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‘Eccentric and Idiosyncratic
Treatment Philosophies’:
The Therapeutic Community
at Townsville’s Ward 10B,
Queensland, 1973–87

Emily Wilson

IN 1973, A PSYCHIATRIC UNIT KNOWN AS WARD 10B WAS ESTABLISHED AS

a therapeutic community at Townsville General Hospital, Queensland.
Established, in part, to avoid some of the problems that had been
exposed in psychiatric treatment during the era of deinstitutionalisa-
tion, it was particularly aimed at eradicating abuses that had devel-
oped in many places as a result of institutional culture. In spite of these
goals, patients at Ward 10B suffered abuses similar to those experi-
enced by patients in more traditional psychiatric institutions in
Australia. This article examines the failure of the therapeutic com-
munity at Townsville and the subsequent Queensland government com-
mission of inquiry into the ward held in 1991. It argues that although
certain problems identified by this inquiry were specific to the unit,
others were common to psychiatric practice in Australia during the
second half of the twentieth century. Thus, the case of Ward 10B has
broader implications for the history of psychiatric treatments and ther-
apies in Australia after 1960.

The article focuses on the experience of patients and staff at Ward
10B, as documented at the 1991 inquiry, and as recounted to various
sources during the early 1990s. Although there are methodological
problems inherent in using material that was not recorded at the time,
this approach was chosen for two reasons. First, the later material is
some of the only evidence available that reveals the experiences of
patients and staff, an important aspect of this examination. Evidence
at the inquiry was reconstructed from ward records, and from inter-
views with former staff members and other professionals associated
with the unit.1 Secondly, the use of this later evidence allows the author
to investigate the incident as an aspect of the history of psychiatric
treatments in Australia during the twentieth century.

The history of psychiatric practice in Australia has been punctuated
by short-lived periods of public concern about mental health care.2 The



inquiry into Ward 10B occurred during such a period of public inter-
est, as indicated by media exposés and a series of inquiries into
Australian psychiatric institutions, culminating in 1993 with the release
of the report of the National Inquiry into the Human Rights of People
with Mental Illness, known as the Burdekin report.3 This interest was
distinguished from earlier manifestations in that it concentrated upon
a new discourse of patients’ rights.

The process of institutionalisation must be considered in order to
explain why patients at Townsville were apparently unable to protect
themselves from violations of their rights. In 1961, Erving Goffman
developed the concept of ‘total institutions’, claiming that inmates of
such institutions have their autonomy completely eroded.4 He argued
that within a total institution, supervision is conducted by personnel
whose chief activity becomes surveillance.5 A basic split thus develops
between the large group of inmates and the small group of staff, with
each group seeing the other in terms of hostile stereotypes. The inmates
are not allowed access to knowledge about themselves, and their auton-
omy is weakened.6 However, there have been various criticisms of
Goffman’s conception of total institutions, primarily that Goffman
overextended his definition, and overemphasised the extent to which
rules constrain behaviour.7 In the case of psychiatric patients, erosion
of autonomy due to the process of institutionalisation is more pro-
nounced, as in many cases their judgment is called into question sim-
ply by the nature of their illness. Nevertheless, it is important to note
that resistance and agency is possible in the majority of situations.

Since the 1960s, government policy on psychiatric patients has
increasingly become focused on the closure of psychiatric units, and
care in the community.8 These policies were a reaction to the prob-
lems of institutional culture, which had come under particularly close
scrutiny during the 1960s.9 In Australia, deinstitutionalisation has been
promoted as a policy by successive governments at both a Federal and
State level.10 The development of the therapeutic community as a psy-
chiatric treatment modality occurred during this time period, and
reflected prevalent concerns about institutional abuse. This treatment
method aimed to minimise the distance between staff and patients, and
used group pressure to conform to modify patients’ behaviour.11 The
therapeutic community was a popular treatment modality within psy-
chiatry in the 1950s and 1960s, and was seen as cost and time effec-
tive.12 Its popularity was, in part, due to medical and social trends,
particularly the ‘antipsychiatry’ movement which argued that mental
illness had a social basis. Therapeutic communities proved most suc-
cessful in treating behavioural problems such as drug addiction.13

However, by the 1970s it was largely accepted that they were unsuit-
able for the treatment of severe mental illnesses like schizophrenia.14
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Ward 10B was established under the direction of Dr Ian Atkinson,
the psychiatric supervisor for North Queensland,15 who was determined
that the new ward be set up as a therapeutic community.16 He hired
Dr John Lindsay, another doctor committed to therapeutic commu-
nity principles, as director of the unit. Atkinson and Lindsay genuinely
believed that their method of treatment was among the best available
at that time, as well as being cost effective.17 The establishment and
functioning of Ward 10B, however, were compromised by a number
of factors, some specific to the unit and others common to the expe-
rience of psychiatric treatment in Australia. Ward 10B was unusual
both in the sense that the Townsville therapeutic community was insti-
tuted to combat problems of institutionalisation, and in the personal-
ities of its directors. But in other respects the problems evident at the
unit were far from unique. It is important to note that from the out-
set the psychiatric unit at Townsville was critically understaffed. This
was a major cause of problems at the unit, as it was at many psychi-
atric institutions in Australia.18 Milton Lewis argues that the policy of
deinstitutionalisation presaged a period of neglect in mental health, as
it led to tighter control on mental health expenditure.19

