still others were of the wrong religion, for example, Protestants in
Catholic countries or vice versa; and finally, that there were those—
perhaps the majority—who were simply innocent men and women,
falsely accused for a variety of reasons.

But to Zilboorg, and to other psychiatric imperialists eager to
conquer all of the Middle Ages for medical psychology, the witches
—whoever they might have been—are simply insane. “The fusion
of insanity, witchcraft, and heresy into one concept,” writes Zil-
boorg, “and the exclusion of even the suspicion that the problem
is 2 medical one are now complete.”?” But what or where is the
medical problem here? Heresy and witchcraft were defined and
understood as religious and legal problems; hence the participation
of the ecclesiastic and secular courts in witch trials. In suggesting
that the problem of witchcraft was medical, Zilboorg not only
ignores all this historical evidence, but also denies the role of
social discrimination and scapegoating in the witch-hunts. For
whatever else they were, the persons accused of witchcraft were
oppressed and persecuted individuals. But oppression and persecu-
tion are not in themselves medical problems, though of course they
may, and usually do, have medical consequences.

Commenting on the Malleus, Zilboorg observes that “The hal-
lucinatory experiences, sexual or not, of the psychotic women of the
time are well described by Sprenger and Krimer.”28 Again, Zilboorg
simply labels the women “psychotic” and their experiences “hallu-
cinatory.” This is hardly proof. Actually, what Zilboorg calls “hal-
lucinatory experiences” were usually lies and fabrications that
persons accused of witchcraft were forced to utter under torture.
Zilboorg not only ignores this, but insists that his purpose in analyz-
ing the witch-hunts is “primarily to describe and to outline some of
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the forces at play, rather than to judge, approve, or disapprove . . .
for the problem is scientific and clinical rather than moral.”2?

Zilboorg repeats his psychopathological interpretations of witch-
craft in discussing Weyer’s De Praestigiis: “He [Weyer] leaves no
doubt that one conclusion is warranted: the witches are mentally
sick people, and the monks who torment and torture the poor
creatures are the ones who should be punished.”3® And again,
“The confessions of witches and sorcerers . . . he [Weyer] insisted,
were forms of madness, forms of abnormal fantasy, an indication
and a part of a severe mental disease in which the whole personality
was involved.”31

Zilboorg thus distorts Weyer’s views to suit his own argument.
What Weyer most strongly emphasized was that the individuals
accused of witchcraft usually were innocent of any wrongdoing.
The issue of mental illness is neither crucial nor prominent in
Weyer's argument. Above all else, De Praestigiis is an attack on
the corruption and inhumanity of the inquisitors. “Of all the
misfortunes which the various fanatical and corrupt opinions,
through Satan’s help, have brought in our time to Christendom,”
writes Weyer, “not the smallest is that which, under the name of
witchcralt, is sown as a vicious seed . . . Almost all the theologians
are silent regarding their godlessness, doctors tolerate it, jurists
treat it while still under the influence of old prejudices; wherever
I listen, there is no one, no one who out of compassion for human-
ity unseals the labyrinth or extends a hand to heal the deadly
wound.”’32

Nor is this all. Weyer calls the witch-hunters “tyrants, sanguinary
judges, butchers, torturers and ferocious robbers, who have thrown
out humanity and do not know mercy.”3® He concludes his de-
nunciation of the inquisitors and all who aid their work with these
words: “So I summon you before the tribunal of the Great Judge,
who shall decide between us, where the truth you have trampled
under foot and buried shall arise and condemn you, demanding
vengeance for your inhumanities.”34

Are these the utterances of a “reverent, respectful, and religious
man, [whose only goal was] to prove that witches were mentally
ill and should be treated by physicians rather than be interrogated
by ecclesiastics,” as Alexander and Selesnick repeat Zilboorg and
even exaggerate his efforts to “discover” Weyer as the founder of
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modern psychiatry?3® Or are they the utterances of a social critic
protesting against the unbridled power and immorality of the
oppressors of his age?

We have seen how, in Zilboorg’s hands, the psychopathological
view of witchcraft begins as medical hypothesis, and ends as
blinding bias. This bias has, in turn, become psychiatric dogma,
so that today no “serious” student of psychiatry doubts that witches
were insane. Albert Deutsch, the author of a standard text on the
history of American psychiatry, thus takes it for granted that the
witches were mad. “The records of the witch trials that have come
down to us,” he writes, “offer convincing evidence that a large
percentage of those accused of witchcraft were really insane . . .
What percentage of the victims of the witch mania were mentally
unsound is of course beyond calculation, but on the basis of the
records it would seem no exaggeration to judge that they comprised
at least one-third of the total executed.”38

But witch trials were, after all, trials. Hence, they were concerned
with guilt and innocence, not with sickness and health. Zilboorg
obscures this by constantly harping on mental illness. The fact is
that witches had been severely punished for “crimes” that were
poorly defined and not proven to the satisfaction of many honest
observers. Yet, the mere fact that they were tortured and burned
suffices to make them the subjects of special psychopathological
interest: their social conduct and verbal productions are the
“material” of psychopathology. “A witch,” Alexander and Selesnick
solemnly tell us, “relieved her guilt by confessing her sexual
fantasies in open court; at the same time, she achieved some erotic
gratification by dwelling on all the details before her male accusers.
These severely emotionally disturbed women [sic] were particularly
susceptible to the suggestion that they harbored demons and devils
and would confess to cohabiting with the evil spirits, much as
disturbed individuals today, influenced by newspaper headlines,
fantasy themselves as sought-after murderers.”3?

The rhetoric of modern psychiatry is displayed here in its finest
form. Alexander and Selesnick omit any reference to the tortures
used to extract confessions from alleged witches. Indeed, they go
so far as to compare the confessions of accused witches with the
false claims to being criminals advanced by persons accused of
nothing and laboring only under the influence of their own per-
sonal needs and stories printed in newspapers. The immorality of
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this analogy lies in equating the influence of brutal physical
tortures with that of printed messages put forth without any
coercion whatever. In this interpretation, the witch trial is trans-
formed, from a situation where accused persons are tortured
until they confess to crimes for which the penalty is burning at
the stake, to one where unmolested citizens claim to have com-
mitted crimes of which they are easily proved innocent.

The full extent of the falsity and the immorality of this psychi-
atric interpretation of witchcraft becomes evident if we contrast
it with the record of the Inquisition compiled and widely accepted
by Christian historians and theologians. This historical interpreta-
tion, in contrast to the psychiatric, focuses on the persecutors, not
the persecuted; it attributes intolerance to the former, not mental
illness to the latter. For example, Henry Charles Lea, the great
historian of the Inquisition, has this to say about the role of the
Church in the persecution of nonconformists (here, of Jews):

Nor does the long record of human perversity present a more
damning illustration of the facility with which the evil passions of
man can justify themselves with the pretext of duty, than the
manner in which the Church, assuming to represent Him who
died to redeem mankind, deliberately planted the seeds of intoler-
ance and persecution and assiduously cultivated the harvest for nearly
fifteen hundred years. . . . Man is ready enough to oppress and despoil
his fellows and, when taught by his religious guides that justice
and humanity are a sin against God, spoliation and oppression
become the easiest of duties. It is not too much to say that for the
infinite wrongs committed on the Jews during the Middle Ages,
and for the prejudices that are even yet rife in many quarters, the
Church is mainly if not wholly responsible.3#

Andrew Dickson White, a deeply religious historical scholar, the
first president of Cornell University, and the author of the classic
History of the Warfare of Science with Theology in Christendom,
could also discover nothing wrong with the victims: they were simply
scapegoats. And he, too, noted that among the victims, not only in
Spain but also in the rest of Europe, the Jews often stood high.
“Yet, as late as 1527,” he writes, “the people of Pavia, being threat-
ened with plague, appealed to St. Bernardino of Feltro, who during
his life had been a fierce enemy of the Jews, and they passed a
decree promising that if the saint would avert the pestilence they
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would expel the Jews from the city. The saint apparently accepted
the bargain, and in due time the Jews were expelled.”3?

In short, the psychiatric perspective on witchcraft is objection-
able because dwelling on the alleged mental derangement of the
witches distracts the observer’s attention from the activities of the
witch-hunter. In this way, the social conduct of the oppressor is
overlooked, explained away, or, in some cases, excused as also the
product of madness.* Zilboorg calls the authors of the Malleus
“two honest Dominicans.””*® Menninger, another enthusiastic advo-
cate of the medical view of witchcraft, changes this to “two zealous
but misguided Dominicans.”#! In like vein, Masserman calls the
Malleus “. . . the result of the earnest friars’ [Sprenger and Krimer’s]
research and codification . . .”, and characterizes it as . . . 2 medieval
manual of clinical psychiatry, since it describes in great detail as
the signs of wizardry and witchcraft the anesthesias, paresthesias,
motor dysfunctions, phobias, obsessions, compulsions, regressions,
dereisms, hallucinations, and delusions that today would be regarded
as pathognomonic of severe neurotic or psychotic disorders.”42

But what are the facts? Robbins, a considerably more trust-
worthy scholar of witchcraft than Zilboorg and his psychiatrist
colleagues who copy him, tells us that Krimer, one of the authors
of the Malleus, had “encouraged a dissolute woman to hide in
an oven, making believe the devil lodged there . . . to justify
his witch-hunts. Her voice denounced many people, whom Krimer
cruelly tortured. The Bishop of Brixen finally managed to expel
Krimer . ..”#3 As to Sprenger—that other “honest” but ‘“misguided”
Dominican—he was suspected of having forged a letter of appro-
bation from the Theological Faculty of the University of Cologne
in 1487 appended to the Malleus. At his death, Sprenger was not
given a requiem mass by his colleagues, an omission which “may
have been occasioned by his academic dishonesty.”4
* The interpretation that both witch-hunters and witches were mad we owe to
Deutsch. “The case of Mary Glover, of Boston, who was tried and executed in
1688,” he writes, “served as a fitting prologue to the great Salem drama. In
microcosm it illustrates very clearly the presence of mental illness in both ac-
cused and accusers.” (Deutsch, The Mentally Ill in America, p. §3.) This passage
shows how completely Deutsch, an astute and fine journalist, became enmeshed in
and blinded by the mythology and rhetoric of his psychiatric mentors. He
believes that he saw—“very clearly”—that not just the witches, but their ac-

cusers as well, were mentally ill; in short, that all of the dramatis personae in
this tragedy were mad.
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We may summarize the salient features of the psychopathological
theory of witchcraft as follows: The idea that witches were mad
was entertained by Weyer; it was fully developed by Esquirol and
accepted by most nineteenth-century historians, physicians, and
scholars; and it was finally elevated to unquestioned psychiatric
dogma by Zilboorg and other mid-twentieth-century “dynamic
psychiatrists.”

The results were twofold. On the one hand, witches became the
objects of endless psychopathological interest; their behavior was
regarded as proof of the transhistorical and transcultural “reality”
of mental illness. On the other hand, the inquisitors, judges,
physicians, and witch-prickers were increasingly ignored by psychia-
trists; their behavior was regarded as the unfortunate error of a
bygone dark age. Illustrative is the opinion of Henry Sigerist, the
eminent medical historian, who maintained that, “No doubt many
women who ended their lives at the stake were psychopathic per-
sonalities, not so the men who persecuted them. It was society as a
whole that believed in witchcraft as a result of a definite philos-
ophy.”#® This view excludes the possibility that the phenomena in
question—called witchcraft during the Renaissance and mental
illness today—are actually created through the social interaction of
oppressor and oppressed. If the observer sympathizes with the
oppressor and wants to exonerate him, while he pities the oppressed
but wants to control him, he calls the victim mentally ill. This is
why psychiatrists declare that witches were mad. Conversely, if the
observer sympathizes with the oppressed and wants to elevate him,
while he loathes the oppressor and wants to degrade him, he calls
the tormentor mentally ill. This is why psychiatrists declare that
the Nazis were mad. I insist that both interpretations are worse
than false; by interposing mental illness (or witchcraft, as was the
case formerly), they conceal, excuse, and explain away the terrify-
ingly simple but all-important fact of man’s inhumanity to man.

In short, we may conclude that although the psychiatric theory
of witchcraft is worthless for our understanding of the witch-hunts,
it is valuable for our understanding of psychiatry and its pivotal
concept of mental illness. What is called “mental illness” (or
“psychopathology”) emerges as the name of the product of a
particular kind of relationship between oppressor and oppressed.



THE WITCH AS HEALER

The doctors, who are in an even more true sense
his [Satan’s} lawful sons, who sprung from the pop-
ular empiricism known as Witchcraft, these his
chosen heirs, to whom he left his noblest patrimony,
are far too ready to forget the fact. They are basely
ungrateful to the Witches who paved their way for
them, They do more . . . they supply the mockers
with some cruel weapons to use against him. . . .
Satan, it would seem from them, is simply a form
of disease!

—Jules Micheletl

The modern psychiatric view of the witch as a mentally ill person
is not merely a false interpretation of the historical record; it is a
perverse denial of the true role of the witch as benefactor or
therapist as well as malefactor or troublemaker. Because psychiatric
interpretations of the witch-hunts consistently neglect the figure
of the good witch—also called the white witch (in contrast to the
black one), or the wiseman or wisewoman—these accounts must
be seen for what they are: psychiatric propaganda, not medieval
historiography.

To understand the role of the witch as healer, we must remember
that in the Middle Ages medicine, like other branches of learning,
was in a state of arrest, dormant. “With the exception of Arab or
Jewish physicians, hired at great cost by the rich, medical treatment
was unknown—the people could only crowd to the church doors
for aspersion with holy water.”? Moreover, because of the religious

82
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misogyny characteristic of the age, woman was treated like an
animal or worse. As a result, observes Michelet, “no woman in those
days would ever have consulted a male physician, trusted to him,
and told him her secrets. Sorceresses were the only observers in
this field, and, for women in particular, were the sole and only
practitioners.”3

In short, the poor and powerless were utterly deserted: priest
and Church curried favor with the feudal lord; the physician
was the servant of princes and counts. Where could the wretched
serf and his abused wife seek relief from their misery? Not within
the fold of their faith, or from the court of their master, but only
in magic, superstition, and sorcery. Hence, they turn to the magi-
cian, the sorceress, and the witch.

The sorceress interpreted and administered the magic rites of
healing (to control disease) and of personal influence (to control
malefactors). “For a thousand years,” Michelet reminds us, as in-
deed historians of medicine and psychiatry need to be reminded,
“the people had one healer and one only—the Sorceress. Emperors
and kings and popes, and the richest barons, had sundry Doctors
of Salerno, or Moorish and Jewish physicians; but the main body
of every State, the whole world we may say, consulted no one but
the Saga, the Wise Woman.”* She was often called the Good Lady
or the Beautiful Lady, Bella Donna—the name of one of her drugs,
still used by physicians.

Indeed, the good witch was not only physician, but astrologer,
necromancer, prophet, and sorceress as well. The study of anatomy,
long prohibited by the Church, began with her; this is why she
was accused of robbing graves and selling children to the Devil.
The study of poisons, of chemistry and pharmacology, began with
her as well. It is obvious why this had to be. Since secular healing
had been forbidden by the Church, it could be practiced only
by social outcasts: Jews or witches. As Pennethorne Hughes points
out, “Jews were branded as usurers because no one but a Jew was
permitted to lend money under the medieval system, and they
were allowed few other professions. In the same way, witches had
largely a monopoly of the powers of healing—the dual powers of
healing and harming—because of the medieval injunction against
medicine.”® :

Moreover, in the minds of the simple folk who sought her aid,
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the good witch was not (necessarily) an ally of the Devil; this inter-
pretation was imposed upon her role by the Church during the
Middle Ages.® Actually, the wiseman, or more often the wisewoman,
was a kind of prescientific healer, combining the roles of medical
practitioner, minister, and good neighbor. “The white witch, or
wiseman,” writes Christina Hole, “was the protector of the com-
munity, as his criminal opponent was its enemy. Like the black
witch, he relied on magic, but he used it principally for benevolent
purposes, to cure disease, to defeat spells, detect thieves or find
stolen goods, and to protect his neighbors from every kind of ill.
. . . When doctors were few and not very highly skilled, he was
often able to cure simple ailments by the use of herbs and common
sense, garnished with charms. . . . The wisewoman filled the office
of midwife. . . . Their [the white witches'] value to the community
lay in the fact that they were known and trusted and were called
upon in cases of illness and trouble when no stranger, however
learned, would have been consulted.””

The white witch was thus truly a healer, a physician, a servant
of the suffering individual. Her services ranged from curing disease
and dispensing love-potions to forecasting the future and finding
hidden treasures. The people who consulted her did so voluntarily,
and paid for her services either in money or kind. Since her station
was lowly, men did not fear her for her social power. Instead, they
projected onto her all their magical expectations for cure of
disease and relief of misery. This became a source of supernatural
power which inspired awe and fear in her clients and often led
to her being persecuted as a black witch. Midwives in particular
were often suspected of being witches. “Because midwives so often
were in bad repute,” writes Forbes in The Midwife and the Witch,
“even an innocent practitioner might be accused of witchcraft if
the delivery had an unhappy outcome or if the non-obstetrical
patients whom some midwives attempted to treat did not recover. . .
Even more serious were the charges that midwives destroyed infants
before or just after birth . . . the Malleus Maleficarum charged that
witch-midwives destroyed the child in utero, causing an abortion,
or found a moment of privacy in which to offer the newborn infant
to Satan.”8

Because of the nature of the human bond between suffering
peasant and trusted sorceress, the good witch becomes endowed
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with great powers of healing: she is .the forerunner, the mother,
of the mesmeric healer, the hypnotist, and the (private) psychiatrist.
In addition, because she is actually a combination of magician
and empiricist, the sorceress acquires, by experimenting with
drugs extracted from plants, a genuine knowledge of some powerful
pharmacological agents. So advanced is her knowledge that, in
1527, Paracelsus, considered one of the greatest physicians of his
time, burns his official pharmacopoeia declaring that “he had
learned from the Sorceresses all he knew.””?

It is important to emphasize that the magician (or sorcerer or
witch—the distinction among these was frequently - blurred) was
a kind of scientist. His power lay not only in his authority, but
also in his method. Basic to his method was the assumption, as
Hole reminds us, “that, by careful study and right application of
certain definite rules, the magician could always obtain the results
he desired. For him, as for the scientist, the universe was governed
by unchanging laws . . .”1° For this reason, the magician’s “outlook
was not religious but scientific, however faulty the premises upon
which it was based. The humility and supplication of the worship-
per formed no part of his mental equipment. . , .”11

To be sure, not all of the white witch’s methods of healing
were scientific.* Some were decidedly magical, one of them being
the transference of evil (disease) from the afflicted person to a
mediating agent (the person of the witch). For example, in 1590,
Agnes Sampson, a Scottish witch, was convicted of curing a certain
Robert Kers of a disease “laid upon him by a westland warlock
when he was at Dumfries, whilk sickness she took upon herself,
and kept the same with great groaning and torment till morn, at
whilk time there was a great din heard in the house.”12 The noise
was made by the witch in her efforts to shift the disease from her-
self to a cat or a dog. However, the attempt miscarried, the disease
missed the animal, and instead hit Alexander Douglas of Dalkeith,
who died of it. The original patient, Robert Kers, recovered.

Because of her methods and popularity, the white witch was a
challenge to the Church. Michelet suggests—and the suggestion is

* Some writers emphasize the magical, and others the scientific, aspects of the
healing practices of witches. Actually, the sorceress was an embodiment of both
folk wisdom and folk nonsense; she utilized magic rituals (for example, the
recitation of incantations), as well as technical acts (the administration of drugs).
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plausible—that the empiricism of sorcery and witchcraft was prin-
cipally a revolt against the authority of the Church. “How come,”
he asks, “the great discovery [of scientific as opposed to religious
principles of healing]?” And he answers: “No doubt by the simple
application of the great Satanic principle that everything should be
done backwards, precisely in the reverse way to that employed by
the world of religion. The Church had a holy horror of all poisons;
Satan utilizes them as curative agents.”'® Emphasizing that science
always advances by skepticism of established authority, Michelet
remarks: “Is there one science you can name that was not originally
a revolt against authority? Medicine above all was truly and indeed
Satanic, a revolt against disease, the merited scourge of an offended
God. Plainly a sinful act to stay the soul on its road toward heaven
and replunge it in the life of this world!”14

It is a serious mistake, therefore, to believe that the Church
opposed witchcraft merely because it considered the witch a cause
of disease and misfortune. The “early Christian Church,” Hole
writes, “denounced both black and white magic as equally sinful.”15
This opposition of Christianity—beginning with early Catholicism,
through the Reformation, to our contemporary Fundamentalists—
to science, and especially to healing by physical means mixed with
magic rites, is not difficult to understand. “[Magic] was an appeal to
a power other than that of God, a presumptuous attempt to compel
by human arts what could be granted or denied only by the
Divine Will. If any magical rite succeeded, it could only be by the
help of devils, and whoever sought to do anything, even good, by
such means must be God's enemy. Healing charms were condemned
no less than darker sorceries . . .”1® However, by aiding the weak,
the white witch tended to undermine the established hierarchies
of dominance—of priest over penitent, lord over peasant, man
over woman. Herein lay the principal threat of the witch to the
Church. And this is one of the reasons why, in the fifteenth century,
the Church set out to crush her.

