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ABSTRACT
Racial discrimination in mental health treatment in South Africa was well established by
the 1890°s. This study shows that this discrimination was perpetuated through to the
19307s and 1940°s. By means of a thorough review of racial and psychiatric literature
pertaining to the period, this dissertation provides a rich context in to which to place the
psychiatric practice of Valkenberg Mental Hospital for the period 1933-1943.
Archival research was used to investigate official hospital records of, and case records
for, Valkenberg for the years 1933; 1936; 1959; 1942 and 1945, Content analysis was
used to analyse the case records and identify any discrimination across diagnosis,
treatment, prognosis, criminal activity of patients, deaths in patients, and readmitiance.
Individual case histories were also analyzed to ascertain psvchiatric practice at a more
individual level.
Results showed that racial discrimination was still prevalent in the psvchiatric practice of
Valkenberg for the period. In Valkenberg "non-European’ patients received poorer care,
were given inferior therapeutic treatment and often denied access to various effective
treatments. European patients on the other hand received superior care and had access to
all the new and effective physical methods of treatment. Non-European patients were also
subject to the racist attitudes of doctors and nurses, which i turn affected the level of
care they recetved. The records also reveal that psvehiatrists of the period not only
purported the racist doctrines, they were involved in theories and studies that helped

justify and confirm them.



CHAPTER 1: INTRODUCTION

“The racial situation as it exists in South Africa today [circa 1930], has become almost an
obsession in the minds of many both within as well as to some extent beyond, the borders of
the Union’ (MacCrone, 1937, preface). This statement sets the foundation for this whole
piece of research. The main focus is on psychiatric practice in South Africa, with the advent
of the physical therapies into psychiatry, but due to the ‘obsession’” with race within SA,
penetrating all facets of life, we find that race is intrinsically linked to the practice of
psychiatry. Thus any investigation into psychiatry needs to include a thorough investigation

of the racialisation of science as well.

This thesis begins by discussing the racial and psychiatric climates into which the physical
therapies were introduced, and so provides the context for the collected data. The aim of this
research is twofold. Firstly it wants to provide an overview of the advent of some of the
physical therapies in psychiatry in Cape Town. It does this by examining both hiospiial and
case records of the leading Mental Hospital in Cape Town, Valkenberg Mental Hospital, for
the period It outlines which diagnoses were predominant, what treatinents were avaiiavie,
when they were introduced, and more specifically for which diagnoses were the treatments
assigned. Recovery rates; duration of stay; and prognoses of patients for the various years
wili also be under consideration to see how the advent of the physical therapies changed the
psychiatric practice and its ability to cure its patients. Discrimination with regard to race, and
to a lesser degree gender, are also addressed, including whether diagnosis was dependent on
etther of these variables, but more specifically as to whether treatment was dependent on the

patient’s race or gender. This aim will be fulfilled by a thorough content analysis of the data.

Secondly the research will shift to a wider analysis of the data. It will examine what the case
rEcuids 1eveal about die psycinairists themselves, how they saw themselves, their profession,
aad itieir opunons of their patients. The general attitude towards patients, their diagnoses,
gender and race will also be looked at. The records will also be probed for what they reveal
about the society in which the hospital was operating. The rationale for such a close
examination was Vaughan’s (1991) statement of the role of medical records in being both

constitutive of, and constituting the social discourses of the time in which iliey were witiew.



Chapter 2 outlines the race relations that were operating in the Union of South Africa, and
especially the Cape, circa the 1930’s. Initially the four predominant racial categories are
specified, and an elaboration of what each racial category implied follows. The racial
composition of the Union, and of Cape Town, is provided from census data captured in 1936.
A thorough history of race relations within the Union provides a rich context in which to
understand the racial attitudes and prejudices of the country, which in turn sheds light on the
practices of the mental health institutions, the focus of this study. The prevailing
contemporary attitudes towards ‘Natives’ within the Union are addressed, as are the various

government policies that were used to monitor race relations within the country.

The following chapter, Chapter 3, concentrates on psychiatry and treatment. The
development of psychiatry as a discipline within itself, and as a growing curative branch of
medicine, especially with the advent of the various physical methods, is discussed. The
various treatment methods available to early twentieth century psychiatnists are outlined. The
focus then moves more directly towards South Africa, and most especially the Cape. A
history of psychiatric practice at the Cape is provided, focusing predominaitiiy o itic
mwisitiuiivnalizaiivit of the mentally i1, and how from the very beginnings race was embroiled
with mental health care. Individual histories of the Robben Island Lunatic Asylum and
Valkenberg Mental Hospital are also included. Mental illness among the ‘Natives’ then takes
central concern, especially with regard to the idea of separate and distiictive actioiogi
‘Native’ mental illness, as opposed to those experienced by those of ‘European’ descent. The
text further shows how such a distinction was used to illustrate the supposed inferiority of
“Watives'. Fiiaily ihe text paints a picture of the state of psychiatric institutions in the 1930’s.
The mass overcrowding and discrepancies in catering for the various racial groups is
addressed, as is the problems with the nursing profession, and the moral implications it posed

to racial distinctions, with regards to the duties, tasks, and infantalization of patients.

Chapter 4 provides the methodology used within the study. This includes an outline of what
texts were looked at and analyzed, for which time periods, where the records were obtained,
and how they were used. The ethics of the study are also addressed, as are the problems

associated with archival research. The means of analysis and its problems are discussed.



The first of the analysis chapters, Chapter 5, concentrates on data gathered from the official
records of Valkenberg Mental Hospital. General care with regard to nursing, food provision,
and unit costs are covered, as well as what treatments the hospital had at its disposal, and
official records as to who such treatinents were used on. Malaria treatment, insulin therapy,
drug induced convulsive therapy, and electroconvulsive therapy are all discussed, focusing
predominantly on the racial discrepancies between treatments. Recovery rates and hospital

practice are also addressed.

Chapter 6’s focus is on the Case Records of Valkenberg. The representativeness of the data is
addressed, and a detailed analysis of what the records reveal about the hospital’s practice
ensues. The variables of diagnosis, treatment, prognosis, causes of death, criminal activities,
and repeai carcerations are discussed in terms of each of the key years, as well as with

regard to race and gender.

The individual case histories form the basis for Chapter 7. The records were scrutinized as to
what they revealed about the patients, the doctors, the hospital and psychiatry circa the
1930’s. The records were categorized according to what they revealed. Categories of analysis
included demeaning of patients; psychiatric practice; means of measure; treatment;
employment; gender; and race. In each category examples from the individual records were
included to illustrate the points made, taking every precaution to preserve the identity of the

patients themselves.

Ultimately what this dissertation aims to show is that racial discrimination was evident in
mental health practice throughout the nineteenth and early twentieth centuries. Such
discrimination continued with the advent of the physical therapies in the 1930’s and 1940’s.
This discrimination permeated not only hospital practice, but official hospital records and the
individual patients’ experiences of mental disorder. Such discrimination may iave been ia
accordance wiih contemnporary segregationist and psychiatric theories, as this study will
siiow, but from 4 retrospective view it is important to see how such discrimination

contributed to these very theories it supposedly spawned from.



CHAPTER 2:RACE RELATIONS

INTRODUCTION

Race relations are mainly shaped and altered by the internal dynamics of the particular
society in which they find themselves. It is usually in societies where colour distinctions
within the society’s institutions have taken root, that such relations become problematic (Cell,
1982). South Africa is a case in point, as historically almost all its institutions have evidence
of colour distinction and discrimination based upon such racial distinctions. It must also be
noted that the South African case is set apart by the centrality of the new ideologies of racial
supremacy, and the availability of pre-existing structures of racial domination (Bonner,
Delius & Posel, 1993; Dubow, 1995b). The relationships between the various races in South
Africa, circa 1930, were extremely problematic. There was a marked lack of sympathy
between all the races (Cell, 1982; Marquard & Standing, 1939).

In fact the state of race relations in SA can best be summarized as follows. South Africa
followed, what Van den Berghe (in Cell, 1982) describes as a competitive model with regard
to race relations. This model incorporates a comparatively sophisticated industrial economy
where there are high levels of social mobility. The Dominant race is the proportionally
significant minority. There is a wide gap between the races in economic position and social
status. The range and degree of personal contact between the races is infrequent, except in
servile instances. Segregation of the races is both de facto and de jure. There is an element of
democracy, but it is restricted to members of the dominant race, and as this was based on
colour, was termed a pigmentocracy. The general tone of race relations was virulent, volatile
and explosive. Aggression between the races was usually initiated from above, by means of
lynching, police riots or waves of blatantly discriminatory legislation. The prevailing
ideology is both curious and contradictory. The subordinate group is described as naturally
inferior, childlike and servile. But they are also depicted as innately aggressive, dangerous

and uppity (Cell, 1982).

Racism thus formed part of South African society. It involved paternalist and prejudice parts
of winie South Africa’s collective psyche, where superiority, exclusivity and hierarchy

became “habits of mind’. The “white culture’ behind such ways of thinking were formed from



folkloric amalgams of popular beliefs and traditions, where ideas of human difference were

accepted as natural and incontestable (Dubow, 1995b).

RACES IN THE UNION OF SOUTH AFRICA, circa 1930

After the formation on the Union of South Africa in 1910, new ethnic identities, or races,
emerged. They arose out of the construction of a single state from British colonies, Boer
republics and African kingdoms (Marks & Trapido, 1987). In essence there were four ‘races’
within the Union of South Africa. These were ‘Natives’, “Europeans’, “Coloureds’, and
‘Indians’, and were the racial categories used in official government records after 1910,
Most of these four were neither distinct nor truly homogenous groups. The Natives could be
split into four main ethnic groups, but consisted of many diverse tribes. Europeans could also
be divided, but their division was based primarily ou fanguage. Tiey constsi of iwo utdiy
groups, the Afrikaners, and the English speakers. Coloureds were also diverse, and consisted
of a wide variety of ethnicities. The Indians formed perhaps the most ethnically “true’
category of race in the Union, in that they were very insular and had remained relatively pure,
both culturally and biologically, with little intermixing with other race groups, for over a
hundred years (Spooner, 1960; Tingsten, 1954%).
The distribution of the population, according to race and gender was as follows. Statistics are

those taken from the Census taken on 5 May 1936 in the Union’.

UNION

Male TFemale Total

European |1,017,699 985,813/2,003,512
Native 3,313,306} 3,283,935|6,597,241
IAsiatic 119,186] 100,742 219,92
Coloured 386,431| 381,553 767,98
Il Races |4,836,622 4,752 043/9,588,665
Table 2.1 4

! These were the terms as used by the Government of the Union, as well as Valkenberg Mental Hospital. [ have
continued their use so as to provide fluency between the Government and Hospital Records and this dissertation.
% Contemporary texts were used to gain contemporary perspectives of what the races were and how they were
perceived.

* Census 5™ May, 1936. Preliminary Report on the enumeration of all Races of the population. Records of the
Union Government (hereafter U.G). No. 50, 1936.

* Census 3™ May, 1936. Preliminary Report on the enumeration of all Races of the population. U.G. No. 50,
1936



The racial composition of Cape Town and surrounds was also taken from the 1936 Census,
see Table 2.2, and reveals the following information. Table 2.3 reveals the difference

between Urban and Rural racial populations within the Cape.

Cape Town & Suburbs

CAPE TOWN AND
SURROUNDS
European 171,534 Race |Urban Rural
Native 14,041 Eur | 503,998 287,393
siatic 3,797 Native | 219,159 1,825,951
(Coloured 145,979 Asiatics | 10,356 336
All Races 335,371 Col 358,255 325,576
Al | 1,089,768 2,439,259

Table 2.2°
Table 2.3°

It must be noted that despite official racial classifications, there was still much confusion and
vagueness associated with these racial abels, as Tingsten, a visitor to South Africa in the
early 1950’s described. He notes that a ‘Native’ is any one native to the country, however
black peoples from outside the Union are also sometimes given this classification. Similar
confusion arises when an American is classified as a European, which in South Africa meant
white, but was officiaily one from European descent, while an American does not consider
himseif to be European in origin (Tingsten, 1954). If such confusion was still evident in the
1550’s, one can only imagine it to be worse in the early part of the twentieth century wheit

the labels were introduced.

A breakdown of what the various racial classifications implied for the time period follows.

Again historical definitions, garnered from contemporary texts, have been used.

Natives
This term was used to cover all those who were believed to be native to the country of South

Africa, and included the ‘Bantu’ and ‘Bush’ races (Dubow, 1995b). Other terms such as

* Census 5™ May, 1936. Preliminary Report on the enumeration of all Races of the population U. G. No. 50,

1936
¢ Census 3" May, 1936. Preliminary Report on the enumeration of all Races of the population U. G. No. 50,

1936



African, Bantu and black were all used synonymously with “Native’ to describe this racial
group. Natives formed the largest racial group; and were in fact the overwhelming majority
in all four provinces of the Union in the 1930’s (Census 1936’; Spooner, 1960; Tingsten,
1954). Officially a ‘Native’ was a person who was generally accepted as a member of any
aboriginal race or tribe of South Africa. They had no political representation in South Africa,

but were subject to all its laws (Tingsten, 1954).

Natives were considered the most primitive of the races (Dunston, 1921; Greenlees, 1895),
and were conventionally portrayed as a ‘virile’ or ‘vigorous’ race. Their fertility and rate of
increase was believed to pose a serious threat to white civilization (Dubow, 1995b). Natives
were also commonly considered to be cruel, credulous, superstitious, lazy, libidinous,
thieving, immoral and indecent (Bickford-smith, 1995). All this was in direct opposition to
the notion of the idealized innocent savagery and tribal life the Natives were believed to

enjoy in rural settings (Dunston, 1921; Greenlees, 1895).

Despite this idealized notion of Native tribal life, Natives were forced to live on set areas of
land known as Reserves. Their aim was to provide a separate area for Natives io develop
themselves without interference from Europeans and civilization, but they also enabled the
justification of below subsistence level wages for Native labour in towns, on the grounds that
work outside the Reserves was merely supplementing the Natives’ basic economic life. But
the Reserves were not choice pieces of land for farming, and became increasingly
oveiciowded and eroded. Eventually the land was no longer sustainable for agriculture, and
INatives on the Reserves could no longer live independently off the Reserves. Without
subsistence farming the Reserves had become by the 1930’s mere dormitories and reservoirs
for Natives not working in the towns (Cell, 1982; Dubow, 1989). But together with low
wages for work outside the Reserves, poor Reserve conditions resulted in the Natives
achieving a very basic standard of living. Native families were, in general, underourished
and inadequately housed and clothed (Spooner, 1960). Such appearances of unkemptness in
Natives only helped to foster the notion of their inferiority in the eyes of Europeans, despite
the fact that the very conditions they were living in were a direct result from the limitations

placed upon them by the Europeans.

7 Sixth Census 5™ May 1936. Volume 1: Population — Sex and geographical distribution of the population [U.G.
No. 21, "38]



The census of 1936 revealed Natives to be spread throughout the county, with by far the
largest concentrations in the Eastern Cape and Natal. The Transvaal also had a fair portion,

while the Western and Northern Cape had very small Native populationsg.

Europeans

European implied White, and was believed to be any person of European descent, but not of
mixed blood. A ‘white’ was simply a person who was regarded as white by the South African
government (Tingsten, 1954). The European population made up about one fifth of South
Africa’s population (Census, 1936).

The European group consisted of two main language groups, the Afrikaans’ speakers and the
English speakers. Afrikaners formed the second largest group in the Union. They were
descendants of the Dutch and French settlers who settled in the Cape 1n the late seventeenth
century {Spooner, 1960). But unlike most settlers they saw themselves not as allies of their
parent nations, but as fugitives, and were determined to develop their own country with their
own patriotic identity (Spooner, 1960). English speakers were predominantly from British
stock, although this category did include Jewish peoples and those of European descent
outside of the British Isles. Their attitudes, as perceived by Spooner in the 1960°s, were
largely influenced by British standards and outlook. Besides farming, most of South Africa’s
economic life, in the first half of the twentieth century, was controlled by the English

speaking Europeans (Bickford-smith, 1995).

The Europeans were not a united group and in fact there was much antagonism between the
two language groups. This was aggravated by the English speakers who excluded the
majority of Cape Dutch peoples from public life, due to the sole use of English as the official
language of business and politics in the colony (Marks & Trapido, 1987). English speakers
were said to view Afrikaners as crude frontiersmen with little patriotism to their parent
homelands. Afrikaners in turn spurned the English speakers for being too attached to Britain,

and thus unable to truly forge a new nation (Spooner, 1960). The antagonism between the

¥ Sixth Census 5™ May 1936. Volume 1: Population — Sex and geographical distribution of the population [U.G.
No. 21, 38]

? Afrikaans was a set of diverse Dutch regional dialects creolized by Khoisan and malay-portugese languages in
the seventeenth and eighteenth century in the Cape Colony (Marks & Trapido. 1987).



two was deep, and until the 1930°s the Afrikaner Broederbond (an Afrikaans political
organization) was deeply opposed to any amalgamation between English and Afrikaans

speakers (Dubow, 1995b).

Despite the divide between the two language groups, in official records the Europeans are
grouped together. The average European family in the middle of the twentieth century were
said to be five times better off than the average Coloured or Indian family, and over twelve
times better off than the average black family. In fact the average European family in South
Africa enjoyed a standard of living as equal to nowhere else in the world, except North

America (Spooner, 1960; Tingsten, 1954).

It was the general feeling, among the whites, within the country of SA that as the white races
had pioneered Western standards of physical achievement, culture, and individual liberty in
SA, they should retain control of the government for the foreseecable future, and that such a
decision was 1n the best interests not only of the whites, but of the Coloureds and Natives as
well. The more liberal whites wanted adequate representation for non-whites and full
consultation for matters concerning them and their welfare. Such liberals also provided the
condition that when non-whites had proven themselves qualified in the more advanced
requirements of Western civilization and that they were capable of impartial justice, whites

would consider surrendering leadership (Bickford-Smith, 1995; Spooner, 1960).

Coloureds

Until the twentieth century the term “Coloured’ usually referred to all non-Europeans and was
a synonym for non-white (Bickford-Smith, 1995; Goldin, 1987). The census of 1875 included
only two divisions of race, namely ‘European’ and ‘Coloured’' (Goldin, 1987). Despite this
inclusion in the census, Bickford-smith (1995) argues that by this time the term Coloured was
beginning to be recognized as term for “mixed blood’. Such an idea was based on the
emergence of scientific ideas of blood and heredity, so that if someone was of mixed parents,
1.€. one white and one black, they would have white blood and black blood. By 1904 the
Cape Census recognizes this designation of a mix between the races and has three racial
categories. These are ‘white’, ‘Bantu’ and “‘Coloured’. The term Coloured was said to include

all shades in between ‘white’ and ‘Bantu’ (Goldin, 1987). By the 1930°s the term Coloured

' The term Coloured included all races considered non-white, including what the Census terms ‘kaffir proper’
(Goldin, 1987).



was used by whites to describe the group, and as the label for the group themselves, who by
now would identify themselves as “Coloured’ (Bickford-Smith, 1995)“.

It must also be noted that the term “Coloured’ has always been used to reflect the ideologies
of the ruling class for the time it was used. The categorization of Coloureds was always tied

up with issues of class (Goldin, 1987).

“Coloureds’ as described in the 1930’s, originated in the Cape Colony, and were still mostly
settled in the Cape (Tingsten, 1954; Census Data'?). They were an amalgamation of Khoisan,
Malays and various ‘bastard’ categories in Cape society, including the slaves and their
descendants (Adhikan, 1992; Spooner, 1960). Coloureds occupied a unique place in the
racially stratified society of the Cape. They enjoyed a space of relative privilege. They were
not treated by whites as inferior as Natives, however they were never to receive the full rights
and privileges of the Europeans. This relative privilege was based on their assimilation into
western culture, as well as their being of partial descent from the settler population, and thus
warranting more privilege than the Natives who were entirely primitive with no dilution with
European blood (Adhikan, 1992; Bickford-Smith, 1995; Spooner, 1960). Coloureds were

seen as a socially disadvantaged lower class in the Western Cape, and provided casual and

""" The separate official categorization of the term ‘Coloured’ can be attributed to the High Commissioner of
South Africa in 1900. who recognized the role of “Coloured’ allegiance in forwarding pro-white ideas and
policies. The need was thus to separate ‘Coloureds’ from other non-European racial groups, namely ‘Natives’
and encourage their allegiance. By separating the non-Europeans from each other, even if just by name, the
government was preventing a joining together of all non-Europeans and quashing a future revolt or threat to
white domination. Fostering Coloured identity was crucial and various less racially severe policies in the Cape
helped nurture their allegiance Despite this demarcation of a separate ‘Coloured’ racial category from the ruling
class, within the group designated as ‘Coloured’ there was a growing need to distinguish themselves as separate
and apart, especially from the ‘Natives’. During the 1880’s the Cape "boys’ (what would later be classified as
Coloured) working in the Cape Town docks striked, and instead of meeting their demands, those in authority
recruited 230 Natives into Cape Town to fill in the vacancies left by the strike of the Cape Boys. Within ten
vears after the strike Native labour had replaced that of Cape “boys’ with regard to manual labour in the docks,
quammes and municipal services. Due to this competition for work, ‘Coloureds’ started marketing themselves as
skilled artisans, distinct from labourers, and began classifying themselves as racially separate (Goldin, 1987).

' Sixth Census 5™ May 1936. Volume 1: Population — Sex and geographical distribution of the population
{U.G. No. 21, *38]
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seasonal labour. Due to their lower class status and restricted occupational opportunities,
most Coloureds were forced to live in over-crowded tenements, had inadequate diets and

were subject to high mortality rates (Bickford-Smith, 1995).

According to Spooner (1960) whites perceived Coloureds as mostly cowed, submissive and
servile, especially in rural settings. Such traits were considered to be the hallmarks of good
Coloured folk. However Coloureds were also reputed to have a number of negative
characteristics. These included their perceived improvidence, promiscuity, lack of cleaniiness
and generally weak moral fibre. It was also commonly acknowledged by most whites, again
according to Spooner (1960) that most Coloureds, if given the opportunities and ait
environment where skin colour was not a sign of inferiority, could become first class citizens,
L.e. itie equal of whiies. These stereotypes of Coloureds by wiiles dre noi uicxpecicd wikt
one considers the nature of the usual relationships between Coloureds and whites. Such either
mnvolved Coloureds as servants, where they would be cowed, submissive and servile, or

Coloureds living in low class tenements with poor wages (Bickford-Smith, 1995).

A ‘Coloured’ in the 1930’s was legally considered to be a person who was neither white, nor
Native. This meant that in the period ‘Coloured’” was defined more by what it was not than by
what it meant (Tingsten, 1954). This group was thought to have a wide array of looks, with
some appearing more white, while others appeared more “Native’ (Bickford-Smith, 1995;
Spooner, 1960). Coloureds had political rights within the Cape Colony, as long as they met
the required educational and property qualifications (Bickford-Smith, 1995). However these
rights were terminated when all non-Europeans were disenfranchised in 1936, an event which
made many Coloureds feel cheated by the Europeans to whom they had aligned themselves
since the beginning of the twentieth century (Bickford-Smith, 1995; Cell 1982).

Indians

This racial group was centered in Natal (Census Data of 1936, U. G. No. 21 °38.), and was
made up mostly of descendants of indentured labourers that were brought over from India to
work on the sugar plantations. They were a cohesive and separate community. They had not
fused in any great numbers with any of the other main racial groups. They were considered to
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affluent of non-Europeans in the country. They were subject to all South Africa’s race
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settle in either the Transvaal or the Orange Free State (Tingsten, 1954). Due to this
dissertation’s focus on the Cape, and the lack of Indian representation in the Cape for this
period, any further discussion of Indians and their predicament in the Union is beyond the
scope of this study. For a fuller discussion of Indians in South Africa see Palmer (1957) and
Kuper (1960).

RACE RELATIONS IN SOUTH AFRICA

South Africa had discriminated against people of colour since the earliest settlement at the
Cape in the seventeenth century (Cell, 1982; Keegan, 1996; Legassick, 1995). In practice the
races were always largely separated. Colour prejudice and stereotypes were very old, and
were imported to South Africa in the minds and psyches of the European colonizers and
settlers. The association of blackness with all things evil, ugly and satanic; and whiteness
with all that was pure, beautiful and godly — was fundamental to medieval and early modemn
Europeans’ psychology and to the way they perceived and organized the world. When
arriving in South Africa, this colour syndrome became of immediate relevance as such
unconscious associations were now projected upon groups of people because of the colour of
their skin. The stereotypes and prejudices were activated into a social system of racial
hierarchy, incorporating the struggle for control of resources against Native peoples. This
colour prejudice transformed into racism, and eventually permeated the thought, morals,

institutions and social relations of people living in South Africa (Cell, 1982; Keegan, 1996).

The racial stratification outlined above was commonplace in almost all European colonies
where slave holding had been introduced (Adhikari, 1992). South Africa however, posed a
dilemma for colonial rulers. As a colony it attracted a very high proportion of European
settlers, as opposed to other European colonies in Africa (Beinart & Dubow, 1995). The
Native races of South Africa were also not exterminated like those of Australia, New
Zealand, and Canada (Cell, 1982). This created a very unique and specific position for South
Africa, as the model for race relations could not be drawn from any previous colonies. This
meant that a new model had to be forged from scratch in order to devise a system that would
best work for controlling South Africa’s unique racial situation. The solution that the white
minority found was segregation (Keegan, 1996). Segregation was the precursor to Apartheid
and established the ideological and political framework out of which Apartheid developed

(Dubow, 1989). It “denotes a complex amalgam of political, ideological and administrative
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strategies designed to maintain and entrench white supremacy at every level” (Dubow, 1989,
p.1). Certain key factors were central to the development of Segregation and race relations in

South Africa, and warrant further discussion.

General Racist Doctrines

Victorian racism, which was prevalent in Europe, can be summarized as consisting of the
following aspects. There was an inherent belief in the inequality of human beings. There was
a readiness to generalize about the character of racial and ethnic groups. Although it claimed
to be rooted in science, the outcomes were not found through any systematic science. The
“habits of mind’ were shaped by the larger social and cultural environment. Tiicir theoiy was
put together haphazardly from travelers’ observations and coinmon prejudices. And most
importantly the ideas of racism became commotipiace discourse i everyday cotversaiion,
and in scientific gatherings and publications (Bickford-Smith, 1995; Dubow, 1989; Lorimer,
1988). Scientific developments prior to 1900 failed to counteract the distorting influences of
common prejudice with regards to racism, and instead only offered them greater coherence
and authonity (Lorimer, 1988). The scientific theories of South Africa regarding raciat
differences were derived directly from those from overseas, but were selectively absorbed

and differentially applied in the coloniat setting of the Cape (Dubow, 1995b).