Complaints about Ward 10B began in 1975.20 Thus, it is clear that
there were concerns with treatment at the ward almost from its incep-
tion, although undoubtedly these concerns increased substantially by
the mid-1980s, with 123 complaints made to the Hospitals Board by
1986.21 Despite this, the end of the therapeutic community at Ward
10B was not primarily the result of professional or public opposition,
but rather due to Lindsay’s retirement from ill health in 1985. After
his departure the ward was even more understaffed, which exacerbated
existing problems. The increase in complaints at this time can be partly
attributed to the fact that Lindsay’s retirement made problems at the
ward more evident, and partly to a social climate in which psychiatric
treatment was more thoroughly scrutinised. The therapeutic commu-
nity continued until the appointment of Dr Johann Schioldann-Nielsen
as Lindsay’s successor in May 1987. The appointment created tensions
in the ward, where many of the staff were still committed to thera-
peutic community principles.22 Thus, although Schioldann-Nielsen suc-
ceeded in dismantling the therapeutic community, the pressure placed
upon him by other staff members led to his resignation in February
1988.23

In 1991, the Queensland government established a commission of
inquiry and appointed W. J. Carter, a retired judge, as commissioner.24

The inquiry found that patients at Ward 10B were subjected to ver-
bal and physical abuse, and faced severe restrictions on their civil lib-
erties and loss of autonomy because of the rigid application of
therapeutic community principles to all patients without regard for their
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circumstances. Ward policy dictated that ‘no one is allowed to be an
individual’.25 Despite the fact that therapeutic communities were based
on a social model of mental illness, patients were treated with large
doses of drugs, often as a management tool.26 In a staff discussion in
1986, Dr Bevan Cant, Lindsay’s registrar, recorded that it was ward
policy not to tie people in chairs, but to ‘dope them out so much they
don’t move’.27 This was in contrast to the principles of the therapeu-
tic community, and is ironic in view of the fact that it was the rapid
development of psychopharmacology in the 1950s that spurred the pro-
cess of deinstitutionalisation in the postwar period.28

The case of P31, documented at the 1991 inquiry, provides an exam-
ple of the consequences of applying therapeutic community principles
to a patient suffering from severe mental illness. P31 was a psychotic
patient who was also dying of acute brain syndrome.29 On 23 February
1987, one of the doctors at the unit noted in her file that she reported
feeling alone and was terrified of dying.30 In spite of this she was still
required to attend daily group meetings. One day, because she had been
screaming all morning, the staff psychologist moved that the patient
would only be allowed to speak in the group if she spoke ‘in a high
[pitched] voice’, which she refused to do.31 This was typical of group
therapy at the ward. Decisions about patient care were put to a group
vote and carried out immediately. Cant stated that patients at the unit
should face an ‘atmosphere of continual anxiety’ in order to develop
coping skills.32 Later, this patient’s impending death from acute brain
syndrome became the focus of group attention, and she was expected
to discuss it even though, according to an entry in her file, she ‘had
great difficulty talking about her own death’.33 She died in the ward
in April 1987.34

Commissioner Carter later described the treatment of this patient
as ‘cruel and inhumane’.35 However, it must be borne in mind that as
Carter’s judgment was made considerably after the fact, and psychi-
atric treatments are subject to change, caution is essential in applying
retrospective judgments. It is also apparent that staff were following
procedure in the treatment of this patient. Nevertheless, it is also clear
that this patient suffered unnecessary distress as a result of her treat-
ment. Such a case provides an example of the way in which the appli-
cation of certain principles of treatment without regard for individual
circumstances can lead to abuse.

Although this case was particularly bad, it was not an isolated or
sensational example.36 Carter identified sixty-five deaths in connection
with the unit that were relevant to the commission:37 thirty-five patients
who died by suicide or suspected suicide and thirty who died from a
medical condition, most either in the ward or within a month after
their final contact with it.38 Furthermore, many ex-patients experienced
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long-term physical and emotional suffering caused by their treatment
at Ward 10B.39 Carter stated at the inquiry that:

The mentally ill population deserve expert care, compassion and solicitude,
not abusive and rude confrontation and above all they deserve to be spared
from the excesses of those who would wish to impose upon them their
eccentric and idiosyncratic treatment philosophies.40

Carter’s statement indicated that the problems at Ward 10B could be
attributed to the pursuit of particular treatment methods by a partic-
ular psychiatrist, and was thus a problem specific to the unit. In this
respect, an examination of Lindsay’s motives in adopting this treat-
ment is relevant.

Lindsay first became interested in the principles that later formed
the basis of his treatment philosophy while working overseas in the
1950s. In England he met Maxwell Jones, whose ideas on the thera-
peutic community influenced him greatly.41 Lindsay’s interest in the ther-
apeutic community was matched by his interest in family therapy, and
he combined the two at Townsville.42 He claimed that his motivation
for accepting the post as director of Ward 10B was the anticipation
of a challenge;43 a challenge not only to combine the therapeutic com-
munity with family therapy, but also to apply the principles of the ther-
apeutic community to certified patients as well as to voluntary ones.44

The application of these principles to non-voluntary patients, however,
was contrary to the basic philosophy of the therapeutic community as
it was originally conceived.45 Lindsay adopted practices that were con-
sidered somewhat outdated, but he claimed innovation in his combi-
nation of two different therapies and in his desire to push these therapies
beyond their previous boundaries.