From the historical record, it is indeed clear that the Church
resented the good witch even more than the bad. The wisewoman,
the midwife who was an effective therapist, was an affront to the
supremacy of the cleric. The inquisitors thus undertook the system-
atic repression of their nonprofessional competitors. The cure of
bodies and souls, they declared, was the sole province of God and
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of his duly appointed vicars on earth, the priests. “With reference
to the second point,” write Sprenger and Krimer, “that a creature
may be changed for better or for worse, it is always to be under-
stood that this can only be done by the permission and indeed by
the power of God, and that this is only done in order to correct
or to punish . . .’17

Nor was the Church’s prohibition of healing directed solely
against sorcerers or witches; it was directed also against physicians.
This was consistent with the premise that man was created by God,
and belonged, body and soul, to his Creator. In this view, perhaps
fashioned after the feudal model of agricultural economics, man is
the land, God the feudal lord, and the priest the peasant who works
the land. As land could be tilled only with the permission of the
landowner and by those appointed by him, so man could be cured
only with the permission of the Lord in heaven and by those ap-
pointed by Him. Trespassers—that is, nonclerical healers—were
accordingly prevented from practicing their art, prosecuted, and,
if necessary, killed. We see here the cure of man being placed under
the exclusive jurisdiction of God and the priest; later, we shall see
it placed under that of Nature and the physician.

In his classic account of the History of the Warfare of Science
with Theology in Christendom, Andrew Dickson White emphasizes
this fundamentally antimedical posture of the medieval Church:
“Even the School of Salerno was held in aversion by multitudes of
strict churchmen, since it prescribed rules for diet, thereby indicat-
ing a belief that disease arises from natural causes and not from
the malice of the devil; . . . Hence it was, doubtless, that the Lateran
Council, about the beginning of the thirteenth century, forbade
physicians, under pain of exclusion from the Church, to undertake
medical treatment without calling in ecclesiastical advice. This view
was long cherished in the Church, and nearly two hundred and
fifty years later Pope Pius V revived it. Not only did Pope Pius
order that all physicians before administering treatment should
call in a physician of the soul, on the ground, as he declares, that
bodily infirmity frequently arises from sin, but he ordered that,
if at the end of three days the patient had not made confession to
a priest, the medical man should cease his treatment, under pain
of being deprived of his right to practice, and of expulsion from
the faculty if he were a professor, and that every physician and
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professor of medicine should make oath that he was strictly ful-
filling these conditions.”!® Special prohibitions were directed by
the Church against Jewish physicians.1®

Significantly, the priests do not claim that Jewish physicians and
wisewomen cannot heal; instead, they claim that their very cure
is evil. For example, when, in the middle of the seventeenth cen-
tury, the city council of Hall, in Wiirttemberg, gave certain priv-
ileges to Jewish physicians, the clergy of the city protested, declaring
that “it were better to die with Christ than to be cured by a Jew
doctor aided by the devil.”2® Sprenger and Krimer complain
similarly that “bewitched persons” consult sorceresses and are cured
by them. “[T]he common method of taking off bewitchment,” they
write, “although it is quite unlawful, is for the bewitched person
to resort to wise women, by whom they are very frequently cured,
and not by priests or exorcists. So experience shows that such
cures are affected by the help of devils, which it is unlawful to seek;
therefore it cannot be lawful thus to cure bewitchment, but it must
be patiently borne.”?

As medieval clerics forbade nonclerics from healing, so modern
clinicians (physicians) forbid nonclinicians (psychologists, social
workers) from practicing psychotherapy independently.2? As before,
medical psychotherapists do not usually claim that nonmedical
therapists are incompetent; instead, they assert that it is “irrespon-
sible,” and hence improper, for anyone but a physician to treat
“sick patients.”*

The view that the good witch represented a special affront to
organized religion is further supported by her fate in Protestant
countries: There, too, she was declared to be an even greater evil
than the bad witch! Here is how William Perkins, perhaps the
most famous English witch-hunter, explained why this had to be:

* The following resolution of the Executive Committee of the American
Psychiatric Association, dated Mar. 7, 1954, is illustrative: “Mental illnesses are
well-defined entities clearly described and delineated in the Standard Nomen-
clature; the diagnosis and treatment of mental illnesses remain a medical
responsibility.” (Quoted in Henry A. Davidson, The semantics of psychotherapy,
Amer. J. Psychiat., 115: 410-413 [Nov.], 1958; p. 411.) The American Psycho-
analytic Association has likewise repudiated so-called lay analysis and prohibits
the training of nonphysicians in its approved institutes. For further critical dis-
cussion, see Thomas S. Szasz, Psychiatry, psychotherapy, and psychology, 4.M.4.
Arch. Gen. Psychiat., 1: 455—-463 (Nov.), 1959, and Three problems in contempo-
rary psychoanalytic training, ibid., 3: 82—-94 (July), rg6o.
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““

. it were a thousand times better for the land if all witches,
but specially the blessing witch, might suffer death. Men doe
commonly hate and spit at the damnifying sorcerer, as unworthy to
live among them, whereas they flie into the other in necessitie,
they depend upon him as their God, and by this means thousands
are carried away to their finall confusion. Death, therefore, is the
just and deserved portion of the good witch.”23

The English Witchcraft Act of 1542 specifically lists the good
witch, describing her as a kind of unlicensed practitioner (of med-
icine and other useful skills), as among those whose activities are
prohibited by law. The Act refers to persons who “. . . unlawfully
have devised and practiced Invocations and conjurations of Spirits,
pretending by such means to understand and get Knowledge for
their own lucre in what place treasure of gold or silver should
or might be found or had in the earth or other secret places . . .
which things cannot be used and exercised but to the great offense
of God’s law, hurt and damage of the King’s subjects, and loss of
the souls of such Offenders, to the great dishonour of God, Infamy
and disquietness of the Realm.”%

Here we see, in astonishingly naked form, some of the economic
motives behind the witch-hunts: Church and State, clerical and
secular ruler, invoke moral arguments in defense of their monopo-
listic practices. Only the mighty leaders are supposed to “get
knowledge” and so enrich themselves; when the lowly individual
tries to do the same, he is castigated for selfishness, thinking only
of his “own lucre,” and offending against “God’s law.” In short,
the English Witchcraft Act of 1542 articulates the argument for
Communism (as State Capitalism) in surprisingly modern terms:
Affecting the rhetoric of selfless collectivism, the authorities declare
that only the “Realm” (the Ecclesiastic State) can rightly own
knowledge and riches; for the individual, to have such possessions
is theft—a sin against God and a crime against Society. To be sure,
this is only a variation on the ancient theme of power and political
inequality. “Quod licet Jovi, non licet bovi” (“What is permitted
to Jove is not permitted to the cow”) is the way the Romans put it.
What the authorities really forbid is the subject’s efforts at self-
determination; what they fear most is a narrowing of the gap
between ruler and ruled. How this gap is measured—whether in
theological, economic, political, racial, sexual, or psychiatric terms—
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is not especially important. Revolt against authority was, and re-
mains to this day, the original sin, the classic crime, of the
individual.

In 1563, twenty-one years after the passage of the English Witch-
craft Act, 2 new Scottish witch law was enacted which, Trevor-
Roper tells us, “abandoned the old humane distinction between
‘good’ and ‘bad’ witch . . . Obedient to the voice of Calvin, it pre-
scribed death for all witches, good or bad, and for those who con-
sulted with them.”23 Similarly, “In 1572, Augustus the pious, Elector
of Saxony, introduced a new criminal code . . . according to which
even the ‘good witch’ was to be burned, merely for having made
a pact with the Devil, ‘even if she has harmed nobody with her
sorcery.” 28 We see here clearly, once more, that the evil of witch-
craft was not a specific, overt act, but a private, secret condition
of the accused person.

When James I became the King of England, he did not like the
mild Elizabethan laws against witches. He therefore “found a
defect in the statute . . . by which none died for witchcraft but
they only who by that means killed, so that such were executed
rather as murderers than witches.”?” In other words, until then,
alleged witches had been punished only for what they did; James
had the law changed so that they were punished for who they were.

These facts about the medieval witch as healer divest the psycho-
pathological theory of witchcraft of its last vestiges of plausibility:
Indeed, to regard witches solely as aberrant, troublesome individ-
uals, never as competent counselors and therapists, is a misinterpre-
tation singularly limited to medical and psychiatric historians of
witchcraft.* Other authorities, whose writings I have cited, recognize
the significant role of the medieval witch as the mother, so to speak,
not only of the modern physician, but of the astronomer and the
chemist as well. The medical-psychiatric interpretation of the
Church-witch relationship thus also serves to obscure the early,
prescientific rivalry for dominance in the health professions. Cath-
olic and Protestant clerics forbid the wisewoman to exercise her
* Redlich and Freedman’s remarks constitute a notable exception to the usual
psychiatric interpretation of the witch-hunts. They call the Malleus “infamous"’;
categorize Sprenger and Krimer’s beliefs as “sadistic and misogynous”; and
bewail the “vulgar and sadistic heritage” which the Middle Ages bequeathed “to

psychiatric practice and thought.” (Frederick C. Redlich and Daniel X. Freed-
man, The Theory and Practice of Psychiatry, p. 32.)
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healing arts. In the West, only Jews and Mohammedans tolerate
free competition between spiritual (religious) and secular (medical)
healers. Hence the unchallenged supremacy, until the Enlighten-
ment, of Arab and Jewish physicians throughout Europe and
Africa.

Because the Medieval Church, with the support of kings, princes,
and secular authorities, controlled medical education and practice,
the Inquisition constitutes, among other things, an early instance
of the “professional” repudiating the skills and interfering with
the rights of the “nonprofessional” to minister to the poor. Con-
temporary physicians display the same intolerance toward medically
untrained therapists; and psychiatrists, toward those not legitimized
by their own guild.

The Church, Michelet writes, ‘“declares, in the fourteenth cen-
tury, that if a woman dare to cure without having studied, she is a
witch and must die.”?8 But the wisewoman had “studied.” Her
teacher, however, was Nature, not the Scriptures! In the age of
Religion, to have ‘“studied” meant to learn what the Church
defined and taught as the true principles and correct practices of
various disciplines, just as today it means to have learned what
Science so defines,

In short, the medieval Theological State prohibited the practices .
of the white witch; similarly, the modern Therapeutic State pro-
hibits the practices of the indigenous healer. For example, in 1967,
the pastor of the First Church of Religious Science, in Hemet,
California, was found guilty of the illegal practice of medicine
for treating “emotional and weight problems” with hypnotism,
because, in the opinion of the court, “. . . hypnosis could only be
used when under the direction of a physician or surgeon, whether
he is attempting to diagnose, treat, or prescribe.”2®

There is, of course, method in all this: The poor must not only
be oppressed; they must also be kept in perpetual helplessness and
dependence upon their masters. This explains the need to deny them
their own indigenous healers, a process clearly discernible as early
as the Middle Ages and, despite disclaimers to the contrary, in full
sway today. Instead of allowing them access to their own helpers,
the poor are supplied with physicians employed by the State. Insane
asylums, public health facilities, and charity care in municipal
teaching hospitals thus displaced the white witches who, though
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medically unaccredited, were frequently at least the genuine servants
of the poor sick. No doubt, some white witches were self-serving
frauds. This does not affect the thrust of my argument, however,
which is that the white witch was, in principle, the servant of the
sick individual, whereas the cleric was, in principle, the servant of
God. Similarly, in our day the indigenous healer, however ineffec-
tive he might be technically, is the servant of the help-seeking in-
dividual, whereas the bureaucratic physician, however effective he
might be technically, is the servant of the institution that employs
him. Herein, I submit, lies the source of much of the popular dis-
satisfaction with physicians and medical care today.3

Moreover, just as the priest considered the white witch a theologi-
cal charlatan and persecuted her in the name of the faithful, so
the physician considers the unlicensed healer a medical charlatan
and persecutes him in the name of the patient. To be sure, some
people are, and will always be, more competent and skillful than
others, whether in theology, medicine, or any other discipline; and,
admittedly, medical incompetence poses an especially serious hazard
for sick people. It is widely assumed nowadays that this hazard
amply justifies the paternalistic intervention of the State—protect-
ing the citizen from improper medical care by means of licensure
regulations and criminal sanctions. This projects the State into the
role of judging what is good medical care, who is competent to pro-
vide it, and how such competence is to be ascertained. Actually, not
only is the State unequipped and unable to fulfill this responsibility,
but in assuming the task it becomes an arbiter of what constitutes
“scientific medicine,” just as the medieval Church became an arbiter
of what constituted “true faith.”s!

It is ironic, indeed, that despite the historical record summarized
above, no male psychiatrist, no modern male psychiatric historian,
acknowledges the witch as healer and therapist, the true mother of
the modern, privately practicing physician and psychotherapist.
Instead, as we have seen, Man (the Masculine Physician) robs
Woman (the White Witch) of her discovery: he declares her mad,
and himself the enlightened healer. This process is repeated over
and over in the history of medicine. Semmelweis, protector of the
parturient woman from the disease-producing hand of the physi-
cian, is likewise declared mad, and imprisoned in an insane asylum.32
Anna O., Joseph Breuer’s immortal patient, teaches her physician
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the human meaning of neurosis and the psychotherapeutic value
of self-disclosure to a trusted and sympathetic authority;33 neverthe-
less, persons with problems in living are henceforth defined as men-
tally ill, and their interlocutors as medical experts who know the
“minds” of their “patients” better than do the patients themselves.
The injustice and violence characteristic of Institutional Psychia-
try, symbolized by the physician acting as jailer and torturer vis-a-vis
a subject who does not want to be his patient, are thus compounded
by the psychiatric historian’s betrayal of his intellectual mandate.
Such a historian chronicles, not the sufferings of victims, but the
lies of oppressors; he serves, not truth, but power; not the patient,
but the profession. His betrayal of historical fidelity is consistent
with the political functions of psychiatry as an institution of social
control, and with the methods characteristic of this institution,
namely, force and fraud.34

In the modern psychiatric view, the medieval witch was a mentally
diseased individual—a “patient” as yet unrecognized by medical
science. In actuality, she was often a magician, a sorceress, and
above all, a healer—a midwife and physician—an indigenous “pro-
fessional” freely sought out for help by the people she served. This
role-reversal—recasting the witch from healer to sufferer, from
psychotherapist to mental patient—was imposed upon witches by
historians of psychiatry creating the legend of their own prehistory.
Herein lies one of the bitterest ironies of oppression: the victim,
no matter how innocent, continues to exude an odor of error and
dishonor; whereas the victor, no matter how unjust, continues to
radiate an air of authority and benevolence. This is why the modern
physician, and especially the psychiatrist, systematically repudiates
his real medieval ancestor, the lowly and disreputable sorcerer and
witch. Instead, he prefers to trace his descent directly from the
Hippocratic physicians of ancient Greece, skipping over the em-
barrassment of the Middle Ages in silence; or, acknowledging that
period, to claim as his predecessor the Roman Catholic priest, point-
ing to his work on behalf of the sick poor. His ancestors, he main-
tains, were the men of God; in fact, they were the women of Satan.

For this fundamental inauthenticity, the medical profession has
paid the heavy price that such a bargain with falsehood invariably
entails. By denying his origins—indeed, by identifying with those
who have aggressed against his predecessors—the modern physician
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forfeits his identity as a modest but independent healer skeptical of
the dogma of established social authority, and becomes instead a
servile vassal of the State. Thus, in the course of about four cen-
turies, the physician squanders away his Hippocratic mandate as
servant of the suffering individual, and assumes instead the role of
civil servant protecting the health of the bureaucratic State. In the
official histories of contemporary medicine, the denial of the sorcer-
ess and witch as healer forms an important link in this fateful trans-
formation of the physician’s role from individual entrepreneur to
bureaucratic employee.



THE WITCH AS SCAPEGOAT

Honest folk give names to things, and the things
bear these names. . . . [The scapegoat] 1s on the side
of the objects named, not of those who name them.

—Jean-Paul Sartrel

Psychiatrists are enthusiastic advocates of the psychopathological
theory of witchcraft: they maintain that witches were mentally sick
women who had been misdiagnosed by well-intentioned but ignor-
ant inquisitors. Historians, on the other hand, are strong supporters
of the scapegoat theory of witchcraft: they hold that witches were
the sacrificial offerings of a society animated by the symbolism and
values of Christian theology. The latter perspective on witchcraft
is not new; its origins are readily traced to the middle of the last
century. It is especially significant, therefore, that psychiatrists sys-
tematically neglect this interpretation of the witch-hunts.
According to the scapegoat theory of witchcraft, the belief in
witches and their organized persecution represent an expression of
man’s search for an explanation and mastery of various human
problems, especially bodily diseases and social conflicts. “If men had
wanted an explanation of the ills of nature,” writes Geoffrey Par-
rinder, an English anthropologist, “they found it in the diabolical
activities of witches. They provided a scapegoat for the troubles of
society, as the Jews had done at certain periods, and as they were
to become again to the German Nazis in the twentieth century.
Reginald Scot, who lived in the midst of the witch-fear and wrote
so bravely against the whole superstition, gives the same picture.
‘For if any adversity, grief, sickness, loss of children, corn, cattle, or
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liberty happen to them, by and by they exclaim on witches. . . .
Insomuch as a clap of thunder or a gale of wind is no sooner heard,
but either they run to bells, or cry out to burn the witches.’ "2 Par-
rinder compares the witch-hunts with anti-Semitism and with mod-
ern political mass movements, and concludes that “the belief in
witchcraft is a tragic error, a false explanation of the ills of life, and
one that has only led to cruel and baseless oppression in which
countless innocent people have suffered.”s

Many scholars have remarked on the similarities between the
persecution of witches and Jews. For example, Andrew Dickson
White calls attention to a seventeenth-century painting in the Royal
Gallery at Naples depicting “the measures taken to save the city
from the plague of 1656”: it “represents the people, led by the
priests, executing with horrible tortures the Jews, heretics, and
witches who were supposed to cause the pestilence, while in the
heavens the Virgin and St. Januarius are interceding with Christ
to sheathe his sword and stop the plague.”t

Pennethorne Hughes, an English historian, gives the same expla-
nation for the activities of the inquisitors. “These [pre-Reformation)
heresies,” he writes, “are worth noticing very briefly because in the
minds of the inquisitors they were closely allied with witchcraft,
and did have features in common with the cult. Just as the right-
wing Inquisitors of Nazism spoke comprehensively of Jews, intel-
lectuals, and Marxists, so the Churchmen of the Middle Ages and
of the Renaissance period spoke comprehensively of Jews, witches,
and heretics.”s

Adolf Leschnitzer, a Jewish historian of German origin, draws a
close parallel between the persecution of Jews and of witches. “In
the sixteenth and seventeenth centuries,” he writes, “persecution of
Jews was replaced by persecution of witches. Then the process was
reversed in the nineteenth and twentieth centuries. In the late
Middle Ages persecution of Jews can already be shown to have
been staged as a device to divert attention . . . When, after the great
persecutions, massacres, and expulsions from the fourteenth to the
sixteenth century, . . . witches and sorcerers became the new subjects
of persecution. With the disappearance of the Jews, they took their
place as the desperately needed new outlet for emotional release.”s

Although Leschnitzer’s assertion about Jews and witches alternat-
ing as society’s scapegoats does not fit the facts quite as neatly as he
makes it seem, his general thesis is sound. “The witchcraft mania,”
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observes Leschnitzer, “was a phenomenon not unlike the modern
racial anti-Semitism produced by nineteenth-century Germany and
brought to full intensity by twentieth-century Germany. The paral-
lels are obvious: economic and emotional uncertainty, the appre-
hensions about physical security, and metaphysical fears for the
salvation of the soul; deflection of turbulent antisocial impulses
against a single defenseless group; denunciation of the enemy within
and without as allies of the Devil; cruelty in combat—in the war
against the Devil everything is permitted; spoliation of the enemy—
the possessions of the witches were almost always confiscated; [etc.].”?