Slavery
European colonization in South Africa produced large-scale enslavement of Natives, which in

turn produced a system of racial domination, as almost all masters were white and all slaves
were black. Slavery intensified ethnocentrism and heightened the salience of phenotypic
differences. Slavery also institutionalized a racial division of labour, which allowed for the
formation of the social values and racial attitudes of members of pre-industrial Cape society
(Adhikari, 1992). Slavery was abolished in South Africa in 1834, the emancipation of slaves
did not alter the racial order, nor did it change the reality of white authority and privilege,
instead the racial divisions of slavery were continued in the free labour system that followed
it (Adhikari, 1992).

Equality of the races was never a real possibility as the contemporary ideas of the time did
not really facilitate such an action, ‘For seldom could respectable Europeans of the age

envisage non-Europeans aspiring to their class status’ (Keegan, 1996, p.283). lusicad itic



Native and Coloured races would only be incorporated into society as part of the dependent
class and make up the bottom levels of colonial society (Keegan, 1996). Thus race became
mixed with class formation, so that existentially members of Cape society experienced their

society in terms of group membership based on skin colour (Adhikari, 1992).

Harsh Afrikaner attitudes

Harsh Afrikaner attitudes were considered to be one of the main protagonists for segregation
of the races, and the Great Trek” (around approximately 1830) was believed to be the key
feature in the development of these harsh attitudes to the Natives (Dubow, 1995a; Tingsten,
1954). Dubow (1989; 1995b) and Marks and Trapido (1987) criticize this theory. They argue
that the trek was not a united movement, and that the trekkers had no intention of forging a
new single nation state in the interior of the country. Only in 1895, sixty years after the trek,
did a more sustained pan-South African Afrikaner nationalist movement emerge (Marks &
Trapido, 1987). Hofmeyer (1987) and Dubow (1989; 1995b) both recognize the role of
writers such as Preller and du Toit (both writing around the turn of the twentieth century) in
fostering a cohesive Afrikaner history, mythologizing the Great Trek, and building a sense of
Afrnikaner nationalism by encouraging the notions of Afrikaners as “God’s chosen people’,
the terrors of ‘black barbarism’ and ‘British perfidy’. Their impact was heightened by their
strategic aim of such propaganda at the ‘ignorant’ proletanat (poor whites), which stirred up a
strong element of nationalism and identity, as well as the idea of superiority of the white race

over the Native races.

The Poor White Problem

During the 1920’s white farmers placed mounting demands and restrictions on their Native

labourers (Bonner et al., 1993). These demands as well as the growing inability of the

" The trek was supposedly responsible for cultivating a ‘persecuted people’ (by the British) identity amongst
Afrikaners, forging them together as a nation, making the trekkers pioneers and heroes for the Afrikaans
peoples. Along with the persecuted people identity came the notion of being ‘God’s chosen people’. The harsh
climate of the interior of South Africa, identification as God’s chosen people and a separate, but united single
community, the constant threat and attacks from s, isolation from and rejection of British liberal
humanitarianism, and the rigid Calvimst religious doctrines as followed by the trekkers, were all considered key
factors in creating the harsh and discriminatory Afrikaner attitude to people of colour (Cell, 1982; MacCrone,
1937, Spooner, 1960; Tingsten, 1954) and their inherent belief in the right of the white man to rule despotically
over the people of darker skin than themselves (Keegan, 1996).
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Reserves to sustain rural Natives and the promise of work due to the mineral revolutions,
drove the Natives away from the countryside, and pushed them towards the towns (Bickford-
Smith, 1995). These Natives were mostly young men and their influx to towns had important
repercussions on the role of the Afrikaner petty bourgeoisie (Bonner et al., 1993). As these
Natives were heading to the towns, so were rural Afrikaners, also in search of work. With this
great exodus to the towns came more racial antagonism. In fact the implications of this shift
would be enormous. Such rural peoples were equally unskilled and thus eligible for similar
menial labour position. This meant that white and black were competing against each other
for the same jobs. This competition grew into a fear and hatred amongst whites against blacks

(Bonner, et al, 1993; Dubow, 1989; Tingsten, 1954).

Marginal and semi-skilled white workers were the last hired, and thus the most threatened by
the black proletariat (Bickford-Smith, 1995; Dubow, 1989; Cell, 1982). They were thus the
most insecure and ultimately the most racist. It was agreed that the Afrikaners were less
efficient in the manual tasks set before them 14, than more experienced Natives (Cell, 1982).
Ultimately 1t was because they found themselves 1n ‘direct, persistent structural antagonism
to the interests of the simultaneous emerging Native proletariat’ that poor whites emerged as

the most racist of the white people (Cell, 1982, p.72).

The plight of the poor whites was not considered their fault, but rather that of the Natives.
This is in direct opposition to the Native situation, who were blamed for their own sub-
economic situation, when it was clear that European laws were responsible for their

predicament (Foster, 1990).

Despite the emphasis on the growing racial prejudice amongst poor whites, and their role in
determining the harsh discriminatory policies of the country, there was also much concern
about the degeneration and miscegenation of poor whites with intimate Native contact”
(Bickford-Smith, 1995; Dubow, 1989; 1995b). The possibility of racial miscegenation was a

‘horror’ that needed to be guarded against. Increasing numbers of ‘blacks’ and decreasing

'* Experiments with white menial labour in Table Bay harbour, proved this, as whites were considered to show
too much independence in their work, deserted their posts and even drank on shift. Employers thus preferred
Native labour (Bickford-Smith, 1995).

'* Such intimate contact was seen as inevitable due the similar situations faced by poor whites and Natives,
economically and with regard to unemployment and their inadequate housing and nutrition (Bickford-Smith,
1995; Dubow, 1989; 1995b)
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numbers of whites, through miscegenation, would ultimately result in South Africa becoming
a black country. The only way to prevent this was to foster within the poor whites a notion of
racial pride and superiority, so that they would not be tempted to associate, either intimately
or otherwise, with non-whites. Eugenics'®, as well as the writings of Preller and du Toit, as
mentioned previously, helped to achieve this, and proved very successful in installing within
the lower class white proletariat a definitive and overriding sense of racial supertority and

exclusivity (Dubow, 1995b).

Poor whiteism was seen as an illustration of the tendency of civilization to decline (Dubow,
1995a), and fuetled much government policy to promote the poor white standard of living,
standard of education, and improve their quality of life, all of which wodld itiprove it
social standing and see them take their ‘rightful place’ as higher than the Native races (Foster,
1990). Poor whites were in fact an embarrassment to all protagonists of white supremacy and
the need to rectify the situation was of great importance to all governments of SA who
advocated racial inequality (Foster, 1990). In fact Dubow (1995b) describes it rather aptly
when he states that ‘in a racially ordered society, white poverty is both anomalous and
unacceptable (p.171). The racist and superior attitudes of poor winies can Ue seen (v be dug (o
being in direct competition with Natives for work, but was also a result of active policies, by
the government, to ensure these attitudes so as to prevent any further degeneration of the

white race.

The Sanitation Syndrome

The dawning of the twentieth century brought with it a heightened association, among the
Europeans living in SA, between disease and the Native races (Swanson, 1995). Such an
association was well in line with intemational opinion. In fact in 1904 the British Medical
Journal declared segregation of the races to be ‘the first law of hygiene’ for Europeans in the
tropics, as it was believed that if Europeans avoided the Natives they would aiso avoid
disease (Cell, 1982, p.1). The sanitation syndrome, as these associations came to be called,
and in particular the idea of contamination by Natives, in terms of disease, provided a pretext
for creating exclusive living and recreational facilities for Europeans both in SA and

mnternationally (Cell, 1982; Swanson, 1995). In SA the fear of epidemics of vanous diseases,

' Eugenics involved the scientific ‘proof” of racial hierarchy. and the ultimate superiority of the “white’ race. It
will be more fully discussed in later sections of this dissertation.
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including cholera, plague and smallpox, provided the beginnings for legalized efforts for
segregation of the races (Bickford-Smith, 1995; Swanson, 1995).

The presence of Natives in South African cities was from the outset met with the imagery of
infection, but it was the outbreak of bubonic plague in 1901, which when spread to the major
cities precipitated action. The action that was taken would change the racial ecology of SA
forever. In early February of 1901, the first cases of plague appeared in Cape Town. These
cases were Coloured and Native dockworkers. This raised great concern for the members of
Cape Society, as slums of Coloured, Malay, Asiatic and Natives surrounded their white
center. The threat of this terrible disease seemed evident, and required immediate action. The
Plague Administration focused their attention primarily on the Native population. They
associated the Natives, both directly and inherently, with ihie social and sanitary conditions
that fostered the plague. The solution they sought was the mass removal of Cape Town’s
Native population. This was despite the fact that the numbers of Native’s who were known to

have contracted the disease were less than whites or Coloureds (Cell, 1982; Swanson, 1995).

The Administration proposed a Native Reserve or location, beyound the borders of Cape
Town, which would facilitate the creation of a permanent location for the black labouring
class. This proposal was taken up by the government and made official by the Public Health
Act. The location was an old sewage farm on the Cape flats, known then as Uitviugt, and
presently known as Ndabeni. By the end of 1901 between six and seven thousand Natives
were moved to the tocation. The removal was considered a major success, and as the plague
was arrested among the Native population, it was believed that it was the removat of the
Natives that was responsible for the end of the plague. Because of the success of the removal,

it was seen as a model for future policy and practice (Cell, 1982; Swanson, 1995).

The problem with the removal of the Natives was that it presented the Cape with a labour
shortage. Admunistrators had to provide mutual access for black labour, without haviag (o
pay heavy social costs of urbanization or losing dominance of white over black, and did so by
making Ndabeni a labour bureau and funneling the Natives into the city through a pass
system directly to employers. However once this first form of control over Natives was
carried out, the machinations were in place for more and more severe elements of conirol.

T

Any Naiives whom the government deemed undesirable could be excluded from occupation
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in the cities by means of the pass system. The Government could thus control who could and
who could not enter the city, as well as who was entitled to seek employment. The locations
also served another purpose, as they provided the means by which whites could hide the
Natives from their consciousness and evade their obligations to them (Cell, 1982; Swanson,

1995).

After the emergency of the plague receded, so these initial strict policies of the administration
relaxed, and Natives drifted back into the city. But the policies put into effect during this time
had left their mark on the psyche of SA race relations. It showed what could be done, and set
the groundwork for the mechanisms that would be used in the later government policies of

segregation and Apartheid (Swanson, 1995).

Racial Science

The South African case was different from other countries and their handling of race
relations. This difference was related to the centrality of new ideologies of racial science and
supremacy. This was coupled with the availability of pre-existing structures of racial
domination that were present at the time that SA was developing her method of dealing with
the “Native Problem’ {Bonner, et al., 1993).

From 1860 to 1885, there existed internationally a polygenist typology to race, in which
biological determinist explanations were widely popularized. In the 1870’s a classification
scheme of racial types based on skin colour, hair, eyes, skull shape and body structure was
established (Lorimer, 1988). During the1880’s the Journal of the Anthropologicdl instiiuie
(JAI), in London, strengthened the negative association between blacks, savagery and
inferiority by publishing sensationalized accounts of Native peoples and cultures. Such
accounts were those of missionaries, travelers and officials in Africa. Innovations in the
anthropological method, such as localization of brain functions'’; anthropometry'® and
statistical analysis all helped in the revival of theoretical racism that emerged in the 1880’s.
By the end of the nineteenth century these new methods and racist ideas had become standard
seienific accounis  iexis ithat were aimed not only to the scientific community, but also to
ihe general reader. Thus the racist notions became widespread and pervasive, especially with

the added authority of being rooted in science (Lorimer, 1988).

" Which meant the comparing of brains of the different races to demonstrate unequal mental development
' This involved measures of skeletons and sense and motor functions
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Certain external conditions for people living in Britain, in the second half of the nineteenth
century, helped to sustain the inegalitarian assumptions and race generalizations of scientists.
The first of these conditions was the external reality of an expanding European domain over
the globe and its peoples, which encouraged Victorians to rank racial groups by power and
status. The second of these conditions were the presumptions, attitudes and values of the new
professional middleclass, which gave focus to scientists’ enquiries, by providing the desire

for a foundation for such presumptions, attitudes and values (Dubow, 1989; Lorimer, 1988).

The field of eugenics, a specific branch of racial science, was one that was explicitly
designed as a scientific solution to the perceived needs of society, namely the need to
promote racial vigor and prevent deterioration'’. In eugenics the images of difference,
between the races, were readily projected in physical terms, and such differences in
physicality were confirmed by precise scientific measurement. Such a science was quickly
appreciated by the public as it added scientific confirmation for their beliefs, and proved the

inherent superiority of the white race (Dubow, 1995b).

Post 1880 the professionalization of science, both medical and biological, which carried more
authority than the old-fashioned morality and casual impressions of clergy and travelers,
brought more success for scientific racism. The development of statistical methods and a
technical vocabulary also added to the authority of the racist ideas. Specialized publications
kept scientists informed about new ideas and developments about the origin and diversity of
human racial groups (Lorimer, 1988). The extension of education during the 1890’s implied a
larger market for general texts and popular magazines, whose authors made broad
generalizations about racial groups. The audience waiting to receive this scientific
mformation was increasing. Biological determinism offered simple and universal
explaiiaiiois foi complex historical change and by analogy to nature favoured winners and

survivors over losers and victims (Lonimer, 1988). But uitimatety it was tie

“ In the mid nineteenth century, eugenics had tentative beginnings as the comparative study of human crania by
Biumenbach. Such a science relied on the physical criteria of the different races, and reflected the older biblical
paradigm,. which took monogenesis for granted. The thinking behind this branch of racial science. was that it
regarded the vartous forms of mankind as having degenerated from a single original *Caucasian’ type. By the
late nineteenth century. craniometry was replaced by physiognomy. and was quickly realized as a powerful
means of registering otherness (Dubow. 1995b).
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professionalization and authority of science that added academic respect to the ideas of

racism, which made them more acceptable and believable (Dubow, 1995b; Lorimer, 1988).

Social Darwinism in SA was driven by speculation about the relative intelligence of blacks
and whites, which carried with it the horrors of miscegenation and racial degeneration. The
language of eugenics is evident in the obsession with miscegenation and the creation of a
hybrid race  (Dubow, 1995a). The idea of race fusion was apocalyptic. In fact it was said
that ‘admixture in blood of the races is the worst that can happen, at least for the white race,
and perhaps for both’ (Evans, 1911, p.223). The prevailing mood of the international white
community of the time, but especially that of SA, was the paranoia about the rising tide of
colour and civilization’s retrogressive tendencies. Their vulnerability in the face of the “virile

masses’ was also a large cause for concern (Dubow, 1995a).

Nineteenth century racial science served to confirm the popular justification of white
supremacy, and even used the Bible to substantiate its claims. As well as the Bible, other
forms of authority were used to add to the argument of the racial supremacy, namely the
science of Anthropology. This relatively new science, which was in part an empirical science
of a distinctive ‘Native mentality’, was quickly seized upon by experts, who wanted positivist

solutions to the Native question in SA and internationally (Dubow, 1995a; Dubow, 1995b).

For whites in SA, who were desperate to prove their social supremacy, it was not always
necessary to have direct access to the exact details of the science behind racial differences. It
was enough to know that such a body of knowledge existed, and that it “proved’ that the
white race was in fact superior to other races, most notably superior to the Native races with
which they found themselves. Thus the popular prejudice of whites in SA may not have relied
solely on the theories and expositions of modem racial science, but it was definitely sustained
by the knowledge that they existed and were available if needed (Dubow, 1995b). Racial
science was thus imperative in creating and sustaining the racist mindset of many Europeans,
both in SA and internationally. The more respect the discipline of racial science achieved the

more ‘true’ their statements of racial supremacy of the white race became.

 But such fears were not confined to SA alone, in Britain the fear of mixing with the working class was
thought to be sapping white civilization at its most vulnerable point. In SA this fear had a racial taint, because
the working class were mostly (Dubow, 19952)
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SEGREGATION"

By 1905 the Liberal Government of South Africa had given up trying to turn the Natives into
black Europeans®, and was tending more towards the idea of segregation rather than
assimilation. This shift was in part due to the advance of pseudo Darwinian science (Dubow,
1995a) and carried with it the perceived duty of the ‘superior’ white race to oversee the
development of the “inferior’ Native races, and providing custodial care until the ‘inferior’

races were capable of managing themselves (Bickford-Smith, 1995).

It must be noted that the legal status of groups had been based on race in South Africa for
over a hundred and fifty years. Cultural and economic considerations were what initially
motivaied the construction of racial order. Such order, and associaied staius vased il race,
irad noi been jusiified by any ideology, but this all changed with the advent of segregation
{Keegan, 1996). Eugenics and scientific racism constituted an important part of segregation’s
ideological discourse (Dubow, 1995a). As Tingsten (1954, p.55) writes ‘In order to suppress
you need not only laws, police forces, and weapons. You must also have a mental arsenal of
conceptions justifying your actions and guaranteeing a good conscience.” Segregation, with
eugenics and racial science supplied this mental arsenal. It provided the ideology niced io

justify the suppression of other races.

Segregation as a national policy provided the means for a winic unnuriiy, wiilt no working
class of its own, growing increasingly dependent on the labour of the black majority, to
survive economically. Segregation also held within its power the ability to maintain European
civilization and to preserve the fundamental differences between the races. This would enable
the governiment to maintain its policy that the Natives must not be burdened with repressive
restrictions, but must be given room to maneuver (Cell, 1982). All this was ironic as
ultimately segregation would impose a pervasive system of coercion and control over the

Natives (Keegan, 1996).

! Seoregation was essentially 3 horizontal organization of societv, tvpical of modern. complex. industrializing
and increasingly urban societies. It was a settled system. it was also an interlocking svstem of economic
institutions, social practices and customs, political power, law and ideology, all of which functioned both as
means and as ends in one group’s efforts to keep another in their place within a society that was actually
becoming unified. Customs become law, law in turn created custom. it was a circular svstem. Segregation
maintained discriminatory distinctions, the crux was the monopoly by the dominant group over the political
institutions of the state (Cell, 1982).

* For the government’s attempts at *Europeanizing the * see Bickford-Smith, 1995; Marquard and Standing,
1939: and Keegan 1996.
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The policy of segregation was a case of turning an immutable reality into an advantage
(Keegan, 1996). Already important sections of white society had withdrawn from physical
contact and intimacy with non-whites, due to white alarm at possible swamping of white
residential areas by blacks. This fear was hidden behind the associated fears of crime and
political disturbance (Bonner et al, 1993) Whites also harboured a deep fear of losing their
dominant social position, as they make up only a fifth of the Union’s population and used
their social status as a means of protection against the masses (Tingsten, 1954). Such fears
became politicized in various Acts, but most notably the Group Areas Act of 1950. [t was this
very Act that made territorial Segregation a reality. Thus politicization and the demands of
social and economic restructuring were constantly intermingled and mutually reinforcing
(Bonner, et al., 1993). Support for segregation came from Afrikaner workers who saw
salvation, and job security, in the purified nationalists’ policy of segregation, and their

promises of racial barriers (Bonner, et al., 1993).

Ideally the final aim of segregation was the creation of separate white, Native and Coloured
town districts and provincial regions (Tingsten, 1954), where each race would be allowed to
develop on their own natural lines”. The ultimate end would be a self governing white
community, supported by well treated and justly governed black labour, from Cape Town to
the Zambezi (Legassick, 1995). The governance over blacks would involve the custodial duty

of the white race to ‘raise’ the Natives (Bickford-Smith, 1995).

POLICIES IN PLACE TO MONITOR RACE RELATIONS

Segregation shaped the mentality and controlled the behaviour of the dominant caste, as well
as the subordinate one. Dominant caste members knew their place, and were continually
reminded of it. For their place to be maintained self-interest was insufficient, and peer
pressure was used as a mechanism of segregation, to keep the status quo. If peer pressure also
failed, the last resort was the law, where legislation ensured that racial places were kept and

that no transgressions took place (Cell, 1982).

The repressive laws that were introduced to control the ‘inferior’ races were justified by the
supposed need to inculcate responsibility, obedience and a good work ethic within non-

Europeans. Such conquest and subjugation of Native people by Europeans, was done under

2 This was based on idea that blacks and whites had different wants and needs in the fields of social, cultural
and political policy.
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the guise of Christian civilization (Keegan, 1996). But the laws that were passed were purely
for the benefits of whites, to protect their own privileges. The mass of restrictive legislation
was often ambiguous, and the Native was often in jail for offences that he/she was unaware
of and did not understand. Hence such laws were resented by the Natives and encouraged a
hatred for whites by the Native races (Spooner, 1960). The following is a breakdown of some
of the repressive laws and policies that Natives and other non-European races were living

under during the time period under investigation for this study.

Land

The South African Native Affairs Commission (SANAC) (1903-1905) recommended
territorial separation of the races, and that the country should be divided into white and
Native areas. The Natives Land Act of 1913 made it illegal for Natives to buy land ouiside
areas designated, by the SANAC, as Native Reserves™ . Natives either had to move into the
cramped Reserves, or, if they chose to stay in white areas, they had to become labourers.
Under this act more than one million peasants were abruptly proletanalized. The act also set
tight limits on Native agricultural productivity. It curbed WNative initiative aind incentive. This
was the start of the segregationist program, and remained the single most important piece of
the legislative program of segregation. This Act was followed by The Native (Urban Areas)
Act of 1923, which enabled municipalities to create Native Locations where they were
economically essential, and provide temporary housing for prospective labourers in areas
near city and work centres (Cell, 1982). Many Natives who moved to the cities found
themselves herded in ghastly slums, which these Native locations had becoinie, where criime

was rampant, and there was insufficient protection for those who did abide by the law

(Spooner, 156G)

Labour

A tax was placed on Natives as a ‘gentle’ stimulus to get them to work (because of the need
for Native labour in European cities and towns). To pay taxes Natives needed to work for
European money. This tax was implemented by means of the Glen Grey Act (Cell, 1982;
Marquard & Standing, 1939).

# s were granted a disproportionate amount of land as Reserves considering the population distribution. s
received less than 10% of South Africa’s territorv as Reserves. when in fact they made up almost two thirds of
the country’s population.



Racial discrimination was official policy in the country by the early twentieth century
(Dubow, 1995a; Spooner, 1960), which meant that better jobs were reserved for whites only.
Low wage rates for Natives were justified by the low levels of wages in other African and
Asian territories (Spooner, 1960). The SANAC pushed for the official class colour bar,
whereby Natives could only do work, which was seen as appropriate for them, and would not
have access to higher paying jobs (Cell, 1982). The earnings of Natives were at best sub-
economic. There was an absence of official recognition of materially targe increases of living
costs of Natives compared to whites. Natives were debarred from forming unions to protect
themselves (Spooner, 1960). The colour bar was used as a class instrument to ensure that
Natives could never rise above the class that was deemed appropriate for them by the whites.

The nhierent racial inferiority of blacks was used to justify the low wages (Cell, 1582).

Low-wage Native labour had long represented a threat to white workers, who required higher
wages to support themselves and their families in the towns, at the standard they were
accustomed to (Bonner, et al., 1993). The excuse for the need for restrictive legislation, such
as the 1911 Mines and Works Act™ and 1911 Native Labour Regulation Act, which
consolidated job reservation system in industry (Cell, 1982), regarding Natives and work,
was that ‘a civilized standard of living was a heavy burden for white workers to bear, how,
unless they were protected could they possibly compete with these highly advantaged
members of an inferior race’ (Cell, 1982, p.68). By highly advantaged, Cell means that they,

the Natives, couid exist at a monetary level far below that of the Europeans.

Continued struggle between whites and blacks for the same jobs drove legislation for the

Colour Bar Bill of 1926. This Bill officially reserved certain categories of semiskilled

= The Mines and Works Act meant that the government had the power to grant competency certificates in
certain skilled occupations. such as mining and engineering. and only the production of these certificates entitled
a position in these fields. Thus the government held the power over who could hoid skilled positions. In 1923
the govenuneni iouh dus puwer ote siep furiner. by unplemeniing regulations whereby it was possible only for
Europeans io obiain these compeiency certificates. Pressure from Trade Unions in 1926 rectified this to inctude
competency certificates being granted to Europeans, Coloureds, Mauritius Creoles. and St. Helena persons. The
was still excluded. and thus prevented, despite ability, to ever rise in employment level, as at a certain level jobs

were denied him (Marquard & Standing. 1939).
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industrial jobs for whites at wage rates much higher than those jobs allocated to blacks
(Bonner, et al, 1993; Cell, 1982), and achieved the aims of that the SANAC.

Education

Work opportunities open to non-Europeans were limited, not only by the Acts restricting their
employment, but also by the education they were provided, especially with regard to tertiary
education. Non-Europeans were excluded from most universities, except for the University of
Cape Town, the University of the Witwatersrand, and the University of Natal (Tingsten,
1954), where a fair number of Natives had acquired academic degrees (Spooner, 1960).

But these instances of black tertiary education were by far exceptional cases, as the majority
of Natives were still illiterate in the first half of the twenticth ceniury. (Marquard & Standing,
1939). Native women only had two viable occupational options, namely teaching and

nursing, in which they both received inferior training™.

The first schools for the Natives in SA were founded and run by missionaries, as the early
governments of the colony were not interested in educating the Native races (Bickford-Smith,
1995; Bonner, et al., 1993). But in the twentieth century the government started taking more
of an interest (because of the SANAC’S realization of the importance of education to the
added value of Native labour) and in the 1930’s it became the government that decided upon
the course of study to be undertaken by Native students (Marquard & Standing, 1939).
Government education of the Natives, which came be termed ‘Bantu education’, was an
eXercise in social and potitical CORLTOL, and Was GSSignca (0 Suppiant thic auing Sysicii Ut
mission education. By the 1940’s the mission schools were suffering financially, as weli as
experiencing frequent conflicts between white mission authorities and black teachers and

pupils (Bonner, et al., 1993).

A certain type of education, most suitable for the Natives and their expected station in adult
life, needed to be developed (Cell, 1982). Such an education should include agricultural and
industrial training, and other fostering of their special characteristics, namely the

characteristics that whites thought blacks ought to have (Cell, 1982; Tingsten, 1954).

* Nurses, even as the black community’s elite, suffered as even though they received the same education as
European nursing students, they battled to get equal training as general hospitals would not allow them to rain
there, and thus were subject to an inferior and differential form of training, which impacted on their future
emplovment. For a fuller discussion of black nurses in South Africa see Shula Marks, 1993:1994.
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To impose compulsory education on all Native children was not thought economically, or
physically, possible. For the time period under investigation, 1.e. the 1930’s approximately
one fifth of Native children, of school going age, attended school. A large percentage of
Native children did not complete the primary school level. The standard of education
provided to the Natives was not the same as the Europeans®’. Natives were averse to having
their education system differ from the Europeans, as they were afraid, with good reason, that
they would receive an inferior form. Natives associated European education with better
economic conditions, and thought that if they received the same education they would in turn

receive the same better living standards (Marquard & Standing, 1939).

Within the Cape, education for Native children was free until the secondary school level, but
in all the other provinces school fees were charged for Native pupils. This was in contrast to
the fact that throughout the Union education, at both primary and secondary levels, was
provided free of charge for white pupils. All this was ironic in a country whose white
population received on average twelve times as much income as its Native population

{(Marquard & Standing, 1939).