Although this suggests that problems at Townsville can be attributed
to Lindsay’s desire for innovation, and refusal to recognise mistakes,
further investigation reveals that this is not an unusual problem within
psychiatric practice in Australia. Psychiatry has historically been more
susceptible to certain problems than other medical specialties due to
the result of an ongoing debate within psychiatry in regard to the causes
of mental illness.46 Psychiatry developed relatively late as a medical spe-
cialty, and debate over whether mental illness is, in fact, a biologically
caused disease has frequently hindered its claims to scientific status.47

The result has been a particular defensiveness within psychiatry, which
in turn has led to an unusually high value being placed on innovation
in treatments.48 These insecurities within psychiatry became more
apparent during the second half of the twentieth century because of
renewed criticism at this time.49 A pattern of pursuit of innovation,
combined with a reluctance to recognise problems either potential or
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actual, characterised the adoption of the therapeutic community at
Ward 10B under Lindsay’s direction. In the period that the ward was
established, psychiatry had become more integrated with general
medicine, and there was much more emphasis on biomedical models
of mental illness.50 Treatment at Ward 10B reflected this in the drugs
administered to patients, but was in opposition to it in its use of ther-
apeutic community principles to treat all patients, even those suffer-
ing from acute psychoses.

A patient at Ward 10B remembered that two doctors at the unit,
presumably Lindsay and Cant, were seen as ‘gurus… No one could
question their ethics. They were accountable to no one.’51 The patient
recalled that the rest of the staff appeared to believe that the two were
brilliant and that they were leading a revolution in mental health.
However, s/he felt that the patients ‘were the guinea pigs, whether we
liked it or not’.52 The adherence to a particular treatment philosophy
despite evidence that it was not effective was a common problem within
psychiatric treatment in Australia, although the problem was exacer-
bated by the personalities of the staff at Ward 10B. This patient’s state-
ment further reveals that a disregard for patients’ opinions about their
treatment was also a major problem. These circumstances were made
worse by the prevalence in the general community of prejudice towards,
and ignorance about, mental patients.

A lack of respect for patients’ rights was a major problem at
Townsville, and produced a great deal of suffering. Many incidents
were documented at the Queensland inquiry. Carter noted that:

The mentally ill patient population in the general community and their rel-
atives have had to suffer the ignorance, apathy, lack of concern, lack of
respect and even, in some cases, outright rejection by a society which gen-
erally has regarded the mentally ill as worthless rejects who had to be sep-
arated from those more fortunate members of the society not so afflicted…
It must be understood that a mentally ill person possesses the same dig-
nity as any other human person.53

Many patients, even those who had had traumatic experiences there,
returned to Ward 10B for treatment. This may have partly been because
of the geographic isolation of the unit, which led to a lack of choice
for people in the region who needed psychiatric treatment. It was also,
however, a result of the stigmatisation and self-doubt faced by large
numbers of psychiatric patients, which made it difficult for them to
complain of violations of their rights, and which meant that their com-
plaints were frequently not believed.54

It is necessary to contextualise these experiences with reference to
the more general experience of those suffering from mental illness.
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Carter’s statement is borne out by a large number of studies, both
Australian and international, which reveal the prejudice faced by psy-
chiatric patients on a daily basis. In 1993, the Burdekin report esti-
mated that around one in five adults in Australia suffered from some
form of mental disorder, but that only about 3 per cent of this num-
ber sought help.55 Burdekin suggested that this was a reflection of the
level of ignorance about, and discrimination against, mental illness
which existed in the general community.56 At the end of his research,
Burdekin concluded that the level of understanding of mental illness
in the general community was ‘abysmal’. He also stated that the media
were partly to blame for this situation.57 Content analysis studies of
the media, undertaken in the 1980s and 1990s both in Australia and
overseas, demonstrated that reportage of mental illness often encour-
aged stereotypes and fear of psychiatric patients.58 Although, as will
be seen, the role of the media in the Townsville case was largely pos-
itive, the general picture of ignorance about mental illness is relevant
to the experiences of patients at Ward 10B.

Patients remembered the feelings of helplessness experienced dur-
ing their time at the unit. One woman returned to Ward 10B for treat-
ment for months, despite the fact that her mental state was not
improving and she had been made physically ill by the drugs given to
her there. She finally decided to seek help elsewhere:

It may seem a long time, to those who have not suffered, to come to such
a decision, but it is not so to those who have suffered. Your belief in your-
self, your thoughts, your own credibility with yourself is in doubt. You
lose the ability to decide what is reasonable and unreasonable. And… you
just simply cannot believe… that medical professionals just don’t know
what they are doing with your illness.59

This statement reflects not only the paralysing self-doubt felt by many
psychiatric patients, but also a faith in medical knowledge that pre-
vents many patients from resisting treatment.