Leschnitzer correctly notes that the scapegoat is not a real per-
son, but a type; or as the psychoanalyst would put it, he is a trans-
ference figure, upon whom the observer projects his own fears (or
hopes). To those who feared them, witch and Jew thus appeared
in a similar light. The terror “formerly attached to the witch was
transferred to the Jew in the nineteenth and twentieth centuries.
One learned to shudder in the presence of the Jew as one had
once shuddered before the witch. The very word ‘Jew’ became
charged with the same emotional values formerly inherent in
‘witch.” And because the ridiculed word ‘witch’ became almost
taboo and could hardly be used seriously any longer after the era
of Enlightenment, one could all the more easily, irresponsibly and
recklessly retain, or regain, the underlying archaic conceptions. In
an age of half-education, many of the so-called educated went along
with the rest.”8

Although Leschnitzer’s main emphasis is on the exploration of
the parallels between the witch-hunts and Nazi anti-Semitism, he
is not unaware of the equally important similarities between medi-
eval and modern anti-Semitism. During the Middle Ages, he writes,
“the Jews had been held responsible for the plague; now, no less
absurdly, the Jews were made responsible for unemployment and
economic crisis. “The Jews are our misfortune!’ This rallying cry,
accompanied by a lusty program of Jew-baiting, had precisely the
same effect as the baiting of the ‘poisoners of wells’ in the Middle
Ages. The masses responded to the call.”®

In much the same way, today all manner of misfortune is attrib-
uted to madness. And, as in earlier times, the masses respond to the
call urging them to take up arms against the enemy—defined ab-
stractly as mental illness, but embodied concretely in persons de-
fined as mentally ill.
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It is consistent with the scapegoat theory of witchcraft, but not
with the psychopathological theory of it, that the individuals per-
secuted as witches were often helpless and poor; and that, in addi-
tion to witches, Jews, heretics of all sorts, Protestants, and scientists
whose opinions threatened Church dogma, were also victimized by
the Inquisition. In short, whereas psychiatric theory relates the
belief in witchcraft and the persecution of witches to the mental
diseases supposedly harbored by the witches, the scapegoat theory
relates them to the specific conditions of the society in which such
beliefs and practices occurred. Because of these different perspec-
tives, psychiatric investigations of witchcraft concentrate on the
witches and ignore the witch-hunters, while nonpsychiatric inves-
tigations of it reverse this focus.*

Although the passions of the people, receptive to the propaganda
of the Church, made possible the spread of the witch craze, the
inquisitors played a decisive part in it: they determined who was
cast into the role of witch and who was not. When they pointed
their fingers at women, women were burned; when at Judaizers,
Judaizers were burned; and when at Protestants, Protestants were
burned.

As witchcraft claimed its victims mainly from among certain
classes, so does mental illness. The public madhouses of the seven-
teenth and eighteenth centuries were full of society’s misérables;
the state mental hospitals of the nineteenth and twentieth cen-
turies have been full of poor and uneducated people.!® Why? Be-
cause the social control and subjection of these people is one of the
chief aims of Institutional Psychiatry. This, of course, is not the
official psychiatric explanation. Spokesmen for the Mental Health
Movement view the prevalence of lower-class persons in mental
hospitals as an indication of the high incidence of mental illness
in the lower classes; they thus construe it as justification for special
psychiatric case-finding among these people. For example, the

* In the same way, the usual medical-psychiatric perspective on madness leads
to an exclusive focus on the so-called mental patient and a corresponding neglect
of the psychiatrist. For more than a decade, I have insisted that this perspective
is in part insufficient, and in part totally false; and that, to understand Institu-
tional Psychiatry (or the Mental Health Movement), we must study psychiatrists,
not mental patients. In this connection, see Thomas S. Szasz, Science and public
policy: The crime of involuntary mental hospitalization, Med. Opin. & Rev.,

4: 24-35 (May), 1968.
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authors of a recent study on schizophrenia and poverty report that
“The perusal of studies of the distribution of ‘mental health’ and
psychological impairment leads us to conclude tentatively that the
lowest socioeconomic strata have a lower proportion of mentally
healthy individuals and a higher proportion of individuals with
psychological impairment than the other social strata. . . . It appears
reasonably safe to conclude that treated schizophrenia is concen-
trated in the lowest socioeconomic strata in large urban centers in
the United States.”!! The authors then review eight theories claim-
ing to account for this high incidence of schizophrenia among the
poor, offer an “integrated explanation” of their own, but never con-
sider the possibility that the lower-class “schizophrenic” is simply
the scapegoat, cloaked in the diagnostic labels of modern psychiatry,
of the upper and middle classes. Sprenger and Krimer interpreted
the prevalence of women among those possessed of the Devil simil-
arly, that is, as an indication of the high incidence of witchcraft
among women; and they thus construed it as justification for direct-
ing special inquisitorial attention toward them.12

The psychopathological theory of witchcraft is, as we have seen,
not the only available or possible explanation of the witch-hunts.
The view that witches were society’s scapegoats was held by Reginald
Scot four hundred years ago, was articulated into a comprehensive
and persuasive explanation by Jules Michelet more than one
hundred years ago, and was massively documented from original
sources by Henry Charles Lea more than fifty years ago. Why then
do institutional psychiatrists and psychiatric historians ignore this
competing explanation, and prefer instead the view that witches
were madwomen? An effort to answer this question will help to
clarify not only the practical import of these two theories of the
witch-craze, but also the nature of Institutional Psychiatry as a
modern mass movement.

All explanations fulfill a practical, strategic function.!® The psy-
chopathological theory of witchcraft is no exception. Its principal
aim is to authenticate, as enlightened medical scientists, the phy-
sicians who propound it. The effect, if not the intent, of this ex-
planation is to sidestep the competing explanation of witchcraft,
namely, that persons alleged to be witches were not mentally sick
but were society’s scapegoats. In other words, the basic function
of the medical theory of witchcraft—and, in my opinion, its basic
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immorality as well—lies in distracting attention from the per-
secutory practices of the institutional psychiatrists, and focusing it
instead on the alleged disorders of the institutionalized mental
patients. In both cases, the activities of those responsible for casting
individuals into the roles of witch and mental patient are denied
or ignored. This is why the medical interpretations of witchcraft
advanced by psychiatrists systematically neglect to recognize the
connection between the witch-hunts and the organized anti-Semit-
ism of late-medieval and Renaissance Europe. This is true of all
texts on the history of psychiatry which I have seen.

Consider, for example, Zilboorg’s History of Medical Psychology.'*
First published in 1941, and widely accepted as a classic in medical
and psychiatric historiography, it is a volume composed of 606
closely set pages, the last 16 of which make up the Index. Yet this
Index lists no entry for “Jews,” for “anti-Semitism,” or for the
“Spanish Inquisition.” The single entry for “Spain” is a laudatory
reference to the establishment of mental hospitals there in the
fifteenth century.?®

Alexander and Selesnick’s The History of Psychiatry'® not only
repeats and exaggerates Zilboorg’s misinterpretation of the witch-
hunts, but also omits mentioning the Spanish Inquisition. The
authors devote, in passing, one sentence to the persecution of Jews:
“This age [the later Middle Ages] had to find its scapegoats, and
severe persecution of the Jews did not seem to be enough to stem
the tide.”!” Alexander and Selesnick do not say who persecuted
the Jews or why. Indeed, not satisfied with playing down the
Church’s participation in these persecutions, they actually invert
her role. “The thirteenth and fourteenth centuries,” they write,
“were marked by mass psychotic movements that terrified the
Church because they could not be controlled.”18

For works like Zilboorg’s, and Alexander and Selesnick’s, which
range widely over the intellectual and political landscape of nearly
all of mankind’s history, these omissions speak eloquently through
their silence. It is the premise of these authors that Institutional
Psychiatry is an organization for providing medical care. It is not
surprising, then, that they choose only that historical evidence
which can be shaped to support this premise, and ignore that which
indicates that Institutional Psychiatry is fundamentally an organiza-
tion for the persecution of nonconformists; and that, in addition to
omitting the entire story of medieval anti-Semitism and its connec-
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tions with the persecution of witches, they also omit the vast chapter
of nineteenth century psychiatry concerned with “masturbatory
insanity.”1?

To be sure, all history is selective. My point is only that the
standard histories of psychiatry—mixing as they do Institutional
Psychiatry, psychoanalysis, and other social interventions considered
“psychiatric”—blur the differences between procedures that help
society (and often harm the patient), and those that help the
patient (and sometimes harm society); and having blurred these
differences, they emphasize the “therapeutic” value, to the so-called
patient, of virtually all psychiatric methods. In contrast, my bias,
which I have made explicit, has been to separate Institutional Psy-
chiatry (which rests on coercion and whose function is to protect
society) from Contractual Psychiatry (which rests on cooperation and
whose function is to protect the individual client). I have therefore
confined myself here to selecting materials relevant to the history
of Institutional Psychiatry.

In short, psychiatrists and psychiatric historians systematically
absolve the Catholic and Protestant churches of their respon-
sibility for a social intolerance which theologians and nonpsy-
chiatric historians have long recognized and acknowledged.2® To
demonstrate the validity of this interpretation—and to show how
consistently psychiatrists distort the history of the witch-hunts by
making it appear as if the inquisitors had persecuted only “hyster-
ical,” that is to say, strangely acting women—we shall briefly review
the close relationship between the persecution of witches and Jews
in the late Middle Ages and Renaissance, and of mental patients
and Jews in the modern world.

In no medieval nation did the Jews rise so high in society as in
Spain. For reasons that need not concern us here, discriminatory
pressures against the Jews (and also against the Moors) increased
commensurately. In Catholic Spain, as in other Christian nations
before and since, deviation from the faith of Jesus became defined
as heresy.* Persecution of the Jews was thus considered a well-
justified sanction against them. This placed Jews and witches in the
* “To appreciate properly the position of the Jews in Spain,” writes Lea, “it is
requisite first to understand the light in which they were regarded elsewhere
throughout Christendom during the medieval period. It has already been seen
that the Church held the Jew to be a being deprived, by the guilt of his

ancestors, of all natural rights save that of existence.” (Henry Charles Lea, A
History of the Inquisition of Spain, Vol. 1, p. 81.)
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same category as deviants from prescribed social beliefs and con-
duct, in short, as heretics. This is no mere analogizing. “In
medieval Hungary,” writes Trevor-Roper, “witches were sentenced,
for a first offense, to stand all day in a public place, wearing a
Jew’s hat."2t While during the Renaissance it was believed that only
Christians could be witches, before the sixteenth century witchcraft
was a charge often leveled against Jews.?2 “Once we see the perse-
cution of heresy as social intolerance,” observes Trevor-Roper, “the
intellectual difference between one heresy and another becomes less
significant.”23

The first consequence of Spanish anti-Semitism was the mass-
conversion of Jews. The pressures for religious and social conformity
continued to mount, however, and in 1492, all the remaining Jews
were expelled from Spain. The incident that led to this is worth
mentioning, since it was almost re-enacted five hundred years later
in Russia. “The medical profession was virtually monopolized by
Jews, and royal and aristocratic circles relied heavily on this race
for physicians. . . . The unfortunate sequel . . . was that Jewish
doctors were accused of poisoning their patients. This was given as a
contemporary reason for the expulsion of the Jews in 1492, the
royal physician, a Jew, being accused of having poisoned the Infante
Don Juan, son of Ferdinand and Isabella.”? In 1953, Stalin claimed
that a group of physicians, many of them Jews, were poisoning him,
and were plotting to kill him. After Stalin’s death, the “plot” was
branded a fabrication.?3

In Spain, neither conversion nor expulsion sufficed to solve the
“Jewish problem.” If the Jew was an alien, so, perhaps, to a lesser
extent, was the converted Jew. There remained in Spain in the
fifteenth century tens of thousands of converted Jews, called con-
versos,* who continued to dominate trade and capital. It therefore
became necessary to distinguish old Christians from new, and more
specifically, Jews whose conversion was “genuine” from those whose
conversion was a matter of expediency and who continued, in secret,

* Converted Spanish Jews were called conversos or “converted ones,” by the
Spaniards, and marranos, the Spanish word for “swine” or “pigs,” by the Jews.
It is not known who coined the name marrano, Jew or Spaniard, why the name
stuck, and why the Jews still call the Spanish crypto-Jews marranos. Persons
accused by the Spanish Inquisition of practicing the Jewish faith in secret were
called Judaizers. In this connection, see Max I. Dimont, Jews, God, and History,
p- 220.
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to practice some of the rituals of their old faith. The Spanish In-
quisition was set up, by papal decree in November 1478, to dis-
charge this function of “differential diagnosis”: Its task was to
examine the genuineness of the conversos’ conversion. Judaizers
thus became the principal scapegoats of Spanish society. Illustrative
of the work of the Spanish Inquisition is the following case, related
by Lea.

In 1567 a woman named Elvira del Campo was tried at Toledo as
a Judaizer and was found guilty. She was of converso descent and
married to an Old Christian. “According to witnesses, who had
lived with her as servants, or were her near neighbors, she went to
mass and confession and gave all outward signs of being a good
Christian; she was kind and charitable, but she would not eat
pork . . .” At her trial Elvira admitted not eating pork, but at-
tributed this to medical advice “for a disease communicated to her
by her husband, which she desired to conceal.” She denied being a
Judaizer and strenuously asserted her faith in the Catholic religion.
Since the evidence against her was not conclusive, the court ordered
her tortured. After having been tortured twice, she admitted “that
when she was eleven years old her mother had told her not to eat
pork and to observe the Sabbath . . .” On the strength of this con-
fession, one of her judges voted for her “relaxation” (that is, burning
at the stake), “but the rest agreed upon reconciliation with its
disabilities, confiscation, and three years of prison and senbenito,
which were duly imposed in an auto of June 13, 1568, but, in a little
more than six months, the imprisonment was commuted to spiritual
penances, and she was told to go where she chose. Thus, besides
the horrors of her trial, she was beggared and ruined for life, and
an ineffaceable stain was cast upon her kindred and descendants.”26

So inhuman does this proceeding seem to Lea that he cannot
believe the inquisitors were sincere in believing what they professed.
“Trivial as may seem the details of such a trial,” he continues, “they
are not without importance as a sample of what was occupying the
tribunals of all Spain, and they raise the interesting question
whether in truth the inquisitors believed what they assumed in the
public sentence, that they had been laboring to rescue Elvira from
the errors and darkness of her apostasy and to save her soul. The
minute points on which the fate of the accused might depend are
illustrated by the insistence with which they dwell on her ab-
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stinence from pork, on her refusal to eat buttered cakes, on her use
of two stewing pots, and on the time at which she changed her
chemise and baked her bread.”2?

The decisive role of the inquisitor as scapegoat-selector is dis-
played dramatically by the victims he chose in Spain as against
the rest of Europe. In Spain, as we saw, the Inquisition was set up
specifically to distinguish between Catholics and Jews. The Spanish
inquisitors’ scapegoats were accordingly Jews, Judaizers, and con-
versos. The need for scapegoats having been satisfied by this group,
the Spanish Inquisition did not encourage the persecution of
witches. Indeed, it frequently opposed the witch-mania, and this at a
time when witch-burnings were commonplace elsewhere on the
Continent. Among the Spanish inquisitors who combated the be-
lief in witchcraft none is more famous than Alonzo Salazar de
Frias. In 1610, after personally investigating an epidemic of witch-
craft at Logrono, Salazar concluded that the phenomena had been
provoked by the presence of inquisitors looking for witches. “1 have
not found,” he writes in his report to the Suprema, “even in-
dications from which to infer that a single act of witchcraft has
really occurred . . . This enlightenment has greatly strengthened
my former suspicions that the evidence of accomplices, without
external proof from other parties, is insufficient to even justify
arrest. Moreover, my experience leads to the conviction that, of those
availing themselves of the Edict of Grace, three-quarters and more
have accused themselves and their accomplices falsely. 1 further
believe that they would freely come to the Inquisition to revoke
their confessions, if they thought that they would be received kindly
without punishment, for I fear that my efforts to induce this have
not been properly made known.”28

The differences between the Spanish and the Roman Inquisition
with respect to witchcraft are consistently emphasized by historians
and theologians, and equally consistently ignored by psychiatrists
and medical historians. For the reasons of this omission we do not
have far to seek. If the witches burned at the stake were mentally
sick persons, and if there were hardly any witches burned in Spain,
the psychiatric epidemiologist is faced with the need to explain
why, with madmen so numerous throughout Europe, were there so
few in Spain? Or were the Jews, Judaizers, and conversos persecuted
by the Spanish Inquisition also mentally ill? Implicit in the reason-
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ing of those who hold that witches were mentally sick is the pre-
sumption that an institution as lofty as the Roman Catholic Church
would not hound people if there was nothing at all “wrong”
with them. Where there is smoke, there is fire, says the proverb.
The psychiatric historian adapts this for his purposes, and concludes
that where there is fire there is mental illness. Instead of being a
symbol of the Inquisition, the stake thus becomes a symptom of
the witches’ mental illness.* Only in this way can we explain why
psychiatrists regard witches, and only witches, as a group of medieval
individuals all of whom, though not selected by doctors, suffered
from (mental) diseases. A remarkable coincidence.

In the Middle Ages, there were of course many well-identified
classes: princes and priests, merchants and mercenaries, serfs and
nobles—and, of course, Jews. None of these groups has been chosen
by psychiatrists for special scrutiny, and none of them has been
diagnosed as suffering, en masse, from mental illness. Why, then,
the witches? And why not the Jews who, as we saw, were persecuted
in much the same way as the witches, and, indeed, sometimes
as witches?

The answer is simple. The persecution of Jews (and of Protestants
and Catholics) is clearly and undeniably a religious persecution;
Jews (and Huguenots and Catholics) are classified by terms familiar
to us today; for these reasons, they cannot be easily reclassified,
en masse, as mental patients. The persecution of witches, on the
other hand, presents a very different picture to the modern mind.
The witch—because of the semantic power of this word, whose
significance we must not underestimate—is not recognized as prac-
ticing a legitimate religion whereas the Christian and the Jew are;
because her behavior derives partly from pre-Christian, pagan
sources, the witch readily appears as a strange and bizarre figure
(save to the expert on medieval history or theology); for these
reasons, she lends herself perfectly as a subject to psychiatric re-
definition as insane. Moreover—and the importance of this final
consideration can hardly be overestimated—of all the groups per-
secuted during the Middle Ages and the Reformation, only the
witch can be psychiatrically denigrated without arousing the pro-

* Were we to apply this perverse logic to recent history, we would view the gas
chamber not as a symbol of Nazi Germany but as a2 symptom of some incurable
pandemic among European Jewry.



106 The Inquisition and Institutional Psychiatry

tective ire of a contemporary group. If psychiatrists were to diagnose
as mad the Jews, the Protestants, or the Catholics burned at the
stake by their enemies—their modern coreligionists would rightly
regard this as adding insults to their injuries. And they would in-
dignantly repudiate this fresh attack on their integrity and dignity,
couched in—but, in this case, insufficiently disguised by—psy-
chiatric jargon.* Witches, however, have no organized or identifi-
able successors; there is no group to protect their good name. Many
of the things that made them ideal live victims for medieval in-
quisitors also make them ideal historical victims for contemporary
psychiatrists.

By regarding witchcraft as a stigmatized status imposed on victims
by their enemies, instead of as a condition or disease exhibited by
or contained in discrete individuals, we can readily account for the
differential incidence of witches—so troublesome to the psychiatric
theory of witchcraft—east and west of the Pyrenees. The problem of
the differential incidence of (hospitalized) mental patients among
various social classes in the modern West likewise disappears if we
regard mental illness as a stigmatized status imposed on citizens
by their oppressors, instead of as a condition or disease exhibited
by or contained in suffering patients. Thus, inquisitors, witch-
prickers, and their legal assistants were rarely burned at the stake;
poor and unimportant people often were. Similarly, psychiatrists,
psychologists, and lawyers are rarely committed to mental hos-
pitals; poor and unimportant people often are. This, of course, is
also why there are so many elderly persons in state mental hospitals.
(In some hospitals they comprise 40 percent of the patient popula-
tion.) Old people, especially if poor, occupy a position in our society
most like that of women in medieval society. They can least protect
themselves from invidious medical labeling; if unwanted, they are
readily classified as suffering from “senile psychosis” or some other
type of insanity, and confined in madhouses for the “care” and
“treatment” of their “disease.” "

The view that the persecution of witches was stimulated by two

* In this connection, it is interesting to note that Albert Schweitzer devoted his
medical dissertation to the task of proving wrong his medical colleagues who
have diagnosed Jesus as paranoid, and to establishing, by what he calls an
“impartial” examination of the historical record, that Jesus was mentally
healthy. (Albert Schweitzer, The Psychiatric Study of Jesus.)
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forces, the Church and the people, and that without either, but
especially the former, there could be neither witches nor witch-
hunts, is strikingly illustrated by the Spanish experience. There, the
difference lay entirely with the Church. The people were as willing
to believe in witches and persecute them as were their European
neighbors. But the Spanish Inquisition, as Williams emphasizes,
“struck at precisely the methods which had been, almost everywhere
else, adopted. It forbade judges to ask leading questions; it forbade
threats and hints of what confessions were wanted; it forbade—
what the Malleus had encouraged—false promises; it commanded
that sermons should explain how the destruction of crops was due
to the weather, and not to witches; it continually imposed as sen-
tence only the most formal abjuration; and finally, it even trained
courts so well that before 1600 a woman who twice accused herself
of having carnal relations with an incubus was discharged each
time.”29

Outside of the Iberian peninsula, the inquisitor’s task was, in
principle at least, similar to that of his Spanish colleague: he, too,
sought to distinguish between genuine Christians and false or
heretical ones. But the concept of heresy was more flexible east of
the Pyrenees than west of them. In the Catholic parts of Europe, the
heretic might be a Jew, a witch, or a Protestant; in the Protestant
parts, he might be a Jew, a witch, or a Catholic. In the Wars of
Religion, when Catholic and Protestant territories opposed each
other, “it was natural,” Trevor-Roper remarks, “. . . that witches
should be found in Protestant islands like Orleans or Normandy
[and] that by 1609 the entire population of ‘Protestant’ Navarre
should be declared to be witches.”3® It was equally natural that
“When Bishop Palladius, the reformer of Denmark, visited his
diocese, he declared those who used Catholic prayer or formulas to
be witches.”31

There are other examples of groups of people having been defined
as heretics—or “degenerates” or mentally ill. In 1568, the Spanish
Inquisition declared the entire population of the Netherlands
heretics and condemned it to death.32 The Nazis declared whole
groups of people whom they wanted to destroy—mainly Jews, Poles,
and Russians—*“racially degenerate.” We, in the United States, have
declared other groups—drug addicts, homosexuals, persons har-
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boring anti-Semitic and anti-Negro prejudices—mentally sick en-
masse.33 Herbert Marcuse, leading ideologist and theoretician of
the New Left, diagnoses the whole of American society as “insane”:
“, .. inasmuch as this society disposes over resources greater than
ever before and at the same time distorts and abuses and wastes
these resources more than ever before,” he declares, “I call this
society insane . . .34

The modern physician, especially when he serves a racist or
psychiatric ideology rather than an individual patient, may be en-
listed in a similar task of scapegoat-selection. The Nazi physician,
for example, was sometimes called upon to distinguish between
genuine Aryans and false ones, that is, Jews. In his documentary
novel on the German occupation of Kiev, Kuznetsov relates the
story of a captured Russian soldier who was- suspected of being a
Jew. “He was taken to a conference room,” writes Kuznetsov, “where
German doctors examined him for Jewish traits, but their diagnosis
was negative.”3® This twentieth-century physician looking for Jewish
traits is hardly distinguishable from his nineteenth-century col-
leagues searching for hysterical stigmata, or from his sixteenth-
century colleagues searching for witch’s marks.* Similarly, the
modern psychiatric physician is often called upon to distinguish
between genuine patients, that is, persons suffering from bodily
diseases—and false or heretical ones, that is, persons suffering from
mental diseases.