In general the state of “Bantu’ education was dire. All efforts to limit Native education were
supported by the fact that Natives were generally not allowed access to public libraries, due

to segregationist policies. This meant that Natives did fot iave Hic Sailic access i

information as European students, nor the same opportunities to independently further their

knowledge (Marquard & Standing, 1939}

Political Representation

The governing of South Africa was difficult as it involved mixed dependencies, and peoples
of varying levels of civilization, different cultures and different degrees of political
sophistication. For the European races democratic utsitiuitons weie appropuiaic, bui iut tic
non-European races an authoritarian regime was deemed more suitabie. The two sysiems
were kept distinct and separate from one another. The Native chiefs and tnibes were initially
used as a means of governing the Native races. In three out of the four areas of SA, it was

only the Cape that mixed Native and European government, as Natives who quatitied for ific

" The general idea for Bantu education was that it should provide handwork experience for boys and stress
domestic service training for girls 10 equip them for their future occupations



franchise were allowed to vote. But such a mix was met with fear by the other areas, who
believed that if Natives got a foothold in the governing of SA they would take over and that
‘the government would then be under the effective control of the most ignorant, the least
morally advanced sections of the community’ (Cell, 1982, p. 209). The SANAC was quick to
state that such a fate was surely not what was wanted, even by the most liberal members of
Cape society, and thus concluded that the mixing of black and white polities within the Union

was impossible at that point in time (Cell, 1982).

In a world where universal suffrage was not common in most ‘civilized’ countries, in South
Africa, where half the population was believed to be ‘primitive’ with no idea of the meaning
of democracy, let alone its implications, universal suffrage was believed to have the ability to
sabotage all that had been created in South Africa by the supposedly “civilized’ Europeans
(Spooner, 1960). In 1936 the Cape’s Native franchise was eliminated, and the Union of South

Africa had successfully abolished all non-European political nghts (Cell, 1982).

General

In general, segregation meant that Europeans and non-Europeans shiould noi tive anwngsi oo
interact socially with each other in any way, except when the non-European was operating i
the service of the European. The Urban Areas Act of 1923 was passed to provide improved
conditions and control of the Natives in European towns in South Africa. It demarcated that
European and Native settlements should be separate. (This had been in practice for iany
years, but was now official and legal). Urban authorities had to set aside land for locations for
Native settlements. The local authorities were empowered to prohibit more Natives from
eniennyg i iocaiion, and removing those who were redundant idle or dissolute (Marquard &
Standing, 1939). The power of the Native in running his’her own life was quickly slipping

away.

The severity of segregation entailed that there was no sport for both white and black;
grandstands at sports events were reserved for whites, and elevators were also usually the
exclusive domain of whites, except for the operator, who was usual Coloured or Native. Non-
European doctors were not allowed to examine a white woman. By the middle of the
twentieth century, such clear racial distinctions had become natural and indisputable

(Tingsten, 1954).
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The most severe of the general laws passed to control the non-Europeans were the Pass Laws.
Previous to 1910, the Orange Free State, Transvaal and Natal all had pass laws. The Original
object of the system was to control the movement of the Bantu and protect Farmers against
vagrants, who might steal stock. But the system extended to incorporate non-Europeans
living in towns, where system was used to detect desertion of Natives, identifying lost
Natives, and tracing family members of those who died. The severe restricted movement of
the Natives was greatly resented by them. The Pass itself was a piece of paper, which the
Native had to carry with him at all times. On the pass, was written permission for the Native
to go from one place to another. This permission was obtained by the Native’s employer, or a
Government official. If a Native was unable to produce their pass when asked by a police
official, they could be arrested, fined or even sent to prison, as failure to produce a pass was
considered a criminal offence (Marquard & Standing, 1939). Any movement by the Native
was severely restricted, and showed how invasive the government had become in their private

lives.

The Immorality Act in 1927 showed how the government could intervene in the most private
areas of its citizens' lives. This act made marriages between those of different races illegal. It
also prohibited casual sex between persons of different races (Cell, 1982). This act showed
that segregation of the races had filtered through all levels of social interaction, even with

regard to the most intimate of interactions.

CONTEMPORARY PERSPECTIVES OF NATIVES IN SA

In general the Natives, as a whole, were seen as numerous and strong (Legassick, 1995). In
the eyes of colonial society Natives formed part of a ditferent and specific ethnic group. They
were conceptualized and given distinctive psychologies and bodies (Vaughan, 1991). They
were noted for some admirable qualities, namely respect for authority, sense of humour,

unlimited patience, and for having a high code of honour (Spooner, 1960).

Despite these qualities, it was their negative attributes that were popularized. They were
accused of being superstitious, cruel, primitive and credulous, as well as lazy, libidinous,
thieving, work shy and potentially violent (Bickford-Smith, 1995; Marquard & Standing,
1939; Spooner, 1960; Swartz, 1995a). Natives were also said to lack initiative, business
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acumen, or the ability to organize or manage, lack a sense of responsibility, lack foresight,
have arrested mental development and obstructive modes of thought and were not considered
capable of learning from experience (Dubow, 1995a; Dunston, 1921; Spooner, 1960). Natives
were also considered to be unrestrainedly physical, and thus unable to control their sexual
impulses, which made them hypersexual, immoral and indecent to a conservative European
population (Bickford-Smith, 1995; Swartz, 1995a). The supposed overt sexual nature of the
Native was in direct contrast to the portrayal of Natives as ‘children’ and “innocent savages’
(Greenlees, 1895; Swartz, 1995a). They were depicted and treated as children, yet were
expected to work like men and have ‘depraved’ masculine sexual appetites (Swartz, 1995a,
1996).

Natives were said to have little orientation of time, and paid little attention to its passing.
They had no written language and only the crudest of musical instruments. These were
considered evidence of a primitive culture, one inferior to that of the Europeans (Dunston,
1921). Because of their “inferior’ culture, they were viewed as educationally and
temperamentally unsuited to enfranchisement (Cell, 1982).1n fact it was believed that the
outward differences that existed between blacks and whites were seen as merely ‘outward

signs of mental and moral differences’ between the races (Dubow, 1995a, p.149).

One of the most powerful instances of stressing the negative aspects of the Natives of South
Africa, 1s best illustrated in the Handbook of Race Relations. This was an official pubhcation,
published by the Oxford University Press, supposed to provide information on how to deal
interpersonally with people of different races. This publication said the following of the
Natives of South Africa: “The Natives are superstitious, dirty, unrehiable, imitative, brutal,
dishonest, quarrelsome, treacherous’ (in Tingsten, 1954, p.55). All that such a biased account

provides is the creation and sustenance of racist stereotypes.

Many of these negative perceptions of Natives grew out of misunderstandings due to cultural
differences and language barriers. Few Europeans understood a Native language, and Natives
could only speak a few words of English, if that. Thus there was great difficulty in
communication. Cultural differences were further grounds for misunderstanding, as certain
physical gestures had opposing meanings in European and Native cultures. Such

misunderstanding created antagonism between the two cultural groups. These ditfering
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modes of culture were used against them so that they were seen as disrespectful and

uncivilized (Marquard & Standing, 1939).

It was also a common belief of the Victorian period that when a white man came into contact
with a barbarian, he either raised the barbarous people up to his level or sank down to the
level of the others (Legassick, 1995). Fear of miscegenation was rampant (Dubow, 1989), so
much so that the Census of 1936® included a section, which tabulated the marriages

producing mixed-Coloured offspring, see Table 2.4

Europeans Natives Coloured
to: to: Asiatics to |Total Mixed to Total
Natives __‘Asiatics _|Coloureds|Asiatics _Coloureds{Coloureds |Marriages [Coloured
6 7 60 8 417 71 569 6,099 6,668
Table 2.4

Intermarriage was seen as a horror (Dubow, 1995a). Every real white man or woman, was
believed to have felt disgust at the idea of racial mixture. Racial mixture meant a lowering of
the value of the white section (Tingsten, 1954). This clearly highlights the fear that the
Europeans had at the time, their choice was either to control, or degenerate into. the savages.

The motivation to control and subjugate was intrinsic to their survival as a civilized race.

Europeans justified their negative attitudes and treatment in two ways. The first was a
refigious justification. Europeans fostered the belief that God permitted the black man to be
brought to South Africa and to serve a term of bondage to the white man, for the black man’s
own good. God allowed for the blacks to work as a form of “manual labour school’, where
His people could come in “direct contact with the mightiest race that ever trod the face of the
globe’ (Cell, 1982, p. 36). In this way the reduction of Natives to a state of rightless servility,
was regarded as the inevitable lot of primitive and savage people when coming into contact

with a higher and superior race, such as the Europeans (Keegan, 1996)%.

¥ Sixth Census 5™ May 1936. Volume 1: Population — Sex and geographical distribution of the population
[U.G. No. 31, "38]

# Post 1930°s this idea of justification became more specific in Afrikaner thought. Afrikaner’s saw s as forever
being “hewers of wood and drawers of water” on account of their being descendants of Ham. It was their iot in
life. In this way the Bible and religion were used to justifv Segregationist policy {Dubow, 1995a, p.156).



Secondly Europeans told themselves, and others, that their racist attitudes were in aid of
helping the Native™. The ‘Bantus’ in the kraal were said to be the real Natives, who lived as
they should, which was on the land (Dubow, 1995a; Tingsten, 1954) Europeans publicized
the belief that Natives would degenerate morally in urban areas, and should be excluded from
white civilization as far as possible. The added benefit of curbing the perceived danger to
white society was also acknowledged. Natives of South Africa were characterized as naive,
childlike, and unable to see what was in their best interests. It was thus the duty of the white
man to civilize, control, develop and protect the Native (Bickford-Smith, 1995; Dubow,

1995a).

Whites saw themselves as undoubtedly superior to Natives. They had more education, more
technical knowledge. Their political and social forms of society were more complicated and
efficient. Therefore whites deemed themseives more gifted than blacks, and that this
superiority was both an inherited one from their ancestors, and an individual one (Dunston,
1921; Tingsten, 1954). Europeans believed that Natives were intrinsically inferior to them in
intelligence, potential and creative ability. Despite anthropological evidence to the contrary’ ",
Native inferiority was said to reside in their brains and nervous systems, which were said to

be markedly less developed than that of the European race (Swartz, 1995a).

The common belief among Europeans was that the average European intelligence was far
higher than the average Native intelligence. The Native brain was believed to be analogous to
that of a European child, with similar mental attributes (Greenlees, 1895). Such a supposed
defect in the brain cells of Natives meant that no amount of education, nor change in
environment could raise them to the level of Europeans (Dunston, 1921). Some disagreed
with Dunston’s theory, and believed that given better education and living standards, the
Native would be able to improve their average intelligence, but conceded that this would take
iltay geieraiwiis (Bickford-Sinith, 1995; Carothers, 1953; Spooner, 1960). Furthermore the
tong tiistory of white culture and civilization provided the whitics witlt miore proot of dieir

inherent superiority over the Native races of SA (Dunston, 1921; Spooner, 1960; Tingsten,

¥ Some examples were ideas that blacks liked overcrowding and disliked the better food eaten by whites.
Blacks were believed 10 become reckless and lavish if they got more than they needed, thus Europeans were
doing s a favour by limiting their resources (Tingsten, 1954).

*! Anthropological studies of the time published results that showed no difference in and European brains, and
no reason as to why s would not be able to reach the levels of achievement and culture of Europeans (Swartz,
1995a).



1954), and refused to acknowledge reasons of climate and disease for differences in

development (Spooner, 1960).

Many Europeans had daily contact with Natives, and knew that many did not behave in the
negatively stereotyped ways that were popularized and purported within the country.
However the capacities of individual Natives, their character and abilities, were considered
irrelevant to the general treatment of Natives as a whole (Legassick, 1995). Many Europeans

saw the qualities in the Natives they knew personally as rare and specific to that individual.

When Greenlees wrote in 1895 he noted that ‘when uninfluenced by civilization, he [the
Native] is still one of the noblest types of mankind’ (Greenlees, 1895, p. 71). This idealized
notion seems to have dissipated somewhat by the 1930’s. Rather the notion of innate
inferiority was popularized, supported by ‘science’, and interpreted by many as fact. The

implication of such was that as Natives were inferior, they deserved to be treated as such

CONCLUSION

What this discussion of race relations in South Africa has lioped o acliieve s o piovide a
detailed context in which to place the racial discrimination within Valkenberg Menial
Hospital. This knowledge of the potitical and suctal edviromuent ilai € ospiiai was
situated in helps to provide a better means of understanding the attitudes, beliefs, procedures

and practices of the hospital, the staff, and the patients.



CHAPTER 3: PSYCHIATRY AND TREATMENT

PSYCHIATRY INTERNATIONALLY

During the nineteenth century the physician’s power in treating physical disease greatly
increased due to the great scientific advances in medical treatment that occurred at this time.
However the domains of psychiatry and mental illness were being left behind, as netther were
experiencing the dramatic strives forward of their science counterparts {Clark, 1973,
Shryock, 1979). In fact psychiatry as a discipline, in the early nineteenth century, was
considered to be at a dead end. Its practitioners were concentrated in asylums, which despite
the good intentions of the humanitarian movement, had become vast storage houses of the

insane, where there was little hope of a cure (Scull, 1993).

Psychiatrists held a poor reputation within the medical arena, they were seen as second-rate
and only just above spa doctors and homeopaths (Shorter, 1997). The asylums were bulging
with chronic paretics, dements and catatonic schizophrenic patients, all of whom had little
hope of ever being cured. Such overcrowding was a predominant feature of the nineteenth
century due to the rearrangement of care that had taken place with regards to the mentally ill.
Previously wealthier families had looked after their own mentally ill, while the poorer insane
were sent to workhouses. Asylums took over and catered for both the wealthier and poorer
insane. The nineteenth century had also witnessed a genuine increase in the cases of mental
illness, most notably with the increase in patients suffering from neurosyphillis, which in its
final stages resulted in paralysis. Such paralysis was known as general paralysis of the insane
(GPI) (Shorter, 1997). Because of this vast overcrowding, and genuine lack of treatment,
asylums psychiatrists became little more than custodians (Shryock, 1979), and treatment of
any sort was mostly punitive, simply custodial or non-existent (Valentine, 1955). Patients
were kept in locked wards, restrained if necessary, no longer by the chains and shackles, but
by spectal jackets and sheets. There was simply no other means of controlling the
uncontrollable, especially under the conditions of overcrowding and understatfing, with
usually inadequately trained staff, which prevailed in the institutions (Scull, 1993; Shorter,
1997).

Psychiatric practice, especially in Britain, at the turn of the twentieth century was dominated

by the disease model and rooted in biological determinism. Diseases and symptoms were



matched with underlying biological abnormalities, usually organic diseases of the brain and
nervous system (McCulloch, 1995; Swanson, 1994). This biological essentialism also implied
that biological differences between races would influence the form of mental disorder taken
(Swartz, 1996). Ultimately such a philosophy provided scientific explanations for mental
disease, which helped to elevate the position of psychiatry as a valid medical practice.
Psychiatrists gained status and credibility from this association with late nineteenth and early

twentieth century positivistic medical knowledge and training (Swanson, 1994).

British psychiatry also held a set of hypotheses about the ‘good citizen’ and how he (she)
should behave. Any deviancy from these behaviours was grounds for being considered insane
(McCulloch, 1995). British psychiatric theories were Universalist, where insanity was
regarded as the same across all groups, regardless of class, race, gender or cultural context

(Swartz, 1995a, 1996).

The first half of the twentieth century saw the advent of psychoanalysis, which came to
dominate psychiatric thought and practice for the following thirty-years (Valentine, 1955).
Psychiatrists found themselves caught in a dilemma. They could join the psychoanalytic
schivol, witich invoived a iiierapy suiied (o the needs of weallhy people seeking insight into
tieir beniaviours, but couid do nothing for reat psychiatric iiiness. Or thev could join the
asylums and warehouse their patients without much hope of a cure, and hope for spontaneous
recovery. Neither posed an appealing option. But this dismal picture of asylum and
psychiatric practice of the early twentieth century was an improvement over the old practice
just fifty years previously. The asylums were cleaner, and younger patients, whose illness had
a recent and sudden onset, had relatively high discharge rates. Life-long incarceration was
more likely to be found in institutions which catered for the mentally defective rather than

psychiatric hospitals (Cohen, 1941; Shorter,1997) .

But those practicing within the field of asylum psvchiatry found the discipline hardly a
branch of medicine at all. They could cure nothing, and there was little, or no, scientific
understanding of mental illness. In fact all that psychiatry could do for the insane was to

provide them with a diagnosis, and once a diagnosis was made the patient’s prognosis was
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sealed, as in most cases no treatment exisied (Coticii, 1541 ).



younger and more idealistic psychiatrists to seek alternative methods of treatment that would

cure and ease the suffering of their patients (Shorter, 1997).

The alternatives they sought were to change the face, and reputation of psychiatry forever.
The 1930’s witnessed an explosion of these alternative methods. Such methods became
known as the physical methods, and included malaria therapy, insulin therapy, convulsive
therapy, electro-convulsive therapy, and prefrontal leucotomy. Each in turn offered great
hope for the psychiatric profession and was heralded as a great advance. These methods were
derived empirically rather than from an accumulation of theory (Valentine, 1955). Psychiatry
no longer could do nothing, now it could offer a return to normality. The present state of
mental hospitals as curative institutions, was because of these physical methods, which
revolutionized psychiatry, and changed the way peopic saw the discipliue. Paitcuis wete uo
longer doomed, but faced if not the possibility of reintegration into society, ai leasi an

alleviation of their psychotic symptoms (Cohen, 1941).

EARLY TWENTIETH CENTURY PSYCHIATRIC TREATMENT

Malaria Treatment

Malaria therapy involved inducing malaria in patients as a means of inducing a fever’. The
fever proved therapeutic especially for patients suffering with General Paralysis of the Insane
(GPI) or late stage neurosyphillis This form of treatment was attempted on a variety of
mentai aisorders, but with limited success, and the treatment was only really effective in
neurosyphillis {Shorter, 1997; Shryock, 1979). But it was very effective, and called for a total
re-evaluation of the prognosis of this disorder. Not only did it extend the life of its sufferers,
but significantly improved their quality of life. In some cases patients were even able to
return to their homes and employment. Most psychiatrists were hesitant to speak of total
recoveries and being cured, but none doubted the positive effects that this new therapy

proposed (Henderson & Gillespie, 1936). On the whole, malaria therapy was a remarkable

32 It was as early as 1887 that a Viennese psychiatry professor, Julius Wagner-Jauregg, wrote an article that
speculated on the possibility of treating psychosis by means of fever. In this article he mentioned neurosyphiliis
as being one of the psychotic illnesses that was potentially treatable by fever, after he noticed that patients
suffering with GPI, improved after experiencing a fever. He suggested that fever could be induced by
inoculating psvchotic patients with blood from malarial patients. He experimented with other fever inducing
infections, but returmed to the possibility of malaria. due to it betng relatively controllable with quinine. His
initial attempt with this form of treatment. in 1917, was successful and had managed to end the syphilitic attacks
of the patient. and during the following months. there was a gradual uiiproveuieni iv itic pod uf aluwsi & tutad
abolition of patient’s svmptoms. Similar results were found on repeaied trials, and the success of tds ireatmeit

icad to Wagner-Jauregy winning the Nobel Prize for his waork in 1927 {Shorier, 1997: Shivock, 1979).



discovery, as GPI as a diagnostic category could claim up to 20% of admissions to mental
hospitals. Thus by providing a cure, a slight easing of the overcrowding problems faced by

the asylums was possible (Healy, 2000).

Malaria therapy did fade out of psychiatric practice, but its effect on the discipline cannot be
forgotten. It was this initial therapy that started the ball rolling for other physical methods of
treating psychosis. It illustrated to the world that ‘Asylum’ psychiatry was no longer a dead
discipline, its duty was not simply to harbour the mentally ill, this form of psychiatry now

held the power to cure (Shorter, 1997).

Insulin therapy

Insulin therapy was one of the first very controversial ‘shock’ treatments in psychiairy. ii
involved injecting the patient with insulin, so that the muscles took up glucose from the
blood, too much glucose induced hypoglycaemic shock, and the patient would slip into a
hypoglycaemic coma. Why this coma was therapeutic, for the symptoms of psychosis, was
unknown, and even today psychiatrists are unclear of thie exact incchiainising iiivoived.
Insulin’s therapeutic effects on dementia praecox patients were noted as early as 1533
(Kalinowsky, 1975b; Shorter, 1997; Szasz, 1970). Its initial use had been to counter the
effects of withdrawal in morphine addiction (Krynauw, 1951) when its anti-psychotic
properties were noticed. Results conducted on psychotic paitcnis were asionisitug aud i was
reported that seventy percent of patients (in the trials) experienced full remission of their

psychotic symptoms.

In 1937 insulin was introduced as a viable and effective method of treatment for psychotic
disorders. Insulin therapy showed great success, especially for schizophrenia (dementia
praccox’"), in fact it was one of the first therapies that seemed to have any direct bearing
upon sufferers of this disorder (Cohen, 1941). Dementia Praecox patients had been immune
to most previous treatments, and their patient population had filled more than half of most
mental hospitals. Insulin became the first choice for this form of mental disorder. But the
treatment did have its drawbacks, It required highly skilled staff — both doctors and trained
nurses (Valentine, 1955), was expensive and could only be conducted on a few patients at a

time. It often required mental hospitals to convert or build a special insulin clinic to conduct

** Dementia Praccox was also known as schizophrenia. but this only became the offictal term in the 1950°s



the treatment, adding to the expense. The treatment was also very dangerous, as patients
could, and did in almost one percent of cases, slip from coma, into ‘irreversible coma’ and
ultimately death. There were no obviously observable cues to signify that the patient
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undergoing treatment was in severe distress. Despite all these factors insulin therapy proved a

great innovation in psychiatry and helped many patients suffering from psychotic illness

(Shorter, 1997).

Drug induced convulsive therapy

Shortly after the advent of insulin therapy, a second ‘shock’ therapy was bomn. This therapy
also worked by injecting patients with a substance that would shock their brain and elicit
convulsions. Such convulsions appeared to be therapeutic for psychotic illness, although

exactly why or how still remains a mystery to psychiatric science™. Such therapies were

different to insulin, as tl

2R232R3, 4> 138

ey produced convulsions, without coma. Convulsive therapy did not
begin with insulin, doctors initially regarded the convulsions insulin produced | ac nndesired
side effects. Although effective, the drugs used, cardiazol and phrenazol, were unreliable,
unpleasant and feared by patients, and was ultimately never a great success. Many ahandoned
i alibomph sone desperate asviinms still experimented  Internationally with the advent of

Ky, 1975,

electro convulsive therapy it was abandoned completely (Cohient, 1541 ; Kalinowsky,
M pIctery ¢ 5 Y,

Shorter, 1997).

Electric Convulsive Therapy (ECT)
It was in 1938 that the idea of passing electricity through the human brain to induce a

therapeutic convulsion was put into practice”. This treatment was originally called ‘Electro-

3% Ladislas von Meduna started convulsive therapy with his interest in the relationship between schizophrenia
and epilepsy. He examined the brains of various deceased patients and speculated whether schizophrenic
patients improved after developing epilepsy. On his speculation he decided to induce convulsions as a
therapeutic agent. His initial drug of choice was camphor, which was historically known to induce convulsions.
In early 1934 Meduna injected his first patient. Although many of his patieats improved with the drug. it was
not always reliable in inducing the convulsions, and had unpleasant side effects. He was recommended a
svnthesized drug, known as cardiazol, a cardiac stimulant. In 1936 he began trials with this drug, and over half
of his patients went into remission.

** The idea and the implementation of Electric shock was the innovation of an Itatian professor of psychiatry,
Ugo Cerletti, and his assistant, Lucio Bini (Sargent & Slater, 1972; Shorter, 1997; Szasz, 1970). Cerletti drew
his inspiration from his interest in epilepsv, and whether lesions in certain areas of the brain were the cause or
result of an epileptic atiack. Being greatly impressed by Meduna's results with cardiazol induced convulsions,
hie wondered if an electric convulsion could bring about the same effects. Cerletti observed pigs in the
slaughtcrhouse, and noticed the calming offcct that the electnicity oreated upon them, and that the animals oaly
died 1f the cleciniaiy Nowed tnough the body, and tardiv ever whern it was passed through the head. Sucii
ooservaiions helped im develop electro-convutsive ierapy {Cerletti. 1575). 1t was Bimi wiho discovered.
through tesis on dogs, that electric current could be delivered safely through the bratn. if the elecirodes were
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Shock’, but it has become better known as Eleciric Convuisive Therapy, or ECT. it is beyond
the scope of this dissertation to address the actual techmques and specifics invoived in

administering ECT>°. After initial trials, and the observation of the therapeutic effects the

FE e

treatment had on alleviating the disabling symptoms of psychotic iliness {Shorier, 1997), the

10D

reatment spread from Rome in 1939, ihrough Europe, io America, and then o South Africa.

But concerns were raised, regarding the safety of ECT, especially with regard to the

_ 11

possibility of electrocution. Medical experts and controlting engineers estabiished

approximaic minimuim tatal current values for electiicity appiied

miiilamperes at fifty cycies per second or more, and a pathway between an arm and

&
5
g

was said to be just below the threshold vaiue, which causes veniricular fibriilation.
way to prevent eiectrocution or serious brain damage, was the most carefui restriction in time

of the terrific currents applied directly to the head’’

Anti-Syphilitic Treatment

Syphiits was prevalent in many menial patients seeking treatment. Because of ihis specific
fests, such as the Bordet-Wasserman diagnostic, were conducted to test whether new patients
had the disease or not. Because of ihe psychological eifecis of this discase, syphilis sufierers

{requenily found themselves in ihe care of psychiatrists rainer than dociors. The most severe

forim of syphiiis, mvolved the pncad of the disease io the brain. The finai siage of this
neurosyphiilis was Dementia Paralytica, otherwise known as General Paralysis of the Insane
(GP1). Because of debilitating effects of GP1i as well as the prevaience of the disease

- ~1 PP

within the mental patient population, most mental hospitals of the period had a vast array 0

)

Syphilitics were warned against the use of alcohol, which had been proved to exacerbate the

syphiliitic condition. At the dawning of the twentieth century mercury and potassium iodide

placed on the temples. They also discovered that the margin between a convulsive dose and a lethal dose of
current was sufficiently wide to enable electrically induced convulsions to be a viable therapy in the treatment of
mental disorder. After successful trials on human patients. Cerletti named his new treatment Electric Shock

*® For a thorough description of the technique see Sargent, W. and Slater, E. An Infroduction to Physical
Methods of Treatment in Psychiairy. Fifth Edition. (London: Churchill, 1972)

" Letter: Mr. S. Turner to Dr. Key, 13 July 1942. Cape Archives (hereafter CA). Records of Vaikenberg
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were the only known ireatments for the disease. Treatments evoived to inciude courses of
arsenicals and bismuth {spirobismot], foilowed, if necessary, by mercury. Arsenicals were the
main {reatment for syphiiis for the penod between the two worid wars. The four
predominanily used arsenicals were Siovarsol; Treparsoi, Aceiylarsan; and t[rjyparsamide.
These were admumstered in a vanety of ways, including iniravenous, iniramuscutar or
subcutaneous ujeciions, orally or as frictions. Arsenicals were dininisiered o
combination with various other substances like bismuth, 1odine and mercury. T.A.B3 8
treatment was another treatiment comimoniy used to treat syphilis. This treatment involved the
use of the typhoid-paratyphotd A and B vaccine to induce a fever in the patient, which

resulted in a cure for syphilis. All these treatiments becanie obsolete with t

Drugs and sedatives

There was in general a pressing need for sedation in mentai hospitais for the period before the
advent of the physical therapies, not only to ease the suffering of the patients, but also fo ease
the duties of the nursing staff. In fact untii the 1950°s sedatives were an exiremely usefui and
imporiani ageni in psycinatric care. The imiiial agents used included opiates, hyocine and

digitaiis; and iaier paraidehyde, ihe barbiturates, bromides, chioral and anticholinergic agents.