Medical knowledge is given a large amount of prestige within the
general community, which leads to a certain degree of disempower-
ment in the relationship between physician and patient. Furthermore,
the nature of psychiatric knowledge, in that it deals with the work-
ings of the mind, means that the power relationship between psychi-
atrist and patient is particularly problematic. The Burdekin report
found that disempowerment of the patient was inherent in the rela-
tionship between psychiatrist and patient.60 The powerlessness of
patients is further increased by the medical hegemony model, which
is based on the premise that the physician has supremacy in the hier-
archy of a hospital.61 The patient, at the bottom of the hierarchy, is
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often disregarded. This is a particular problem in psychiatric hospi-
tals where patients are often non-voluntary, as was the case at
Townsville.62 In addition, the medical hegemony model means that
nurses and administrative staff in psychiatric facilities generally have
little power in comparison to psychiatrists. Thus, resident medical offi-
cers at Ward 10B expressed their concerns with great hesitation, which
was justified by the fact that they were ignored by those above them
in the hierarchy.63 Carter identified twelve ‘leading figures’ among the
staff, in addition to Lindsay, who supported the treatment modality
in place there.64

A former patient recalls an incident that illustrated the effect of the
disempowerment of patients. Interrogated as a case study by a num-
ber of doctors at the unit, he was afraid he would be punished if he
did not answer their questions in the right way.65 When the doctors
left for afternoon tea they did not tell him he could leave, so he
remained sitting alone in the room until a nurse came and told him it
would be alright for him to go. Even then, he felt a real threat of pun-
ishment having seen patients severely disciplined for ‘much lesser mis-
demeanours’. He ‘lived in fear’ for the next few days, afraid that the
doctor would punish him for leaving without his permission. He stated:

If this sounds unreal to those who don’t know about life in a psychiatric
ward, well, I can’t help that. It will be very real for those who have. It’s
just the way it is when one bunch of people has total control and power
over another bunch of people. We just happened to be in the bunch that
had no control.66

This absolute subjection has been identified as a product of power rela-
tionships within institutions, and a major reason why patients did not
resist treatment that was clearly harmful.67 Although research has
demonstrated the limitations of this conception of subjection, it is
apparent that this patient felt quite powerless.68

The functioning of the therapeutic community at Ward 10B was
intended to overcome, to some extent, problems of medical hegemony.
There were attempts to break down the barriers between staff and
patients; for example, the staff did not wear uniforms.69 In a television
interview with 60 Minutes in 1988, Bevan Cant said that visitors to
the ward could not tell the difference between the doctors and the
patients as everyone looked normal.70 The success of this attempt at
breaking down the barriers is best illustrated with reference to the pro-
cess of group therapy. The single biggest cause of tension between
patients, relatives and staff,71 group therapy was always confrontational
and occasionally violent.72 All patients, no matter what their situation
or how heavily medicated, were required to attend the daily meeting.73
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During these meetings, the language and behaviour of the staff towards
the patients was often abusive.74

Several incidents of violent confrontation between staff and patients
were documented at the inquiry.75 In one session, Cant ridiculed the
religious beliefs of a middle-aged woman who was heavily sedated and
lying on the floor.76 In another, Lindsay responded to a patient’s abuse
by telling him, ‘I think you’re a mother fucker’.77 When questioned
about this incident at the commission, Lindsay did not appear to think
anything was wrong with such behaviour, and denied that he had said
it in anger.78 Lindsay claimed it was a scientific exercise to see what
sort of conflict the patient could tolerate, since his mother would not
respond to him when he swore at her. This case is interesting because,
like the majority documented at the inquiry, it was recorded in great
detail.79 It is clear that the staff did not believe their behaviour and
treatment methods were questionable.

Lindsay himself did not at any stage accept that his treatments were
ineffective or that they were causing patients unnecessary suffering.
He published a large number of articles in professional journals, all
of which claimed that the therapeutic community at Townsville was
a success. His last article appeared in the International Journal of
Therapeutic Communities in 1986. In it, Lindsay discussed the exis-
tence of problems in relationships between those working at the psy-
chiatric ward and other doctors in the hospital, but made no reference
to any problems related to patients’ acceptance of the treatment.80 The
publication of this article came at a time when many already had seri-
ous doubts about the therapeutic community at Townsville, but Lindsay
acknowledged none of these doubts in his article. In 1992, he pub-
lished a book entitled Ward 10B:The Deadly Witch-Hunt, in which
he depicted himself as the victim of a hysterical campaign. Lindsay
believed the campaign against him was driven by the unnecessarily vin-
dictive mother of a former patient, by the media, for its sensational-
ist value, and by politicians, for political capital.81

Cant also supported the therapeutic community at Ward 10B, and
gave several interviews defending the treatment methods followed there.
He told 60 Minutes that critics of the ward should have ‘honoured
and respected the work we were doing’, and declared on ABC Radio
that those who claimed that psychotherapy was not effective with psy-
chotic patients were wrong.82 In response to a question in the 60
Minutes interview about whether treatment at the ward was ethical,
he replied, ‘Ethical? We’re talking about cure here. And you’re talk-
ing a different language.’83 Other staff at the unit also continued to
believe that therapeutic community methods were both revolutionary
and effective, as indicated by the strong resistance to attempted reforms
within the unit in the late 1980s.84 The staff’s adherence to these treat-
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The era of central administration

After the demise of provincial governments in 1876, the central gov-
ernment set up a department to run the system of lunatic asylums. This
organisation, known as the Lunatic Asylums Department (1876–1905)
and Mental Hospitals Department (1905–47), advised ministers on
mental health policy, administered mental health legislation and reg-
ulated private services. Following the merger of the Mental Hospitals
Department with the Department (now the Ministry) of Health in 1947,
the Division of Mental Hygiene/Health (usually referred to as the ‘divi-
sion’) carried on these functions, minus the management of mental hos-
pitals after 1972. The central government organisations were run by
an inspector-general (1876–1927), director-general (1927–47) or, after
1947, director of the Division of Mental Hygiene/Health of the Health
Department. Incumbents were required to be medical practitioners with
special qualifications or experience in psychiatry, and we shall meet
most of them in due course: F. W. A. Skae (1876–81); G. W. Grabham
(1882–86); D. MacGregor (1886–1906); J. F. Hay (1907–24); F. T.
(later Sir Truby) King (1924–27); T. G. Gray (1927–47); J. Russell
(1947–50); R. G. T. Lewis (1950–60); G. Blake-Palmer (1960–64); and
S. W. P. Mirams (1964-1979).