To be sure, the scapegoat-selector—whether inquisitor or psy-
chiatrist—does not work in a social vacuum. The persecution of a
minority group is not imposed on a resistant population, but, on
the contrary, grows out of bitter social conflicts. Nevertheless, the
guiding mythology of such a movement is usually fabricated by a
few ambitious individuals. Once fabricated, the mythology is spread
by the propaganda arm of the movement. “This witch madness,”
writes Lea, “was essentially a disease of the imagination, created
and stimulated by the persecution of witchcraft. Wherever the
inquisitor or civil magistrate went to destroy it by fire, a harvest
of witches sprang up around his footsteps. Every prosecution
widened the circle, until nearly the whole population might become

* According to the Renaissance witch-hunter Guaccius, the witch’s mark, im-
posed by the Devil, is designed to mock circumcision, the bodily mark which
identifies the Satanic race of Jews. (Leschnitzer, The Magic Background of
Modern Anti-Semitism, p. 223.)
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involved, to be followed by executions numbered, not by the score
but by the hundreds.”36

Trevor-Roper is of the same opinion. “All the evidence makes it
clear,” he writes, “that the new mythology [of witchcraft] owes its
system entirely to the inquisitors themselves. Just as anti-Semites
built up, out of disconnected tidbits of scandal, their systematic
mythology of ritual murder, poisoned wells, and the world-wide
conspiracy of the Elders of Zion, so the Hammerers of Witches
built up their systematic mythology of Satan’s kingdom and Satan’s
accomplices out of the mental rubbish of peasant credulity and
feminine hysteria; and the one mythology, like the other . . . [gen-
erates] its own evidence, and [is] applicable far outside of its
original home.”$” The same may be said of the mythology of mental
illness: it owes its system entirely to psychiatrists.*

In sum, witch and Jew in the past, madman and Jew today,
represent two closely allied—sometimes indistinguishable but some-
times obviously distinct—enemies of society. Prior to her offense, the
medieval witch was a full-fledged member of society; her crime was
heresy—that is, rejection of the dominant religious ethic-—and for
this she was punished. The medieval Jew, on the other hand, was
never a fully accepted member of society. Sometimes, when it was
believed that his presence helped the community, he was tolerated
as a guest; at other times, when it was believed that his presence
endangered the community, he was persecuted as an enemy. What
Christian witch and Jewish victim had in common was that the so-
ciety in which they lived considered them both its enemies and
hence sought to destroy them.

The same relationship obtains between the modern madman and
the Jew. Prior to his mental illness, the (non-Jewish) mental patient
is a member of society; his crime is madness—that is, rejection of
the dominant secular ethic—and for this he is punished. The
modern Jew, on the other hand, is not a fully accepted part of
society. A Jew among Christians (or, worse, among atheists, as in
Soviet Russia) is regarded as an outsider: sometimes, because it is
believed that his presence is useful to the group, he is tolerated; at
other times, because it is believed that his presence is injurious

* I have indicated the origins of this psychiatric mythology in Chapter 5, will
trace its evolution further in Chapter 8, and shall discuss and document its
recent history and present function in Chapters g-13. See also Thomas S. Szasz,
The Myth of Mental Illness.
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to the group, he is persecuted.* Again, what madman and per-
secuted Jew have in common is that the society in which they live
considers them both its enemies and hence seeks to destroy them.
Moreover, the popular propensity for persecuting Jews and mad-
men has been fostered by similar techniques: for centuries, Chris-
tians have taught contempt for Jews;3® and ever since psychiatry
was born as a medical specialty in the seventeenth century, physi-
cians have taught contempt for mental patients.3® But here the
similarity ends. For Christian religious instruction at least did not
pretend to have as its object the care of Jews, whereas “mental
health education” pretends to have as its object the care of mental
patients. Thus, officially, the history of psychiatry is presented as if
it were the story of the care and treatment of the insane; actually,
it is the story of their persecution.

In sum, the effect, if not the intent, of the modern psychiatric
interpretation of the witch-mania is the debasement, as insane, of
millions of innocent men, women, and children; the exoneration
from responsibility, as a virtual nonparticipant, of the Roman
Catholic Church and its executive arm, the Inquisition, for the
pogrom against Jews, heretics, and witches, and the similar exoner-
ation of the Protestant churches and their leading spokesmen for
joining in the holy war against witchcraft; and, last but not least,
the exaltation, as medical scientist and healer, of the psychiatrist—
the sole possessor of an “enlightened” and “scientific” understand-
ing of witchcraft and of the medical methods required for the
control of the public health hazards posed by human differences.+®

The end of one ideology is thus the beginning of another: where
religious heresy ends, psychiatric heresy begins; where the persecu-
tion of the witch ends, the persecution of the madman begins.

* The specific danger which the Jew represents to the community has kept pace
with the historical changes in what the community values. In the Middle Ages,
the Jew was a traitor against Christianity: his ancestors, so it was believed, killed
Jesus, and he continued to reject the true Faith and the authority of the
Church. In the modern world, the Jew is a traitor against the Fatherland and
against the dominant political ideology. Dreyfus symbolizes the Jew as traitor
against the nation. Since the Russian Revolution, the Jew has emerged as the
prototypical enemy of Capitalism and Communism. In the West, the com-
munist ideology is seen as Jew-inspired, with Marx and Trotsky as its leading
symbols. In the East, the capitalist ideology is seen as Jew-inspired, with the
Rothschilds and other “Jewish bankers” as its leading symbols.



THE MYTHS OF WITCHCRAFT
AND MENTAL ILLNESS

It has become too easy to see that the luckless men
of the past lived by mistaken, even absurd beliefs;
so we may fail in a decent respect for them, and
forget that the historians of the future will point out
that we too lived by myths.

~Herbert J. Mullerl

The psychiatric interpretation of witchcraft suffers from many
errors. Not the least among these is the claim that Johann Weyer dis-
covered that witches were actually mentally sick women. Virtually
all modern students of psychiatric history have accepted this view,
popularized by Zilboorg, which traces the birth of psychiatry to the
death of the witch-craze, and regards Weyer as the Columbus of mad-
ness. George Mora’s following characterization is illustrative:
“Johann Weyer [is] rightly considered today the father of modern
psychiatry. . . . But Weyer was to remain isolated, a giant of psy-
chiatry practically unknown until the beginning of our century . . .””2

This sort of statement makes it appear as if the psychiatric his-
torian were a socially neutral person, discovering historical “facts”—
when, in truth, he is a psychiatric propagandist, actively shaping
the image of his discipline. Weyer has been canonized as the father
of psychiatry because he was one of the few physicians who had
opposed the persecution of witches. By claiming him as its founder,
Institutional Psychiatry has tried, and largely succeeded, in conceal-
ing its oppressive practices behind a facade of liberational rhetoric.
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It is significant that Weyer was “discovered” to be the “true” father
of psychiatry in the twentieth century, and by American psychia-
trists: this is when and where Institutional Psychiatry became a
major social force in the Western world.

But Weyer did not discover the madness of witches. To be sure,
he deserves credit for opposing the Inquisition, the principal op-
pressive institution of his time. But taking a courageous stand for
human decency is not the same as propounding a fresh theory or
making a new empirical discovery. The view that mental illness
is not a disease and that the madhouse is a prison rather than a
hospital is likewise not my discovery; it is merely a new articulation
of insights and knowledge long available to men, both in and out-
side of medicine.*

The persecution of witches and of madmen is the expression of
social intolerance and a search for scapegoats. Those who fight
against such bigotry and oppression do not necessarily profess rev-
olutionary beliefs or propound novel truths. On the contrary, their
heresy all too often lies in their conservatism, that is, in their in-
sistence on the validity of ideas and values long established and
honored. In The Plague, Camus puts it this way: “But again and
again there comes a time in history when the man who dares to
say that two and two make four is punished with death.”s

It seems to me that to maintain that what we call mental illness
is not a disease is like asserting that two and two make four; and
that to maintain that involuntary mental hospitalization is an im-
moral practice is like saying that three and three make six. I have

* Herein lies a fundamental difference between natural science and social
science. In the former, we speak of a new discovery when something genuinely
novel—usually both in a cognitive and practical sense—is added to man’s
knowledge of the world; the (physical) discovery of radioactivity is an example.
In the human sciences, however, we often regard it as a discovery when man
penetrates behind the mythology of his society or culture and “rediscovers”
something that had been known in past ages; the (psychoanalytic) “discovery”
of childhood sexuality is an example. To be sure, such advances, which consist
essentially of the de-mythologizing of prevalent beliefs, also add something
seemingly novel to man’s knowledge of the world. But there is an important
difference between these two kinds of scientific innovations. The former requires
a cognitive breakthrough leading into new territory; the latter, self-emancipation
from the dominant myths of one's group, often leading back to old wisdoms.
This may be why the study of the social sciences, especially of history, often
leaves one with the impression that, about human relations, everything im-
portant has been known and said before; whereas the history of science and
technology provokes the very opposite impression.
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held these views ever since, as John Stuart Mill says in The Sub-
jection of Women, “I had formed any opinion at all on social and
political matters . . ."”#

For millennia, it has been convenient for men to believe that
women were inferior, semihuman beings who needed to be sub-
jugated and cared for. Sane men, for almost as long, have regarded
insane men in the same way. Because the oppression of women
by men was accepted as natural, it was difficult, Mill observed, to
dispel this opinion by means of rational arguments: “So long as
an opinion is strongly rooted in the feelings, it gains rather than
loses in stability by having a preponderating weight of arguments
against it.”® Because the oppression of insane patients by sane
psychiatrists appears similarly natural to us today, the correctness
of this arrangement is likewise difficult to dislodge by means of
rational arguments alone.

Perhaps the best way to understand the mythical character of
certain beliefs is to examine their history. Why did medieval man
choose to believe in witchcraft and seek the amelioration of his
society in the compulsory salvation of witchess Why does modern
man choose to believe in the myth of mental illness and seek the
amelioration of his society in the compulsory treatment of mental
patients? In each of these mass movements we are faced with two
interlocking phenomena: a guiding myth (of witchcraft and of
mental illness), and a powerful social institution (the Inquisition
and Institutional Psychiatry); the former provides the ideological
justification, the latter, the practical means for social action.
Much of what I have said so far in this book, and particularly in
Chapter 4, was an effort to answer the questions posed above.
Since, in the discussion heretofore, my emphasis has been on in-
stitutional practices rather than on ideological (mythological) justifi-
cations, I shall concentrate, in this chapter, on what men believe
and the imagery they use to express their belief, rather than on
what they ostensibly seek and the means they employ to achieve it.

As historical research has shown, men entertained doubts about
the existence of witches long before Weyer; indeed, long before
the Enlightenment, some wise rulers even passed laws prohibiting
their molestation. For example, as early as the eighth century,
St. Boniface, the English apostle of Germany, declared that belief
in witchcraft was “unchristian.”® This is a remarkably enlightened
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view, inasmuch as it disregards the Biblical injunction, “Thou
shalt not suffer a witch to live,”? invoked centuries later to justify the
witch-hunts. Also in the eighth century, in newly converted Saxony,
Charlemagne decreed the death penalty, not for witches, but for
anyone who burned supposed witches. In eleventh century Hungary,
the laws of King Solomon took no notice of witches, “since they do
not exist.”8 Five hundred years later, Weyer, while protesting
against the excesses of the witch-hunters, was sure that witches did
exist.

It is shocking and sobering to contemplate that during the
Renaissance, when learning flourished and experimental science
was born, the laws against witch-hunting forged during the Dark
Ages were forgotten, and former “ignorance” about witches was
“corrected” by fresh theological and scientific insights. When the
Malleus was published in 1486, it carried on its title page the epi-
graph: “Haeresis est maxima opera maleficarum non credere”
(“To disbelieve in witchcraft is the greatest of heresies”).? And, as
a doctor of the Sorbonne wrote in 1609, the witches’ sabat was an
“objective fact, disbelieved only by those of unsound mind.”0

Although the belief in witchcraft was widespread during the late
Middle Ages and the Renaissance,* a careful reading of the Malleus
suggests that many were skeptical about the evils attributed to
witches, and critical of the methods used by the inquisitors. There
is, however, no direct evidence that men doubted the reality of
witchcraft or the existence of witches. Open expression of such
doubt would, of course, have been tantamount to a self-imposed
death sentence for heresy.

Men in power do not exhort their subjects to accept ideas they
believe already. If, then, there is need to command belief and to
threaten for disbelief, we may infer that the subjects lack faith or

* As late as 1775, Sir William Blackstone, the Father of English Law, said that
“To deny the possibility, nay, actual existence, of witchcraft and sorcery is at
once flatly to contradict the revealed word of God . . . and the thing itself is a
truth to which every nation in the world hath borne testimony.” (Quoted in
Henry Charles Lea, 4 History of the Inquisition of Spain, Vol. 4, p. 247.) Soon
the belief fell into disrepute. This change did not represent, however, a
genuine advance of the human mind. “Men were terrified of behaving un-
fashionably,” Williams remarks bitterly, “and those who would once have
believed in witches now disbelieved for exactly the same reason—because
everyone else did.” (Charles Williams, Witchcraft, p. 301) This might give
pause to all who accept the popular belief in mental illness.
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are beset by doubt. When clerical authorities warn that witch-
craft is real and witches dangerous, and that to believe otherwise
is a grave sin; or when secular authorities declare that mental ill-
ness is real (“like any other illness . . .”), and that a contrary point
of view is a serious error—we may then assume that neither ex-
horters nor exhorted are convinced of the truthfulness of the
assertion. Indeed, this kind of “education,” backed by threat and
force, betrays the strategic value of the proposition to be believed.!!
Unless the contemporary reader keeps this implication of inquisi-
torial propaganda in mind, he may well miss—especially since he
takes his own skepticism about witchcraft for granted—the repeated
references in the Malleus to persons who do not believe in witch-
craft. I infer from these admonitions that doubt about the reality
of witchcraft in late fifteenth-century Europe was far more preva-
lent than modern historians, looking vainly for overt declarations
of such an opinion, have led us to believe.

The second section of Part I of the Malleus is entitled “Whether
it be a Heresy to Maintain that Witches Exist.” The peculiarly in-
verted phrasing of this sentence should be noted. Sprenger and
Krimer ponder whether the belief in witchcraft is a mistake—only
to conclude that to disbelieve it is a grave sin. “The question
arises,” they ask, “whether people who hold that witches do not
exist are to be regarded as notorious heretics . . .”12 They answer
yes. This is as if modern psychiatrists were to ask whether mental
patients exist, and would' answer that to believe otherwise is a
serious error and a grave offense against the psychiatric profession.
Since I have dubbed mental illness a “myth,” precisely this argu-
ment has been advanced by several psychiatrists critical of my
views.18 ’

Priests and inquisitors in particular must not doubt the reality
of witchcraft. It is bad enough, say Sprenger and Krimer, for the
ordinary man to be “ignorant” about witchcraft; “those who have
the cure of souls [sic] cannot plead invincible ignorance, nor that
particular ignorance, as the philosophers call it, which by the
writers on Canon Law and by the Theologians is called Ignorance
of the Fact.”!* In the same way, it is considered permissible for
laymen to be “ignorant” about the facts of mental illness; physicians
and psychiatrists, however, must display unswerving allegiance to
this concept and its practical implications (such as limiting the
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treatment of mental illness to physicians and justifying commitment
of the insane as a medical measure.)*

In another passage Sprenger and Krimer describe witchcraft in
astonishingly modern terms; they attribute the following view—
which we would consider correct—to many of their contemporaries,
and declare them heretics for holding it. ““And the first error which
they [the Theologians] condemn,” they write, “is that of those who
say that there is no witchcraft in the world, but only in the imagina-
tion of men who, through their ignorance of hidden causes which
no man yet understands, ascribe certain natural effects to witch-
craft . . . Doctors condemn this error as a pure falsehood, . . . St.
Thomas impugns it as actual heresy . . . therefore such deserve to
be suspected as heretics.””13

The fulminations of the Malleus and of the inquisitors not-
withstanding, there were brave and honest men who, throughout
the many centuries of witch-persecution, expressed doubts about
the victims’ guilt and condemned the methods of their accusers.
Thomas Ady, Cornelius Agrippa, Salazar de Frias, Friedrich von
Spee, and Johann Weyer are among the best-known critics of the
witch-hunts. Salazar, a Spanish inquisitor to whose work we have
referred earlier,’8 was, more than any other man, responsible for
preventing the persecution of witches in Spain. He examined
charges of witchcraft with an open mind and found, in 1611, *“‘that
some sixteen hundred persons had been falsely accused. At one
place he found tales of a Sabbath held at the very place where his
own secretaries had been harmlessly on the night named. He had
women who confessed to carnal intercourse physically examined
by women; they were found to be virgin.”17

Thomas Ady was a foremost English critic of the witch-hunts.
His book, 4 Candle in the Dark (1655), was quoted vainly by the
Reverend George Burroughs at his trial in Salem.1® Ady’s attack on
the witch mania was two-pronged. On the one hand, he tried to
show that contemporary proofs of witchcraft were not based on

* Thus, Robert H. Felix, former director of the National Institute of Mental
Health and dean of the Saint Louis University Medical School, asserts flatly
that “We [psychiatrists] do deal with illnesses of the mind.” (Italics in the
original) (Robert H. Felix, The image of the psychiatrist: Past, present and
future, Amer. J. Psychiat., 121: 318-g22 [Oct.], 1964, p. 320.) Criticism of this
position is considered psychiatric heresy. See, for example, Frederick G. Glaser,
The dichotomy game: A further consideration of the writings of Dr. Thomas
Szasz, Amer. ]J. Psychiat., 121: 1069-1074 (May), 1965; p. 1073.
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the Bible. “Where is it written in all the Old and New Testaments,”
Ady asks, “that a witch is a murderer, or has the power to kill by
witch-craft, or to afflict with any disease or infirmity? Where is it
written that witches have imps sucking off their bodies?”’?® And
so he goes on in an effort to undermine the Biblical authority for
the persecution of witches.

On the other hand, Ady also denounced the examination of
alleged witches as brutal and fraudulent. “Let any man that is
wise and free from prejudice,” he writes, “go and hear but the
Confessions that are so commonly alleged, and he may see with
what catching and cavelling, what thwarting and lying, what flat
and plain knavery, these confessions are wrung from poor innocent
people, and what monstrous additions and multiplications are
afterwards invented to make the matter seem true, which yet is
most damnably false.”20 That such arguments failed indicates the
subsidiary role reason plays in the acceptance or rejection of beliefs
which motivate mass-movements. Moreover, in Spain, where the
persecution of witches was opposed by the ecclesiastic authorities,
the witch-craze was stemmed without such arguments. These facts
point to the determining role of authority and power in making or
breaking such movements. The Spanish Inquisition successfully
restrained the witch-hunts, whereas individuals battling the Roman
Inquisition and the Protestant witch-craze failed to do so.