The varying effectiveness of the drug on the vanous diagnoses were aiso noied {Healy,

ia YAYAYANY

2660)

The opiates were used mainly on patients suffering from nervous conditions, which ncluded

anxiety, mixed anxiety depressives, aind ‘nerves’. They were aiso used on patients who were

hospitalized for what are known today as mood disorders. it was quickly recognized that th
group of drugs were most effective for the affective disorders (Healy, 2000). Bronndes were
first used as early as 1860. Within the asylum setting bromides were usually comibined with

henbane, digiiaiis and even cannabis. They were highiy effective sedatives and were

extremelv popu1ar in the 1920°s and 30°s. mmauy mey creaied a iot of enmusmsm but ihe

toxic effects due to over dosage soon iead to a more restricied and restrained use of bromides

*# A fuller discussion of T A B vaccine and its uses in the period can be found in Alves, W. (1936) ‘T A B and
Brucella Agglutinins in an Uninoculated Population’. South African Medical Journal, 7-8
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Drugs like arsenic and strychnine were used to treat nervous conditions in which the
symptom of fatigue was prominent. However when the toxic effects of these drugs were
noted, they were abandoned medicinally. The barbiturates were used to develop the various
sleep therapies, due to the sedative power and the sense of seeming well being that some

patients felt when awakening from a barbiturate induced sleep (Healy, 2000).

Ultimately the contribution of the physical methods to improving the morale of asylums
cannot be ignored, but rather fuelled the psychiatric profession with the belief that they were
not simply a custodial discipline, but that they had the ability to heal their ailing patients
(Healy, 2000). Now the context has been provided one can move to a more detailed analysis

of psychiatry within South Africa.

PSYCHIATRY IN SOUTH AFRICA

South Africa, including the Cape Asylums, faced the same problems with its asylum
populations as the rest of the world at the dawning of the twentieth century. Asylums were
overciowded and understaffed. Not much could be done for the insane, except to provide
food, shelter, protection and standardized daily routines, which were strictly enfurced and
unvarying (Scull, 1993; Swartz, 1999; Vaughan, 1991). Restraints were used as a last resort
on patients who were a threat to others and themselves, and sedatives were issued to provide
patients with temporary relief of their symptoms. Apart from these forms of physical care.
Cape Asylums could not offer their patients anything other {hian a regiine of icmcdial aciivily

(Deacon, 1996b; Swartz, 1599).

Initially class was the dominant and overriding aspect within mental health care, just as it was
in Britain and Europe, but as class was so bound up with race in South Africa, race came to
imply class, and became the key aspect of determining the level of mental health care
received (Bickford-Smith, 1995; Deacon, 1996b). So it came to be that the hierarchy of racial
status that existed outside the asylums in SA, was echoed within the walls of the asylum, with

the white patients being better cared for than black patients (Swartz, 1995a).

South African psychiatry has always had close ties with British psychiatry. This was due to

the high nuinvers of Diitish practitioners in the colony, and that nearly all practicing



psychiatrists were British trained. This meant that changing trends in psychiatric practice and
legislation were quickly transferred to the colony (Swartz & Ismail, 2001). It also meant that
South Africa followed the biological essentialism and idea of neurological underpinnings for

mental disorder (Swartz, 1996).

A General History of Mental Health Care in the Cape

While the Dutch East india Company occupied the Cape, in the seventeenth and eighteenth
centuries, under harsh conditions, they found mental illness to be rife, however there does not
appear to be any separate provisions for the mentally 11l at this time (Foster, 1990). When the
British took over in 1806, they introduced supposedly more humanitarian changes and
attitudes towards the mentally ill. In 1818 the staff lists of Somerset Hospital, in the Cape,
included a ‘lunatic keeper’, and in 1836 the same hospital erected a special ward to cater for
lunatics. In 1839 they erected a fence to keep the lunatics separate from the other patients of
the hospital. Until 1846 the Old Somerset hospital was the only place to house lunatics,
besides gaols (Deacon, 1996b; Foster, 1990; Swartz, 1996), and a report of Somerset
Hospital, during the mid eighteenth century, describes thie living condiiiois of the luiatics as

leaving a lot to be desired (Foster, 1990).

South Africa’s official institutionalization of the insane began in the later half of the
nineteenth century. The conditions of the asylums were little different to those of Britain
Colonial asylums were primarily places of restraint, but were more primitive, more
undeistarfed, and geieially imore inadequate than their British counterparts. There were also
utuch fewer and smaller asylums in South Africa than those of Britain. Institutions housed a
very tiny percent of those, who in British terms, would have required institutionalization
(Vaughan, 1991). There was never the ‘great confinement’ of asylums in Europe, rather
colonial asylums were a haven for mad European relatives, a means of disposing of
dangerous Native employees, and were considered evidence of the civic virtue of settler

societies (McCulloch, 1995).

Previous to 1890 there was very minimal accommodation available to the insane in South
Africa. Most insane were kept at general hospitals or gaols (Foster, 1990). When more
asylums were erected in the late 1800’s and early 1900’s the asylum population grew, and

quickly filled these institutions (Swartz & Ismail, 2001). By the early twentieth century the
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Cape Colony was served by 5 asylums. These were Robben Island and Valkenberg Mental
Hospital in the Cape town, and Grahamstown, Fort Beaufort and Port Alfred Asylum in the
Eastern Cape (Swartz, 1996).

As in international circles, medical personnel in the country became the carers of the insane.
The reason for this was can be found in the early years of mental health care. Lunatics were
always housed with lepers and the chronic sick, usually in separate wings of hospitals. This
was clearly the case in the Cape with the Old Somerset Hospital and Robben Island lunatic
asylums. Such association with the physically ill brought them under the control of the

medical profession (Foster, 1990).

Psychiatric services were poorly developed and strongly stigmatized in the late nineteenth
century (Swartz, 1995b). William Dodds, as the first Inspector of Asylums in 1889, wanted to
improve the public image of asylums, and bring them in line with those in Britain. He
proposed early treatment, humane care and the regime of moral management’ (Swartz,
1995a). Despite the espousal of ‘moral management’, mental health care in the Cape Colony
was characterized by inertia, short-sightedness and short term arrangements for care, and in
reality asylums were still merely custodial. Asylums still retained prison like associations,

were grossly overcrowded and under resourced (Swartz, 1996).

The original classification of patients in asylums was basic and involved either being
classified as either manic or demented. This evolved to include categories such as; maniacal
and dangerous; quiet and chronic; idiotic, paralytic and epileptic; melancholy and suicidal
(Vaughan, 1991). By the twentieth century lunatics were segregated from other patients, and
were seen as a specific class of patient. The very rudimentary sub-classification of the insane
that existed was insufficient. A more orderly system of classification was needed and
campaigned for by asylum practitioners. The need for classification was to separate out the
violent and criminal cases from the purely lunatic ones. Classification would also demarcate
between paying and non-paying patients. By 1900 lunatics were classified according to
gender, violence or criminality, and rudimentary forms of insanity (Deacon, 1996b). The
forms of insanity that were used for classification, by this period, included mania, dementia,

melancholia, epilepsy and some basic understanding of idiocy (Foster, 1990).

** This term implied a means of care where patients were treated morally, humanely and occupied with various
activities that supposedly distracted them from their illness.
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Grahamstown Asylum was one of the first to break down classification into more differential
categories, one of which was Nationality or race of the patient (Foster, 1990; Vaughan,
1991). Unofficially racial segregation was in practice throughout the nineteenth century, most
notably at Robben Island Lunatic Asylum, which will be more fully discussed later. Patients
were separated by race, although such separation was claimed to be based on class (Deacon,
1996b). Racial mixing was believed to have a detrimental effect on patients’ recovery,
especially on white patients who were not accustomed to the habits of non-Europeans, and
who would be shocked by it. Dodds himself promoted racial segregation in asylums, as he
saw racial mixing as having great detriment to the recovery of patients (Swartz, 1995a). The
establishment of Valkenberg as a European only institution, and Fort Beaufort as a ‘non-
European’ only institution furthered the racial segregation in mental health practice in the
Colony. Thus by the 1890’s racial segregation was part of the bedrock of Cape psychiatry,
although not overtly racist in its legislature, in practice institutionalized racism was pervasive

(Deacon, 1996b).

Despite the pervasive nature of differential treatment, some concern was raised, and in 1913
this humanitarian concern for treatment of the Native insane was expressed legally through
the Native Lunatics Ordinance (Vaughan, 1991). This could have also been in response to the
notion of the liberalist discourse that espoused equal treatment for all (Swartz, 1996). In
reality there was no treatment available for inmates in asylums in general. Institutions of the
time were still predominantly used to house the non-European criminally insane, and calls for
treatment, of any therapeutic value, could not be met (Edgar & Sapire, 2000; Vaughan,

1991).

In 1916 the Government replaced the terms ‘lunatic” and ‘asylum’ with ‘mental disorder’ and
‘mental institution’. This act also provided definitions for the terms idiot, imbecile and
feebleminded, which previously were broad, loose terms that were associated with behaviour
and allusions of incapacity (Foster, 1990). The introduction of the term feebleminded further
created much interest into the situation of the European feebleminded. {deas of degeneracy of
the white race, such as feeblemindedness, struck fear into the racially supremacist society of
South Africa, and many contemporary studies focused on how to treat and hopefully

eliminate this problem. No interest was shown for ‘Native’ feebleminded as ‘Native’s were



scen as already degenerative and investigations into further degeneracy of their race did not
warrant attention. Alexandra institution was opened in 1921, in the Cape, for the European
feebleminded so as to remove them from general wards of Valkenberg, where mixing with
the truly insane was believed to be detrimental to the patients. No facilities were made
available for the Native feebleminded, who remained in the general non-European wards of

Valkenberg, despite the acknowledgment that such could be detnmental (Dunston, 1921).

Legally race issues in the mental health system were generally ignored, yet in all the
institutions in the Cape there is evidence of racial segregation, and that such practices were
deeply rooted within the institutions’ organization'’. Racism was rampant, despite the
absence of legislation. The reason for the lack of legal attention can be attributed to the
entrenchment of racism within the institutions, thus no laws were required in order to
maintain them. In practice the niceties of administration, as well as the prevailing racist
attitudes of those in power, namely the Europeans, were sufficient to ensure actual
segregation within the institutions, as well as inequalities of service and treatment based upon

the patient’s race (Foster, 1990).

Robben Island

The asylum at Robben Island (RI) was the first official asylum in SA. It opened in 1846, and
was part of the General Infirmary*' on the island, which housed Iepers, lunatics and the
chronic sick. Due to its association with the medically ill, and the increasing irend for
medicalization of lunacy in this period, the asylum was placed under medical direction mn
1847. The conditions and facilities at the asylum were reportedly wretched, and the buildings
were very prison like. The asylum offered no treatment other than basic custodial care, and
became a stigmatized ‘dumping ground’ and stigmatized as a place of banishment (Deacon,
1996b; Swartz, 1995b). During the 1850’s there was much humanitarian reform of the
asylum, due to the perceptions of the rising middi¢ class wiio saw tlie asyiuin as “barbarous’.
By 1870’s ‘moral management’ had greatly improved the public perception of the asylum, so
much so that the number of whiie paticnis scckiiig adiiissioti tiivrcased didtiaically. Dut

after Valkenberg opened on the mainland in 1891, RI's asylum became marginalized due io

* See Deacon (1996a.b) for a discussion of Robben Island; Swartz (1995a b. 1996} for an investigation into
Valkenberg 1890-1921: and Swanson (1994} for a study into the Grahamstown Mental Hospital.

*! The Infirmary was established for long term cases, who were unable to work, and who would otherwise have
monopolized the resources for the sick poor in mainland Cape Town.



its past of imprisonment and exile. The asylum had always had a more custodial than curative
image (Deacon, 1996b; Foster, 1990).

RI’s asylum set the standard for racial segregation in asylums i SA, as even from these early
beginnings, white patients were housed separately from Coloured patients. This separation
was originally based upon the class of the patient42, with better class patients (mainly white)
supposedly experiencing detrimental effects to their recovery when mixed with lower classes
(mainly non-white). In the 1880°s the resurgence of the salience of racial differences as
indicative of psychiatric differences, meant that separation within the asylum became further
determined by race. This meant that some ‘respectable’ black patients, who had enjoyed the
privileges of whites, due to being of an acceptable class, were pushed into the lower class
black wards. White patients continued to be better cared for and better treated. White patients
had their own dining, sitting and recreational rooms, were not made to work, enjoyed various
entertainments and had access to a library. Male white patients also had the freedom of the
island to roam. Thus despite the claims of equal treatment for all under ‘moral management’,
asylum practice since the 1850°s meant that a patient’s treatment even in the 1880’s was very
much dependent on their race. Because of such discrepancies, doctors in the asylum and in
the Cape, and even Britain, decided that for ‘moral management’ to be successfui it needed to
be tailored specifically to the patient’s class, and again in South Africa that meant race.
Differential treatment justified separation of the classes in the asylum, as each was receiving

different treatment, apparently specifically tailored to their class needs (Deacon, 1996b).

By 1910 455 persons were sent to RI. Of these only 56 were European, while 399 were
Coloured (Foster, 1990). By this time the island was a ‘dumping ground’ for violent and
dangerous patients (Swartz, 1995a,b). In 1920 it was ordered by Dr J T Dunston that all
Europeans were to be removed from the Island, because of the appalling conditions and
availability of Valkenberg on the mainland, making RI a non-European asylum only. The
Native lunatics were not to be moved to the mainland, despite the awful conditions, as black
patients were supposed to need room to roar, something titai would noi be possibie on ihe
mainland. This was the official rationalization for keeping Native mentai patients in the
squalid conditions of the island (Foster, 1990). By 1921 all lunatics had been removed from

the isiand. and its role as an asylum had come to an end (Swartz, 1995a).

*? The association of class with race in the Colony, meant that even from early on segregation was predicated on
the patient’s race.
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Valkenberg Mental Hospital

Valkenberg was established due to the colonial government awakening to the conditions
under which lunatics were detained and treated. A need for an institution for a ‘better-class’
(1.e. European) patient, with less stigmatization than Robben Island, was recognized. A farm,
once owned by Cornelius Valk, and subsequently used as a reformatory by the colony, in the
surrounds of a Cape Town suburb was selected as an appropriate site for this new institution.
Neighbours in the area objected to having an asylum so close to them, but protests were
silenced (supposedly as the institution was to be for whites only) and the asylum
establishment went ahead. 36 European patients were admitted as the first inmates of
Valkenberg in February in 1891, and the first officiat racially separaie asylum had vecii

opened in South Africa (Swartz, 1956).

Initially these patients were housed in the old reformatory buildings, with some minor
renovations to remove any prison-like associations (Swartz, 1996). In 1894 the Valkenberg
Act granted £40 000 for the construction of a new building. The building that was constructed
was one of the first in the country to be built for the specific purpose of housing the mentally
il (Foster, 1990). It was designed by a Scottish architect, in a definitive English style, with
some minor modifications for a South African climate. For an extra fee patients could have
private bedrooms in prettily decorated wards, and would be fed a more liberal and varied diet
thain other patienis. Valkenberg was designed as a haven for the European insane, and was
specifically tailored to look and feel like an institution in England. It was an elite institution
that emulated the most modern and successful of British asylums. Visitors were encouraged,

and plays, dances and games were all provided for patients (Swartz, 1995a,b, 1996).

Valkenberg was considered as the model for effective treatment for early and curable cases.
Treatment involved regular occupation. This included light domestic work for women, and
farming and gaideiing for ineii. Cimployieit was seen as a means to distract patients from
their mental affliction. However Europeans were reluctaitt o invoive iliciiseives ui liard
mental work that they considered beneath them, and the work of non-Europeans. Valkenberg
thus faced the dilemma of having to admit a certain number of non-European patients to the

hospital as an unpaid labour force. This she did in 1916. 56 non-European patients were
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recruited from Robben Island, they were specifically chosen for their quietness, reliability

and ability to work (Swartz, 1995a,b; 1996).

Despite this need for labour, Valkenberg wanted to maintain their reputation as an elite and
curative institution, so separate living accommodation was found to house these non-
European lunatics. The site selected was Uitviugt, the Old Plague Camp, which was separated
from Valkenberg by the Black River (Foster, 1990; Swartz, 1996). The separate name and
location was stressed to maintain Valkenberg’s reputation. This unpaid labour force, that was
the non-European patients, was never accommodated with the idea of receiving any form of
treatment. There is not even any mention of their labour being remedial or distracting. Rather

their sole purpose was to ensure the self sufficient status of the asylum.

Valkenberg increasingly had to take in non-European patients because of the closing down of
the lunatic asylum of Robben Island in 1921. Despite the separation, in name and location, of
the racially divided asylums, Valkenberg’s reputation as housing a better class insane began
to wane, as did her reputation of being a curative institution due to the growing numbers of
patients in general, and most specifically those of the chronic insane, who were resistant to

treatment (Swartz, 1995a,b, 1996).

Common Diagnoses and Asylum populations in the Cape circa 1900

The predominant diagnoses in Valkenberg between 1891 and 1909 were acute or recent
mania; acute or recent melancholia and GP1. Those who recovered were mainly sufferers of
acute melancholia or mania. Chronic cases of mania were those whose detention warranted
the longest stay at the hospital, with chronic melancholics also ciiduiiiig a ivug siay. Auviic
largely used diagnostic category was dementia, which was further divided into seniie
dementia and dementia secondary to attacks of insanity, alcohol abuse, epilepsy or brain
injury. Due 1o the high incidences of dementia following insanity, the hospital began to
assuitic nat demeniia was an nevitabic COnSOGUSiice of iaiiia. Lpiepiics did inciitaiy
detivents aiso suffered long incarceration. Males suffered mostly from GPI and ilnesses
ansing frum atcohot abuse, whiile females were mosily sufferers of aictanciioiia. Wiy tc
diagnostic categories changed to manic depressive psychosis and dementia praecox int 1913,
more women received the new category of manic depression, and males that of dementia

praecox (Swartz, 1995b, 1996).
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The tentative nature of diagnoses at this time, and the uncertainty of doctors with regard to
what they were dealing with in terms of mental disease, is apparent in the changing diagnoses
in the case records of Valkenberg during the late nineteenth and early twentieth century. At
Valkenberg 57.3% of patients were given two or more diagnoses during their stay, and over
18% received three or more diagnoses. Changes in diagnoses involved different ways of
interpreting constellations of symptoms by different doctors. The diagnostic preference of the

Physician Superintendent affected the diagnosis a patient was given (Swartz, 1995b; 1996).
The lack of ‘Native’ women in asylums was associated with the low numbers of ‘Native’
women in city and town centres, and subsequently their lack of interaction with Europeans

(Swart, 1995a).

Understandings of mental disorder

General

23 _

Every mental illness was seen to have an underlying orgaiic abnormality in the braiii or
nervous system of the patient (McCulloch, 1994; Swanson, 1994). This was paired with the
idea of mental heaith involving moderation and exercise of will over siinc and tnaginaiton,
while madness was the state of exaggeration, of uncontrollable passions and a loss of
morality. Pathological conditions were believed to weaken the brain, which in tum became

susceptible to and guilty of moral weakness (Swanson, 1994).

Biological explanations for madness were also involved in the nouous ihai diffeteni taces
experienced different mental ilinesses. Europeans experienced a much more complex form of
mental illness than Natives, according to this theory. Europeans went insane because of their
higher mental development and capacity for self awareness. Natives lacked self awareness
and suffered simpler forms of mental illness because of their lower mental development and

more primitive, than Europeans, nervous system (Swanson, 1994; Swartz, 1996).

The dawning of the twentieth century saw a flurry of such theories of mental illness being
experienced differentially by different races. Because of the proximity of the Natives,
colonial psychiatry in South Africa was primed to investigate the Native's experience of

mental illness and thus contribute to the growing international body of psychiatric knowledge
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of other races. But this investigation into Native mental illness served another purpose, a
more sinister one, where the ‘proven’ inferiority of their illness, and the fact that their
illnesses were less amenable to treatment, justified inferior and inadequate psychiatric care
(Swartz, 1996). It also provided proof that if the Native’s mental illness was infernior and
more primitive than European mental illness, then the normal Native was also inferior and

more primitive than the normal European (McCulloch, 1995).

Native mental illness

The qualities of the Native drew great interest during the 1930°s and 40’s, with such
publications like ‘Knowing the African’, which was a mission produced manual, describing
the customs, psychology and sexuality of Natives (Vaughan, 1991). Laubscher (1937) and
Marquard and Standing (1939) followed this line with their texts. Such interest was also
concentrated on the health of the Native. The South African Medical Journal (SAM.J)
included two articles, in 1936, which specifically addressed the situation of disease and the
Native (Heimann, 1936; Williams, 1936). These articles highlight the supposed differences
between Europeans and Natives, with regards to their experience of disease. Williams (1936)
explains that the growing concern for the Natives™ tiealiit was due io ilie recogiized
importance of the Native to the mining industry, and uitimately South Africa’s economic
security. Another reason he offers is the greater recognition of the Native as a human being.
The 1mplication was that the notion of the Native as an inferior species was falling away.
Ironically at the exact same time that the Native was becoming human in ithe eyes of

everyday people he/she was legally deemed inferior.

This flurry of concern and interest in Native health included the fields of meniai and
psychiatric health, and there followed a great endeavour to discover the nature and experience
of Native mental disorder. But one needed to define the ‘normal’ Native, before exploring
and explaining the abnormal. The rationale was that once the normal Native had been
defined, it became possibie to identify the normal Native delusion, and decide, wiili Ceitaiiiy
that was and was not mad (Dunston, 1921; McCulloch, 1995). Archaic and magical foruns of
thought, were thought to feature as much in the Native’s ‘normal’ state as his/her psychotic
state. It was thus considered difficult for the Native to discriminate between the rational and
urrational. Magistrates thus sought to define ‘mad’ behaviour in a group of subjecis wWhose

normal behaviour was viewed as ‘alien’ by the ruling races. Because of this it was difficuii



for doctors to decide whether the Native was 1n fact abnormal, in comparison to his or her
beliefs and culture (Laubscher, 1937; McCulloch, 1995; Vaughan, 1991). The standard of
Native abnormality was to be determined by the Native’s own community, i.e. they were

considered mad when their community acknowledged them so (Vaughan, 1991).

The rest of this section focuses on the contemporary attitudes towards the nature of Native
mental illness, and heavy emphasis is put upon the work of B. J. F Laubscher (1937) and his
study into the psychopathology of the Native races. Laubscher formed part of the school of
ethno psychiatry®, which produced a scientific knowledge of colonial ‘Natives’ of Southern
Africa (McCulloch, 1995).

Natives were seen to accept the concept of mental abnormality, but not to have perceived
such abnormality as a disease of mind, whereby the origin of such disease lay within the
mind and constitution of the individual. Rather Natives were said to believe that mental
abnormality was due to extraneous factors, such as witchcraft, work of their ancestors and the
calling to become a witchdoctor. Because of the believed external causes, Natives did not
believe that mentally degenerate factors were inherited. Mental abnormality could be
controlled if the proper man and proper medicine were used to treat it. Natives also
recognized the under-development of mind, as there is attention given to personality
immaturity in the Abakweta ceremony. But such under-development was seen as delayed
maturity and not a permanent defect. It was also seen as an overall slowness in the growth

process of the individual (Laubscher, 1937).

Laubscher (1937) states that the demands for adjustment in the Native’s natural environment
were so simple that many Native mental illness sufferers could continue to live in the kraals
with relatively little disruption to the routine of normal life. Europeans needed to reach a
much higher standard of adjustment in order to be accepted as normal within their society.
With reference to recovery Natives seemed to recover more quickly from their psychosis than
Europeans. However, this is thought to be because the term ‘recovered’ meant different
things for Natives and Europeans. Generally ‘recovered’ implied the ability of the patient to
adapt back into his/her social environment. The level required of the Native to be socially

acceptable was seen as much lower than the European. The European thus had to achieve a

* Ethno psychiatry involved the study of the psychology and behaviour of peoples.
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much higher level in order to be considered recovered. The quicker recovery of Natives had
to be considered in this context (Laubscher, 1937; McCulloch, 1995; Swartz, 1996).

Because their psychosis was more complex than Natives, Europeans were believed to need a
higher and different course of treatment in order to ameliorate their symptoms (Swartz,
1996). Furthermore the equality of treatment for Natives and Europeans was considered
inappropriate due to the pre-literate stage that the Natives were only just emerging from.
Until Natives could match the developmental and intellectual level of the European, such

inequality was justified, according to Europeans (Vaughan, 1991).

Within the literature of African psychiatry there were differing opinions of the prevalence of
mental illness, most specifically depression, among Natives. Carothers (1953) believed
mental iliness to be very rare in traditional African societies. Depressive states along with the
accompanying behaviours of self-mutilation, refusal to eat, destructive and impulsive
behviour were presumed to be relatively unknown in Native cultures. The reason for this lack
of incidence of depression was believed to be that depression required a high degree of
personal integration, and a sense of responsibility for ones actions and retribution. In
Carothers’ view, the Native possessed none of these attributes and thus was physically unable
to experience depression. The lack of integration was seen as a result of the role of ritual and
religion in tribal life, which relieved individuals of any responsibility for their actions.
Depression also required an element of guilt, which again the Native was believed unabie io
feel (Laubscher, 1937; McCulloch, 1995; Vaughan, 1991). Others postulated that Natives did
experience depression but that their means of expiessing ti were indden iitougis idivws and
witchcraft. This theory was not really considered and the low incidence of depression among
Natives was accepted and popularized as their inability to experience integration and self-

awareness (Vaughan, 1991).

Laubscher (1937) in his study in the mid-thirties found that only 6.7 % of Native male meniai
patients and 6% of female Native mental patients were manic depressive. In the asylums tius
particular diagnosis was based on the absence of hallucinations, and inciuded periods of
elation, flights of ideas, dancing, singing and shouting inappropriately, coupled with periods
of depression. This group had the highest readmission rate into asylums and mental hospitals.