Top-down leadership and administrative continuity provided ways
of addressing problems of institutionalisation nationally. General pol-
icy pronouncements, operational policy directives issued as circular
memoranda, and staff rulebooks that set out detailed standards could
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Figure 3: The quasi-domestic scale of the original building at Sunny-
side Asylum (1863) is apparent by comparing it with the superinten-
dent’s residence in front of it, c.1870.
Source: Canterbury Museum negative 5130.



ments, combined with the refusal of both Lindsay and Cant to admit
that there were any problems with the unit, reflects an immense divide
in the perceptions of patients and staff at Ward 10B.

The ward at Townsville was based on a premise of complete open-
ness, and group therapy sessions were characterised by a lack of pri-
vacy and confidentiality.85 Cant boasted that ward procedures broke
‘the confidentiality ethos of general medicine’, and fought ‘social pho-
bia’ and the ‘psychiatric disease’ of privacy.86 However, Lindsay and
Cant would leave the group if a patient’s relatives persisted in asking
what they perceived as ‘irrelevant’ questions, that is, questions about
the patient’s treatment.87 The advocated openness was initiated only
by doctors, and only in certain situations. Outside those situations,
doctors and other staff refused to talk to patients or their families.
Patients were not told why they were being treated as they were; they
were expected to work it out for themselves as part of the ‘healing’
process. This expectation, however, merely increased patients’ confu-
sion and anxiety. Thus, while the treatment philosophy of Ward 10B
was the opposite of many more traditional psychiatric institutions, and
although the details of the problems were very different, the basis was
similar: patients did not have rights.

The first written complaint about the ward was made by the father
of a patient on 26 February 1975.88 This was followed by other com-
plaints throughout that year, both written and spoken. The majority
were from family members and related to a lack of information about
the process of group therapy.89 On 16 February 1978, a patient made
a written complaint to the medical superintendent, Dr Cole.90 The man-
ner in which the hospital dealt with this complaint illustrates the fail-
ure of the system to respond adequately to the concerns of patients.
Cole raised the matter with Lindsay. Lindsay subsequently addressed
the patient in front of the group. The patient’s concerns were ignored
or criticised. Lindsay told him that he could leave if wanted to, but if
he did to ‘keep on walking’.91 Lindsay’s excuse for this behaviour—
that the complaint had breached the confidentiality of the group ther-
apy process—is somewhat ironic in view of Cant’s contempt for medical
confidentiality.92 Such conduct was common,93 however, and complaints
about Lindsay’s behaviour and treatment methods continued through-
out the 1980s, but no action was ever taken.94

Due to the failure of institutional systems of review to provide an
adequate response to complainants, many of those involved with the
ward were compelled to take their grievances to the media. Queensland
newspapers the Courier Mail and the Townsville Bulletin were instru-
mental in exposing problems at Ward 10B, at least during the late
1980s.95 At the same time, and reflecting a similar social climate of
scrutiny of psychiatric treatment and emphasis on patients’ rights,
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maries, madhouses, workhouses, prisons, reformatories, boarding
schools and orphanages. Their colonial counterparts included provin-
cial (public) hospitals, industrial schools, gaols, benevolent refuges,
orphanages, old people’s homes, and children’s homes but not poor law
institutions. Special residential schools, or farm colonies for children
with special needs, TB sanatoria, inebriate institutions, and children’s
health camps were later manifestations of the institutional principle.

The Crown colony and most provincial governments in New
Zealand associated proper treatment with lunatic asylums rather than
lock-ups or hospitals. Provincial governments were given the respon-
sibility of providing and monitoring facilities for care and treatment
within the requirements of national legislation and some national stan-
dards. The first two reference texts by John Conolly (1794–1866), the
leading English alienist and exponent of the non-restraint system at
Middlesex Asylum, Hanwell, England, were invaluable during this for-
mative phase. Colonial policy-makers accepted many of Conolly’s ideas,
and provincial asylum authorities and newspapers of the period cited
his works authoritatively.35 The parliamentary library acquired Con-
olly’s treatises between 1872 and 1876, at a time of heightened polit-
ical interest in national lunacy reform.36

Many of Conolly’s ideas were adopted in early New Zealand asy-
lums, although every provincial asylum fell far below his recommended
limit of 360–400 beds.37 Several of the original asylums, like Sunnyside
(now Hillmorton Hospital) at Christchurch, followed a semi-domes-
tic character and style of architecture. In Figure 3 (see opposite page),
the quasi-domestic scale of the original building at Sunnyside (1863)
is apparent when compared with the superintendent’s residence in front
of it. Only the partially built brick Whau Asylum at Auckland look
set to become massive and ‘gloomy’.38 The first national guideline of
200–300 beds, set in 1877 after the central government took over the
management of asylums, would also have met Conolly’s concern for
tranquillity, homeliness and individuality.39 The non-restraint system
was hailed as the epitome of practice in provincial asylums. After vis-
iting New Zealand, a distinguished Scottish alienist concluded in 1869
that ‘humane, modern and enlightened views’ pervaded asylum offi-
cials and ‘every disposition existed to imitate, if not to rival, in their
arrangements, the asylums of the home country’.40