In 1640, for example, the Spanish Inquisition “suspended the
case of Maria Sanz of Triqueros, against whom there was testimony
of witchcraft, and, in 1641, it discharged with a reprimand Maria
Alfonsa de la Torre, accused of killing cattle, although witnesses
swore to seeing her at midnight riding on a stick over a rye-field,
with a noise as though accompanied by a multitude of demons.”#
From cases such as these, Lea infers that *. . . it is evident that
the Inquisition had reached the conclusion that witchcraft was
virtually a delusion, or that incriminating testimony was perjured.
This could not be openly published; the belief was of too long
standing and too firmly asserted by the Church to be pronounced
false . . .”22 The idea that mental illness does not exist, except as a
myth, likewise cannot be openly acknowledged. The doctrine that
mental illness is a disease has been too firmly established by science
to be pronounced false. The prestige and tradition of the medical
profession thus stand in the way of the rapid correction of this
monumental error.
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True to the life of bureaucratic organizations, the Spanish In-
quisition never admitted that any of its teachings had been false
or its practices misguided. “It did not,” as Lea points out, “deny
the existence of witchcraft, or modify the penalties of the crime . . . ;
[instead), it practically rendered proof impossible, thus discouraging
formal accusations, while its prohibition of preliminary proceed-
ings by its commissioners and by the local officials, secular and
ecclesiastical, was effectual in preventing the outbreak of witch-
craft epidemics. So far as the records before me show, cases became
very few after . .. 1610."23

The ideologies of witchcraft and madness may perhaps be
thrown into even bolder relief by focusing on the moral ideals and
images characteristic of their times. In the thirteenth century, the
symbol of nobility is the knightin-armor, and of depravity, the
black witch; benevolent motivation is chivalrous, malevolent is
Satanic. This imagery embodies and expresses the sexocidal hatred
of woman; the knight, the symbol of good, is male; the witch, the
symbol of evil, is female. At the same time, the battle between the
sexes, the treachery among the nobles, the oppression of the poor
by the rich—none of these things is presented directly; on the con-
trary, social reality is portrayed as if it were a dream in which
symbols signified their opposites. Woman is not debased; she is
exalted. The nobles are not brutal and treacherous; they are re-
fined and chivalrous. Huizinga puts it this way:

Froissart, himself the author of a super-romantic epic of chivalry,
Meliador, narrates endless treasons and cruelties, without being aware
of the contradiction between his general conceptions and the con-
tents of his narrative. Molinet, in his chronicle, from time to time
remembers his chivalrous intention, and interrupts his matter-of-
fact account of events, to unbosom himself in a flood of high-flown
terms. The conception of chivalry constituted for these authors a
sort of magic key, by the aid of which they explained to themselves
the motives of politics and of history. The confused image of con-
temporaneous history being much too complicated for their compre-
hension, they simplified it, as it were, by the fiction of chivalry as
a moving force . . .24

The reason for this imagery is not hard to find. In seeking ex-
planations for events, and especially for their own actions, men
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always try to flatter themselves or their superiors. Since, in the
Middle Ages, poetry, literature, and history were written either
by or for the oppressor, it is not surprising that we hear so much
about the glory of princes and the chivalry of knights.

By this traditional fiction [Huizinga observes], they succeeded in
explaining to themselves, as well as they could, the motives and
the course of history, which thus was reduced to a spectacle of the
honour of princes and the virtue of knights, to a noble game with
edifying and heroic rules. As a principle of historiography, this
point of view is a very inferior one. History thus conceived becomes
a summary of feats of arms and of ceremonies. The historians par
excellence will be heralds and kings-at-arms—Froissart thinks so—
for they are the witnesses of these sublime deeds; they are experts in
matters of honour and of glory, and it is to record honour and
glory that history is written.* 25

Although the mentality of modern man may be more advanced
than that of his medieval ancestor, it shows the same credulity
toward authority and the same tendency to explain complicated
situations or events by a single motive. As the Middle Ages had
their ideal types of good and evil, we have ours. Theirs were the
knight-in-armor and the black witch. Ours are the doctor-in-white-
coat and the dangerous psychotic. They had Sir Lancelot; we have
Rex Morgan, M.D. They had sorceresses who poisoned men of high
station; we have madmen who kill political personages. The sym-
bols of good and evil again signify two warring classes of human
beings, the victors and the victims.

In the Middle Ages, the imagery of chivalry disguised the con-
flict between man and woman. Today, we conceal the conflict
between doctor and patient, expert and layman, behind the imagery
of therapy. The lyricism of chivalry dulled their sense of reality;
the lyricism of therapy dulls ours. They repressed the truth about
* What Huizinga says here about the Middle Ages applies, mutatis mutandis,
to our age as well. Then, the historian had to be an expert “in matters of
honour and glory”; now, he must be an expert in matters of mental health and
emotional maturity. Then, history was written to “record honour and glory”;
now, it is written to record mental health and emotional maturity. Evidence
and observation thus are subordinated to ascribing Christian virtue or mental
health to the heroes, and Satanic sin or mental illness to the villains. For an
example of this type of modern historiography, see Meyer A. Zeligs, Friendship
and Fratricide.
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heresy and inquisitorial salvation; we repress the truth about
mental illness and coerced psychiatric treatment. The poetry of
chivalry focused on knights, tournaments, pomp, and the self-
sacrifice of Jesus. The dungeons, the torture, and the stake did
not have to be described. Everyone knew of them and indeed ap-
proved and enjoyed their proper application for saving the heretical
soul of the Other. In the same way, the poetry of therapy focuses
on doctors, medical research, the vast funds expended on psy-
chiatric services, and the psychiatrist’s selfless devotion to healing.
The state mental hospital, the commitment procedure, the social
degradation of the mental patient need not be dwelled upon.
Everyone is familiar with them and indeed approves their proper
application to curing the mentally sick mind of the Other.

Medieval history, as Huizinga remarked, was in this way reduced
to “‘a spectacle of the honour of princes and the virtue of knights.”
Modern history, at least in the hands of psychiatrists, stands in
danger of being similarly reduced to a spectacle of the honour of
rulers and the virtue of doctors. In Nazi Germany, this dramatic
imagery was acted out in the deification of the ruler and the
glorification of doctors as his servants. Physicians thus fought
against “vermin” (Jews), and “useless eaters” (old or incurably sick
people), and, so doing, transformed, in Justice Robert Jackson’s
words, “the sanatorium Hadamar [a German mental hospital in
which such patients were killed] . . . from a hospital [in]to a
human slaughter-house.”2¢ In nontotalitarian nations, the same
dramatic imagery is acted out in only slightly less violent forms.
Democratic leaders are not deified, but are hailed as the paragons
of mental health; their opponents are not liquidated, but are de-
graded as mentally sick. Confronted with great and disturbing
events, such as the assassination of a president, the people eagerly
accept madness (as they did sorcery before) as their explanation,
and look to psychiatrists (as they did to inquisitors before) for
containing the threat of this transcendent evil."

In short, myth—whether of witchcraft or mental illness—func-
tions as justificatory imagery and rhetoric for both the group and
the individual. Myth, says Bronislaw Malinowski, “can attach itself
not only to magic but to any form of social power or social claim.
It is used always to account for extraordinary privileges or duties,
for great social inequalities, for severe burdens of rank, whether
this be very high or very low.”28
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The myth of witchcraft was thus used to account for the extraor-
dinary privileges and duties of the inquisitor; similarly, the myth
of mental illness is used to account for those of the institutional
psychiatrist. Myths are not artistic embellishments, fairy stories
men make up to amuse themselves and their fellows; they are the
very heart and brain, as it were, of the social organism, necessary
for its survival—as that particular society.

Indeed, anthropologists have no difficulty in discovering myths in
primitive cultures, and social critics have none in discovering them
in their own. Thus, Barrows Dunham cautions that “Myths abound
concerning the nature of society; these myths will be found, stretched
screaming over many a long volume, in the-very heart of the science
itself. There can be few tasks more important than to remove these
myths, and thus to instill health and vigor into man’s most valuable
study—that of his own nature and destiny.”??

Let us now examine the history of witchcraft and mental illness
from points of view other than those supplied by their own ideolo-
gies and see what we find.

The idea that madness is not less meaningful than sanity—indeed,
that the madman, like the so-called genius, sees reality more ac-
curately than the ordinary person—occurs frequently in Western
literature. A striking illustration of this view is contained in the
Gospel according to Mark, where, we are told, the first man to
recognize the divinity of Jesus is “a man with an unclean spirit,”
that is, a2 madman. In the idiom of modern psychiatry, correct
reality-testing is here equated with mental illness. I shall cite the
relevant passages.

The opening sentence of the Book of Mark, the second chapter
of the New Testament, defines the essential aim of this Gospel as
the identification of Jesus as the son of God: “The beginning of the
gospel of Jesus Christ, the son of God.”® Then, the story unfolds.
“In those days Jesus came from Nazareth of Galilee and was baptized
by John in the Jordan. And when he came out of the water, im-
mediately he saw the heavens opened and the Spirit descending
upon him like a dove; and a voice came from heaven. “Thou art
my beloved Son; and with thee I am well pleased.’ '3

Jesus then spends forty days in the wilderness resisting Satan’s
temptations, returns to Galilee to preach the gospel of God, and
gathers around him the first of his followers with whom he travels
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to Capernaum. “Ard they went into Capernaum; and immediately
on the Sabbath he entered the synagogue and taught. And they
were astonished at his teaching, for he taught them as one who
had authority, and not as the scribes. And immediately there was
in their synagogue a man with an unclean spirit; and he cried out,
‘What have you to do with us, Jesus of Nazareth? Have you come
to destroy us? I know who you are, the Holy one of God.’ 32
(Italics added.)

This “madman,” then, is the first mortal to recognize Jesus’ true
identity. But this identification, Jesus feels, is premature. He com-
mands silence: “But Jesus rebuked him, saying, ‘Be silent, and
come out of him!” And the unclean spirit, convulsing him and
crying with a loud voice, came out of him.”33

This theme is repeated several times. Thus, as Jesus’ fame as a
healer spreads, . . . all who had diseases pressed upon him to
touch him. And whenever the unclean spirits beheld him, they
fell down before him and cried out, ‘You are the Son of God.” And
he strictly ordered them not to make him known.”3 And again:
“They came to the other side of the sea, to the country of the
Gerasenes. And when he had come out of the boat, there met him
out of the tombs a man with an unclean spirit, who lived among the
tombs; and no one could bind him any more, even with a chain
. . . no one had the strength to subdue him; and crying out with a
loud voice, he said, ‘What have you to do with me Jesus, Son of
the Most High God?’ %5

The ancient Romans viewed madness much as did the authors of
the Book of Mark. “In vino veritas” (“In wine there is truth”),
said their proverb. They did not deceive themselves, as our modern
jurists do, about the nature of drunkenness, by attributing irration-
ality or meaninglessness to it. Instead, they believed, I think cor-
rectly, that when a man is under the influence of alcohol, his
conduct, far from being meaningless, expresses his true or authentic
aspirations. But to treat the drunkard thus is to treat him with
the same dignity as his sober fellows. For the Puritan who wants
to demean and punish the “self-indulgent” toper, for the physician
who wants to humiliate and treat the “self-destructive” alcoholic,
this will not do. What better way is there, then, for degrading the
culprit than to declare him incapable of knowing what he is doing—
either when taking to drink or while intoxicated? This is the general
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formula for the dehumanization and degradation of all those per-
sons whose conduct psychiatrists now deem to be ‘“caused” by
mental illness. The behavior of such men is considered ‘“‘meaning-
less.” The alcoholic, the addict, the homosexual—all these and
many more are said to be mentally ill. Our foremost psychiatrists
and highest judges tell us so. In arriving at this opinion—which
happens to be so very convenient both for them and for our
society—they no doubt follow Lewis Carroll’s formula. “If there
is no meaning in it,” says the King in Alice, “that saves a world of
trouble, you know, as we needn’t try to find any.”3¢ But if the
task of the humanist is to reveal meaning, not to conceal it, we
cannot rest content with this solution, tempting though it may be.

The proposition that the madman does not know what he is
talking about, or that his utterances are untrue, is explicitly con-
tradicted by an old German proverb which asserts that “Only chil-
dren and madmen tell the truth” (“Nur Kinder und Narren sagen
die Wahrheit”).

In the English language, we have Shakespeare’s famous phrase
about the “method in madness.”* I believe it is significant that
Shakespeare did not find it necessary to explain or defend this
opinion. This suggests that the idea was commonplace in his day.
If so, it would mean that in Elizabethan England men understood
not only that there is a difference between bodily disease and spir-
itual disharmony, but also that insane behavior, no less than
sane, is goal-directed and motivated; or, as we might say today, that
it is tactical or strategic. In short, Shakespeare and his audiences
regarded the behavior of the madman as perfectly rational from
the point of view of the actor or affected individual—a perspective
which psychoanalysis and existential psychology had to rediscover
and defend against the powerful pretensions of a positivistic, or-
ganically oriented psychiatry.

To John Perceval, son of a Prime Minister of England, who, in
1830, was immured in a mental hospital by his family, the distinc-
tion between physical illness and mental illness, the treatment of
bodies and the cure of souls, was equally clear:

* “Polonius: Though this be madness, yet there is method in't.” (Hamlet,
Act II, Scene 2, Line 211.)

For a perceptive analysis of Shakespeare’s understanding of Hamlet’s mad-
ness, see Howard M. Feinstein, Hamlet’s Horatio and the therapeutic mode,
Amer. J. Psychiat., 123: 803-80g (Jan.), 1967.
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For by what right can a doctor presume to pry into the secrets of

a patient’s conscience . . . ? They [the doctors] confess themselves
ignorant of the nature of the disease they handle; they show them-
selves willfully so. . . . The clergymen of the established church

ought to have the superintendence of the mental wants and infirmi-
ties of the deranged members of their communion, and the two
offices of physician to the body and the physician to the soul, dis-
tinctive in nature, should be equally respected. Sovereigns in this
country, their ministers, and the people have been guilty of a great
crime in neglecting this important distinction, and the hierarchy
have betrayed their office.”37 [Italics added.]

- This distinction—between bodily diseases and problems in living
—was equally clear to Leo Tolstoy in 1889. Indeed, even so early in
the history of psychiatry—when Charcot rather than Freud was the
world-renowned medical expert on mental illness—Tolstoy saw that
the physician who conceptualizes difficulties in living as illnesses
mystifies rather than clarifies the problem, and harms rather than
helps the sufferer. In The Kreutzer Sonata, whose protagonist is a
husband who is the victim of the tragically unequal, mutually
exploitative relationship between men and women, Tolstoy ex-
presses the following view about psychological medicine and psy-
chiatry:

“I see you don’t like doctors,” I said, noticing a peculiarly malevolent
tone in his voice whenever he alluded to them.

“It is not a case of liking or disliking. They have ruined my life
and they have ruined and are ruining the lives of thousands and
hundreds of thousands of human beings, and I cannot help con-
necting the effect with the cause. . . . Today one can no longer say:
You are not living rightly, live better. One can’t say that, either
to oneself or to anyone else. If you live a bad life, it is caused by the
abnormal functioning of your nerves, etc. So you must go to them,
and they will prescribe eight penn’orth of medicine from a chemist,
which you must take! You get still worse: then more medicine, and
the doctor again. An excellent trick!’38

In a later passage, Tolstoy points specifically to unhappy marriage
as a phenomenon often misinterpreted by physicians as illness,
and blames Charcot for it. This is a very different appraisal of
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Charcot’s achievement as a medical psychologist than that found
in textbooks of psychiatric history.

We were like two convicts [writes Tolstoy, speaking through the
husband who is finally driven to murdering his wife], hating each
other and chained together, poisoning one another’s lives and trying
not to see it. I did not then know that ninety-nine per cent of
married people live in a similar hell to the one I was in and that
it cannot be otherwise. I did not then know this either about others
or about myself. . . . Thus we lived in a perpetual fog, not seeing
the condition we were in. . . . Those new theories of hypnotism,
psychic diseases, and hysterias are not a simple folly, but a dangerous
and repulsive one. Charcot would certainly have said that my wife
was hysterical, and that I was abnormal, and he would no doubt
have tried to cure me. But there was nothing to cure.3?

It would be difficult, indeed, to find more penetrating insight into
the mythological character of mental illness than this one.

Freud, as we know, reconstructed the diverse meanings of various
“mental illnesses” not only, or even primarily, from what he
learned from his patients (who, of course, were not “patients” in
the medical sense of the word), but also from what he learned from
the works of men of letters. Those who believe that the “adapta-
tional” point of view in psychiatry is something new—a great sci-
entific discovery by Harry Stack Sullivan or Sandor Rado, and an
important advance over Freud—ought to consider the following
passage from The Way of All Flesh by Samuel Butler:

All our lives long, every day and every hour, we are engaged in
the process of accommodating our changed and unchanged selves
to changed and unchanged surroundings; living, in fact, is nothing
else than this process of accommodation; when we fail in it a little
we are stupid, when we fail flagrantly we are mad, when we sus-
pend it temporarily we sleep, when we give up the attempt alto-
gether we die.#0

One of the earliest critics of the coercive medical treatment of
insanity, writing long before the advent of the systematic confine-
ment of madmen, is Caelius Aurelianus, a second-century, A.D.,
Roman physician of African birth. He complains that
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They [his medical colleagues] seem mad themselves, rather than
disposed to cure their patients, when they compare them to wild
beasts, to be tamed by deprivation of food and the tortures of
thirst. Doubtless led by the same error, they want to chain them up
cruelly, without thinking that their limbs may be bruised or broken,
and that it is more convenient and easier to restrain them by the
hand of man than by the often useless weight of irons. They go so
far as to advocate personal violence, the lash, as if to compel the
return of reason by such provocation.4!

When, fifteen hundred years later, Pinel advanced similar ideas,
he was hailed as a great psychiatric innovator. When, about the
same time, Benjamin Rush advocated and practiced “therapeutic”
brutalities far worse than those denounced by this ancient Roman
physician, he was hailed as a great physician and humanitarian.*
Pinel, as the writers of official psychiatric history would have it,
launched the First Psychiatric Revolution. Rush, for his part,
is canonized as the Father of American Psychiatry.t

The idea that the mental hospital is harmful for the inmates,
serving primarily the interests of the patient’s relatives or those of
society, is more easily traced to specific individuals in the history
of psychiatry than is the idea that mental illness is not a disease.
This is because the mental hospital system is only about three
hundred years old, whereas man’s views on madness are as old as
recorded history.

A study of the origin of European madhouses in the seventeenth
century makes it abundantly clear that when these institutions were
founded, they were not considered medical or therapeutic facilities.42
Rather, they were regarded as prisonlike structures for the confine-
* The path of progress in psychiatry is circular, periodically returning to its
starting point. In 1754, the following entry appears in the record book of the
Pennsylvania Hospital, the oldest hospital in the United States, the first to care
for mental patients, and the pride of the historiographers of American psychia-
try: “John Cresson, blacksmith, against ye hospital, 1 pair handcuffs, 2 legg
locks, 2 large rings and 2 large staples, 5 links and 2 large rings and 2 swiffels
for cells, £ 1.10.3. Paid for 7 yds. of Thicken for Mad Shirts, £ 0.16. 4-15.”
(Edward A. Strecker, Beyond the Clinical Frontiers, p. 155.) With modern

advances in the technology of psychiatric violence, mental hospitals have
replaced the handcuffs with electroshock, and the mad shirt with tranquilizers.
1 The vast majority of books on the history of psychiatry suffer from the same
distortions as do histories of slavery written before the Civil War by men
favorable to the pro-slavery position. Standard texts on the history of psychiatry
are accounts of the glories of Institutional Psychiatry. A history of psychiatry
from the point of view of the “patient” has yet to be written.
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ment of socially undesirable persons. Out of this nucleus grew an
ever larger institutional system of both public and private hospitals
and madhouses, confinement in which gradually became justified
on the grounds of insanity. But no sooner was this idea articulated
than it was assailed as unsound and untrue.

An early criticism of involuntary mental hospitalization—in terms
almost identical to those of modern writers—came from the pen
of Andrew Harper, a surgeon on the staff of the Royal Garrison
Battalion of Foot, at Fort Nassau in the Bahamas.

The custom of immediately consigning the unfortunate victims of
insanity to the cells of Bedlam, or the dreary mansions of some
private confinement [wrote Harper in 178g], is certainly big with
ignorance and absurdity. This practice, ’tis true, may answer the
purpose of private interest, and domestic conveniency, but at the
same time it destroys all the obligations of humanity, robs the suf-
ferer of every advantage, and deprives him of all the favourable
circumstances which might tend to his recovery. . . . I am convinced
that confinement never fails to aggravate the disease. A state of
coercion is a state of torture from which the mind, under any
circumstance, revolts.43

Sixteen years later, in 1815, Thomas Bakewell, the lay owner of a
private madhouse in England, protested, in a letter addressed to
the Chairman of the Select Committee of the House of Commons
appointed to inquire into the state of madhouses, that “The gen-
eral treatment of the insane is incontestably wrong; it is an outrage
to the present state of knowledge, to the best feelings of enlightened
humanity, and to national policy. . . . Large Public Asylums for
the Insane are certainly wrong, upon system; for nothing can be
more calculated to prevent irecovery, from a state of insanity, than
the horrors of a large Mad House . . .4

John Reid, an English physician and author of the classic
psychiatric text, De Insania (1789), anticipated by nearly two cen-
turies the contemporary psychiatric view that individuals confined
in mental hospitals are taught to act crazy and may become mad in
this way.