Yet Laubscher noted that true manic depressive psychosis was rare in Native races. Swartz
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(1996) also found fewer manic depression diagnoses (or more specifically melancholia) than

dementia praecox, in Native patients in her study of Valkenberg in 1890’s through to 1921.

Unlike depression the prevalence of schizophrenia was never under debate. Both Shelley and
Watson (1935) and Laubscher (1937) found schizophrenia to be the predominant mental
disorder among Natives in their studies. Laubscher, (1937) found in his studies of Komant
Mental Hospital in Queesntown, that 54.5% of male Native mental patients and 67% of
female Native mental patients were schizophrenic. While Shelley and Watson’s study in 1935
found that of the eighty-six Native inmates in an asylum, 35.7% were identified as
schizophrenic (Shelley & Watson, 1935). Laubscher hypothesized on the various factors
which lead to such a prevalence of this disorder. He admitted that environmental factors may
precipitate a psychotic attack, but only if there was a genetic predisposition towards the
psychosis. Schizophrenia was described as an ‘inadequacy of the individual, inherent in his
constitution, and this inadequacy will facilitate a breakdown when the individual meets an
environmental situation which is beyond his control’ (Laubscher, 1937, p.231-2). Through
civilization, many Natives had thus met a situation, which they could not control, and which

pushed those. predisposed, towards schizophrenia.

According to Laubscher (1937) schizophrenia in the Native was characterized by the
following: wish fulfilling delusions and hallucinations, without any questioning on the part of
the patient as to the reality of these experiences; divorcement between thought and mood;

loss of coherence in association of ideas; the dominance of constitutional factors, with
experiential faciors werely colvunug (e pioiue ul tiic psychiosis. in gettoral e flanewuori
for schizophrenia was considered the same for European and Native patients, wiih the
psychotic mental content of the patient’s delusions differing according to the patient’s own

system of beliefs and general cultural patterns (Laubscher, 1937; McCulloch, 1995).

Another form of Native ‘mental disorder’, according to Laubscher (1937), was that of the
calling to become a witch doctor. The profession of witch doctor seemed to be full of the
abnormal personalities of Native society. These were usually people who did not fit in with
their society on a normal level. This profession provided them with a refuge as it protected

them from judgment as well as providing them an element of status within their communities.



Laubscher (1937) likened the witch doctors to psychopaths in European culture, except for

the elevation in social status they received.

Sachs (1933) went further, as well as disputing the idea that Native mental illness was
structuraltly different from that of Europeans, he postulated that there was no appreciable
difference at all between abnormal Natives and the abnormal European. His other postulate
was that if the abnormal variants differed very little, then this was probably the case in the
normal state too. His thinking was bordering on being subversive, by implying that there was
not much difference between the European and Native races. Despite his views, the idea that
Native mental illness was inherently different to that of Europeans, implying that ‘normal’
Natives were thus inherently different to ‘normal’ Europeans, persisted and developed into a

whole theory of inferiority.

Causes of Mental Disorder

Europeans were thought likely to experience mental illness as they were too self aware, and
too mentally developed (Swartz, 1995a). Heredity was considered one of the main causes for
European mental illness, along with intemperance. Having experienced a previous attack of
mental illness was also believed to be a major cause of future attacks. This was because the
nervous system would be weakened by the attack, and thus be more susceptible to a future
one. It also explained the progressive deterioration of patients in institutions. Mental illness
could also be due to moral causes. These included adverse circumstances and domestic
troubles. All these causes were more likely to be associated with European than Native
patients (Swartz, 1995c¢, 1996). Native patients, due to their supposed distinct character of

mental illness, had other supposed causes for their specific mental diseases.

There were three main hypothesized causes for Native Mental disorder. These included an
innate mental defect; the tribal and cultural life of the Native; and the effect of civilization on
the Native's mental constitution. The innate mental defect implied that the Native was stuck
in a stage of psychic development, from which the normal European individual had emerged
early in his or her emotional development. Primitive Natives were believed to have
underdeveloped frontal lobes, and they were likened to a European who had received a
lobotomy. This underdevelopment in Natives was known as the frontal lobe defect

(Greenlees, 1895; McCulloch, 1995; Vaughan, 1991).



Native tribal and cultural life was held responsible for mental conflict as it was considered as
both too permissive, with its attitudes to gratification and sexual promiscuity, and too
restrained, with its emphasis on social conformity and excesstve dependence of the individual
on the collectivity of the tribe. This resulted in the African lacking a clearly defined
personality, and being emotionally unstable. In Native childhood, Jogic and cunosity was
stifled, so that the Native never emerged from a child like psychological state. This state of
arrested development was also attributed to the collectivity of Native tribal life. This all
believed to resulted in an inability to achieve a sense of individuality, which in turn meant
that the Native never reached full adulthood, but was stuck in the stage of adolescence
(McCulloch, 1995; Vaughan, 1991). Other Native customs, like circumcision in teenage
hood, were also believed to be possible causes of mental instability, because of their

traumatic nature (Conry, 1907).

Native sexuality was pathologized in such a way that the Native was normally ‘abnormal’.
Implicating Native sexuality as a cause of mental iliness reinforced the link between sexuality
and madness. Europeans renounced pleasure for cultural gain, whereas Natives indulged in it.
Nursing and late weaning practices in babyhood, and overindulgence in sex during
adolescence, was believed, by Europeans, to create emotionally imbalanced Natives*. The
difference of perception of sexuality had a large impact on Europeanized Natives, who
experienced strong attacks of their id on their ego, which often resulted in schizophrenia
{Vaughan, 1991). The psychopathological model of the Native was thus considered to be
dependent on their simple and static Native culture, which was believed to have remained
unchanged for ten thousand years. Natives were said to lack personal integration, because of
the importance of magic, and lack of clear distinctions between subject and object that
typified their culture (Vaughan, 1991). All this was in contrast to the view of Native tribal life
as restorative, recuperative and the ideal way of life, which the evils of civilizaitoii

jeopardized (Edgar & Sapire, 2000).

Civilization was believed to be the other main cause of mental disorder. It was believed that

the very institutions of industrialization, education and urbanization that the colonists had

* This was in comparison to European children. A European child was provided with a strict disciplined
feeding regime, which, according to Europeans, laid the foundation for a moderate attitude to good and il
fortune.



brought with them, were spreading disaffection among Native tribes and thus endangering the
colonists themselves. Deculturation broke down the traditional aspects of tribal life and thus
was responsible for the rising incidence of mental iliness in Natives. The educated Native,
especially, posed a problem to colonial society. Education often meant that the Native forgot
his/her customs, who they were, and began aping the customs of the European colonizers.
Such drastic changes to the traditional tribal Native way of life was often said to trigger
insanity within these peoples. This was coupled with the notion that literate Natives were
thought to have heavier demands on their diligence, adaptability, endurance, judgment and
integrity, than non-literates, and thus were considered more susceptible to mental trouble
(Edgar & Sapire, 2000; Laubscher, 1937, McCulloch, 1995; Vaughan, 1991).

Greenlees (1895) writes that in many instances the cause of Native insanity was unknown, as
very little effort was taken to try and ascertain what influences were at work in developing
the disorder. Swartz (1995 a; 1996) found a similar situation in her analysis from case records
for Valkenberg between 1891 -1921, where many black patient’s histories were simply
recorded as unknown, and thus no idea of the context nor possible causes of the patient’s
insanity was investigated. Such findings reveal why the knowledge of the causes of Native

disorder was limited.

Natives and Asylums

Clear patterns of discriminatory treatment emerged during the last decade of the nineteenth
century, and uiequal ireatimeiit came to be regarded as so natural that it did not even require
contient. Because of inferior and madequate care, black patienis succunved 0 deaiit e
frequenily than the white patients, as evidenced by glaringly large discrepancies in death rates
for the two groups. Differences in recovery rates were also tellingly large. But at this stage of
psychiatric history, because of the lack of any effective treatment in controlling psychotic
symptoms, recovery mostly amounted to family willing to take care of the insane, and

remove him/her from the asylum (Swartz, 1995a).

Black patients were used as an unpaid labour force in asylums, and ultimately ensured the
economic survival of asylums (Swartz, 1995a). With a fair amount of ‘Native’ patient labour
asylums could be almost completely self sufficient (Foster, 1990). Native women would do

all the rough domestic duties, while Native males would do all the hard manual labour on the



asylum estate (Swartz, 1995a). The dependence on Native patient labour is particularly clear
in the Grahamstown Mental Hospital, where at the end of the nineteenth century, apart from
nurses, only 4 full time staff members are listed in the records. The rest of asylum

maintenance was carried out by Native patients (Swanson, 1994).

Colonial officers believed that Native communities cared for their own lunatics, and thus not
many facilities were made available to Natives in seek of mental help. In institutions for the
mentally ill, many of the black insane were sent home to their villages, for care (Vaughan,
1991). The character of general Native psychosis was not considered burdensome to the tribe,
and many psychotic Natives were thought to be able to live in their kraals without much

disturbance (Laubscher, 1937).

According to Laubscher, very rarely did Native families bring their mentally unstable kin to
asylums voluntarily. Natives were only committed, by their community, after they had been
treated by their trnibe’s witchdoctor. Such treatment involved incantations, sacnifice, herbal
medicines and chants. When this failed, or when the psychotic’s violent and destructive
behaviour became too much for the members of the kraal, the members of the tribe resorted
to seeking help from external authorities who were quick to relocate the sufferer to mental
institutions, stmply to remove him or her from upsetting the social order. Such cases were
rare and usually involved the tribe feeling endangered by the mental iiiness sufferer (Edgar &
Sapire, 2000; Laubscher, 1937). Although there was an element of truth involved, these
theories of Natives looking after their own, were justifications for the lack of psychiatric care

provided by the country (Swartz, 1995a).

Natives in towns, however, did not have access to family care, as most had left their families
and communities in search of work (Cell, 1982; Laubscher, 1937). Without family care and
supervision, for those Natives suffering from mental iliness, the mental hospital was the only
option. Another major reason why Natives were ultimately certified, was because they
became a nuisance to European society. Thus the Native psychotics who became noticed by
Europeans were usually illiterate, urban schizophrenics, since their delusional content made
them more noticeable and their psychotic behaviour was more antisocial and easier to
identify (Edgar & Sapire, 2000; Vaughan, 1991). Natives, who were labeled as mentally 1il

by colonial society, had usually passed through the courts and the jails. Natives were only
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sent to asylums when they disrupted the regime and discipline on white farms, kitchens and
mines, or if they generally threatened the social peace. It can be speculated that the main aim
of sending the Native insane to asylums was to remove them from society rather than trying

to find them some means of a cure (Edgar & Sapire, 2000; McCulloch, 1995).

Once Native patients were admitted to institutions finding the cause of their insanity or past
history was considered too difficult with regard to language problems (Shelley & Watson,
1935). In many instances causes and histories were simply recorded as unknown (Swartz,
1996). Because Native patients were not understood, they received less attention from nurses,
and little was done to treat them or facilitate their exit from the asylum. Thus once admitted
Native patients were often subjected to lifelong incarceration (Swartz, 1995a). The length of
this lifelong incarceration was shorter than that of Europeans, as poor nutrition,
overcrowding, and the high incidence of tuberculosis in non-European wards ensured that
Native patients had lower life expectancy in asylums than Europeans (Greenlees, 1895;
Swartz, 1995a). Inferior provisions for non-Europeans were common practice in asylums.
They were kept separate in all activities, including accommodation, dining, and recreation.
(Such separation was justified by the notion of racial mixing sabotaging recovery). The only
racial mixing that was allowed was when non-Europeans worked in European wards, as the
role of servant provided the non-Europeans with ‘invisibility’ (Foster, 1990; Swartz, 1996).
At Fort Beaufort Asylum Native patients were given inferior food, very little meat, provided
wattle and daub huts as accommodation, slept on the floor, and given used bath water to
bathe in. All were justified as catering to Native cuitural staidaids (Swaitz, 1555a).

Native mental diseases were said to be quite advanced when they were admitted to asylums.
This meant, according to contemporary psychiatrist, that they would be less amenable to
treatment as they were too far gone in their disease to benefit from treatment. This justified
the lack of any treatment being given (Greenlees, 1895). During the 1930°s when some forms
of treatment did exist, a statement by Laubscher implies that Natives did not receive any:
“The improvements that occur in the lives of our Native schizophrenic patients are not due to
any therapeutic measure: they seem to occur entirely of their own accord. It may be the
segregation and ordered routine of a hospital has something to do with the change’
(Laubscher, 1937, p. 255).
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Inadequate care of the black insane was a contradiction of the apparent liberalist humanist
attitudes of asylum doctors. It also needed to be justified in order for the appearance of
humane care for all patients, regardless of a patient’s race or gender, to be maintained.
Differential treatiment was justified by characterizing the black insane as ‘more primitive,
childish and inaccessible to care than their white counterparts’ (Swartz, 1995a, p.403). In this

way the black patients themselves become responsible for their lack of adequate care.

Psychiatry and its role in creating the inferiority of Natives

The best of Natives were said to be biologically inferior to the average European (Greenlees,
1895). Certain biological facts were deemed proof of this, such as underdeveloped frontal
lobes, the resemblance of a leucotomized European to a primitive Native, and the
peculiarities of Native mentality due to their limited frontal lobe use (McCulloch, 1995;
Vaughan, 1991).

Medicine and its related disciplines, including psychiatry and ethno psychiatry, were
important in constructing the Native as an object of knowledge. It was also these very
disciplines that elaborated the classification schemes and practices, which were iutrinsic to
the operation of colonial power over its colonists. The language of psychiatry was employed
to assert that the Native could be known, but more importantly that they could be proved to
be fundamentally different from the European. Psychology and psychiatry, in particular, were
extremely important in defining the normal Native, and pathologizing that normality.
Ultimately they are partially responsible for the establishment of otherness that characterized
the race relations within SA (Edgar & Sapire, 2000; McCulloch, 1995; Swartz, 1996;
Vaughan, 1991).

Ethno psychiatry depicted white society as order and reason, with standards, discipline,
sexual continence, altruisim and prestige. Native culture was portrayed as savage, violent, lazy
and sexually promiscuous. Any gradation wittuit flic cutiuies was ciased aud ey Wweic
depicied almost as polar opposites of one another. It brought “scientific proof” for these
theories based on “scientific observation’. Ethno psychiatry was noted as being the means that
elevated the “knowledge’ of Native inferiority from anecdote to the realm of science
(McCulloch, 1995).



Further proof for Native inferiority was gamnered from the discipline of psychology. A
psychologist was appointed in SA in 1923 solely to develop standardized intelligence tests
for the country (Foster, 1990). Such tests were then conducted on large numbers of European,
Coloured and Native children. Results were compared, and it was found that Coloured
children’s scores were well below those of the European group. Native scores were so low
that were equivalent to those of a mentally defected European child. These tests were used to
prove the intellectual inferiority of non-European races, and in particular the Native race. No
consideration of language and cultural differences seems to have been taken into account

(Dunston, 1921; Foster, 1990).

Medical discourse was instrumental in locating the differences between the races, and
implying the European race’s superiority. Such differences were located within the bodies of
the disciplines’ patients. Such differences became not only pathologized, but also naturalized.
Such differences were not always founded solely on biology, but rather anthropology and
culture also became colonial medicine’s primary means of finding differences between the
races. An example of which can be seen in the accusation of the role of cultural life in the
cause of mental disorder in Natives (Edgar & Sapire, 2000; McCulloch, 1995; Swartz, 1996;
Vaughan, 1991).

South African Psvchiatry circa 1930

Overcrowding

In 1931 a Circular was issued which restricted the admission of patients into mentat hiospitats.

The reason for this restriction was the financial stress that mental health services were
experienciag during this time. Admisstons to iiicnial liospitais were deenred only for tiiose
patients who were too violent or dangerous to remain in the care of friends and relatives.
However this restriction was impossible in practice, as many patients, who although not
dangerous, were in desperate need of mental hospital treatment, and required admission. For
1933 a total of 1961 patients were admitted to mental hospitals, this was an increase over the
previous year, and not much less than the peak years of 1928 — 1930. What this shows is that
the circular’s attempt to curtail mental hospital admissions, had proven ineffective, as just as

many patients were being admitted as previously™.

** Annual Report of the Commissioner for Mental Hygiene for 1933. U.G. No. 48—1934



In 1933 the general shortage of accommodation for non-Europeans in mental hospitals was
enough of a concern to warrant serious attention. But this shortage had already been an issue
for the Union as early as 1924*. Whether the lack of accommodation was due to the lack of
provision of available facilities for non-Europeans or whether more non-Europeans required
mental health care is uncertain. One can speculate that the former was an issue, as well as that
more non-Europeans did require treatment, compared to Europeans, simply because of the
size of the non-European population. From the mid 1920°s the Native mental patient
population had grown much larger and at a much greater rate than any other racial group.
However for 1933 Europeans still made up the largest mental patient population, which is in

stark contrast to the fact that they form the one of the smaller racial populations in the Union.

With this knowledge the shortage of beds that existed for Natives, and other non-Europeans,
in mental hospitals in 1933 (about 296 beds short country wide), and the fact that there was
still space available for Europeans (92 open beds, again country wide) in these same
hospitals, is confusing *°. Surely steps should have been taken to greatly increase the number

of beds available for Natives and non-Europeans.

The discrepancies between racial population sizes between the general population and that in
mental hospitals can best be seen from the following table. The table was gathered from
statistics taken from Census data for 1936 and the Commissioner of Metal Hygiene’s

Report for the same year™

Total pop.{in M Hosp|Percentage
European |2, 003,512 6,461 0.322484
Native 6,597,241 4,937 0.074834
Asiatic 219,928 204] 0.092758
Coloured | 767,984 1,579{ 0.205603
All Races 19,588,665 11,353 0.1184
Table 3.1

What table 3.1 shows is that despite the general European population being more than a third

smaller than the Native population, the percentage of Europeans who were incarcerated as

*® Annual Report of the Commissioner for Mental Hygiene for 1933, U.G. No. 48—1934

7 Census 5™ May, 1936. Preliminary Report on the enumeration of all Races of the population .U.G. No. 50.
1936

* Annual Report of the Commissioner for Mental Hvgiene for 1936, U.G. No. 8 1938

60



mental patients is over four times larger than the percentage of Natives incarcerated. Judging
from the large size of the Native population in general, as well as the general belief,
concerning the Native’s weakness for mental disease (Laubscher, 1937; Vaughan, 1991), one
would expect there to be more provision of beds for Natives and the other ‘non-European’

races. But this is not the case.

By 1936 there were shortages of beds for both European and non-Europeans in South
Africa’s mental hospitals. But the shortage for Europeans was only 170 beds, while 1,324
non-Europeans were in search of beds in mental hospitals®. From the table above, it is
evident that there were already more beds provided for Europeans than Natives. Thus by far

more beds were in demand for non-Europeans than Europeans.

By 1939 Valkenberg had reached its limits with respect to over crowding. Thus the need to
provide additional accommodation, especially for non-European patients was more urgent
than ever. During this year some attempts were made to address this problem. Such attempts
included not the construction of new facilities, but the conversion of day rooms into
dormitories, and the use of old nurses’ quarters. But these efforts were small in comparison to
the large overcrowding of non-European mental patients, 1627 in all, countrywide. Plans
were also underway to erect new wards, but already the number these wards would hold, was
insufficient to house even the current surplus patients, let alone the number that would need
care when the wards were completed in a year or two’s time. It was also by 1939 that the
population of Native mental patients (6059) had almost caught up with that of Europeans
(6921,

Besides overcrowding, abuse of non-Europeans in asylums was rife. During 1937 it was
suggested that mentally 11l Natives should be moved to colonies in Native territories, because
of this abuse. This was motivated by the fear of contamination of European mental patients
by Native patients. The Orenstein Committee voted against the notion of removal, as Native
patients, in mental hospitals, performed all agricultural work in the existing institutions, thus

ensuring seif-sufficiency, and saving on government subsidization (Foster, 1990).

:9 U.G. No. 8 -1938 Annual Report of the Commussioner for Mental Hvgiene for 1936
** U.G. No. 48 —1940 Annual Report of the Commissioner for Mental Hygiene for 1939



Nursing in SA Hospitals

The following pertains to nurses in all hospitals within the country, and due to the
medicalization of psychiatry, mental hospitals fell under this domain. Thus we can infer that
the nursing environment of Valkenberg would be akin to that of nurses in other hospitals

within the country.

The nursing profession was an ambiguous one for white women. They were trained to be
ladies, yet their profession compelled menial tasks, including administrations to black males,
an ordeal that ‘no white woman should be called upon to pass through’ (Marks, 1993, p.350).
By 1900 the idea of white women nursing black men were receiving a large amount of
opposition from white society, as it brought out some of their biggest anxieties. The irony
was that white nurses opposed the training of black nurses, which left a gap in the care for
black patients. White nurses believed that their duties required a degree of delicacy and tact,

which lower class women, and Coloureds, would not be able to achieve (Marks, 1993).

The SA Impenal Union Congress in Grahamstown in 1906, ignored the opposition of white
nurses and encouraged the training of black nurses, so that white women would not have to
treat black males. However the numbers of educated black women available to enter training
to become nurses were few’'. Training of Coloured nurses was again a major issue in the
1930’s. In the Cape, previous to this decade, Coloured and European nurses were trained
together in the same institutions, but due to external pressures, from society, it was realized
that it was becoming impossible to continue as such, so separate institutions came into being,

even in the liberal Cape (Marks, 1993).
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professional capacity only, but called upon all hospitals to provide sufficient orderlies, ward
‘boys’, Native or Coloured ward maids or nurses tO perioriii ait e inciial duiics i iwii-
European wards. Despite this ordinance not much actually changed and the horror of a
European attendant having to do such basic servile administrations on a non-European,
especially a Native, continued. Drastic action to end this horror was required, so the Cape

provincial administration decreed, in 1938, that all hospital boards had to have non-European

*! This was due to the limited education provided to s, especially to black girls.
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servants on staff, to bathe and sponge non-European patients, if a non-European nurse was

unavailable (Marks, 1993).

Nursing involved the infantalization of black patients by white nurses. The fear was that
black nurses would do the same to white patients. Such an occurrence would be a total
upheaval of racial and social order, which decreed that a black person could in no way be
superior to a white one. Letting blacks become nurses and doctors opened up the possibility
of blacks holding authority over white nurses and doctors. All these were thought to be an
inversion of the ‘natural order’. The nursing profession highlighted the relations of
domination and subordination between the genders and the races. The profession reflected the
class, gender and race divisions inherent in SA society. Nursing duties, such as cleaning and
scrubbing, were typically those associated with black hands in SA. This caused a dilemma for
European nurses, who often saw such work beneath them, but saw the profession as being
above non-Europeans. The care of white men and women by black women, or of black men
by white women struck a very sensitive and intimate chord of angst in SA society (Marks,
1993). The nursing profession during this period highlights the situation of race and care that

would have faced mental health care workers of the period.

CONCLUSION

South Affica had a long history of racism in mental health practice. Although not evident in
lunacy legislature for the period, racist practices were evident throughout all the asylums
operating in the Cape. Segregation and inequitable treatment for the different races were also
apparent. Repeatedly Europeans received better care and were better provided for in asylums.
Overall the 1930’s offer a richness of interest not only because of the introduction of the
physical methods of psychiatry, or because of the great overcrowding problems facing South
African asylums; but most notably for the systematic racism of the mental institutions into

which all these were embedded and effected.
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CHAPTER 4:METHODOLOGY

The method for this dissertation involved a three part investigation, and made use of archival
research to examine the historical data required for analysis. The first part of the investigation
was into the hospital records (official reports, correspondence of superintendents, and day-to
day paperwork of the hospital) of Valkenberg for the entire period, i.e. 1933 - 1943. The
second approach was of the individual case records for specific key years in Valkenberg’s
history for the period. This involved a content analysis of a selected set of records. The third
and final part of the study was to examine some of the individual case records more closely
and to see what they reveal, through their wording and general tone, about Valkenberg, about

the doctors, about the patients and about psychiatry in SA during that time.

Archival Research

Historical data, stored in archives, offer rich and complex accounts of various individual and
mstitutional histories. The data found can be very powerful as it has the power to confirm or
disturb collective legitimations, and thus can threaten established reputations (Hill, 1993).
However, there are many inherent problems in working with historical data. The first of these
is that what one finds within the records is not always precisely what one wanted or expected.
It 1s thus difficult to fully formulate any research goals and direction for one’s study until at
least some data has been collected (Elder, Pavalko & Clipp, 1992). When using historical
data it is necessary to identify the conditions under which the data was generated. Such data
is not under the direct control of the researcher, and was not produced for the reasons of the
paritcular research study. Historical data must not be accepted as necessarily true or accurate,
and ihe researcher must gain an understanding of the constraints surrounding the production
of the data, as well as the motives and intentions of those who produced the data (Chase,

1995; Elder, et al. 1992).

In order to gain access to such historical data it is necessary to make use of archival research.
Such a method has its own methodological problems. When using this method one has to be
aware of archival problems, where files are misfiled and mislabeled, various thefts of data,
bizarre materials in otherwise understandable collections, or useful information in unlikely
files. Archival files often reveal frustrating gaps in collections. The records are often

Gagimcitcd aid spicad acioss vaious concctions and even across various archival depots.
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Archival records are subject to a process of sedimentation, which involves various people
defining what is worth keeping, and what 1s of relevance to whom. What such a process

results in what is kept and how it is stored (Hill, 1993).

Primary sedimentation is the role the individual or institution plays in what of their records is
kept and how. Namely the way the data is organized, created, discarded, saved, collected and
donated by the individual or institution determines what is important. Secondary
sedimentation is the role played by those who send the data, kept by the individual or
institution, to the archive. This involves a subjective evaluation of what is worth keeping, and
involves an element of uncertainty with regard to ulterior motives for discarding or storing
certain information. Tertiary sedimentation is the process involving the archivist, who also
uses subjective judgment in storing and sorting the data, which he/she believes will best
facilitate public use. The archivists often know little of what they are sorting, and thus may
not be in the best position to determine what is important. The priorities of the archivist and
the schemes they use to organize and index are the central features of tertiary sedimentation,
and ultimately influence what the researcher finds, where it is found and in what condition

(Hill, 1993).

Archives are said to mirror the societies in which they are embedded, and this is an important
consideration for the researcher. The interests of the organization that sponsors the archive
often has a consequential role in what gets saved. The archive also operates within finite
space and financial constraints, which have to be taken into account by the archivists when
evaluating a collection. The archivist’s prejudices and preferences as weil as i
organization’s goals and directives, determine the archival presentation of certain kinds of
matenals rather than others. Each donation typically gets formed into, or divided across,
collections, which groups materials that are alike. Within groups materials are often sorted
typically chronologically, which could ignore other meaningful relationships between the
data (Hill, 1993). Often information is dispersed to different collection, especially
photographs and letters which often have their own collections (Elder, et al., 1992; Hill,
1993). This only serves to separate and obscure relationships between the data, which makes
the researcher’s task even more problematic. What survives in the collections are ultimately
selective traces of events and institutions, that require much effort from a researcher to

reconstruct a detailed picture of the individual or institution (Hill, 1993).
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Ancther note of caution is that when analyzing historical data, researchers often project
modern meanings into the data, and it is necessary to understand that our understanding of the
past is presumptuous, and that all knowledge is vulnerable to fabrication. It is thus necessary
for the researcher to be reflexive, open to alternative interpretations, and to understand the
tentative nature of socio-historical investigations, which are subject to re-interpretation (Hill,
1993). I have acknowledged all such problems associated with this form of data collection,
and have tried, where possible, to be reflexive and aware of the environment in which the

data was generated and stored.