However, the noble aspirations of the non-restraint system were not
attained. In New Zealand, variable performance was partly ‘a reflex
of the varying fortunes’ of provincial treasuries.41 The heady therapeutic
optimism that surrounded the foundation of asylums and the intro-
duction of moral management soon wore off. Some forms of physical
restraint returned, but the activation aspects of moral management sur-
vived as beneficial for chronic as well as recoverable patients.

84 WARWICK BRUNTON



Townsville victims established an action group. Community and media
sources urged the establishment of an inquiry into Ward 10B, despite
government reluctance to do so.96 It is likely that the Queensland inquiry
would never have been established if not for the efforts of former
patients and the media.

The government inquiry into Townsville General Hospital’s Ward
10B highlighted certain problems in psychiatric treatment, and inad-
equacies in medical and government institutions. That these were com-
mon to many Australian psychiatric institutions was indicated by the
report of the National Inquiry into the Human Rights of People with
Mental Illness released in 1993. It was partly as a result of the Queens-
land report that a national inquiry was considered necessary. One of
the conclusions of the national inquiry was that deinstitutionalisation
had not proved to be a successful policy.97 The report blamed this partly
on the failure of the government to provide adequate funding, redi-
rected from psychiatric institutions, for community-based centres.98

Governments in the 1990s continued to endorse the policies of dein-
stitutionalisation and mainstreaming. In a 1994 initiative in response
to the Burdekin report, the Federal government stated that it was
attempting to address problems with these processes by improving inter-
professional links and redirecting resources to community services.99

At the Queensland inquiry, Carter argued that:

The primary lesson to be learned from the findings of this Commission of
Inquiry is that what happened in Ward 10B between March, 1975 and May,
1987 must never be allowed to be repeated in this or in any other psychi-
atric unit.100

The terms of reference of the Queensland inquiry, however, hampered
it from making a long-term contribution to mental health reform. Early
1990s reforms were the result of government initiatives undertaken in
the context of concerns about mental health and a national push from
consumer bodies at the time, rather than the findings of specific
inquiries. This raises the question of whether such inquiries are really
necessary, although the Queensland inquiry did serve a useful purpose
in restoring community confidence in the only public psychiatric ward
in the area.101 For a long time, however, many people were reluctant
to seek help there, in spite of the reforms that had already taken place.102

Despite the multitude of inquiries into psychiatric institutions that
were carried out in the twentieth century, the national inquiry of 1993
was the first to focus on the rights of patients.103 As such, it represented
a conceptual leap in the treatment of patients with a mental illness.
Under the National Mental Health Strategy, endorsed in 1992, the
Federal government undertook a four-year campaign to raise public
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Institutionalisation did not become a pejorative term until the 1960s.
By then, uncannily accurate accounts from the perspectives of a
patient—Janet Frame, at Seacliff, Sunnyside and Oakley Hospitals—
and a nurse—Marion Kennedy, at Porirua Hospital, c.1945–55—had
tellingly revealed many facets of institutionalisation, similar to those
exposés of mental hospitals in overseas fiction, biography and film.
Frame’s Faces in the Water was used officially to inform psychiatric
hospital staff about the effects of institutionalisation.33 Kathleen Jones
and A. J. Fowles, in their analysis of the implications of long-term insti-
tutional care and custody, listed the following identifiable elements as
indicative of the negative effects of institutional care: a loss of liberty
and autonomy; depersonalisation; low material standards; and social
stigma.34 In the rest of this article, I would like to outline the ways in
which various twentieth-century policies in New Zealand can be seen
as a response to the problems of institutionalisation. In order to chart
these responses, I will look at New Zealand policy development and
implementation in five thematic sections: early New Zealand asylums
and the construction of an institutional environment; the era of cen-
tralised administration and its impact on policy decision making regard-
ing the perils of ‘institutionalisation’; and the stagnation and redemption
of the centralised system through planning and development initiatives
and internal reforms.

Early New Zealand asylums

Following imperial precedent and practice in other settlement colonies,
lunacy became a matter of public policy in New Zealand in the early
years of the colony between 1840 and 1852. Similar arrangements to
those in England were applied to other parts of the British realm and
adapted to the circumstances of the settlement colonies. The public
policy framework for lunacy devised for England in 1845 was based
upon the recognition of lunacy as a distinct social problem. The State
intervened through comprehensive lunacy legislation, the mandatory
provision of a chain of county lunatic asylums as vehicles for intro-
ducing progressive medical practice, regulation of privately run mad-
houses, and the establishment of a specialised permanent bureaucracy.