It is principally on account of the barbarous and unphilosophical
treatment . . . of mental indisposition [wrote Reid in 1816], that the
receptacles are too often found to be the nurseries of insanity, where
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any, however small an aberration from the ordinary and healthy
standard of nervous excitement may, in due time, be matured and
expanded into the full size and frightful monstrosity of madness. . . .
Many of the depots for the captivity of intellectual invalids may be
regarded only as nurseries for and manufactories of madness.4

The modern ideas that “sanity” and “insanity” are categories
created and used for the purpose of segregating, and thus injuring,
persons classified as insane, and that the aim of confining people
in mental hospitals is not to cure them of an illness but rather
to authenticate them as insane, were clearly set forth by John
Conolly almost 150 years ago. Conolly was a professor of medicine
in the University of London and a prominent psychiatrist in his
time. In his classic work, An Inquiry Concerning the Indications of
Insanity, With Suggestions for the Better Protection and Care of
the Insane, published in 1830, Conolly writes:

They [medical men] have sought for, and imagined, a strong and
definable boundary between sanity and insanity, which has not
only been imaginary, and arbitrarily placed, but, by being supposed
to separate all who were of unsound mind from the rest of men,
has unfortunately been considered a justification of certain measures
against the portion condemned, which, in the case of the majority,
were unnecessary and afflicting . . . Once confined, the very con-
finement is admitted as the strongest of all proofs that a man must
be mad. . . . It matters not that the certificate is probably signed by
those who know little about madness or the necessity of confinement;
or by those who have not carefully examined the patient; a visitor
fears to avow, in the face of such a document, what may be set
down as mere want of penetration in a matter wherein nobody
seems in doubt but himself; or he may even be tempted to affect to
perceive those signs of madness which do not exist.46

Although I have cited the opinions mainly of physicians and
hospital managers, it would be false to believe that theirs were
the sophisticated insights of a scientific avant-garde. On the con-
trary. These ideas about madness and madhouses were common-
place. For example, it was obvious to John Stuart Mill that people
were committed to insane asylums to punish them for deviance, not
to treat them for illness: “. . . the man and still more the woman,
who can be accused either of doing ‘what nobody does,” or of not
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doing ‘what everybody does,’ is . . . in peril of a commission de
lunatico . . .47 It required a long “educational campaign,” which
was crowned with success only in our day, before the public as well
as the medical profession came to accept insanity as an illness and
the insane asylum as a hospital.*

John Perceval, whose views on mental illness were cited earlier,
was a contemporary of John Conolly’s. Being a layman who expe-
rienced confinement in several private mental institutions at first
hand, his observations on commitment deserve attention.

I will be bound to say [wrote Perceval in 18g0] that the greatest
part of the violence that occurs in lunatic asylums is to be attributed
to the conduct of those who are dealing with the disease, not to
the disease itself; and that the behavior which is usually pointed
out by the doctor to the visitors as the symptoms of the complaint
for which the patient is confined, is generally more or less reason-
able, and certainly a natural result, of that confinement, and its
particular refinements in cruelty; for all have their select and ex-
quisite moral and mental, if not bodily tortures.*8

Perceval is thus quite clear that, in the mental hospital, doctor
and patient are locked in a struggle for power, the doctor being
cast in the role of oppressor, the patient in that of victim.#® He is
equally clear, moreover—and in this respect, too, modern psychiatry
has yet to catch up with him—on the role of the mental patient’s
relatives: it is they who empower the physician to control and
restrain the patient.

But when the lunatic doctors say that the presence of friends is
hurtful to lunatic patients [Perceval observes], they are not aware
of the fact—at any rate they do not acknowledge it—that the vio-
lent emotions and disturbance of spirit, which takes place on their
sudden meeting with them MAY arise from their being overcome
by a sense of their relations’ conduct toward them, in neglecting
* “Why had the mental health movement, as it is called now, been as successful
as it had during the half century since 19goo?” asks Robert H. Felix. (Mental
Iliness, p. 32.) He gives the credit for this to Clifford Beers and the mental
health propaganda machinery he built. The “success” of the Mental Health
Movement to which Felix refers is not measured, however, by the development
of effective “treatments” for “mental illness,” but by the profession’s ability to
find many cases of the disease, and to channel into its coffers commensurately
huge portions of the federal and state tax levies.
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and abandoning them to the care and control of strangers, and from
the treatment of the doctors themselves. The doctors naturally do
not acknowledge this, for if they are acting from stupidity, their
pride refuses correction, and will not admit the suspicion of being
wrong; if they are acting with duplicity and hypocrisy, they
necessarily preserve their character, and cannot in consistency
confess that there is any error on their part—who can expect it
of them? You cannot gather grapes from thorns. Nevertheless, it is
true.5 [Italics in the original.]

Perceval also calls attention to some parallels between the
Inquisition and Institutional Psychiatry. To be sure, Perceval’s
analogy is not Zilboorg’s, but its mirror image. It is not that witches
and mental patients are alike; on the contrary, it is because inquis-
itors and psychiatrists are alike that they treat their victims
similarly. “Where,” asks Perceval, “is the boast of the Protestant
religion—where is liberty of conscience, if the lunatic doctor is
allowed to be supreme judge over his patients in these matters,
when lunatic asylums supply the place of the Inquisition, and in a
form so dreadful?”’s!

The parallel between the Inquisition and Institutional Psy-
chiatry was put in more complete form by Mrs. E. P. W. Packard,
who was committed to the Jacksonville State Hospital in Illinois,
in 1860, by her clergyman husband. This commitment, as best one
can reconstruct the case, was based on disagreements between
the Reverend Packard and his wife over matters of religious faith
and observance. After Mrs. Packard secured her release—through
what must be one of the earliest writs of habeas corpus sustained
by a mental patient in the United States—she published an account
of her experiences in the hospital. In it she wrote:

Had I lived in the sixteenth instead of the nineteenth century my
husband would have used the laws of the day to punish me as a
heretic for this departure from the established creed—while under
the influence of some intolerant spirit he now uses this autocratic
institution as a means of torture to bring about the same result—
namely a recantation of my faith. In other words, instead of calling
me by the obsolete title of heretic, he modernizes his phrase by
substituting insanity instead of heresy as the crime for which I am
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now sentenced to endless imprisonment in one of our Modern
Inquisitions. . . . Much that is now called insanity will be looked
upon by future ages with a feeling similar to what we feel toward
those who suffered as witches in Salem, Massachusetts.52 [Italics in
the original.]

The similarities between Mrs. Packard and the Salem witches
are perhaps even greater than Mrs. Packard realized. In both cases,
the victims were persecuted on the grounds of an ideology held
unquestioningly by experts and laity alike; and in both, the
accused never challenged the logical basis of the accusation, their
complaint being limited to the claim that they had been erron-
eously identified as members of the “offending” class. Mrs. Pack-
ard did not doubt that insanity existed and that it was proper to
confine madmen in mental hospitals, even against their will. But
she was not one of them, she insisted. Others who have reviewed
her case—even as careful a student of psychiatric history as Albert
Deutsch—thought that she was probably mentally ill. “Whether
Mrs. Packard was mentally sound or not at the time of her
commitment or confinement,” writes Deutsch, ‘“‘is a moot question.
It appears to be established that she suffered from certain delusions,
and had been a patient at the Worcester State Hospital in Mass-
achusetts for a brief period when a girl.”s3

Deutsch gets caught here in the same trap that ensnares all who
treat the rhetoric of oppression as if it were a dialogue between
equals. The accused—witch, Jew, mental patient—must be at fault
or guilty, or else he would not be accused by “honest” men. What
such ‘“reasonable” critics of mental health practices as Deutsch
fail to see is that in a relationship where one party controls
another by brute force, the former forfeits all possibility of a
dialogue with the latter; and, before a critical observer not subject
to his power, he forfeits all claim.to credibility as well.

Nothing shows the hold of an ideology upon the mind of men
more clearly than this stubborn adherence, by both accusers and
accused, to the identical imagery and vocabulary. The history of
witchcraft abounds in the same kinds of charges and refutations
of being a witch, accusers and defenders alike having not the
slightest doubt about the existence of witches. The same basic
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acceptance of the existence of mental illness characterizes con-
temporary accounts of the “railroading” of “sane” men and women
into insane asylums.

In the annals of witchcraft, the case of Mary Easty parallels
closely that of Mrs. Packard. In 1692, in Salem, Massachusetts, Mary
Easty was accused of witchcraft and was put to death. In an Intro-
duction to a reprinting of her “Petition,” Edmund S. Morgan notes
that “She might easily have escaped the punishment [of death]
by admitting guilt and throwing herself on the mercy of the court.
To have done so would have been to belie her conscience and jeop-
ardize her soul. Mary Easty did not share our enlightenment about
the nonexistence of witchcraft. She knew that Satan was abroad in
the world and that the court which condemned her was doing its
best to combat him. She wished her judges well. But she knew
she was not guilty, and she did not dare lie to save her life.”’5¢

Mary Easty was, indeed, a tragic victim. Naive and trusting,
she respected her executioners to the minute of her death. “I
question not,” she writes in her “Petition” to her judges, “but your
honours does the utmost of your Powers in the discovery and
detecting of witchcraft and witches and would not be guilty of
innocent blood for the world . . . the Lord in His infinite mercy
direct you in this great work if it be His blessed will that no more
innocent blood be shed.”55

Mary Easty argues that she is not a witch; Mrs. Packard, that
she is not insane; and the victims of our Mental Health Movement,
that they are not mentally ill. None denies the reality of witchcraft,
or of mental illness.

Trevor-Roper emphasizes this great power of the dominant
ideology on the minds of men, as seen in the history of witchcraft.

To the end of the witch-craze [he writes], although we always hear
it said that there are some who deny the very existence of witches,
we never actually hear the denials. To the last, the most radical
argument against the witch-craze is not that witches do not exist,
not even that the pact with Satan is impossible, but simply that
the judges err in their identification. The “poor doting women,”
as Scot called them, . .. They were “melancholic.” This was a very
tiresome doctrine. . . . It could not be refuted. But equally it could
not refute the witch-craze. Logically, it left it untouched.5¢
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Trevor-Roper’s observation on the absence of fundamental crit-
icism of the doctrine of witchcraft during the witch-hunts is well
taken. The same may be said, however, about the mythology of any
popular mass-movement. Dissent from such ideologies is both
conceptually difficult and personally hazardous. Ideologies couched
in a salvational or therapeutic vocabulary are particularly resistant
to criticism. Such belief-systems command not only obedience to
the truth, as revealed to priests or physicians, but also define skepti-
cism as heresy or madness.* The real significance of the therapeutic
rhetoric thus lies in its power to disarm both victim and critic.
For, in a Christian society, who can be opposed to God? Only a
heretic. And in a scientific society, who can be opposed to mental
health? Only a madman.} In the days of the witch-mania, the pop-
ular consensus supported the Inquisition: “. . . none dared to raise a
voice against what was everywhere regarded by pious souls as sup-
plying the most urgent need of the time,” comments Lea.’” There
is a similar consensus in the United States today that, next to na-
tional defense, the gravest social problem is mental illness. This
justifies not only vast expenditures of public funds, but also the
use of extrajudicial methods of social control.

Who can criticize such popular excesses? Julien Benda felt that
this was the fundamental moral duty of the intellectuals.’® But it

* Historians of the witch-hunts have seen this. Thus, Pennethorne Hughes
writes: “For the Faithful it was an Age of Faith and, as such, all embracing.
Criticism was madness, and heretics and witches were lynched with the terrified
cruelty with which animals will dispatch one of their own kind which suffers
from a deformity. If Totality admits toleration, its case is lost.” (Pennethorne
Hughes, Witcheraft, p. 59.)

Persecutions in the name of science (or, better, scientism) have emulated and
even outdone those waged in the name of religion. No one disputes this any
longer. The only disagreement that remains is between the optimists, who see
the scientistic witch-hunts largely behind us, in such things as Nazism and
Stalinism; and the pessimists, who see the worst possibly still ahead of us, in
such things as the progressive dehumanization of man through the unopposed
powers of massive central governments.

t+If a person disagrees with and disobeys authority, when that authority
is religious, then he is the Devil or is possessed by the Devil. Likewise, if a
person disagrees with and disobeys authority, when that authority is scientific,
then he is insane or mad. In the last analysis, this is a matter of definition.
The Devil, the heretic, the witch are defined as rebels against God and his vicars
on earth—that is, the Church and the priest. Similarly, the insane, the madman,
the psychotic are rebels against Nature and her experts on earth—that is,
Medicine and the physician.
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would be a mistake to believe that the intellectuals as a group,
or any other group, could maintain such a posture and survive
in a society overwhelmingly hostile to it. It seems to me, therefore,
that the task of social criticism must remain forever in the hands
of individuals. Harassed or persecuted, an individual can more
easily survive than an organization.

There is no historical evidence that any group of intellectuals—
whether it be clergymen, lawyers, physicians, or educators—
resisted the popular beliefs of its time. Individuals often have.
Robbins errs, therefore, when he asserts that “What makes witch-
craft so repellent, and morally lower than fascism, is that through-
out civilized Europe, in every country (with the possible later
exception of Holland), the clergy led the persecutions and condoned
them in the name of Christianity, while the lawyers and judges
and professors abetted them in the name of reason.”?® The identical
criticism of “lawyers and judges and professors”—and of clergymen
and physicians as well—could be made in the case of Negro
Slavery®® or Institutional Psychiatry.

The lesson taught by the Inquisition and its ideology of spiritual
salvation is one that modern man, faced with the new Inquisition
of Psychiatry and its ideology of secular salvation, can ignore
only at his own peril. The lesson is that man must forever choose
between liberty and such competing values as health, security, or
welfare. And if he chooses liberty, he must be prepared to pay
its price—not only in eternal vigilance against malevolent tyrants,
bent on enslaving their subjects; in eternal skepticism of benevolent
priests and psychiatrists, bent on curing souls and minds; but also
in eternal opposition to enlightened majorities, bent on reforming
misguided minorities.



PART II

THE MANUFACTURE
OF MADNESS

[The Grand Inquisitor:] Oh, we shall persuade
them that they will only become free when they re-
nounce their freedom to us and submit to us. And
shall we be right or shall we be lying? They will be
convinced that we are right . . .

—John Stuart Mill2

In former days, when it was proposed to burn
atheists, charitable people used to suggest putting
them in the madhouse instead; it would be nothing
surprising now-a-days were we to see this done, and
the doers applauding themselves, because, instead
of persecuting for religion, they had adopted so
humane and Christian a mode of treating these
unfortunates, not without a silent satisfaction at
their having thereby obtained their deserts.

~John Stuart Mill2



THE NEW MANUFACTURERS—
BENJAMIN RUSH, THE FATHER
OF AMERICAN PSYCHIATRY

When the Jeffersonian came upon the concept of
evil in theology or moral philosophy, he naturalized
it into just another bodily disease: a disease, indeed,
of the moral sense, but essentially no different from
others. To reproach a man because his moral sense
was corruptible was like blaming him for suscep-
tibility to yellow fever—like reproaching a wagon
for its broken wheel.

—Daniel J. Boorstinl

The metamorphosis of the medieval into the modern mind entailed
a vast ideological conversion from the perspective of theology to
that of science. My thesis is that the development of the concept
of mental illness is best understood as part of this change. The
conditions or behaviors we now call mental diseases were not dis-
covered as diseases such as diabetes mellitus or myocardial infarction
were. Instead, they had formerly been known by other names, such
as heresy, buggery, sin, possession, and so forth—or had been ac-
cepted as customary and natural and were therefore not designated
by special names. In the eighteenth and nineteenth centuries, a host
of such phenomena—never before conceptualized in medical terms
—were renamed or reclassified as illnesses. This process, which led to
the creation of the discipline known as psychiatry, is an integral part

137



138 The Manufacture of Madness

of the larger process which substituted scientific concepts for reli-
gious ones. Nature thus displaced God; the State, the Church; and
mental illness, witchcraft.

In the natural sciences, we have thus witnessed a profound
change in ideas and practices: we use fertilizers, not animal sac-
rifices, to improve our crops; drugs and surgery, not sympathetic
magic, to cure diseases; and energy, derived from the movement
of water, the burning of fos:il fuels, and the reaction of fissionable
materials, not prayer, to move the seas and smite our enemies. There
has been no comparable change, however, in the “social sciences.”*
Descriptions and explanations of human behavior and social con-
trol are, more often than not, merely a papering over, with a fresh,
scientific-sounding vocabulary, of earlier religious descriptions and
explanations. This is especially clear, as we have seen, in the
replacement of the theological concept of heresy with the medical
concept of mental illness, and of the religious sanctions of confine-
ment in a dungeon or burning at the stake with the psychiatric
sanctions of confinement in a hospital or tortures called treatments.

This change in the conceptualization and control of personal
conduct, from the religious and moral to the medical and social, is
dramatically displayed in the ideas and practices of most of the
psychiatrists of the Enlightenment. An outstanding exemplar is
Benjamin Rush. His ideas and work will illustrate my propositions
about the origin, nature, and uses of the concept of mental illness.

Benjamin Rush (1746-1813), was Physician General of the Con-
tinental Army and served as Professor of Physic and Dean of the
Medical School at the University of Pennsylvania. He is the undis-
puted Father of American Psychiatry: his portrait adorns the
official seal of the American Psychiatric Association. What kind of
man was he? What were his psychiatric ideas and practices?

Rush is hailed as the founder of American psychiatry because
he claimed that there is no difference between mental and bodily

* I have placed quotation marks around the term social sciences to indicate the
scientifically dubious character of the disciplines usually subsumed under this
heading or, at least, their fundamental differences from the physical sciences.
These differences stem from the subject matter of each—persons or human
beings, in the case of social science, things or nonhuman beings, in that of
natural science. Although my following remarks are directed mainly toward
psychiatry, they apply generally also to history, psychology, political science,
sociology, and social work.
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diseases, and because, through his great personal influence as a
successful physician and friend of the Founding Fathers, he was
able to implement his ideas on mental illness. In short, he was the
first American physician to urge the medicalization of social prob-
lems and their coercive control by means of “therapeutic” rather
than “punitive” sanctions. As we shall see, Rush’s ideas still sound
remarkably fresh. This is because the social problems Rush tried
to control are still with us, and because we are still trying to
control them through medical sanctions.

In 1812 Rush published his magnum opus, titled Medical In-
quiries and Observations upon the Diseases of the Mind? a work
that went through many editions, was translated into several
languages, and helped establish psychiatry as a medical specialty.
In a letter to his friend John Adams, Rush writes: “The subjects
of [mental diseases] have hitherto been enveloped in mystery. I
have endeavored to bring them down to the level of all other
diseases of the human body, and to show that the mind and the
body are moved by the same causes and subject to the same laws.”*

Rush’s evidence for his belief that so-called mental patients
were physically ill was, of course, woefully inadequate. He based
this view on such observations as that “. . . seven-eighths of all the
deranged patients in the Pennsylvania Hospital in the year 1811
had frequent pulses . . .”® Coupled with Rush’s personal authority,
however, this “symptom,” interpreted as “. . . an unequivocal mark
of intellectual derangement,” sufficed to obtain a Presidential par-
don for a convicted murderer.® Unable to prove empirically that
mental and physical illnesses were the same, Rush tried to “prove”
it strategically, by treating both in the same way: “I infer madness
to be primarily seated in the blood-vessels, from the remedies which
most speedily and certainly cure it, being exactly the same as those
which cure fever or disease in the blood-vessels from other causes,
and in other parts of the body.”* 7

In contrast to the discoveries of his contemporaries in the physical
sciences, Rush, the much-hailed medical scientist, discovered noth-
ing. To be sure, he innovated. He used the concept of insanity in
a novel way. For example, Rush believed that after the Peace of
* Contemporary psychiatrists employ the same strategy. By treating mental

patients with hospitalization and drugs, they “prove” that such individuals are
sick and suffer from an illness.
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1783, the people of the United States were not prepared for their
new situation; and he gave the following explanation for their
behavior: “The excess of the passion for liberty, inflamed by the
successful issue of the war, produced, in many people, opinions and
conduct, which could not be removed by reason nor restrained
by government. . . . The extensive influence which these opinions
had upon the understandings, passions, and morals of many of
the citizens of the United States, constituted a form of insanity,
which I shall take the liberty of distinguishing by the name of
anarchia.”8

This was not an isolated psychiatric interpretation of the popular
mood—a poetic metaphor in medical idiom—that Rush allowed
himself. On the contrary, it was a fixed point of view, truly a
pair of ideological glasses, through which Rush gazed at the world.
His eyes thus beheld the world in terms of sickness and health. He
categorized opposition to the Revolution as illness; support of it, as
therapy. Americans loyal to the British Crown “tended to suffer
from a disease which Rush christened ‘revolutiona.’ . . . [Whereas]
women who favored the Revolutionary cause were cured of hys-
teria.”®

Rush was a master of the medical metaphor, recasting moral and
social problems in medical terms. Illustrative of this is a kind of
dictionary he devised, called 4 Moral and Physical Thermometer,
which gave the medical equivalents of moral terms. “At the top
of the scale,” explains Carl Binger, “is temperance, which leads to
health and wealth. This is compatible with drinking water, milk,
and small beer. Cheerfulness, strength, and nourishment can also be
had with cider and perry, wine, porter, and strong beer when taken
only in small quantities, and at meals. Then the scale descends
rapidly to a freezing 70° below zero, beginning with punch and
passing through toddy and egg rum, grog, flip and shrub, bitters
infused in cordials . . . ,”1? and so on. In a letter to Jeremy Belknap,
Rush writes: “In the year 1915, a drunkard I hope will be as
infamous in society as a liar or thief, and the use of spirits as un-
common in families as a drink made of a solution of arsenic or a
decoction of hemlock.”!!