With all the inherent problems with archival research, the viability of such research and
analysis can be questionable, but the richness and power of historical data is undeniable, and
provides a detailed and complex understanding and perspective about past events. Such
research can also shed light on the operation of various psychological processes (Chase,
1995). Thus despite the problems, the benefits and findings of such research make the process

worthwhile and valuable.

Sources of Data
Hospital Records

Records of Valkenberg Mental Hospital are kept at the Cape Archives, and are available to
the public. Valkenberg Mental Hospital has its own collection within the Cape Archives. The
records are spread over a number of boxes and files. The groupings are not always clear or
coherent. The records of the hospital include a host of various types of documents, such as
the Annual reports of the Hospital for various years (unfortunately not for all the years),
correspondence between the various physician superintendents and the commissioners of
mental hygiene, between the doctors and patient’s families, official conference reports,
receipts and invoices, diet scales, official papers reporting on various treatment trials, and

memos of various staff members, most notably the physician superintendent.

Case Records
The Valkenberg Case Records Collection is available from the University of Cape Town's
Manuscripts and Archives, and appropriate permission to investigate the files was obtained

from the Head of the Department of Psychiatry of the University. The case records were
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categorized according to the years in which patients were admitted and within each year,
stored alphabetically. It must also be noted that despite the vast number of case records that
are available in the archives, they in no way can account for all the patients admitted to
Valkenberg for those years. This is due to the problems related to archives mentioned

previously.

Certain key vears, 1933, 1936, 1939, 1942 and 1943, provided the sample frame for this
study. The sample included all those patients who were admitted to Valkenberg for those
particular years. Unfortunately patients who had been admitted in previous years and only
received treatment in the selected years were not included in the study, as their records would
not have been included in the sample frame, and thus were not eligible for analysis. The
sample case records consisted of 841 patients, with a mean age of 40.82 years. 515 males and
320 females constituted the sample. The majority of subjects were ‘European’ (431) or

Coloured (335), with few “Natives’ (66) and only 3 Indians.

The case records were chosen as texts of study as their primary function was to textuaily
mediate the medical and legal activities of the mental hospital. Case records both construct
and display the psychiatric knowledge and professional activity of the doctors that wrote
them. Unfortunately case records do not provide the rich biographical data of the patient one
would expect, rather similarities between case records are fore grounded, while differences of

culture and language are often suppressed (Swartz, 1999).

The case records contain a variety of data. Included are the admissions forms, which provide
the patient’s personal information, an outline of the symptoms presented by the patient on
admission, any medical conditions, and ultimately a diagnosis for the patient. Discharge and
death notices were also official forms which were often, although not always included in the
files. Clinical notes are also usually included in the files. These are notes that record all
medical attention that patients received from psychiatrists (or other staff) during their time in
the hospital. These accounts with medical personnel varied from rich detailed accounts of the
patient’s behaviour, mental state and treatment received, to simple single entry accounts
every few months, which merely recounted the patient’s original symptoms or noted that the
patient had experienced no change in his/her condition. Correspondence between the hospital

and family members of the patient were often also included in the patient’s case notes. Such
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correspondence involved the family requesting information with regard to the patient’s well
being; enquiries into release dates or possible visits with the patient; consent forms for
various treatments sent to families, and completed forms returned to the hospital. Many files
also included invoices and letters from the hospital concerning payment. In some cases
detailed medical charts or complex outlines of treatments were also to be found in the files,
however these were the minority. The average file included the admissions form, a few pages
of clinical notes, some intenmittent correspondence, and possibly a consent form for

treatiment.

Government Records

Official publications, such as census data (1936) and official reports for the Commissioner of
Mental Hygiene (1933; 1936 and 1939) were obtained from the Government Publications
Department of the Library of the University of Cape Town. Problems were experienced with
obtaining data for the years 1942 and 1943, possibly due to scanty collection during the
Second World War. The reports of the Commissioner were used to both set the scene for
psychiatry circa the 1930’s, but also to provide the official statistics for Valkenberg, in order

to estimate how representative this particular sampie is.

Analvsis

Content Analysis

Content analysis is a common form of analyzing representational material. It is a broad label
which basically implies a way of systematically and explicitly analyzing such
representational material (Chase, 1995). The analysis can have both a qualitative and
quantitative component. Qualitative analysis 1s subjective and less explicit than quantitative
analysis, but provides a greater emphasis on meaning. A quantitative model of analysis is
used to generate frequencies, rankings and ratings. Its aim is to produce data which can be
analyzed statistically. Qualitative analysis is helpful after the quantitative so as to provide a
richier undersianding to the quantitative data. This study uses a structural content analysis to
devetop representations of relationships between elements of the arget matenal (Milward,

1995), and makes use of both qualitative and quantitative methods.

The first stage of any content analysis is a selection of the material to be studied. The second

stage is developing the units of analysis. As with all methods of analysis there are various
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problems. With content analysis the results are heavily reliant on multiple judgments of a
single analyst. The analyst, usually unknowingly, maybe keen to find support for a particular
view of the data, which may skew what he/she finds. To avoid the subjectivity of this form of
analysis, I have used ‘objective’ categories, thus relving on units of analysis for coding data
that are not, and could not be, determined by subjective judgment. Examples of such are

demographic data, diagnostic categories, and types of treatinents prescribed.

Another problem with content analysis is that it concentrates on what is mentioned, and what
is not mentioned cannot theoretically be analyzed as it 1s not there. The problem of only
looking at the elements in isolation is another problem with this form of analysts, as it fails to
take into account the environment in which the data is operating (Milward. 1995). I have tried
to combat this by making sure to investigate the greater social and medical environment in

which the records were written.

Hospital Records

Records for the time period 1933 through to 1943 were investigated. Hospital records were
mwaily wvestigated so as to provide insight into what treatments and practices were taking
piace within the hospital for this period. All types of records were analvzed. Key aspects of
this part of the investigation were to see for which diagnoses the treatments were given, to
which genders, and to which race. Any other interesting hospital occurences or attitudes to
events and advances in medical science were also recorded, but the focus was on treatment

and racial discnimination within hospital practice.

Case Records

Due to the number of records available, certain key years in the hospitals history were chosen
for analysis. These key years were selected because of the importance they showed in the
pilot research focusing on the hospital records (Carver, 2001). The year 1933 was chosen as a
baseline, to show the state of treatment, care, typical duration and recovery rates in the
hospital prior to the introduction of the physical therapies. In the pilot research it is evident
that it was only in this year that the first physical therapy was available to patients in South

Africa. This physical therapy was Malana treatment.
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1936 was the next year under investigation. The reason for its selection was that Valkenberg
did not have constant access to Malaria therapy. Malaria therapy was known to be dangerous,
required intensive nursing staff and was costly. Thus in 1936 the statt of the hospital devised
an alternative solution. This solution was a mixture of camphor in oil and was used in
situations where Malaria therapy would have been indicated. How this cheaper solution was

used, and whom it was used on, were the main reasons for the inclusion of this year.

The third year that will be addressed is 1939. Its importance is clear when looking at the
introduction of insulin and the drug induced convulsive therapies to the hospital. The drugs
used to induce these convulsions in patients were phrenazol and cardiazol. Specifically what
will be looked at within this year is whether any discrimination occurred between different
diagnoses, genders and races with regard to these treatments. Insulin was costly and required
intensive nursing and care, while cardiazol and phrenazol were cheaper both in monetary
terms and 1n the extent of nursing care required. This created an interest as to whether cost

affected the selection of patients for treatment..

The last two years, 1942 and 1943, were selected by the researcher to examine whether a
possibility she put forward in the pilot research (Carver, 2001) was true. The evidence in the
hospital records for these two years shows a marked increase in the recovery rates of non-
European patients for 1943, however there is no such increase for European patients. Early
1943 saw the mtroduction of a second ECT machine to the hospital. The hypothesis is that it
was only with the advent of this second machine that non-European patients began to receive
this form of treatment with regularity; as the first machine appears, from hospital records, to
have been reserved predominantly for the European patients. These years also throw light on
treatment in the mental hospital during a turbulent time, both in the profession — it was the
middle of a revolution of psychiatry with new therapies being tested constantly — and in a
world in the midst of a war. Foreign patients increased and there was a shortage of various

medical supplies.

Data from the case records was captured according to the following variables: patient
number; name; age; gender; year of admission; diagnosis; treatment (primary, secondary and
tertiary); the year in which the patient received ECT (if at all); prognosis; number of pages in

clinical notes; cause of death (if died at VMH); any other key notes; whether the patient was
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admitted through the criminal justice system, and for what crime; and whether the patient was
readmitted to the hospital or not. (Patients were included in the study as long as they were
admitted during one of the years under investigation — whether this was their first admission
or not was irrelevant to inclusion, but such data would have been included in the readmittance
variable). Data was then analyzed according to a standard content analysis, where frequencies
were tabulated and used to infer information regarding the patients, the hospital, and
psychiatric practices of the period. Any forms of statistical analysis were considered
inappropriate to the study because of the disparity in the numbers of the various racial groups
in the remaining case records. Results would thus be unrepresentative of asylum practice, and

could lead to possible errors when inferring results.

Individual Case Histories

Certain individual case files were closely examined along certain key themes. The rationale
behind this close investigation, was Vaughan’s (1991) hypothesis that medical discourses
themselves constitute the very problems they describe. She also states that they reflect,
sometimes indirectly, the material and political circumstances of the society in which they

were operating.

The records were thus noted as to what they displayed with regard to psychiatric practice and
the means of measuring mental illness. What they revealed about how and what treatments
were conducted, was also investigated. Due to the gendered focus of many studies into
psychiatry, the records were also noted for what they said about gender, both in psychiatry
and, as Vaughan (1991) suggested, of the time period being investigated. The racial slant of
this particular study meant that a large emphasis was placed upon what the records revealed
about race, both in psychiatry and in South African society circa, 1930. Records were also
noted if they revealed any derogatory and demeaning remarks about patients. Cases that kept
charts as to how certain treatments were carried out were also noted. Any exceptional cases

were also marked and discussed.

Ethical considerations

To ensure that the ethical considerations were observed, relevant permission was obtained
from the Head of Psychiatry, at UCT, to gain access to the Valkenberg Case Files for the

period, and confidentiality was agreed to. To ensure the confidentiality of those patients
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included in the study, patients are only referred to by their initials and case number. The case
number is also a reference marker that subsequent researchers can use to follow up on certain

cases.
CHAPTER S:HOSPITAL RECORDS

GENERAL CARE

In 1933 Valkenberg catered for mixed races, and by this period had patients from all four
government decreed racial categories. The records of Valkenberg Mental Hospital followed
the four distinct racial classifications of the country, namely ‘European’, ‘Native’, “Coloured’
and ‘Indian’. The hospital also sometimes used the term * Asians’ who were typically
‘Indians’ but sometimes this category also included Malays, Chinese and Japanese peoples.
This is an example of the confusion and uncertainty involved in racial categorization, which
Tingsten (1954) described. The race distribution of the hospital reflected the racial
distribution of Cape Town and its surrounds. ‘European’ patients were the majority, with
‘Coloured’ patients also forming a large and substantial group, with smaller numbers of
‘Natives’ and very few ‘Indians’. Although these classifications existed in the hospital
records, the hospital often grouped together the three non-European racial groups into one, in
various documents and memos. I have followed this practice, and will specify specific racial

groups where required.

Despite being slightly premature to the time period in which we are focusing, it is of interest
to note legislation, which is extracted from Appendix B, Act. No.38 of 1916, that pertained to
the regulations and procedures involved with mental patients. The followiig paragrapiis
relate to the escort of mental patients: “in no case should European patients be sent under the
care of constables in uniform. Female patients must invariably be accompanied by a person
of their sex’**. The need for the appearance of superiority is clear. The image and prestige of
European patients must be upheld at all times, even when deemed mentally ili, they must not
appear to be in the wrong in any way, the image which a uniformed constable would imply.
The need for preservation of female dignity (s aiso 11 evidence as sie niusi be accompanied
by another woman. Other reasons for such a decree were the prevalence of sexual abuse of
psychotic females in care and transit, the presence of a female attendant was believed to

prevent against such abuse. Such racial and gender issues were prevalent in the treatinent of

32 Memo of Dr. Swift. CA HVG 2/1/1



the mentally 1ll, and as the salience of such grew in South African society, so too did its

importance in the discipline of psychiatry.

In 1933 racial discrimination was evident in provisions for patients. Unit costs calculated for
the period 1932-33 showed that the mental institutions that catered exclusively for Native
patients had a much lower cost per unit (1/11.49d”° per day for Port Alfred Mental Hospital)
than those institutions that catered to mixed races (2/5.72d per day for Valkenberg).
Exclusively European institutions, on the other hand, showed much higher costs per unit over
the same time period (3/0.14d per day at Witrand Institution). This is evidence that European
patients were being fed, housed and had generally better care than their Native counterparts™.
Such a finding is in accordance with those of Swartz (1995a,b.c; 1996), Swartz and Ismail
(2001), Deacon (1996a, b) and Swanson (1994), who all found similar such discrimination in

provisions for psychiatric patients.

Within the hospital itself, a clear indication of differential care can be found in the
distribution of nursing staff to the various wards, provided in some of the Annual Reports.
There do not exist in the Valkenberg records any numerical demarcation of what this
distribution of nurses was. However the Komani Mental Hospital in Queenstown (Eastern
Cape) did. Thus information from these records can be inferred to Valkenberg, as the hospital
was also a mixed race institution, operating under Cape rule. Although admittedly the
immediate social environment of the hospttals differed, the issues, concerns and distribution
involved with nursing were national (Marks, 1993, 1994). These nursing records™ show that
during the day male European patients had both European male (a ratio of approx. 1 to 7) and
European female (a ratio of approx. 1 to 10.5) nurses to care for them. Female European
patients were only nursed by fellow female Europeans (ratio approx. 1 to 10). Male non-
European patients were nursed by male European (ratio of 1 to 71) and male non-European
(ratio 1 to 12.5) nurses. Male non-Europeans were the only group not to receive any
European female nursing attention — the concerns of rampant non-European male sexuality,
as well as the horror of white females performing menial tasks for black males, appear to be

realized in this designation of nursing staff. Female non-European patients were

** These are the costs as recorded in the records.

** Department of the Interior, Unit Costs for the Period 1932-33. CA.. HVG 2/1/2 4/33

% Reports for 1935 sent from the Physician Superintendent to the Secretary of the Interior, 13 March 1936. CA
Hospital Komani Queenstown 2/1/1 4
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nursed by female European (ratio 1 to 72.5) and non-European (ratio 1 to 18) nurses. It is
clear that Europeans had access to more nursing attention, and to the European nurses, who

were better trained than the non-European nurses.

By night the nursing proportions designated to the various races is even more
disproportionate. Males have 1 male European nurse for every 24 patients, and 1 European
female nurse for every 41.6 patients. Females had a female European nurse for every 41
patients. This number may appear large, but is small when compared to ratio assigned to the
non-European races. Non-European male patients had only 1 male European nurse for 212
patients, and 1 male non-European nurse for every 106 patients. Female non-Europeans had
only 1 European female nurse for 290 patients, and 1 non-European female nurse for every
62.5 patients. Non-European males thus had the poorest access to nursing care, while

European males seem to receive the most and best trained nursing attention.

From the record it becomes apparent that the majority of European nurses were assigned to
the European wards, with very few to the non-European. It must be remembered that the
European nursing staff were better skilled and beiter trained as menial ticaiii nueses, as iou-
European nueses received inferior training and experience. Non-European patients were ifie
recetvers of these poorer trained nurses. Because of the differential training of European and
non-European nurses, as well as the growing horror of white nurses administering menial
tasks for ‘Native’ men (Marks, 1994 ), non-Europeans found themselves predominaiiily iit inic
care of non-European nurses and attendants™. Such racial discriminations, in the only forms
of ireatment that were available, provide the context for the introduction of the new physical

methods of psychiatry into Valkenberg.

TREATMENTS

Malaria and Pyrotherapy

By 1932 malaria treatment was in South Africa, but was only conducied ai vue of e Meuial
FHospiiais, namely Prelosig. Vaikenbery's aciing Physician Superintendeni raised a request io
ine Secretary for the interior, for this treatment to be carried out at Valkenberg. Valkenberg’s

administrators saw the transferring of patients up to Pretoria as not being economical. They

*® Board meeting no.245: Valkenberg Mental Hospital Board. Changes taken place since 19/12/1940. CA HVG
2/1/6 25
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believed they were losing treatment opportunities and good clinical work®’. Valkenberg did
receive permission to conduct malaria treatment. This treatment was cumbersome to the
nursing staff, required highly skilled doctors, and was very expensive. At the 1938
Conference of Physician Superintendents, malaria treatment was deemed the ‘treatment of
choice’ for European patients with GPI*®. By 1941 Cohen, a specialist in nervous and mental
disorders, wrote in the South African Medical Journal that GPI, a previously hopeless iliness,
was now curable, especially if it was discovered in its early stages, by the use of the malarial
parasite to induce a fever. He quotes that over fifty percent of patients who underwent this
form of treatment were greatly benefited by it. He made no mention of any other treatment

being effective (Cohen, 1941).

Despite the lack of mentioned alternatives by Cohen (1941) Valkenberg used various other
treatments for GPI, as an alternative to malaria, predominantly pyrotherapy or
electropyrexia. This involved inducing a fever in the patient, by means of various agents,
either chemically or electrically. Chemical agents included tryparsamide, spirobismol. and
pyrifer. The rationale behind the treatiment was the same as Wagner-Jauregg used in his
development of Malaria Treatment. It would *cure’, or at least alleviate the symptoms of the
psychosis, by inducing a fever within the patient. This treatment was far cheaper, yet more
unreliable and unproved, and there is no evidence that it was at all effective. It lacked the
control that existed with regard to Malaria and quinine, as well as reputation. At the
Conference of Physician Superintendents, 1938, it was decided that this form of fever
inducement would be the treatment for non-European GPI patients. Treatment for both
European (who would receive malaria) and non-European patients (who would receive
pyrexia by means of other agents) would take place at Valkenberg, while Bloemfontein was

capable of treating European, and Pretoria the non-European patients™.

Insulin Therapy
In the same year that insulin gained its respectabie inpact oii psycinairy, uasiy 1537,

Valkenberg performed its first treatment of hypoglycaemic shock on patients, and instituted

*7 Letter: Acting Physician Superintendent of Valkenberg to The Secretary for the Interior, 12 January 1932,
CA: HVG 2/1/6 25

¥ Report on Conference of Physician Superintendents hetd on 7 November 1938. CA. HVG 2/1/5 24

*? pyrexia is another word for “fever’

% Report on Conference of Physician Superintendents held on 7 November 1938. CA. HVG 2/1/5 24
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insulin as a viable therapy®'. This therapy proved so successful that at the 1938 Conference of
Physician Superintendents, all mental hospitals in South Africa were required to introduce
this form of therapy®”. From September of 1938 to December of the following year, all male
European patients who were admitted to Valkenberg suffering from schizophrenia, paranoid
or hebephrenic types, were given insulin. The results, although modest, did hold promise.
Twenty percent of patients were considered recovered, and a total of fifty seven percent
showed some form of improvement. These results were incredible, and gave new hope to

mental hospitals for what they could do for the schizophrenic patient™.

Another Report was conducted in 1940 on the use of Insulin in Valkenberg®™. The insulin
clinic increased in size from being able to treat nine patients to thirteen at a time. These
thirteen patients had seven nurses administering their care, a fair proportion of nursing staff.
All forms of schizophrenia were given treatment by insulin, with gratifying results. A total of
41 cases received treatment for this report. A total of 63.4% of patients treated were
considered recovered, with an additional 17.1% showing substantial improvement. Results
were most spectacular for patients who had suffered for less than two years. Patients having
experienced the disorder for five years or more showed the weakest results, although one
made a complete recovery. Catatonic schizophrenics showed a 72.7% recovery, paranoids
61.5%, and hebephrenics 58.8%. Such results were truly astounding, and gave the hospital
great hope in dealing with schizophrenia. Later on, fifteen percent of all those considered
recovered did relapse, but even with this, the fact that this recovery could occur at all, or even
that the psychotic symptoms could be alleviated was of a great help to both the mental
hospital and the patients themselves. Again these treatments were only conducted upon

European patients, and there is no mention of other racial groups receiving it.

The 1940 report also highlighted the technique used in this form of treatment (intravenous vs.
intramuscular), and revealed that the convulsions, induced by the hypoglycaemic shock, were
not the core of the therapy. A convulsion did not mean improvement, rather the depth of the

coma induced seemed to play an integral role in the treatment, and Valkenberg saw no danger

n increasing the dose of insulin until a sufficiently deep coma was reached. The therapy was

¢! Annual Report of Valkenberg Mental Hospital. 1937. CA. HVG 2/1/2 4)

6? Report of The Conference of Physician Superintendents held on 7 November 1938 CA. HVG 2/1/5 24

%% Report on Insulin and Cardiazol Treatment during the period September 1938 to December 1939. CA. HVG
2/1/12 4

“ Insulin Report for 1940. CA, HVG 2/1/2 4
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expensive (£ 1015.4.8 for 1940 alone) but had allowed 33 patients to be considered well
enough to be sent home. To the hospital this was a saving of £ 2415.12.0 in maintenance fees
for the year, and would have helped in the overcrowding problems facing the hospital at this
time as well. Despite concerns in Britain about the expense of continuing insulin during the
war, Valkenberg saw the therapy as too valuable and financially viable to discontinue®. By
1941 insulin therapy, despite the risks and dangers it presented, and the high costs of
equipment, skill and care it required, was considered a highly valuable treatment of psychosis
(Cohen, 1941).

The 1nitial good results of insulin on schizophrenia began to wane, and it was no longer seen
as a cure, but rather an alleviator of symptoms. Insulin would soon be eclipsed by the array of
anti-psychotic drugs that took over the treatment of psychosis. But it was the first treatment
that had proved effective in the treatment of asylum psychiatry’s biggest problem,
schizophrenia. And like Malaria therapy, it brought hope and promise to the discipline and

what 1t could achieve in the realm of mental disorder (Shorter, 1997).

Drug induced convulsive therapy

In 1937 Valkenberg was using its own convulsion inducing drug. [t, like Meduna’s original
design, tnvolved a camphor in o1l solution being injected into the patient. Use of this drug
was proving effective with schizophrenic patients®. In the same vear cardiazol was
introduced to Valkenberg, and was also used on schizophrenic patients. Cardiazol, although
more expensive to prepare than the camphor solution, was much more efficient in its
treatment®’, and thus prompted an abandonment of the camphor in favour of this drug.
Cardiazol administration was also noted for its simplicity, especially with relation to the
complex administration of insulin. Patients were given 5 c.c. intravenously, and if no fit
occurred the dosage was increased by 1c.c until minimum effective dose was reached. This
dose was provided twice weekly for the duration of treatment. Patients were allowed no food

until fully recovered from the drug induced fit, approximately 1 pm., after which they had

** Insulin Report for 1940. CA, HVG 2/1/2 4
% Valkenberg Annual Report for 1937. CA, HVG 2/1/2 4
%" Valkenberg Annual Report for 1937. CA, HVG 2/1/1 4
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moming tea. Patients were then able to continue with the day’s activities and ‘ordinary work

in one or other occupation therapy department’®®.

Between September of 1938 and December 1939%°, all male European patients admitted to
Valkenberg, and some of those already admitted who had experienced their illness for less
than two years, suffering from catatonic schizophrenia, manic-depressive psychosis or
involutional melancholia were given a course of cardiazol. Cardiazol made little impact on
schizophrenic patients (although did alleviate psychotic symptoms, even if only temporarily),
but proved highly effective in the cases of manic-depression and involutional melancholia. So
effective that the disorders themselves were no longer viewed with the same pessimism of
simply waiting for spontaneous remission. The results were said to be ‘spectacular’, with
only one of the patients with one of these disorders not being considered recovered. Once
hopeless patients were able to be discharged, and return to a normal life. It also dramatically
shortened the hospital life of patients with these disorders, from an average of fourteen
months the previous year, to an average of just three months, for the period that the trials
covered. It also shortened the length of the attack from an average of nine and a half months
before the treatment, to just over two months after the treatment’”. These results held
promise. The following year involved further investigation into the use of cardiazol, this time
focusing on its use with schizophrenic patients who had responded to insulin therapy alone.
Cardiazol was used to induce a convulsion, while the patient was under insulin coma. Such
attempts were without result. Cardiazol was still proving highly effective with the manic-
depressive and involutional melancholic patients, and was considered to have distinct

possibilities in this area, and no permanent effect on schizophrenia’'.

But with the Second World War it became increasingly difficult to obtain cardiazol, and its
variant phrenazol, almost impossible, and most of the domain of mental disorder that

cardiazol had addressed was increasingly becoming that of electro convulsive therapy .

% Report on Insulin and Cardiazol treatment during the period September 1938 to December 1939. CA, HVG
2/1/2 4

% Report on Insulin and Cardiazol treatment during the period September 1938 to December 1939. CA. HVG
2/1/2 4

™ Report on Insulin and Cardiazol Treatment During the Period September 1938 to December 1939. CA, HVG
2/1/2 4

’! Insulin Report of 1940. CA, HVG 2/1/2 4

7 Letter. Dr. Kev to The Commissioner for Mental Hygiene. 18 Julv 1941: Letter. AB Moore to the Chairman
of Union Tender and Supplies Board. 28 June 1943, CA. HVG 2/1/6 25/17
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Cardiazol would never reclaim its power, and Valkenberg makes little mention of it in its

files after the early forties.

ECT

By July of 1941, Valkenberg had its own Electric Convulsive Therapy apparatus installed, in
operation, and proving successful. Already ECT was being hailed as the most useful method
in the treatment of mental disorder *. Part of its importance was attributed to the fact that
during this period of war, the drugs previously used to induce therapeutic convulsions,
namely cardiazol and phrenazol, were almost unobtainable and very expensive. The ECT
apparatus had a running cost of practically nil, and thus was a very viable economic
alternative™. Initial trials were conducted within Valkenberg Hospital, and due to the
complicated nature of the apparatus and the suggestion of progressive amnesia following the
treatment, it was decided to only risk chronic cases of mental disorder. The chronic cases
included chronic schizophrenics, longstanding involutional types, and manic-depressive
psychosis sufferers. But two recent schizophrenic patients were included in these tnals, as

their veins were unsuitable for cardiazol.