The foundation of lunatic asylums in New Zealand was consistent
with the prevailing English preference for managing social problems
in special-purpose residential institutions with their own distinctive ther-
apeutic or management regime. New Zealand, like other colonial set-
tler colonies, was informed by the growing body of literature about
the ideal nature and function of each type of institution. Thus, the
lunatic asylum emerged along with general and specialist hospitals, infir-
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awareness on the subject of mental illness. However, government doc-
uments from the mid-1990s indicate that this campaign was much less
successful than had been anticipated.104 Many of those working in the
area of mental health argued that it was discrimination and prejudice
against those suffering from mental illness, rather than any specific
government policy, that formed the basis of problems faced by psy-
chiatric patients.105 Lack of adequate funding was also a consistent prob-
lem in the provision of mental health care for most of the past century,
a problem that appears to be continuing today.106 Reforms in psychi-
atric treatments since the 1960s have had an enormous impact on the
practice of psychiatry, and have led to revolutionary new treatment
methods, one of which was the therapeutic community. But as the case
of Townsville General Hospital’s Ward 10B shows these new treatment
methods were not sufficient in themselves to eradicate the problem of
abuses of patients’ rights.
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of life-long ‘hopeless dement[ia]’. He believed that institutional life
destroyed ‘feelings of self-respect’ and made many patients ‘wretched’,
and guarded against ‘the love of idleness [that] grows by indulgence,
until all inclination to work disappears’.24 Paetz blamed the ‘monotony
of institution life’ for crippling the intelligence and depressing the spir-
its, ‘so that reaction in either sphere becomes ever weaker and finally
fades away altogether’.25

In the twentieth century, WHO’s report identified boredom, inac-
tion and regression into a ‘dependent and infantile attitude’. By con-
trast, according to WHO, the non-institutionalised patient could be
distinguished by self-confidence, self-respect, personal identity, ‘ini-
tiative, responsibility, and self-sufficiency’.26 These ideas had been fore-
shadowed in the nineteenth century. Conolly wanted his patients
‘animated, active, and even industrious’, with an ‘intelligent and cheer-
ful expression’, restored mental faculties and ready to converse.27 As
for Mercier, he sought signs of individuality, self-respect, comfort, and
happiness.28

In 1955, only two years after the publication of WHO’s landmark
report, D. Martin gave the name ‘institutionalisation’ to the mental
and social process by which patients settled down and then became
resigned to institutional life and routines, and in their passivity lost
their individuality and initiative. He claimed that patients co-operated
with, or submitted to, the power of the institution to mould people to
suit its interests. They did so because of a combination of factors. Once
in hospital, patients were relieved of personal responsibility for their
mental problems. They were absorbed into the organised life of an insti-
tution that supplied their basic needs, organised their leisure, provided
them with routine work in utility departments, and punished those who
did not conform by transferring them to refractory wards. Doctors and
nurses, who were trapped by divided professional and managerial loy-
alties, were in too short supply to be able to offer individual care.29

Russell Barton maintained a clinical critique when he pathologised
institutionalisation as a neurosis in 1959.30 His analysis contributed to
the intellectual assault on psychiatric hospitals the following decade.
The history of psychiatry was revised by scholars such as Michel
Foucault, David Rothman, Klaus Dorner, and Andrew Scull, who inter-
preted the establishment and growth of asylums in Europe, the United
States and England as instruments of social control and professional
power, and not as the products of humanitarian reform and scientific
enlightenment.31 Radical social scientists and psychiatrists such as
Erving Goffman, Thomas Szasz, Thomas J. Scheff, and Ronald D.
Laing joined the attack upon institutions and medicine in general, and
psychiatric institutions and psychiatry in particular.32 Here the antipsy-
chiatry movement was formed.
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one to institutional life, especially for a period of time, that results in
an unfitness for life outside an institution. Those people subjected to
this process can also show signs of the influence of institutional life.21

Negative psychosocial and behavioural effects of institutional life
on residents have been acknowledged in mental health literature for
many years. In 1859, John T. Arlidge condemned ‘a gigantic asylum’
as a ‘gigantic evil, and figuratively speaking, a manufactory of chronic
insanity’. But, as Scull says, it was not the only such expression of con-
cern.22 The five reference texts used in this article have been chosen as
markers because they shaped, or can be reasonably presumed to have
influenced and supported, policies for preventing or mitigating the
problems of ‘institutionalisation’ in New Zealand. No doubt other
works and journals aroused similar interest among policy-makers and
they may also have made some policy impact as well. Unfortunately,
this is now difficult to establish as the evidence of the intellectual pol-
icy networks that would have been found in relevant archives and
library collections has been lost, dispersed or destroyed.

The first two works, John Conolly’s The Construction and Gov-
ernment of Lunatic Asylums and Hospitals for the Insane (1847) and
The Treatment of the Insane without Mechanical Restraints (1856),
appeared at a time when lunatic asylums were identified with the ther-
apeutic optimism of the non-restraint system. Two late Victorian
books—Die Kolonisirung der Geisteskranken, or The Colonization of
the Insane in Connection with the Open-door System, by Albrecht
Paetz (1893) and Charles Mercier’s Lunatic Asylums: Their Organ-
isation and Management (1894)—were written amid the tide of ther-
apeutic despair and social stigma surrounding the growing number of
increasingly huge, custodial and impersonal institutions. Finally, the
World Health Organization Expert Committee on Mental Health’s
third report, The Community Mental Hospital (1953), arrived at a time
of rekindled therapeutic optimism brought about by electro-convul-
sive therapy (ECT) and the prospect of psychopharmacology, both of
which were to change irrevocably the character of psychiatric hospi-
tals. WHO’s advice was to spare the newly emerging nations of a post-
colonial world the bitter lessons of institutionalised patterns of psych-
iatric care experienced by developed countries.