In other words, Rush was composing propaganda against alcohol,
making full use of the rhetoric of medicine. Binger believes that
“it is to his credit that, in spite of his moral outrage, Rush rec-
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ognized addiction to strong drink as a medical and public health
problem of the first magnitude, which it still unfortunately re-
mains.”1? What one thinks of Rush’s tactics depends, of course, on
what one thinks of the ideology of psychiatric imperialism and its
attendant quasi-medical sanctions. Binger, himself a prominent
figure in the American mental health movement, hails Rush for
“recognizing” drinking as a medical problem. But Rush did not
recognize that drinking was a medical problem; he defined it as
one.*

With regard to the obscene talk of so-called madmen, Rush held
that their words had no meaning and hence were “as devoid of
impiety as an epileptic fit . . .”"—a view he attributed to the “teach-
ing . . . of the science of medicine . . .”*® To hold such an opinion,
it was necessary for Rush to treat men as inanimate objects. He did
just that, comparing “The apparent vices of such deranged people
. . . to the offensive substances that are sometimes thrown upon the
surface of the globe by an earthquake . . .”!* Having started to
march down the road of reinterpreting social deviance as mental
illness, Rush was prepared to go all the way. Just how far he
actually went will seem incredible, even to the contemporary
reader accustomed to viewing all kinds of undesirable conduct as
the manifestation of mental disorder.

“Chagrin, shame, fear, terror, anger,” Rush declares without
any qualifications, “unfit for legal acts, are transient madness.
. . . Suicide is madness.”?5> And he fearlessly defines sanity and
insanity: “Sanity—aptitude to judge things like other men, and
regular habits, etc. Insanity a departure from this.”1® Rush thus
equates social conformity with mental health, and social noncon-
formity with mental illness. But who should judge whether the
individual conforms or not? “Physicians best judges of sanity,”'?

*In an effort to humanize the law through psychiatry, the American Civil
Liberties Union is now mistaking, as Rush had mistaken nearly two hundred
years ago, promotive rhetoric for descriptive assertion. After hailing the Supreme
Court's 1962 decision declaring narcotic addiction a disease, not a crime,
Markmann notes with approval that the Union “has begun a similar campaign
against the parallel callousness that treats the alcoholic as a criminal he is not
rather than as the sick man he is . . . the Union will attempt to bring the law
abreast of medicine and justice.” (Charles Lam Markmann, The Noblest Cry,
p. 406.) For a critical discussion of the disease concept of alcoholism, see Thomas
S. Szasz, Alcoholism: A socioethical perspective, Western Med., 7: 15-21 (Dec.),
1966.
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Rush answers, as if anticipating the question. It is not surprising
that he is the patron saint of the American Psychiatric Association,
and of historians of psychiatry forever trying to persuade people that
social nonconformity is illness, not deviance, and that psychiatry is
a branch of medicine, not of the police. It is remarkable, too, how
Rush—who signed the Declaration of Independence and was on
friendly terms with many of the Founding Fathers—viewed the
legal and political status of the alleged madman. “Absence of
reason,” he opined, “annuls a man’s social compact, disfranchises
him, takes away testimony, morality, etc.”18 Psychiatrists still
employ this figure of speech in justifying their violence against the
so-called mental patient. But Rush, an exceptionally well-educated
man with fine command of the English language, must have known
that this was deceitful rhetoric. “Absence of reason” cannot annul a
man’s social compact, nor can it disfranchise him; it can only
render him stupid or ill equipped for citizenship. It is individuals
(who wield power), not diseases (that impair mental faculties), that
impose legal and political limitations, such as Rush enumerates,
on other men.

Rush also maintained that crimes were diseases. This idea is
often credited, falsely, to modern psychiatrists. One of the classes
of mental illnesses he devised he called “‘derangements in the will.”
Murder and theft are “symptoms” of this disease-complex. “I have
selected,” Rush writes, “those two symptoms of this disease (for
they are not vices) from its other morbid effects, in order to rescue
persons affected with them from the arm of the law, and to render
them the subjects of the kind and lenient hand of medicine.”1?
Just how kind and lenient Rush’s hand was we shall see presently.
It is worth noting that in the foregoing passage Rush admits, per-
haps unwittingly, that he considers murder and theft diseases not
because they are diseases, but to justify the transfer of murderers
and thieves from the control of policemen and judges to that of
physicians and the keepers of madhouses.

Rush regarded lying as also a disease, indeed, “a corporeal
disease. . . . Persons thus diseased cannot speak the truth upon
any subject . . . 720 The fact that most of the diseases Rush “discov-
ered” were incurable apparently did not bother him. “Lying, as
a vice, is said to be incurable. The same thing may be said of it as
a disease, when it appears in adult life.”2!
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Most revealing of Rush’s blueprint for a psychiatric inquisition
is his “discovery” of the mental disease he calls “Derangement in
the Principle of Faith, or the Believing Faculty.”22 “This faculty
of the mind,” Rush asserts, “is subject to disorder as well as to
disease; that is, to an inability to believe things that are supported
by all the evidence that usually enforces belief.”?? Among examples
of patients suffering from this mental disease, Rush lists “persons
who deny their belief in the utility of medicine, as practiced by
regular bred physicians, believing implicitly in quacks; [and] per-
sons who refuse to admit human testimony in favour of the truths
of the Christian religion, believing in all the events of profane
history.”24

So starkly put, the aim of the semantic conversion from morals
to medicine is embarrassingly clear. Cui bono? Who profits from it?
The patient? No. The clergyman? No. The physician? Yes.

That Rush’s medical conceptualization of social problems—
or of personal conduct of which he disapproved—served to justify
their medical control is made unmistakably clear by his own
writings and utterances. “If he was irritated and distressed by the
follies of his fellows,” Binger tells us, “he tried to explain them
away by saying that most men were ‘madmen at large.’ 25 Rush was
a fervent advocate of psychiatric confinement as a method of
“treatment” and would evidently have preferred to have his
enemies behind psychiatric bars, or worse. For “lying . . . as a
disease,” for example, he prescribes, as “its only remedy . . . bodily
pain, inflicted by the rod, or confinement, or abstinence from
food.”’26

The same principles and methods—medical diagnosis, followed
by coercive controls based on it—characterize Rush’s position
on alcoholism. He not only proclaims that the “use of strong
drink” is a disease; he also advocates its coercive medical control.
To exercise such control, he unhesitatingly enlists the police power
of the State. It is not hard to understand why American psychiatry
claims him as its founding father. “They [the users of strong
drink] are as much the objects of public humanity and charity,”
asserts Rush, “as mad people. They are indeed more hurtful to
society, than most of the deranged patients of a common hospital
would be, if they were set at liberty. Who can calculate the extensive
influence of a drunken husband or wife upon the property and
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morals of their families . . .”?” Thus did the protection of property
and morals become a medical problem. Binger, we may note, is
in unqualified agreement with Rush’s views on alcoholism. He
comments that “After more than a century and a half we can
only echo and applaud these sentiments. . . . Society has not, as yet,
followed his advice nor met this still imperative need.”28

The Puritan ethic is thus disguised as a medical concern based
on scientific facts about diseases and their cures. The results are the
psychiatric rhetoric of diagnosis and treatment, and the psychiatric
practice of coercion and oppression in the name of mental health.
In assuming this posture, the zealous medical man has replaced
the crusading clergy. Even Binger acknowledges that Rush was an
evangelistic reformer, characterizing him as “never the pure scien-
tist who could look at human folly with cool detachment, he was
a Savanarola rather than a Leonardo.”2®

Not surprisingly, we find that “Rush also turned his reformer’s
zeal against the habitual use of tobacco, which he thought led to a
desire for strong drink and was injurious to both health and
morals. He found smokers generally offensive.”30 In his battle against
tobacco,* as in that against alcohol, Rush’s weapon was not argu-
ment based on information, but intimidation based on threat. It
was the old brimstone and hell-fire tactic, expressed in the language
of medicine. Rush threatened his would-be patients—and he con-
sidered all of society to be his patients—with the dreadful medical
consequences of drinking and smoking, just as his brethren of the
cloth threatened their parishioners—and everyone else they could
lay their hands on—with eternal damnation.

Binger says that Rush “regarded himself as a doctor not only to
sick men and women but also to the ills of society.”3! Moreover,
“the 18th century physician was an authoritarian figure and Rush,

* There was apparently no conflict between Rush’s war on smoking and his
cordial friendship with Jefferson and other landowners whose income was often
derived largely from growing tobacco. In the year 1799, for example, Jefferson’s
crop of tobacco totaled 43,433 pounds. (Nathan S. Schachner, Thomas Jefferson,
p- 643.) This contradiction between condemning tobacco as a danger to health
while at the same time encouraging its cultivation and profiting from its sale,
Benjamin Rush bequeathed to the nation he helped create. Long neglected,
this heirloom has been rediscovered of late; the upshot is that the United
States Government now condemns smoking through its Department of Health,
Education, and Welfare, but subsidizes tobacco farming through its Department
of Agriculture.
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because of his extraordinary personal magnetism and intelligence
and his reputation as America’s greatest doctor, was the very
embodiment of authority. He did not hesitate to exploit this by
the use of moral and emotional persuasion.”32

Binger tries to whitewash Rush’s autocratic methods which in-
cluded far more than “persuasion.” Binger himself reports, for
example, that “if his patient thought he had a snake in his stomach,
Rush would not hesitate to have one placed in waat he calls his
close-stool.”38 Nor was this an isolated lie. On the contrary, it was
an instance of systematic deception in the service of what Rush
considered psychiatric therapy. “Cures for patients who suppose
themselves to be glass,” Rush advises, “may easily be performed
by pulling a chair upon which they are about to sit from under
them, and afterwards showing them a large collection of pieces
of glass as the fragments of their bodies.”3¢ In like vein, Rush relates
with approval the cure of a patient “who believed himself to be
a plant. One of his conmipanions, who favored his delusion, per-
suaded him he could not thrive without being watered, and while
he made the patient believe, for some time, he was pouring water
from the spout of a teapot, discharged his urine upon his head.”3s
Another treatment which Rush recommends, he describes as fol-
lows: “I have heard of a person afflicted with this disease [madness],
who supposed himself to be dead, who was instantly cured by a
physician proposing to his friends, in his hearing, to open his
body, in order to discover the cause of his death.”’*38

These episodes illustrate the essential relationship between
alienist and mental patient and the attendant concepts of madness
and cure. If the citizen tells a falsehood, he is a sick patient suffer-
ing from a mental illness; if the psychiatrist does, he is a magnan-
imous therapist performing a cure.}

Binger recognizes that “Control was the essence of Rush’s thera-
peutic activity,”3” but, once again, he minimizes Rush’s zeal,
intrusiveness, and outright brutality. The ‘“control” Binger speaks
* For a story of a similar psychiatric “cure,” see Spitzka’s description of the
recovery of a young man suffering from “masturbatory insanity” upon discover-
ing the family plot to commit him to an insane asylum (Chapter 11).

1 Rush solved the moral problem inherent in the physicians’ deception of the
patient by asserting that the ends justify the means: “. . . the deception [of the

patient] would be a justifiable one if it served to cure him of his disease.”
(Rush, Medical Inquiries, p. 109.)
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of was directed exclusively toward the patient. Self-control was not
a part of Rush’s therapeutic “armamentarium.” It continues in
short supply in that of the contemporary psychiatrist. To do
nothing was anathema to Rush. Since I believe the kinds of
“therapeutic” measures Rush used on psychiatric patients reveal the
kind of man he was (a connection equally valid for psychiatrists
today), we must pay special attention to them.

Rush believed that to cure madness, the physician had to
gain complete control over the person of the madman. He was
not alone in subscribing to this view, which, indeed, was held by
most contemporary physicians. The great Philippe Pinel—who is
always thought of as having removed the chains from the insane—
was himself an uncompromising advocate of psychiatric coercion.
In fact, he opposed chains and bodily assaults on mental patients,
not because he wanted to restore them to liberty, but because he
believed that, in a properly run madhouse, the patients should be
so impressed with the overwhelming authority and power of the
keepers that such crude methods of control should be unnecessary.
Pinel's Treatise on Insanity abounds with the praise of “intimida-
tion” and “coercion,” as the following excerpts show: “If [the mad-
man is] met, however, by a force evidently and convincingly superior,
he submits without opposition or violence.” “In the preceding cases
of insanity, we trace the happy effects of intimidation, without
severity; of oppression, without violence; and of triumph, without
outrage.” *38

For his part, Rush advocated not only conscious deceptions and
lies, but a variety of other interventions—and especially involuntary
hospitalization—as “therapeutic” methods. “It will be necessary,”

* This view is still exceedingly popular among institutional psychiatrists.
Masserman, for example, frankly states that psychiatry can be better practiced
in the military service than in civilian life because in the former setting the
physician can exercise an “authority . . . over them [the patients]” which he
lacks in the latter. (Jules H. Masserman, The Practice of Dynamic Psychiatry,
pP- 634.) In a like vein, Glasser considers coercive control over the patient a
technical asset, not a moral liability. When a “. . . wealthy, young, overindulged,
satisfactorily married mother of two whose only obvious problem was over-
weight . . .” tauntingly asks Glascer why he can’t help her and contrasts this
with his ability to “help” institutionalized delinquent girls, he retorts: “Because
I can’t lock you up. If I could, you know as well as I do that you would
change.” (William Glasser, Reality Therapy, p. 142.)
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writes Rush, “to mention the means of establishing a complete
government over patients afflicted with it [madness], and thus,
by securing their obedience, respect, and affections, to enable a
physician to apply his remedies with ease, certainty, and success.”3®

One of Rush’s favorite remedies was “terror,” which, he believed,
“acts powerfully upon the body, through the medium of the mind,
and should be employed in the cure of madness.”*® To terrorize
the patient properly, it was necessary to remove him from his home
and incarcerate him in a madhouse. This Rush considered thera-
peutic: “The effect of thus depriving a madman of his liberty
has sometimes been of the most salutary nature . . .”4! In Rush’s
day, such incarceration was easily accomplished. Until the middle
of the nineteenth century, the American physician had uncontested
power to compel the medical detention of any individual whom he
considered in need of care for mental disease. To arrange for
the admission of a patient, all Rush had to do was to write, “on
a chance scrap of paper,” as Deutsch tells it, that “ ‘James Sproul
is a proper patient for the Pennsylvania Hospital,’ and append
his signature.”42

It would be wrong to believe, however, that Rush was oblivious
to the deprivation of personal liberty inherent in medical or psy-
chiatric incarceration. He simply thought, as do many modern
psychiatrists, that such loss of liberty was amply justified by the
protection of society so afforded. The psychiatric perspective on civil
commitment has not advanced one inch beyond Rush’s position
on this subject. “Let it not be said,” declares Rush about his pro-
posal to incarcerate drunkards, “that confining such persons in a
hospital would be an infringement upon personal liberty, incom-
patible with the freedom of our governments. We do not use this
argument when we confine a thief in a jail, and yet, taking the
aggregate evil of the greater number of drunkards than thieves
into consideration, and the greater evils which the influence of
their immoral example and conduct introduce into society than
stealing, it must be obvious that the safety and prosperity of a com-
munity will be more promoted by confining them than a common
thief. To prevent injustice or oppression, no person should be
sent to the contemplated hospital, or SOBER HOUSE, without
being examined and committed by a court, consisting of a physician,
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and two or three magistrates, or commissioners appointed for that
purpose.’ *43

Once the patient was psychiatrically imprisoned and rendered
incapable of resisting his physician’s therapeutic efforts, Rush em-
ployed a number of measures which were exceedingly unpleasant
for the subject; indeed, even in Rush’s days, some of these
methods would have been indistinguishable from tortures had they
been used outside of a medical setting. Rush’s own words give him
away. After recommending some of the measures reviewed above,
he declares that “If all the means that have been mentioned should
prove ineffectual to establish a government over deranged patients,
recourse should be had to certain modes of coercion.”# Then,
having surveyed the full panoply of his psychiatric interventions,
Rush notes, with evident satisfaction, that “By the proper appli-
cation of these mild and terrifying modes of punishment, chains
will seldom, and the whip never, be required to govern mad people.
I except only from the use of the latter, those cases in which a
sudden and unprovoked [sic!] assault of their physicians or keepers
may render a stroke or two of the whip, or of the hand, a necessary
measure of self-defense.”45

Sometimes Rush classifies his methods as ‘“treatments,” and at
other times as ‘“punishments.” The following example makes
unmistakably clear how Rush thought of madmen: he compares
them to untamed animals whom it is the physician’s duty to subdue.
In his list of therapeutic recommendations—among which we find
“confinement by means of a strait waistcoat, . . . privation of their
customary pleasant food, . . . pouring cold water under the coat
sleeve . . . ,”46 blood-letting, solitude, and darkness—Rush includes
“an erect position of the body.” This method works as follows:
“There is a method of taming refractory horses in England, by
first impounding them, as it is called, and then keeping them from
lying down or sleeping, by thrusting sharp pointed nails into their
bodies for two or three days and nights. The same advantages, I
have no doubt, might be derived from keeping madmen in a stand-

* The principles and practices of psychiatric justice here advocated by Rush
not only characterize the administration of Soviet law, but are also becoming
steadily more influential in the administration of English and American law.
The resultant political organization I have named the “Therapeutic State.”
(Thomas 8. Szasz, Law, Liberty, and Psychiatry, and Psychiatric Justice.)
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ing posture, and awake, for four and twenty hours, but by different
and more lenient means.”4?

One of Rush’s most celebrated therapeutic inventions was a
contraption he called the “tranquilizer.” Deutsch describes this
apparatus as follows: “. . . the tranquilizer consisted of a chair to
which the patient was strapped hand and foot, together with a
device for holding the head in a fixed position. This mechanism
was intended to reduce the pulse through lessening the muscular
action . . . of the patient’s body. Although it would be viewed
by moderns as a device of fiendish torture, it was really invented
by Rush out of humane considerations.”*® It would seem that
Rush’s contemporaries must have regarded this device as a form
of torture, too, for there is no evidence that they ever submitted
to its use voluntarily.*

Like many psychiatric discoveries and inventions, Rush’s tran-
quilizing chair was an adaptation of an inquisitorial device for
dealing with witches, called the witch-chair. This contraption was
“an iron chair, with blunt studs all over it, in which the accused
was fastened, while fire was lit below the seat. . . . The idea of torture
had been that it helped the truth. Pain brought the human spirit
to its last point of mortal existence; there, in its nakedness, it was
asked and answered the question.”*®

The second of Rush’s psychiatric-therapeutic inventions was a
machine he called the “gyrator.” This consisted of “a rotating board
to which patients suffering from ‘torpid madness’ were strapped
with the head farthest from the center. It could be rotated at terrific
rates of speed, causing the blood to rush to the head . . .”50

It is ironic, indeed, that in our day, when psychiatrists and social
scientists coldly reject “patriotism” as a justification for violence
against external enemies, they warmly embrace “therapeutism” as

* With the development of modern pharmacological techniques, psychiatrists
turned to barbiturates for extracting truth from mental patients, and to
phenothiazines for subduing them. The “armamentarium” (as medically oriented
psychiatrists like to refer to their methods) of the psychiatric therapist has
indeed kept pace with advances in the technology of violence. As soldiers need
no longer be bayoneted to death in hand-to-hand combat, but may be killed
instead by rockets from airplanes, so mental patients need no longer be wrapped
in strait jackets but may be injected instead with drugs, which, if necessary, may
be shot into them from guns specifically designed for the purpose. See, Bringing
violent psychotics back alive; gun that fires drug-filled syringe is aimed at
subduing patients safely. (Med. World News, Sept. 8, 1957, p. 71.)
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justification for violence against mental patients. As we just saw,
Deutsch tells the reader that Rush invented the “tranquilizer” out
of “humane considerations.” Actually, we cannot be certain why
he invented it. We know only that Rush claimed to have been
motivated by benevolence. In a letter dated 1810, he described
the purpose of his invention thus: “To obviate these evils [of the
strait waistcoat], and at the same time to retain all the benefits of
coercion, 1 requested an ingenious cabinetmaker . . .”5! (Italics
added.) Binger, however, consistently defends Rush’s actions as fully
justified by his motives.

Psychiatry will not abandon its coercive and violent methods until
it repudiates them in its heroes. This is why I criticize not only
Rush’s treatment of the insane, but also contemporary psychiatrists’
and social scientists’ acceptance of it and apologies for it.* The
facts are no longer in dispute. Even Deutsch recognizes them, al-
though he writes about them without incriminating Rush or other
“great” psychiatric well-doers. “Strangely enough,” he comments,
“tortures and terrors that had been applied as outright punishments
in previous ages received in this particular age the blessings of
respectable medical theory as praiseworthy therapeutic measures.

* The following brief quotations should suffice to show how psychiatric
propagandists idolize Rush. “It was his heart that revolted at the inhumane
treatment of the insane.” (Sarah R. Riedman and Clarence C. Green, Benjamin
Rush, p. 233.) “[Rush was] laboring to do good even when behaving at his
worst . . . [He] always sought, however violent his therapeutic methods, to be
humane.” (James Thomas Flexner, He sought to do good, New York Times
Book Review, Nov. 13, 1966, p. 60.)