The results were encouraging with all cases showing some signs of improvement, even if
only slightly. The treatment was conducted twice weekly, and ceased after twenty seizures.
These mitial trials did not reveal any particular one of the diagnostic categories to be more
amenable to this type of treatment than the others, but later on it would become clear that
manic-depressive psychosis and involutional melancholia responded most favourably to this
form of treatment”. By December of 1941, the apparatus was in constant use, and had even
managed to cure two cases, which had not responded to any other forms of treatment, and
who were believed to have had no hope’®. However the dangers of ECT did not go unnoticed.
And at Valkenberg during 1942, there was a large preoccupation with the safety of the

apparatus, which Valkenberg ensured by means of mechanical timing, which they believed to

7 Letter. Dr. Kes to The Commissioner for Mental Hvgiene. 18 July 1941: Letter. AB Moore to the Chairman
of Union Tender and Supplies Board. 28 June 1943.CA. HVG 2/1/6 25/17

™ Letter: Dr. Kev, Phvsician Superintendent of Valkenberg, to The Comumissioner for Mental Hygiene, |8 july
1941. CA.HVG 2/1/6 25/17

7 Letter: Dr. Key to Dr. de Vos. Physician Superintendent of Pretoria Mental Hospital. 21 November 1941, CA.
HVG 2/1/6 25/17

" Letter: Dr. Kev to S. Tumer, 31 December 1941 CA_ HVG 2/1/6 25/17

79



be the best and safest timing apparatus for the ECT machines’’. Such safety concerns were
put aside as medical hiterature in England and America deemed this form of therapy safe and
economical’®. Although put aside, the threat of injury, resulting from ECT, was always

prevalent.

By 1943 Dr Key had the following to say regarding electric shock therapy at Valkenberg It
can safely be asserted now that the use of this form of treatment has very direct bearing on
meeting some of our {Valkenberg’s] present difficulties namely overcrowding and
understaffing””. Electric shock was thus seen to have direct bearing on decreasing the length
of the patient’s stay in the hospital, which helped the overcrowding problem still prevalent in
the hospital. This form of treatment also made patients easier to manage, and thus helped in
reducing nursing difficulties **. By this time the war had made the convulsion inducing drugs
of cardiazol and phrenazol difficult to obtain, and very expensive. Valkenberg thus had an
urgent need for another electric shock apparatus to replace the use of the convulsion inducing
drugs. By August Valkenberg had three electric shock apparatuses in use®'. And these two
new apparatus were partially credited with the increase in recovery rate of the non-Europeans

for this year®.

Electric shock’s contribution to psychiatry was immense. In fact Dr Key noted it as having
become “of the greatest importance in the treatment of mental disorder’®. In 1943 it was still
heralded as a possible cure all and was used predominantly on the affective psychoses, and on
various other diagnoses. The expense of the convulsion inducing drugs also contributed to its
populanity. With the advent of the anti-psychotic drugs in the mid 1950’s electric shock’s

popularity waned, however in drug resistant cases electric shock is still used today.

Discrimination in treatment
Overall European patients received the better, more costly treatment, while non-Europeans

were forced to accept what the doctors in charge considered the poorer alternative.

"Letter: Dr. Kev to the Commissioner for Mental Hyvgiene. 17 June, 1942: Letter: Mr. S. Tumer to Dr. Kev, 13
July 1942; Letter: Dr. Kev to the Commussioner for Mental Hygiene, 22 July, 1942. CA. HVG 2/1/6 25/17

78 Letter: Dr. de Vos. Physician Superintendent of Pretoria Mental Hospital. to The Commissioner for Mental
Hvgiene 28 May 1942 CA, HVG 2/1/6 26/17

™ Letter: Dr Key to the Commissioner for Mental Hygiene. 27 May. 1943. CA. HVG 2/1/6 25/17

% Letter: Dr Key to the Commissioner for Mental Hygiene, 27 May 1943. CA. HVG 2/1/6 25/17

81 Letter: Dr Key to Mr. S. Tumner, 10 August 1943 CA HVG 2/1/6 25/17
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Discrimination of treatment based upon the patient’s racial classification is clearly evident
with malaria therapy. When it was imported to South Africa, this treatment that offered hope
and a possible recovery, was immediately ordained appropriate for European use only. Non-
European patients had to accept an inferior therapy. The cost and skills involved in

conducting malaria treatment were not deemed appropriate for non-European patients®”.

Insulin and cardiazol was also used predominantly on European patients. In fact all European
males, suffering from schizophrema or one of the affective disorders, received insulin or
cardiazol if admitted between September 1938 and December 1939%. Valkenberg tried to
justify the use of insulin on mainly European patients by claiming that non-European patients
were less amenable to the treatment, and thus the costs and nursing time were wasted. Asin
the case of malarial therapy, non-European patients were said not to respond to treatment as
they sought mental help in the too advanced stages of their illness to benefit from any of the
treatments. Whether this was true or a post hoc justification, is uncertain, but it was an
argument used by the hospital, that seemed to ensure that the better and more effective, and
ultimately more expensive, treatment was used only on, or at least predominantly on, the

European patients.

Racial discrimination with regard to electric shock is evident in the notion that the increased
number of electric shock apparatus contributed to the recovery rate of non-Europeans®. From
such we can infer that before the acquisition of subsequent apparatus, non-Europeans were
not entitled to this form of treatment, as it was reserved for European use. Only with
additional apparatus could non-Europeans now receive this treatment, and not take any form

of or access to treatment away from the European patients.

RECOVERY RATES

Within the hospital certain vears hold interesting information with regard to differing
recovery raies beiween the races. In 1934 the recovery rate for Europeans is listed as 27%,
witie non-Europedns’ recovery rate is only 22.5%. in 1943, after the advent of many of the

physical treatments, the recovery rate of Europeans jumps to over 50%. For non-Europeans in

Sf Report on Conference of Phusician Superintendents held on 7 November 1938. CA. HVG 2/1/5 24

** Report on Insulin and Cardiazol Treatment During the Period September 1938 to December 1939. CA. HVG
2/1/2 4

% Annual Report for Valkenberg, 1937. CAHVG 2/1/2 4
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this year, the recovery rate is only approx. 28%"’. This provides some evidence to the notion
that these new methods of treatment were being used predominately on European patients,
thus facilitating a large rise in recovery rate. Such methods could not have been used with
any regularity on the non-Europeans, if their recovery rate had remained stable, but rather
implied that they were still receiving the known inadequate care provided in the 1930°s. An
analysis of the case records will provide a further investigation as to whether this was in fact

the case, and that such discrimination was being carried out in the hospital.

HOSPITAL PRACTICE

Valkenberg changed its classification of mental disorders in 1937* following the Conference
of Physician Superintendents (1936) which revised the classification system of mental
disorders, from over 23 confusing and overlapping categories, to a much simpler and
coherent form with only 12 summarized classifications of mental disorder”. This would have

some effect on case records and will be discussed further in Chapter 6.

In 1941 the records of Board meeting no. 245 of the hospital, includes an elaboration of who
was secluded, who was restrained, for the vear 1941. 19 European females had incidents of
seclusion, this is opposed to 8 female non-Europeans, 7 male non-Europeans, and merely 2
male European patients. The female Europeans were secluded for being violent (13 cases),
destructive (4), noisy (3), restless (4), aggressive (3), resistive (4), self mutilating (2),
confused (1) and suicidal (1). Non-European male patients were secluded for being violent,
resistive, restless, excited, impulsive and suffering from confusion following GPI. European
males when restless, violent or impulsive found themselves secluded. Almost all female nou-
European patients were secluded for being, among other things, interfering (7 of the 8 cases)
and noisy (6 of the 8 cases)”. Swanson (1994) and Swartz ( 1996) found simiiar gendered

patterns with regard to seclusions and restraints.

It must also be noted that the only patients whose title was included in the notes were the

female European patients. All other patients receive an initial and a surname, while the

$7 Annual Report for Valkenberg Mental Hospital. 1943. CA HVG 2/1/2 4.

% Classifications of Mental Disorders and Defects, 1937. CA HVG 2/1/2 4(3). See Appendix for the changing
classifications.

% Annual Report for Valkenberg, 1936. CA HVG 2/1/2 4/34

*" Board meeting no.245: Valkenberg Mental Hospital Board. Changes taken place since 19/12/1940. CA HVG
2/1/6 25
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female Europeans were designated as either Miss or Mrs., even in these simple records of

seclusions’'.

Inadequate housing for non-Europeans is evident in 1943, when the hospital records report a
severe TB problem in the Coloured section of the hospital®. Inadequate facilities and poor
maintenance would have contributed to the epidemic, and provides evidence that the
Coloured section was inferior to the European section, as there is no mention of the disease in
the European wards. Seclusion between races is also apparent as the epidemic seems to have

been confined within the Coloured section, and did not spread through the whole hospital.

CONCLUSION

What the hospital records revealed, is that for the first time in psychiatry’s history, mental
hospitals were becomning curative institutions rather merely custodial halls for the mentally
disordered, because of the advent of the various physical methods. But like most imports
from Europe, these methods became embroiled in the racial quagmire that was prevalent in
South Afnica at the time. These revolutionary and curative treatments were used
predominantly on European patients, and, as in the case of GPI, an inferior treatment was
prescribed for non-European patients. Inadequate care, based on race, was also evident in

provisions for patients; patient accommodation and nursing care.

°' Board meeting no.243: Valkenberg Mental Hospital Board, Changes taken place since 19/12/1940. CA HVG
2/4/6 25
* Annual Report for Valkenberg, 1943 CA HVG 2/1/5



CHAPTER 6:CASE RECORDS

The following table’s official statistics were gathered from those listed of Valkenberg in the
Official Report of the Commissioner for Mental Hygiene for the years, 1933, 1936 and 1939.
The statistics for 1943 were found in Valkenberg’s statistical card for that year”. Statistics
for 1942 and 1943 were unavailable from the Commissioners Reports for these years as the
reports are unavailable because of the Second World War. In the hospital records there exists

no statistical card for 1942, and thus no data could be garnered from there either.

Table 6.1

1933 | 1936 | 1939 1942 1943 Total

Official 400 494 | 420 454 1768

Admissions This study 138 237 ' 120 148 643
% 3450 | 4798 | 2857 32.60 | 36.37

Official 206 239 214 243 902

Europeans This study | 81 126 | 43 77 327
% 39.32 | 5272 ' 20.09 31.69 | 36.25

Official 176 218 174 179 744

Coloureds This study | 56 92 |, 62 55 265
% 31.82 | 4220 | 36.26 30.73 | 3562

Official 14 35 31 30 110

Natives This study 0 19 . 12 16 47
% 0.00 | 5429 . 38.71 53.33 { 4273

Official 4 2 1 2 19

Indians This study 0 o 3 0 3
% 0.00 000 | 2727 | 0.00 15.79

With the information we have at our disposal, the above table shows that the University of

Cape Town case record archive accounts for 36.37% of admissions for all the key years. 1936
seems especially well represented, with nearly 50% of records being accounted for. Less than
a third of the records for patients admitted in 1939 were available for analysis, and thus is the

least representative of all the years

Each patient, on entrance to Valkenberg hospital, was assigned a patient number. The first
digit of this number was a letter to denote the sex of the patient. M for Male and F for female.
The second digit was also a letter, and referred to the race of the patient, but European

patients received no indication of race in their patient number. Thereafter, was a number,

%% 1943 Annual Report of V alkenberg Mental Hosputal CA HVG 2/1/2 4(3)
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which indicated what number patient of their kind, e.g. European males, they were, that had
been admitted to the hospital. A male European would receive a patient number similar to M
4132. A female Coloured woman would receive a number like FC 2345. A male Indian

would get a number like M1 789. And a temale Native could receive a number like FN 675.

The possible reasons for the deletion of any indication of race for Europeans are considered.
Firstly to classify according to race implies a form of dehumanization (Kuper, 1974). An
element of objectifying is thus present. Not to include an indication of the European race
implies that they are the norm which other races were classified against, such a practice of
seeing “whiteness’ as the norm, with all other races being deviants of that base is carried on
till the present day, especially with regard to “white’ culture, which many “whites’ find barely
a culture at all, as 1t so “ordinary’(Salusbury & Foster, 2004). The second possible reason was
that Valkenberg was initially a European only institution, and thus there was no reason to
classify according to race, as no other races were incarcerated. When other races were

introduced, this original practice simply failed to change.

CONTENT ANALYSIS OF CASE RECORDS

1933 | 1936 | 1939 | 1942 | 1943 | Total
No. of Cases 138 237 120 193 148 841
Male 85 152 66 122 90 515
Female 52 85 54 71 58 320
Eur | 81 | 126 43 104 77 431
Native |19 12 19 16 66
Col _ _ 56 92 1 62 | 70 | 55 | 335 |
Asian 3 ( 3
Paying | 28 38v_ﬁ-’, 21 | e 8 | 197
Non-paying 106 195 99 | 131 100 631
Mean Age (yrs) 3003 | 4123 | 3738 | 432 | 4141 | 40.82

Table 6.2

What follows is a content analysis of what are the key aspects to this study. A discussion of
diagnosis, treatment, prognosis, causes of death, criminal activities, and repeat incarcerations

follows
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DIAGNOSIS
Diagnosis is a key element to this study as 1t provides umportant information with regards to

what contemporary ideas about mental disorders were. Diagnosis, examined over various
years, can also shed light onto changing medical epistemology. Initially an examination of
all the years taken together follows, to assess what the leading diagnoses for the time period
were. Table 6.3.1 outlines exactly what diagnostic terminology was used, the data was
captured according to those original diagnostic terms in the records, this meant that there
were various duplicate or overlapping diagnosis recorded under different names. This is
particularly notable with the use of neurasthenia and psychathenia, as well as defective

mental development and subnormal intelligence.
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Table 6.3.1

Diagnosis: Frequency table

Count : Percent

NMD
Unable to certify

Dementia Praecox
Paranoid condition e
Senile psychosis
Senile deterioration

Feebleminded
Subnomal intelligence

DMD

Imbecility

ldiocy

involutional melancholia

Manic Depressive

Hypomanic

Epileptic psychosis
Delerium of unknown origin
Psychopathic personality
Alcoholism

Alcoholic psychosis

Psychonewroses

Psychasthenia e e
Infectious delinum
Exhaustionpsychosis
Locomotorataxcia
Unstable emotional type

Acute confusional psychosis
Pueperal psychosis

5

Infection exhaustion psychosis

Post infectious psychosis
Traumatic psychosis
Psychosis + mental deficiency
Drug addiction

Neurathenia

Toxic Infectious Psychosis

Epilepsy ,

Post encephalitic psychosis

Dagga Psychosis

Undiagnosed psychosis

Paraphreni@a =~~~
| Toxic Exhaustion Psychaosis

 Presenile Dementia

Missing

55 6.54
24 2.85
50 595
8 0.95
3 0.36
1568 18.79
13 1.55
56 6.66
14 1.66
38 452
1 0.12
12 1.43
5 0.59
5 0.59
17 2.02
101 12.01
2 0.24
21 250
103 12.25
7 0.83
14 1.66
11 1.31
36 428
2.02
0.36
0.12
0.24
0.59
0.12
0.12
0.36
1.55
0.48
1.31
0.12
0.24
0.12
0.12
0.12
0.12
0.24
0.24
0.24
0.12
0.12
0.12
0.24
0.12

=N
~

0.83
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From the table it is evident that dementia praecox is the most used diagnosis with 18,78% of
recorded cases falling under this category. GPI accounts for 12,25% of all cases, thus being
the second most diagnosed category, however it is only marginally more so than manic
depression, which accounts for 12% of patients. The fourth most diagnosed category is senile
psychosis, 6.66%. 6.54% of cases were classified as “Not Mentally Disordered™. A closer
investigation of the various diagnoses is required, and a vear by year account of what the
leading diagnoses were follows. It is also important in this study to look at whether diagnostic
assignation was in any way related to a patient’s race or gender, thus these aspects are also

examined.

1933

For 1933 (table 6.3.2°") there were twenty-nine categories of diagnosis. The category used
most often was dementia praecox, laying claim to nearly 19% of the recorded patients for this
year. This includes the paranocid, catatonic & hebephrenic forms of the disease. The second
largest category was GPI — or General Paralysis of the Insane or dementia paralytica. This
was an advanced form of cerebral syphilis. Over 10% of the recorded patients were classified
as suffering from this. Patients who were not deemed to be suffering from any of the
disorders or who were classified as “Not Mentally Disordered’, and also formed a large
percentage of the recorded patients, 9.4%. Psychosis with arteriosclerosis was also a common
diagnosis, with 8.7% of recorded patients being classified as such. Feeblemindedness claimed
8% of recorded patients for that vear. The rest of the recorded patients were spread out across
the remaining twenty four diagnoses. Manic depression and involutional melancholia

together account for just over 10% of the recorded patients.

* Tables included in text hold only the raw frequency numbers (due to space constraints) from which
percentages were calculated. All full tables are included in the Appendix.
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Table 6.3.2. Diagnosis: breakdown by year

Diagnosis i Year :Year : Year : Year : Year | Row

: 1933: 1936: 1939 1942: 1943 Totals
NMD 13 24 8 55
Unabte to certify 1 10 3 24
Psychosistarterioscierosis 12 13 12, 50
Psychosis+other somatic disease 3 4 1 8
Psychosis+psycho pathic personality 2 1 o 9 3
Dementia Praecox 26 44 27 38 23 158
Paranoid condition 5 2 1 Gi 13
Senile psychosis 13 3 21 17J 56
Senile deterioration 3 o 9 0 14
Feebleminded 1 11 4 8 4 38
Subnomal intelligence 0 0 0 o 1
DMD 2 2 1 7] 12
Imbecility 1 1 2 5
ldiocy o 1 3 5
Invalutional melancholia 4 3 2 2 17
Manic Depressive 27 20 20 2 101
Hypomanic ) 1. ¢] 2
Epileptic psychosis : 3 8 2] 21
GPL . 1835 20 24y 103
Delerium of unknown origin 2 7
Psychopathic personality 14
Alcoholism 11
Alcohalic psychosis 1 36
Psychoneuroses 1
Hysteria :
Psychasthenia

Infectious delirium

Exhaustion psychosis
Locomotor ataxcia

Unstable emotional type
Acute confusional psychosis
Pueperal psychosis

n

Infection exhaustion psychosis
Post infectious psychosis
Traumatic psychosis
Psychesis + mentai deficiency
Drug addiction

Neurathenia

Toxic Infectious Psychosis
Malingering

Epilepsy

Post encephalitic psychosis
Dagga Psychosis
Undiagnosed psychosis
Paraphrenia

Toxic Exhaustion Psychosis
Presenile Demenitia
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1936

For 1936 (table 6.3.2) we see the introduction of new categories, namely acute confusional
psychosis, puerperal psychosis, infection exhaustion psychosis, post infectious psychosis,
traumatic psychosis, psychosis with mental deficiency, drug addiction and neurasthenia.
Infectious delirium as reported in 1933 seems to have been replaced by the more specific
infection exhaustion psychosis and post infectious psychosis. Also there is a similar pattern in
the distribution of diagnoses across the various categories as in 1933. By far the majority of
recorded cases are classified under dementia praecox, which again can lay claim to almost
19% of recorded patients. Also as in 1933, GPI is the second largest category, with 14.7% of
recorded patients (an increase from 1933) classified as such. However the third largest
category is manic depressive, a significant change from 1933, when this category was not
even in the top five most diagnosed categories. Now it alone accounts for 11.4% of all
recorded patients for that year. Not mentally disordered still claims a large portion of patients,
over 10% in fact, which is slightly more than previously in 1933. The fifth largest category
for diagnosis is tied between psychosis with arteriosclerosis (the position it held for 1933)
and senile psychosis (again a diagnosis that barely featured in 1933). Both laid claim to 5.5%
of the recorded cases. This was a decrease in the number previously diagnosed as psychosis

with arteriosclerosis.

1939

In this year we see the advent of some new categories in diagnosis (table 6.3.2), namely toxic
fectious psychosis, malingering and post encephalitic psychosis. With regards to leading
categories in diagnosis dementia praecox 1s still the largest category, accounting for over a
fifth of all recorded patients for the vear with 22.5%. Manic depression has climbed to claim
almost 17% of all recorded patients, making it the second largest diagnostic category for this
year. GPI slips further, only able to claim7.5% of patients. 5.8% of patients were ‘Unable to
be certified”. And 4.2% were not mentally disordered, with another 4 2% suffering form
psychosis with arteriosclerosis. There seems to be a widening between the leading categories

of dementia praecox and manic depressive, and the rest of the diagnoses.

1942
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Dagga psychosis and undiagnosed psychosis seem to be the only new diagnoses used in 1942
(see table 6.3.2). In this year, as with the others, dementia praecox can still be attributed with
almost a fifth of all cases, 19.7% exactly. However we see a huge shift in the fact that senile
psychosis has become the second predominant diagnosis for recorded patients. Almost 11%
of patients were classified as such. The third most used diagnosis is tied between manic
depressive and GPI. Each claim 10.4% of recorded patients. This year also sees Alcoholic
psychosis rise in its predominance as a diagnosis. It was responsible for 7.8% of recorded
patients for this year. Psychosis with arteriosclerosis can still lay claim to being one of the top

five most used diagnoses, with 6.2% of recorded patients reported as suffering from such.

1943

In this year (table 6.3.2) we see a radical change from the past years, as dementia praccox is
no longer the most diagnosed, in fact it has shipped down to being third. Instead manic
depressive has replaced it as the leading diagnosis, and even GPI is more diagnosed.
Dementia praecox accounts for only 15.5% of recorded patients. Manic depressive and GPI
lay claim to 17.5% and 16.2% respectively. The fourth most used diagnosis is senile
psychosis, which, as in 1942, still accounts for 11% of recorded cases. Psychosis with
artertosclerosis 1s still one of the leading diagnoses in that it 1S still one of the top five for the

year, however it only can claim 5.4% of the cases for this year.

These changing patterns of diagnosis need some addressing. Such changes could have been
due to the inevitable changing of doctors within the hospital, but could also be attributed to a
growing knowledge of mental illness and a changing epistemology (Swartz, 1995b).
Dementia praecox did appear fo be a vast and misunderstood category of diagnosis,
especially in the earlier years. [t is possible that many patients, of whom the doctors were
unsure, were classified as having dementia praecox. The growing interest and knowledge of
the diagnosis could have iead to doctors using it more sparingly and only when warranted,
instead of as broadiy as previous years. All such hypotheses are speculative but do pose some

interesting questions.

Race and Diagnosis
Certain diagnoses appear to be more associated with specific races. Table 6.3.3 demonstrates

this. Demeéntia praecox onty accounts for 16.47% of European patients and 18.26% of



Coloured patients, but it accounts for 39.39% of diagnoses given to Natives. From this we
can conclude that Native patients were more likely to be classified as having dementia
praecox than any other diagnoses; or that more Natives with dementia praecox were
hospitalized than any of the other racial groups. Involutional melancholia seems to be
reserved almost exclusively for European patients with only one member of another race, a
Coloured patient, being diagnosed under this category. Such a finding is not unexpected as
Natives were believed to lack the sense of individuality necessary to experience depression
(Laubscher, 1937; Vaughan, 1991). Hypomanic only receives two cases, and both are
European. Manic depression was not so exclusive. In fact all three recorded Indian patients
for the selected vears fell in this category. It also claimed 7.58% of Natives, 10.18% of

Coloureds, and 13.69% of Europeans.

GPI on other hand, has a pattern of racial difference, with 22.16% of all Coloured patients
being classified under this category. This is in comparison with 5.8% of Europeans and 6.1%
of Natives. A possible reason for this is that Natives might not have been so exposed to the
disease because of their predominantly rural living, while Europeans, usually members of the
more elite classes, had better living conditions and better access to means of coping with the
disease in its earlier stages. Psychoneurosis is another exclusively European affliction for the
years under investigation. [t only accounts for just under 4% of the European patients, but no

other race receives this diagnosis.
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Table 6.3.3 Diagnosis: Breakdown by Race
Diagnosis ‘Race ;Race : Race : Race | Row
. Eur : Col :Native :indian : Totals

NMD 37 16 2 55
Unabie to certify 8 12 4 24
Psychosis+arteriosclerosis 24 23 3 50
Psychosis+other somatic disease 5 3 o 8
Psychosis+psycho pathic personality ‘ 3 0 3
Dementia Praecox 71 81 28 158
Paranoid cendition 9 4 0 13
Senile psychosis 37 18 3 56
Senile deterioration AR 3 0 14
Feebleminded 13 24 1 38
Subnomal intelligence 1. 0 0 1
DMD 5 & 1 12
Imbecility 0 5 0 5
idiocy 1 4 0 5
involutional melancholia 16 1 0 17
Manic Depressive 58 34 5 101
Hypomanic 2 0 0 2
Epiteptic psychosis g g 3 21
GPI , 25 74 4 103
Delenum of unknown ongin 2 3 2 7
Psychopathic personality 9 5 0 14
Alcoholism 10 ¢ 1 11
Alcoholic psychosis 31 3 2 36
Psychoneuroses 17 0 0 17
Hystera 2 10 3
Psychasthenia 1 0 0 1
Infectious deliium 1 1 0 2
Exhaustion psychosis 0 5 0 5
Locomotor ataxcia 1 0 0 1
Unstable emotional type 1 0 0 1
Acute confusional psychosis RO 2 o3
Pueperal psychosis 4 8 1 13
? 2 1 1 4
infection exhaustion psychosis 5 3 3 11
Post infectious psychosis 1 0 0 i
Traumnatic psychosis & 1 1 2
Psychosis + mental deficiency 1 0 o 1
Drug addiction 1 o o 1
Neurathenia 1 0 0 1
Toxic Infectious Psychosis 1 0 o] 1
Malingering B D 2
Epilepsy 1 1 0 2
Post encephalitic psychosis 1 1 0 2
Dagga Psychosis 0 1 0 1
Undiagnosed psychosis 0 1 0 1
Paraphrenia 1 o 0 1
Toxic Exhaustion Psychosis V] 2 0 2
Presenile Dementia 0 0 1 1
Al Grps 431 334 66 834
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Gender and Diagnosis

Across the genders, most diagnoses follow a fairly even distribution, however there are
exceptions (see table 6.3.4). More males were classified as ‘Not Mentally Disordered’, 8.95%
vs. 2.81% of females; and as “Unable to certify’, 4.09% vs. 0.94% of females. Possible
reasons were that males were more likely to be brought in for observation following crimes.
Males also predominate in the GPI diagnosis, with 14.2% of male patients being classified as
such. compared to 9.38% of female patients. This was probably due to males being more
sexually active with more sexual partners and thus more susceptible to syphilis. Senile
psychosis showed a reverse picture, with more women, 11.56%. being classified than men,
only 3.7%. Possible reasons for this are that on the whole, women lived longer than men, and
as senility was associated with advanced age, this could account for more women reaching an

age that warranted this diagnosis, than men.