Each of these five works, that span a century, consistently refers to
the undesirable effects that institutions could have on their inmates.
In the nineteenth century, Conolly believed that institutional care was
generally among the ‘most efficacious parts of direct treatment’, but
he also knew that asylums created ‘oppressive influences’. Asylum staff,
and particularly the medical superintendent, had to prevent or rem-
edy large-scale ‘irritability of the mind’ lest patients slip into a state
of ‘apathy or imbecility’, hopeless dementia or torpor.23 Mercier wrote
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Deinstitutionalisation

Is there a word that can adequately describe the thrust of the plans
and policies outlined in this article? The Oxford Dictionary defines
deinstitutionalisation as ‘the process or action of removing (a person)
from an institution, such as a mental hospital’. More important for
the purpose of this paper, the definition also includes removing a per-
son ‘… from the effects of institutional life’.14 Early wordsmiths seem
to have used deinstitutionalisation as shorthand for measures that
helped to break down the negative effects of insulated institutional com-
munities. J. W. Grime has been attributed with coining the word in
1934, apparently in the context of reforming mental hospital regimes
and conditions.15 More than twenty years later, a would-be English
wordsmith devised the word ‘disinstitutionalisation’. The only clue pro-
vided about the meaning was mention of a Christmas shopping expe-
dition by a mentally defective hospital patient that suggested a process
of restoring patients’ social links with the outside world rather than
destroying the institutional environment.16

The currently fashionable use of deinstitutionalisation to refer to
hospital downsizing and closure is an acquired meaning; it is certainly
not its only meaning. According to Leona Bachrach, who has written
extensively on the topic for many years, the reduction of psychiatric
hospital censuses is critical but only part of a wider process of dein-
stitutionalisation.17 George W. Dowdall has provided additional soci-
ological meanings, such as the shift of the State mental hospital from
a central to a more peripheral role in the mental health system and
the declining legitimacy of the State mental hospital as the taken-for-
granted caregiver for the seriously mentally ill.18 In a recent interna-
tional overview, Walid Fakhoury and Stefan Priebe suggest that
deinstitutionalisation should be regarded either as an historical pro-
cess or, more widely, as the general process of diminishing the role of
any institution, including all community-based institutions, in mental
health care.19 In 2001, the World Health Organization (WHO) sug-
gested that deinstitutionalisation was not the same as dehospitalisa-
tion.20 In that case, could not all measures that are intended to remove
the effects of institutional life, particularly the negative effects, be con-
sidered as measures of deinstitutionalisation?

Institutionalisation

Deinstitutionalisation is derived from ‘institutionalisation’ and ‘insti-
tutionalise’. Institutionalise, in a broad sense, means to be brought up,
housed or trained in an institution, or the process of subjecting some-
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Notes for Figure 2:
1.  The dates indicate when each institution was operational.
2.  The main psychiatric hospital at Auckland was known at various times

as The Whau, Auckland, Avondale, Oakley and Carrington.
3.  The map does not show intellectual disability hospitals. The closing date

shown for Nelson refers to the decision to transfer psychiatric services to Ngaw-
hatu and to retain the original site for intellectual disability purposes. Braemar
Hospital still serves that purpose on the same site. The starting date for Ngaw-
hatu refers to the initial transfer of psychiatric patients to Stoke Farm.

4.  Sunnyside Hospital, Christchurch is now known as Hillmorton Hospital.
5.  Queen Mary Hospital, Hanmer Springs, specialised in functional nervous

disorders. It is now operated by a private company and specialises in the treat-
ment of alcohol and drug dependency.

6.  Public psychiatric hospitals for Nelson and Otago comprise separate cam-
puses. Hospitals in the same vicinity were administered as a group.

7.  Ashburn Hall (now named Ashburn Clinic) is a private facility.
8.  Outpatient clinics held at most psychiatric hospitals are not listed.

Sources: Department of Health, The Functions and Responsibilities of the Division of
Mental Health, Department of Health, New Zealand, The Division, Wellington, n.d.,
c. 1963; Board of Health, Psychiatric Services in Public Hospitals in New Zealand,
The Board, Wellington, 1960.

psychiatry supplemented by biographies of some significant officials
and former patients. The rich clinical and social information recorded
in patients’ files at some psychiatric hospitals has been an attractive
source for social class and gender analysis, for instance, in the work
by Bronwyn Labrum about gender and the Auckland Asylum and in
Barbara Brookes’ study of Seacliff Asylum.10 A steady stream of essays
by University of Otago postgraduate history students has been
brought together recently in published form to provide an unparal-
leled regional picture.11

The nineteenth and early twentieth centuries have fascinated New
Zealand scholars, but very few studies have crossed the threshold of
the therapeutic revolution in psychiatry. Hilary Haines and Max Abbott
traversed some landmarks of psychiatric deinstitutionalisation with-
out observing that, in its broadest sense, such policy originated from
institutional administrators themselves.12 Elsewhere I have attempted
to provide a national policy overview of the recent phase of deinsti-
tutionalisation.13 More regional case studies to span the institutional
past and the turbulent modern or post-institutional phase in New
Zealand would not only deepen knowledge in this field, but would
also probably be cathartic for those who participated in any capacity
in the process of deinstitutionalisation.
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