Although psychiatrists and psychiatric historians have only glowing tributes
for Rush as a great humanist, physician, and scientist, others, not identified
with the Mental Health Movement, see him as the very opposite. Thus,
Thomas Jefferson, who knew Rush well and considered him a friend, never-
theless recognized him for the medical menace he was. “In his theory of
bleeding and mercury,” writes Jefferson in a letter to Dr. Thomas Cooper in
1814, “I was ever opposed to my friend Rush, whom I greatly loved; but who
had done much harm, in the sincerest persuasion that he was preserving life
and happiness to all around him.” (Quoted in Maurice B. Strauss [Ed.],
Familiar Medical Quotations, p. 425.)

William B. Bean, a professor of medicine at the University of Iowa and a
noted scholar of medical history, reaffirms Jefferson’s judgment of Rush. “The
heroic aspects of Benjamin Rush [he writes] . . . have made us forget the harm
he did. His willingness to follow the guttering candle of ignorance, his dogmatic
convictions that he was right, his consummate ability to fool himself consistently
helped to kill an unmeasured plenty of his patients in Philadelphia.” (William
B. Bean, Bring out your dead [Editorial], Arch. Intern. Med., 117: 1-3 [Jan.]

1966; p. 3.)
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. . . Physicians specializing in the care of the insane outdid them-
selves in devising ingenious mechanisms for terrorization.”®2 But
this is strange only if we insist on viewing mental illness as a dis-
ease rather than as a successor notion to heresy; psychiatrists as
physicians rather than as successor-enforcers to the inquisitors; and
psychiatric interventions as treatments rather than successor-punish-
ments to inquisitorial tortures.*

The “tranquilizer” and the “gyrator” did not exhaust Rush’s
therapeutic methods. He used “ducking,” which consisted of im-
mersing the patient in water and telling her that she will be
drowned. Deutsch defends this crude adaptation of the witch-
hunter’s ordeal by water by declaring that Rush’s therapies “were
truly gentle when compared with the methods sanctioned by many
of his most celebrated contemporaries,”’s® while Binger calls “duck-
ing” a “kind of ingenious intimidation.”’54

The father of American psychiatry thus emerges as an auto-
cratic, domineering, violent, and zealous person who saw mental
disease wherever he looked, and who was ready to use the most
terrifying measures to control this desperate scourge. We recognize
in this posture the very origin of the harm against which the pro-
tector supposedly guards us. This kind of “diagnostician”—whether
he be priest or physician—does not find witches or madmen; he
creates them. How many victims Rush created, no one, of course,
could say. There is one, however, whose fate deserves brief mention.
I refer to Rush’s son, John.

It may seem uncharitable to discuss the family life of the psy-
chiatrist whose ideas and practices one is considering. Like most
people, 1, too, regard ad hominem arguments as repugnant; I do
not intend to employ any. There is, however, an important differ-
ence, especially in the study of human behavior, between efforts

* An anonymous Spanish inquisitor is said to have remarked, apropos of the
terrors of the Inquisition, that “It is no great matter whether they that die
on account of religion be guilty or innocent, provided we terrify the people
by such examples.” (Herbert J. Muller, Freedom in the Western World, p. 173.)
This comment applies equally to the methods of prescientific medicine and
of Institutional Psychiatry. The psychological connections between helpfulness
and cruelty have, of course, often been noted. Russell had this to say on the
subject: “When we pass in review the opinions of former times which are
now recognized as absurd, it will be found that nine times out of ten they
were such as to justify the infliction of suffering . . . I cannot think of any
instances of an erroneous medical treatment that was agreeable rather than
disagreeable to the patient.” (Bertrand Russell, Unpopular Essays, p. 148.)
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to disqualify a2 man’s ideas and achievements by pointing to some
unedifying feature of his personal life, and noting some aspect of his
personal life for the bearing it has on him, as an individual, both
private and public. The latter use of personal information about
psychiatrists, psychologists, politicians, artists, and others can, I
believe, be both legitimate and instructive.

It is not difficult to see that the first-born son of such a man as
Benjamin Rush might have some difficult problems building an
identity of his own. This, apparently, was the case. John Rush
began to study medicine, dropped it in favor of a naval career, re-
sumed it and got his degree, only to drop it again. On December
11, 1802, Benjamin Rush made this note in his Commonplace Book:
“This day my son John resumed the study of medicine. So anxious
was he to return to my house and business that he said ‘he would
supply the place of one of my men servants, and even clean my
stable rather than continue to follow a sea life.’ "5 We are left to
wonder why the son had to, or felt that he had to, humiliate himself
before his father so much before he could return home; and why
the elder Rush recorded his son’s abjection in his diary.

John returned home and took his medical degree in 1804. His
dissertation was dedicated to his father. Then, instead of accepting
an appointment at the Philadelphia General Hospital—where he
would have been under his father's shadow—he re-entered the Navy
as a sailing master. His naval career lasted less than four years.
In 1807, John Rush fought a duel with Benjamin Taylor, one of
his closest friends, in which he killed Taylor. Within a year, he
attempted suicide. In February, 1810, John was returned to the
parental home. His father described him thus: “Neither the em-
braces nor tears of his parents, brothers or sisters could prevail upon
him to speak to them. His grief and uncombed hair and long
beard added to the distress produced by the disease of his mind . . ."56

It is neither possible nor necessary to reconstruct here John
Rush’s predicament.5? It should suffice to record what happened to
him: he was locked up in his father’s hospital where he remained,
except for one short “remission,”* until he died twenty-seven years
later,

*Entry in the Commonplace Book for September 2, 1810: “This day my son
John came home from the hospital somewhat better, but not well. He returned
six days afterward, much worse.” (In The Autobiography of Benjamin Rush,

p- 204,
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On January 2, 1811, Rush writes to Jefferson: “My son is better.
He has become attentive to his dress, now and then opens a book . . .
He is now in a cell in the Pennsylvania Hospital, where there is
too much reason to believe he will end his days.”s® “This prognosis,”
Binger dryly comments, “was an accurate one.”5?

But, surely, this does not do justice to what happened. Rush
did not simply “prognosticate” that his son would be confined for
life; he actually initiated the confining. Binger makes no comment
about the fact that Rush was in charge of the Pennsylvania Hos-
pital and was, therefore, not only John’s father but also his doctor,
psychiatrist, and jailer. In Rush’s day, no less than in ours, it
was customary for physicians not to treat members of their own
families.

This portrait of Rush as physician and psychiatrist would be in-
complete without touching on his attitude toward the Negro. As a
signer of the Declaration of Independence and an early abolitionist,
Rush is generally thought of as a great liberal, that is, a lover of
liberty. This is far from the truth. While he loved liberty, he
loved power far more.* His ideas on Negroes bear out this conten-
tion in a surprising way.

Binger hints that there was a similarity, perhaps a connection,
between Rush’s opposition to slavery and to drinking: “There were
two subjects that continued to plague Rush and to give him no
rest,” he writes. “One was the existence of slavery in the United
States . . . ; the other was the abuse of spiritous liquors and wide-
spread drunkenness.”60

Negroes, Rush claimed, aroused a special emotion in him. “I
love even the name of Africa,” he wrote to Jeremy Belknap, “and
never see a2 Negro slave or free man without emotions which I
seldom feel in the same degree toward my unfortunate fellow
creatures of a fairer complexion.”¢! It is significant that Rush
calls his fellow white citizens “unfortunate,” a term usually applied
by physicians to incurably sick patients. Rush’s attitude toward
Negroes betrays his deep-seated paternalism. Like many a modern
liberal, Rush discriminates in reverse: He considers the Negro
specially worthy, thus implicitly defining himself as specially gen-
erous and protective.

* “The love of power and the love of liberty are in eternal antagonism,”
observed John Stuart Mill. (In The Subjection of Women, p. 313.)
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More surprising than Rush’s self-proclaimed love for the Negro
is his theory of Negritude. Rush does not believe that God created
the Negro black; nor that the Negro is black by nature. Instead,
he believes that Negritude is a disease! This theory—so consistent
with and supportive of his pan-medical perspective on life and his
therapeutic zeal toward all that he disliked or considered inferior—
merits our closest attention.

Rush’s generation was torn between the assertions of the Dec-
laration of Independence and the realities of Negro slavery. The
heart of the Declaration was the “self-evident truth . . . that all
men are created equal.” The heart of slavery was the deep-seated
belief that the Negro is racially inferior to the white man. Americans
ached in their souls for a reconciliation of this bitter contradiction.
Rush tried to find a way out. The solution he offered—Ilike so many
psychiatric solutions of moral dilemmas—provided a scientific
justification for the status quo.

The exact origins of Rush’s disease concept of Negritude were
these. About 1792, white spots began to appear on the body of a
Negro slave named Henry Moss. In three years, he was almost
entirely white. Moss had the symptoms of an hereditary disease we
now know as vitiligo. This condition, characterized by progressive
loss of skin pigmentation, occurs in both white and colored people.
In the United States, approximately one person in a hundred
suffers from it.

In 1796, armed with letters of introduction, Moss went to Phila-
delphia, advertised himself in public prints, exhibited himself for
the then substantial admission price of “one Quarter of a Dollar
each person,” and used the proceeds to purchase his freedom.s2
Evidently, this was too much for Rush. Like the inquisitor who sees
heresy wherever he looks, this was all Rush needed to see illness.
What is striking, however, is that he regarded the Negro’s biolog-
ically normal color as a disease, and Moss’s skin disorder as a
“spontaneous cure.”

At a special meeting of the American Philosophical Society held
on July 14, 1797, Rush read a paper entitled “Observations intended
to favour a supposition that the black Color (as it is called) of the
Negroes is derived from the LEPROSY.”$8 In this paper, Rush
reasoned, as Daniel Boorstin summarizes it for us,
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. toward the conclusion that the so-called black color of the
Negro was the effect not of any original difference in his nature,
but of the affliction of his ancestors with leprosy. This disease, he
noted, was accompanied in some instances by a black color of the
skin. The big lips and flat nose typical of Negroes were actually
symptoms of leprosy, which Rush himself had more than once ob-
served. The inhabitants of the leper islands of the South Pacific
possessed thick lips and woolly hair, and albinism (also found
among American Negroes) was not unknown there. The same
morbid insensibility of the nerves which was induced by leprosy was
found peculiarly in Negroes, who, compared to white people, were
able to endure surgical operations with ease. Rush recalled cases
where Negroes had actually held the upper part of a limb during
amputation. Such pathological insensibility was also apparent in
the apathy with which Negroes exposed themselves to great heat,
and the indifference with which they handled hot coals. Lepers
were remarkable for their strong venereal desires; and so strong
were these desires in Negroes that even the depressing circum-
stances of slavery had not prevented their extraordinary fruitful-
ness. When asked to account for the duration of the Negro's color
through long centuries, Rush answered that leprosy was of all
diseases the most permanently inherited. According to Rush, the fact
that in the eighteenth century Negroes seldom infected others with
the disease could not be held against his theory, because by now
leprosy had nearly ceased to be infectious.t4

The gist of Rush’s theory was that the Negro suffered from con-
genital leprosy which “. . . appeared in so mild a form that excess
pigmentation was its only symptom.”% Henry Moss, Rush claimed,
was undergoing a spontaneous cure.

With this theory, Rush made the Negro a medically safe domestic,
while at the same time called for his sexual segregation as a carrier
of a dread hereditary disease. Here, then, was an early model of the
perfect medical concept of illness—one that helps the physician
and the society he serves, while justifying social maltreatment as
medical prophylaxis.*

*If a so-called mental patient were to entertain such a patently self-serving
theory, we would call his explanation a “projection,” and we would call him
“paranoid.” But as a Hindu saying has it, “It is all a question of whose guru is

being gored.”
Remarkably, in his lengthy biography of Rush, dealing especially with Rush’s
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“Having determined that the Negro’s color was a symptom of
endemic leprosy,” writes Stanton, Rush drew three conclusions.
“First, whites should cease ‘to tyrannize over them,” for their dis-
ease ‘should entitle them to a double portion of our humanity.’
However, by the same token, whites should not intermarry with
them, for this would ‘tend to infect posterity’ with the ‘disorder’ . ..
Finally, attempts must be made to cure the disease.”6®

It is not clear whether Rush believed that the Negro should
have a voice in deciding if he wanted to be cured, or whether he
thought that for the treatment of the Negro, as for that of the
madman, “doctor knows best.” In any case, Rush announced that
“Nature has lately unfurled a banner upon this subject. She has
begun spontaneous cures of this disease in several black people in
this country.”s” Here he was referring to the case of Henry Moss,
already mentioned.

Rush hoped that attempts to treat the Negro for his leprosy
would be encouraged when philosophers understood how much it
would increase human happiness. Such a cure, Rush argued, “would
produce a large portion of happiness in the world [by destroying]
one of the arguments in favor of enslaving the Negroes, for their
color has been supposed by the ignorant to mark them as objects
of divine judgments . . .”® The replacement here of a harsh
religious explanation with a benign scientific one is worth noting.
Clearly, Rush got out of his medical ideology—whether he applied
it to alcoholism, smoking, insanity, or Negritude—what he had put
into it: the Bible. Perturbed by slavery, Rush’s contemporaries
found justification for the enslavement of the black man in the
Scriptures: God had marked the Negro to show his inferior status
in the eyes of the Creator.%® Rush looked to science and found what

medical activities, Binger manages to remain completely silent on Rush’s
theory of the black skin of the Negro. The leprosy theory and Binger’s
omission of it reveal the strategic function of the disease-rhetoric in psychiatry.
Rush’s theory was intended to help Americans accept the Negro as a man, while
rejecting him as an infectious patient. Presumably, Binger’s omission of it has
a similar aim—namely, to help Americans accept mental illness as a medical
problem, while rejecting the mental patient as a social outcast. Were ‘Binger
to dwell on Rush’s theory of Negritude, he would encourage the reader to
think Rush’s views on mental illness no better than those on Negritude, thus
throwing doubts on the very foundation of the Mental Health Movement. Nor is
Binger alone in thus rewriting psychiatric history. None of the standard texts on
psychiatric history mentions Rush’s leprosy theory of Negritude.
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he wanted: It was not God but nature that marked the black man;
his blackness, moreover, is a sign, not of his “congenital sin,” but
of his “congenital illness.”*

Such a cure would also add to the happiness of the Negro him-
self, Rush believed, for “however well they appear to be satisfied
with their color, there are many proofs of their preferring that of
the white people.”7?

In his attitude toward the Negro, Rush thus adheres to the
fundamental principle of Institutional Psychiatry, namely, that the
“patient” does not know, and hence cannot protect, his own best
interests. He needs the medical man to do this for him. In 1796,
the psychiatrist knew that the Negro would have preferred to be
white. Today, the psychiatrist knows that the alleged drug addict
would prefer not to take drugs; that the homosexual would prefer
to be heterosexual; and that the suicidal person would prefer to
live. The upshot is the psychiatric discreditation of human ex-
perience and the therapeutic destruction of human differences.

Rush makes us realize how unoriginal, but yet how enduring,
are the therapeutic posturings of the modern psychiatrist. Since the
Inquisition, oppressors have insisted on wearing the uniforms of
helpers. First, they donned the garb of the cleric. Today they will
not show themselves without their white medical coats. Benevolent
paternalism (if one wants to so mislabel human evil) was the basic
article of faith and the fundamental strategic weapon for the clergy-
man’s domination of those he deemed sinners; and so it has con-
* Defining as a disease what for the Other is physiologically natural (for
example, the Negro’s black skin), or personally desirable (for example, the
beliefs of so-called madmen), and as treatment the physician’s efforts to change
these into conditions and beliefs more attractive to the medical profession or
society, have always been, and still are, the characteristic strategies of Institutional
Psychiatry.

1 Almost any article or book on the “care” of the involuntary mental patient
may be used to illustrate the contention that physicians fall back on paternalism
to justify their demands for coercive controls in situations where the patient,
or alleged patient, disagrees with them. “Certain cases [not individuals!]’—
writes Solomon in a recent article on suicide—". . . must be considered irre-
sponsible, not only with respect to violent impulses but aiso in all medical
matters.” In this class, which he labels “The Irresponsible,” he places “Chil-
dren,” “The Mentally Retarded,” ‘“The Psychotic,” and “The Severely or
Terminally Ill.” Solomon’s conclusion is that “Repugnant though it may be,
he [the physician] may have to act against the patient’s wishes in order to

protect the patient’s life and that of others.” (Philip Solomon, The burden of
responsibility in suicide, J.A.M.4., 199: 321-324 [Jan. 30}, 1967.)
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tinued for the psychiatrist’s domination of those he deems mad.
In Rush, the characteristics of these two types of oppressors were
perfectly blended in a single identity. He was the immigrant from
religion who spoke faultless medicine. In propounding leprosy as
an explanation for the Negro's black skin, he let it slip that he did
not advocate this hypothesis merely because he believed it to be true,
but, more importantly, because he considered it socially useful.
Rush thus argues that, by accepting the leprosy theory of Neg-
ritude, “We shall render the belief of the whole human race being
descended from one pair easy and universal, and thereby not only
add weight to the Christian revelation, but remove a material ob-
stacle to the exercise of that universal benevolence which is in-
culcated by it.”71

We see here Rush urging adherence to his theory because it adds
“weight to the Christian revelation,” and because it helps his
fellow white Americans “to exercise . . . universal benevolence”
toward the Negro. What this flowery rhetoric disguises is Rush’s
advocacy of the separation of the races, justified not by the outworn
shibboleths of the traditional proslavery position, but by the latest
discoveries of “medical science.” This is not merely my interpreta-
tion of Rush’s intentions; he himself says so. “If the color of the
Negroes be the effect of a disease,” he writes, “the facts and prin-
ciples which have been here delivered should teach white people
the necessity of keeping up that prejudice against such connections
with them as would tend to infect posterity with any portion of
their disorder.”72

The chauvinistic, indeed racist, character of this theory did not
escape the historians. Through Rush’s whole argument about the
Negro, Boorstin remarks, “ran the assumption (the more significant
because not explicitly avowed) that the norm for the color of a
healthy member of the human species was white. It was incon-
ceivable to Rush that when the Negro had been cured of his affliction
and returned to his pristine condition, he would have the red com-
plexion of the American Indian or the yellow of the Asiatic. One of
his final arguments for redoubling the effort to perfect a cure was
that the Negro might have the happiness of wearing the proper
white color of the human skin.”?8

The leprosy theory of Negritude—a forerunner of modern psy-
chiatric theories of a wide variety of behaviors—is truly an Orwel-
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lian parody of medicine in the service of behavioral control. Rush
used it mainly as an outlet for his reforming passion, which was as
boundless in its intolerance of human differences as in its therapeutic
zeal. Like the inquisitor who accepts the heretic if he recants and
embraces the true faith, so Rush accepts the Negro if he is cured
of his blackness and becomes white!

This is precisely what characterizes Everyman as the enemy of
human differences.- He accepts the Other in so far as the Other
conforms to his image and conduct. However, if he and the Other
differ, he defines the Other as defective—physically, mentally, or
morally—and accepts him only if he is able and willing to cast off
those of his features that set him apart from the normal. If the
Other recants his false beliefs, or submits to treatment for his ill-
ness, then, and only then, will he be accepted as a member of the
group. If he fails to do these things, the Other becomes the Evil
one—whether he be called the Stranger, the Patient, or the Enemy.

This principle, so clearly enunciated by Benjamin Rush, has be-
come the hallmark of Institutional Psychiatry; and the strategies
implicit in it, so enthusiastically employed by him, have become
the therapeutic methods of the institutional psychiatrist.
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THE PRODUCT CONVERSION—
FROM HERESY TO ILLNESS

The most prejudiced must admit that this religion
without theology [positivism] is not chargeable with
relaxation of moral restraints. On the contrary, it
prodigiously exaggerates them.

-John Stuart Milll

In the work of Benjamin Rush, we have traced the manifestations
of the great ideological conversion from theology to science. We
saw how Rush had redefined sin as sickness, and moral sanction
as medical treatment. In this chapter I shall analyze this process
in broader terms and shall show that as the dominant social ethic
changed from a religious to a secular one, the problem of heresy
disappeared, and the problem of madness arose and became of
great social significance. In the next chapter 1 shall examine the
creation of social deviants, and shall show that as formerly priests
had manufactured heretics, so physicians, as the new guardians of
social conduct and morality, began to manufacture madmen.
The change from a religious and moral to a social and medical
conceptualization and control of personal conduct affects the entire
discipline of psychiatry and allied fields. Perhaps nowhere is this
transformation more evident than in the modern perspective on
so-called sexual deviation, and especially on homosexuality. We
shall therefore compare the concept of homosexuality as heresy,
160
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prevalent in the days of the witch-hunts, with the concept of homo-
sexuality as mental illness, prevalent today.

Homosexual behavior—like heterosexual and autoerotic behavior
—occurs among higher apes and among human beings living in a
wide variety of cultural conditions. Judging by artistic, historical,
and literary records, it also occurred in past ages and societies.
Today it is part of the dogma of American psychiatrically en-
lightened opinion that homosexuality is an illness—a f