Females also showed a higher percentage of manic depression than men, although the
difference across the genders is not as disparate as in senile psychosis. Manic depression
includes 15.63% of female cases, and only 9,92% of male cases. This is in accordance with
contemporary perspectives of women as more emotional and thus more associated with the
affective disorders (Swartz & [smail, 2001). Hystena is a female only diagnosis (0.94% of
female patients) as is puerperal psychosis, 4.06%, a diagnosis that clearly men would not be
given. Exhaustion psychosis also receives no male attributions to it, although reasons for this
are unknown. Psychopathic personality on the other hand shows an exclusively male
tendency (2.72% of all male patients), with no women in any of the selected years being
assigned to this category of diagnosis. Other diagnoses also fotlow either exclusively uaic ot
female cases, however in each case there are only one or two for all the years under

investigation and therefore gender attribution cannot be analyzed.



Table 6.3.4 Diagnosis: Breakdown by gender

Diagnosis :Gender i Gender : Row
. M | F Totals
NMD 46 55
Unable to certify 21 24
Psychosis+arterioscierosis 29 21 50
Psychosis+other somatic disease 5 8
Psychosis+psycho pathic personality - 2 1 3
Dementia Praecox ' 101 5 158
Paranoid condition 8 13
Senile psychosis : 18 3 56
Senile deterioration 5 8 8 14
Feebleminded » o 19 1 38
Subnormal intelligence 1 1
DMD 9 12
Imbecility 3 5
Idiocy L 2 5
Invoiutional melancholia 8 17
Manic Depressive , , .5t 50/ 101
Hypomanic . 1 1 2
Epileptic psychosis 14 7l 21
GP . 73 30 103
Delerium of unknownorign & S h 7
Psychopathic personality 14 0 14
Aicoholism N SRR A | I
Alcoholic psychosis 31 5 36
Psychoneuroses 8 9 17
Hysteria 0 3 3
Psychasthenia 1 0 1
Infectious delirium 1 1 2
Exhaustion psychosis 0 5 5
Locomotor ataxcia 1 ¢ 1
Unstable emotional type 1 g 1
Acute confusional psychosis 2 1 3
Pueperal psychosis 0 13 13
? 3 1 4
infection exhaustion psychosis 7 1
Post infectious psychosis 1 1
Traumatic psychosis o L2 2
Psychosis + mentai deficiency 0 1
Drug addiction 1 1
Neurathenia 1 1
Toxic Infectious Psychosis 0 1
Malingering 2 2
Epilepsy 1 2
Post encephalitic psychosis 1 2
Dagga Psychosis 1 1
Undiagnosed psychosis 1 1
Paraphrenia 0 1
Toxic Exhaustion Psychosis 0 2
Presenile Dementia 1 1
All Grps 513 321 834




TREATMENT

Many of the records include the treatments that patients received in years other or subsequent
to those specified in this study. Only treatments that were prescribed in the years under
investigation were included. The first treatment that was prescribed for the patient forms the
primary treatment, and it is these primary treatments from which all the following data 1s
gathered, unless otherwise specified. Primary treatments thus form the data content of tables
6.4.1 through to 6.4.6. Table 6.4.7 1s a frequency table of those treatments prescribed after the
primary treatment, either due to lack of effect or negative reactions to the primary treatments.
These treatments have been termed secondary treatments, and were also only incorporated if
they occurred within the specified years. A breakdown of tertiary treatments, treatment
provided after the prescription of secondary treatment, again either because of lack of effect;
negative reactions or possibly to complement either the primary or secondary treatment, 1s

provided in table 6.4.8.

According to the remaining records 51% of patients received no treatment at all (Table 6.4.1).
This figure shows a remarkable change from the nineteenth century when all mental hospitals
could offer their mentally ill was institutional care. Institutional care was still included as a
form of treatment in the case records for this period, and it was the third most prescribed
treatment for the overall period (5.71% of patients are prescribed this form of treatment).
With the advent of the physical therapies, in the late 1930’s and early 1940’s, this form of
treatment, 1f it can be called that, all but falls away. Overall the most used treatment was
sedatives — which could be argued not to be a treatment at all. Sedatives included a whole
host of drugs, which 1n the records are referred to as simply sedatives or more descriptively
as one of the following namely bromides, chloral hydrate, paraldehyde, monochloral,
potassium bromide and hysane hydrobromide. Sedatives were prescribed to 8.8% of patients.
They were prescribed to keep patients quiet, to make them easier to cope with, to calm
manics and the uncontrollable, and sometimes just to provide sleep and rest to anxious

patients.

Electnical treatment (ECT) was the second most prescribed treatment, and was used on a total
of 6.78% of patients. Cardiazol and Phrenazol, the drugs used to induce therapeutic
convulsions, when combined are the fourth most used treatment for these years. Together

they treat 5% of all pattents. The fifth most prescribed treatment was Anti-syphilitic
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treatment. This was issued to 4.4% of mental patients. Anti-syphilitic treatments included
doses of potassium iodide, T.A.B.vaccine, anti-leutic medicines, spirobismol (spirobismuth),

N.A.B. and what the hospital referred to as “anti-specific’ treatment.

Treatment: Frequency table

Count . Percent
Table 6.4.1
General 3 0.36
Institutional 48 5.71
Hospital 5 0.59
Bed Rest B 3 0.36
Constitutional - 1 0.12
Restrained . 6 0.71
Hygiene Treatment 1 0.12
Narcotics N 7 1" 1.31
Sedatives ... 74 8.80
Pyrexical treatment 4 0.48
Tryparsamide - 5 0.59
Somnifane 7 0.83
Camphorin ol ) 14 1.66
Rubylinjecton 5 0.59
Anti-syphilitic treatment 37 4.40
Iosulin 3 0.36
Cardiazol 22 2.62
Phrenazal 20 2.38
Electricat treatment 57 6.78
Hydrotherapy 3 0.36
oT 18 214
Pyrifer Hydroxide 11 1.31
Malaria 3 0.36
Glucose 2 0.24
Gardenal 8 0.95
GPl-treatment 1 0.12
Alcoholic treatment 1 0.12
Oxygen 1 0.12
Luminal 4 0.48
Betaxon treatment 1 0.12
Vitamintherapy 4 0.48
Fevertherapy .. 3 0.36
Protein shock therapy 1 0.12
Unknown ; 19 2.26
None | 430 5113
Missing 5 0.59

A more thorough and intensive analysis of the various treatments, and who they were used
on, is required and follows. Firstly it involves a year by year account, and then an
examination into race and treatment and then gender and treatment. Race and gender patterns

are used to discern any apparent discrimination with regard to treatment.
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For 1933 (table 6 4 2) the lack of treatment available was evident, with 57.97% of all
recorded patients for this year receiving no treatment at all. Other treatments available are
involved little more than the institutional care of being in the hospital. Categories such as
‘General’, ‘Institutional”, ‘Constitutional’ and ‘Hospital® treatment are all listed as treatments
within the patient’s case records. The records offer very little as to what these terms meant or
implied, and in many records the word ‘General’ 1s all that is listed under treatment, ‘usual
hospital treatment’ (FN74). When we examine these treatments that were available, they do
seem to be creditable categories. Not much else could be done for mentally ill patients other
than providing basic institutional care. Bed rest also features as a treatment option, as does
being restrained. Hygiene treatment is also prescribed, again with no description of what such
a treatment involved, but it is only prescribed once. In this year sedatives are prescribed to
14.49% of patients, the highest figure for all the vears. The lack of other alternatives could
have fuelled the need to prescribe more sedative drugs. Narcotics, included drugs such as
morphine; opiates; proceptacine; hypnotics; coramine; abropine; and liquid paraffin cascara.
In this year only 2.9% of patients are given these drugs. Luminal, an anti-epileptic drug was

used predominantly, and understandably, on patients suffering from Epileptic psychosis..

Within the records pyrexical treatment was a treatment used to induce fevers in patients —
which brought on an alleviation of psychotic symptoms. It was generally used as an
alternative to Malaria therapy, for sufferers in the last stages of cerebral syphilis. If the means
of inducing the fever was unspecified then the treatment was recorded as pyrexical. If the
means was specified, the treatment was recorded under the agent of inducing the fever,
namely tryparsamide, which treated 2 cases in this year (1.45% of patients) and pyrifer
hydroxide, which was prescribed to only one patient in 1933. Specific anti-syphilitic
treatment was used also on only one patient for this year. These statistics are based only on

the existing records, and thus the frequency of use could have been more than unplied here.

Somnifane (a sleeping treatment) was also a treatment in use this year, used on 1.45% of
cases. Two dementia praecox patients, and one manic depressive patient received this
treatment. We can thus infer that the treatment was a means to calm patients, but also was
also believed to have some anti-psychotic properties. Occupational therapy is used in only

one of the remaining recorded cases for this year.
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Table6.4.2

Treatment: Breakdown by year

Treatment ‘Year : Year : Year : Year : Year . Row
-1933: 1936 1939 1942 1943 Totals
General 2 0 1 0. 3‘ 3
Institutional 2 45 1 0 48
Hospital 0 4 0 0 1 5
Bed Rest 2 1 0 0 0 3
Constitutional 1 0 0 0 o 1
Restrained 3 3 o] 0 O (53
Hygiene Treatment 1 o] 4] 0 0 1
Narcatics 4 4 1 1 1 11
Sedatives 20 32 10 5 7] 74
Pyrexical treatment 0 3 0 0 1 4
Tryparsamide 2 1 0 2 0 5
Somnifane 3 4 0 ¢ 0 7
Camphor in oil o 12 2 e 0 14
Ruby! injection 0 0 0 o gu 5
Anti-syphilitic treatment 1 1 5 10 2 37
insufin 0 0 2 1 0 3
Cardiazol 0 ¢ 14 7 1 22
Phrenazol 0 0 2 13 5 20
Electrical treatment 0 0 0 23 34 57
Hydrotherapy 0 0 G 2 1 3
or 16 2 4 g5 18
Pyrifer Hydroxide 1 10 0 o Q 11
Malaria 0 oo o 3
Glucose o 2 0 o O 2
Gardenat o 0 3 3 2 8
GPl-treatment 0 0 1 0 O 1
Alcoholic treatment ¢ 90 17 0 o 1
Oxygen o 0 0 1 0 1
Luminal 3 1 0 0 O 4
Betaxon treatment $] 0 0] 1 0 1
Vitamin therapy 0 g 0 3 1 4
Fever therapy 6 ¢ 0 1 2 3
Protein shock therapy 0 0 0. 1 ol 1
Unknown 12 6 0 1 C 19
None 80 101 74 114 61 43C
All Grps 138 237 120 193 14 836
1936

The first thing to note about 1936 (table 6.4.2) 13 that the percentage of patients receiving no

treatments drops dramatically, from almost 60% in 1933 to only 42.62% in this vear. This is

tmportant, as it means that there were now more treatments available to patients, and that
almost two thirds were receiving some form of treatment for their ailments. However these
treatments include the generic *[nstitutional’ treatment, with 18 99% of recorded patients.

being accredited with this form of “treatment’. The largest prescribed for 1936. So although
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the percentage, of patients not receiving treatment, has dropped, there is still the issue of what
form of treatment they were receiving. Hospitals could have realized that it is better to assign
some form of treatinent, even if it is purely being in the hospital, to patients as it would look
better in their annual reports, and would have conveyed the picture that they are actually
providing some form of help for their patients. From this we can infer that asylum doctors
were thinking about their practices, and a guise of providing treatment would encourage more
patients, most notably white paying patients. Such a speculation does not seem out of place,

as it is similar to what Deacon’s (1996a) analysis of asylum doctors on Robben Island found.

The use of sedatives for this year decreases slightly from 1933 and are prescribed only for
13.5% of patients, however sedatives remain the second most prescribed treatment for this
year. Narcotic use has also dropped (2.9%in 1933 to 1.69% in 1936). Pyrexical treatment has
become more prevalent, treating 1.27% of recorded patients with an unspecified means of
inducing the fever. Tryparsamide, as an agent for inducing the fever in pyrexia, is used far
less than pyrifer hydroxide, which treats 4.22% of patients for this year. Pyrifer hydroxide
was the fourth most used treatment in this year, and by far the seemingly most effective way,
the hospital had available, of inducing a fever as a means of a cure. Malaria therapy. the
renowned master of inducing fever in GPI patients to cure them, also makes an appearance in
this year, although only in one recorded case. It was gathered from the Hospital records,
mvestigated in previous research {Carver, 2001), that Valkenberg had the facilities to conduct
this form of therapy. However this does not seem to have been implemented. The case
records suggest that patients who received Malaria therapy were discharged from Valkenberg
and transferred up to Pretoria Mental Hospital, where they would receive the course of
malaria. Once the treatment was completed and they were deemed well enough for travel
they were transferred back to Valkenberg for the rest of their care, and hopefully discharged

recovered.

The third most used treatment for 1936 (treating over 5% of all recorded patients for the year)
was a new one. It was the use of camphor in oil, which was used to treat dementia praecox
patients, although other diagnoses were experimented on as well. Patients were injected with
the camphor in o1l so as to cause convulsions, which proved to be therapeutic. Valkenberg
developed this treatment independently following findings of its own research, and was thus

up to date with international developments of treating psychotic illness, especially with
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regard to therapeutic convulsions. Although it was believed that Valkenberg only adopted
cardiazol, the supposed replacement for camphor in oil, in 193 7% . there is a recorded use of it
in 1936, and surprisingly it was on a manic depressive patient (F3037) and not a sufferer of
dementia praecox. In fact this was not the patient’s pnimary treatment, but was issued only
after the patient had received occupational therapy. Cardiazol was a cardiac stimulant and
was more reliable and effective than the camphor, it was also less expensive and far more

efficient (Cohen, 1941; Kalinowsky, 1975; and Shorter, 1997).

Various narcotics were introduced m this vear namely: Liquid paraffin cascara; Hysane
hvdrobromide; and Monochloral. Liquid paraffin cascara was used in one case, where the
patient was suffering from paranoid condition. Hysane hydrobromide was also only used on
one case, a patient suffering with alcoholism. Monochloral was also used only once, on one
GPI sufferer. Hydrotherapy is another new treatment in this year, but was only used in two

instances, for a GP[ patient and a manic depression patient.

1939

1939 sees the percentage of patients (table 6.4.2) not receiving treatment to rise quite
dramatically. In fact over 60% of patients admitted in this year received no treatment at all.
The reason for this is uncertain. Cardiazol has become the treatment used most often. It treats
almost 12% of al] recorded cases for this year. Cases if treats include dementia praecox
patients, manic depressives, involutional melancholics, and some instances of toxic and
exhaustion psychoses and puerperal psychosis. Its effects on the mood disorders. were

proving significant, however it was becoming clear that it had little permanent effect on

used treatment in this year — however the percentage of recorded patients that it was used on
dropped quite dramatically from the previous vears (only 8.33% of patients were prescribed
sedatives as a means of treatment in this year). This has two implications, one that patients
are no longer just sedated to be kept in control, and secondly the more patients that are
sedated, the higher the overall percentage of patients receiving treatment would be. Therefore
this lowering in the use of sedatives also means the overall treatment rate is reduced. It must

be noted, however that this is a lowering in the number of sedatives prescribed by doctors as

** CA. HVG 2/1/2 4. Annual Report of Valkenberg Mental Hospital. 1937.
Of = s xxvie~ A om T ~ v 1~ ' - . - " - o oy 1
" CA.HVG 2/1/2 4, Reporn on Insulin and Cardiazoi Treaiment during the Period Sepiember 1937 10 December

10RO
17207,
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a form of treatiment. It is more than likely that sedatives were still used quite prolifically as a
means of subduing patients and aiding in sleep. Such notes were probably kept in nursing

notes, rather than in the patient’s official files.

Like sedatives, we see similar patterns of decline in usage for categories such as Institutional
and General, which were each only prescribed to one case respectively. Thus such categories
of treatment no longer seem to be catchment categories to inflate treatment rates, which again
may account for the decreased overall treatment rate for this year. The use of Camphor in oil
also decreases (only two cases in 1939, 1.67% of patients, as opposed to over 5% of cases in
1936), probably due to the increasing popularity and effectiveness of cardiazol. Insulin is
used very rarely (only 1.67% of patients), and we see the advent of phrenazol, a variant of
cardiazol, but only it was only used on 2 cases in this yvear. Because of the low numbers and
under representation of certain racial groups in the sample, no strong case can be made

statistically for this being a trend.

Of the fever inducing treatments (i.e. pyrexia), pyrifer hydroxide seems to be the only one
used this year, but minimally, only on three cases, all of whom had received earlier forms of
treatment, like anti-syphilitics. Anti-syphilitics as treatment were issued to 4.17% of patients
for the year, implying that these, more drug related treatments, were being prescribed rather
than the rather labour intensive pyrexias. Malaria, also a treatment for GPI, 1s still not being
conducted at Valkenberg and still involves the transfer up to Pretoria. Interestingly enough
included in this year for Malana is one Coloured male, who is the only non-European in the

recorded patients to receive this treatment.

Gardenal, an anti-epileptic drug, makes its first appearance in this year, treating 2.5% of’
patients. It seems to have replaced Luminal as the drug used in the hospital to treat epileptics,
as Luminal no longer features in the treatment records. Alcoholic treatment, another vague
treatment term supplied in the records with no explanation or description of what exactly it
involved, and Oxygen therapy are also new treatments in this year, but both together only

treat one case, an Alcoholic psychosis sufferer.
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The percentage of patients (table 6.4.2) not receiving treatment is still high, 59.07% of
recorded cases. However the old treatment categories of Institutional, Hospital and General
treatment have fallen away. The use of sedatives has declined quite dramatically, with only
2.59% of patients receiving sedation as a form of treatment. The reason for this is that by this
time psychiatry actually had in its arsenal, treatments that could cure or at least offer a long
term alleviation of psychotic symptoms, so the need for permanent sedation is decreased. The
main form of treatment by this period is Electrical treatment. It is used on 11.92% of all
recorded patients, and for a variety of diagnoses, including dementia praecox, manic
depression, puerperal psychosis, psychosis and arteriosclerosis, feeblemindedness with

psychosis, and involutional melancholia.

Phrenazol has over taken cardiazol as the drug used to induce therapeutic convulsions.
Possible reasons for this are that cardiazol was more difficult to get hold of because of the
Second World War, and it is possible that because of the depleted stocks of the hospital, they
tumned to using phrenazol”’. Phrenazol is in fact the second most prescribed treatment for this
year. The third most prescribed treatment is anti-syphilitic treatment, which included
potassium iodide and the vague anti-specific treatment for the first time in the records. There
is an increased rate in the admissions of GPI patients from [939 (see table 6.3.2), and thus an
increase in anti-syphilitic treatments is to be expected. A whole batch of new therapies are
prescribed in 1942, namely Rubyl injection; Reduced carb diet; Endocrine therapy, Betaxon
therapy; Vitamin therapy; sub effective shocks; vitamin B tablets; Protein shock therapy (a
means of inducing therapeutic shock, by overloading the patient’s body with protein); Fever
therapy; Psychotherapy and Nicotinic acid”. Occupational therapy is also being implemented
more frequently. As a primary treatment it is prescribed for only 2.07% of patients, but as a
secondary or even tertiary treatment OT is prescribed more and more frequently. We can thus
infer that the benefits of this form of therapy were being recognized and introduced wherever

possible to accompany primary treatment and foster an earlier recovery

Fever therapy, a term named specifically such in the records, with no specification as to
which substance was used to induce the fever, is also prescribed in this year. Both cases who

were prescribed this treatment were GPI sutferers so it is possible that they received either

TCAHVG 2/1/6 25/17. Letter, from Dr Kev to The Commissioner for Mental Hyvgiene. 18 July 1941 Leiter.
from Mr. A, B. Moore to the Chairman of Union Tender and Supplies Board. 28 June 1943
* This form of treatment is discussed more fully in Carver. (2001},
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the hospital’s pyrexical treatinent or Pretoria’s malarial therapy. Both patients died, and there
1s no evidence of transferral, so it can be assumed that they received the hospital’s pyrexical
treatment, but it was recorded under the different name of fever therapy. However
Tryparsamide and pyrnifer hydroxide are still categories of treatment, so it is interesting that
the method of inducing the fever wasn't specified. Protein shock therapy was also used on
GPI patients. Possibilities of malaria being implemented in Valkenberg by this time are
contradicted by the fact that in 1943 a patient was still sent up to Pretoria for the treatment.
The disparity in hospital and case records is mteresting and will bear investigation in future

research.

Psychotherapy is also listed as a treatment for the first time, in the years under investigation.
It is used on one patient, a male European dementia praecox sufferer, in conjunction with
cardiazol. It 1s also interesting to note that he was paying patient, and that maybe the
intensive, one on one, time consuming analysis of psychotherapy was only deemed viable for
patients who could atford to pay for this treatment. Psychotherapy was imported from Britain
and was considered to require much insight and a high degree of psychic awareness. If
Natives were deemed unable to experience depression because of their lack of awareness and
psychic development (Laubscher, 1937; Vaughan, 1991), it can be assumed that they would
have been deemed unable to experience the benefits of psychotherapy. It is thus not

unexpected that only a European is recorded as having this treatment.

1943

By 1943 (table 6.4.2) we see a dramatic shift from previous years, with only 41.22% of
patients receiving no treatment at all. This is the lowest rate for all five of the years. By 1943
almost 60% of patients entering the hospital received some form of treatment. Most would
have received electrical treatment, in fact 22.97% of patients were prescribed this treatment,
for a wide variety of diagnoses. Phrenazol is still used far more than cardiazol, 3.38% vs.
0.68% respectively. But both these convulsive inducing drugs’ popularity, as a treatment, was
waning by this period, as electrical treatment had become by far more popular. Electrical
treatment was easier, quicker and cheaper to implement than either cardiazol or phrenazol,

and was thus preferred by hospital staff.
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Like 1942 the anti-syphilitic drugs, like potassium iodide, were proving predominant in
treating GPI, instead of the pyrexical treatments. No mention is made of psychotherapy for
this year. Psychotherapy poses an interesting question. We know it was being used in the
hospital by 1956 with some frequency. Its main recipients were largely voluntary boarders
and convalescent patients”, but there is little mention of it in the case records for the years
being examined. Thus we can hypothesise that at these early stages it was not used with the
frequency with which it is used later. The use of sedatives has increased from 2.59% in 1942

t0 4.73% in 1943, but this percentage is still much lower than in the 1930’s.

Diagnosis and Treatment

It is important for this study to investigate exactly which treatments were prescribed for each
diagnosis. From this we can see what effect doctors hoped each treatment would have. It
would shed light on what they expected their new arsenal of cures to be capable of. What is
apparent is that there is a wide range of treatments given to single diagnoses. The air of
experimentation is clear. Doctors were not certain as to what would or wouldn’t work, so
they fully employed the techniques they had so as to try not only cure or aid their patients,
but also to help themselves better understand their treatinents and the very scope of cure and

treatment they offered prove to be the case when examining the case records of the patients.

The treatment that was the most diversely prescribed, is what was termed as Institutional
care. It included seventeen diagnoses. It seems to have operated as a catchment category.
when the hospital simply did not know what to do with a patient. The following table best

llustrates the wide variety of diagnoses it was prescribed for.

 CA HVG 2/1/3 4, Annual Report of Valkenberg Mental Hospital. 1956



Various diagnoses that received Institutional Treatme

Count Percent
Table 6.4.3.1
NMD o | 2 417
Psychosis+arteriosclerosis 5 10.42
Dementia Pragcox 7 1458
Paranoid condition 1 2.08
Senile psychosis 3 6.25
Senile deterioration 1 2.08
Feebleminded 4 8.33
Imbecility ; 1 2.08
Involutional melancholia 3 6.25
Manic Depressive 6 12.50
Hypomanic 1 2.08
GPI 5 10.42
Alcoholic psychosis 5 10.42
Psychoneuroses 1 208
Acute confusionat psychosis 1 2.08
Pueperal psychosis 1 2.08
Traumatic psychosis 1 2.08
Missing 0 0.00

From the table 1t is clear that dementia praecox and manic depression were the diagnostic
categories for which this particular treatment was most prescribed. It must be noted here that
these two particular diagnoses were the largest diagnostic categories overall as well, thus the
fact that they make up the greatest portion of an uncertain and unclear treatment is not

unexpected.

Sedatives, like institutional care, also covered a wide range of diagnoses. Their main purpose,
as discussed earlier, was that they kept patients controllable and made them easter for nursing
staff to deal with. Also by including sedatives as a means of treatment, it also meant that it
would appear, to outsiders, that patients were receiving some form of treatment for their
ailments, instead of just being kept more manageable. The following table shows the wide

range of diagnoses that sedatives were prescribed for.
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Various diagnoses that received Cardiazd

Count @  Percent
Table 6.4.3.3
Dementia Praecox , - 12 54 55
Involutional melancholia 1 4.55
Manic Depressive 5 2273
Psychoneurcses 1 4.55
Pueperal psychosis 1 4.55
Infection exhausti i 1 4.55
Toxic Infectious Psychosis 1 4.55
Missing 0 0.00

From the table it is clear that Valkenberg’s doctors believed that cardiazol was most effective
on patients suffering with dementia praecox, as it is to those patients to whom it is most
prescribed. It was also believed to be effective with manic depression and involutional
melancholia. Manic depression is in fact the diagnostic category to receive the second most

prescriptions for this form of treatment.

Phrenazol, due to it being a variant of cardiazol, was expected to follow a similar pattern with
regards to 1ts prescription for the various diagnoses. Thus we would expect dementia praccox

to be the highest category, with manic depression second.

Various diagnoses that received phrenazd
Count Percent

Table 6.4.3.4 :

Dementia Praecox 8 40
DMD , - 1 5
Involutional melancholia 1 5
Manic Depressive 6 30
Alcoholic psychosis 1 5
Pueperal psychosis 1 S
Infection exhaustion psychosis 1 S
Paraphrenia 1 5
Missing 0 0

From the table we find this to in fact be the case. However there is a difference from
cardiazol, in that manic depression is much closer in the number of prescriptions it receives
for this form of treatment to dementia praecox, than in the case of cardiazol treatment. This
shift could be due to doctors realizing that these drugs were actually quite effective on Manic
Depression, more so than previously believed. And as phrenazol was used more in the 1940’s

than cardiazol, as doctors” awareness grew and more manic depressive patients were assigned
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these drugs, they were more likely to receive phrenazol due to the lack of available cardiazol.
Thus this shift in the value of these drugs in treating manic depression is expected to be more

evident in phrenazol than cardiazol.

Electrical treatment was also a rather varied treatment. In the years following those under
investigation for this specific study, its use becomes even more varied'”. It was more widely
prescribed than cardiazol and phrenazol. The reasoning for this was possibly the costs
involved. Electrical treatment was very cheap, as once the machine was bought, it cost very

101

little to implement the treatment for patients . The following table highlights the diagnoses

electrical treatment was used on.

Various dignoses that received Electrical treatment

Count - Percent
Table 6.4.3.5 :
Psychosis+arteriosclerosis 2 3.51
Psychosis+other somatic disease 1 1.75
Dementia Prascox - 28 49.12
Senile psychosis , - 1 1.75
Feebleminded o B 1 1.75
DMD S 2 3.51
tnvolutional melancholia ; 2 3.61
Manic Depressive N | 15 26.32
GPI S 1 175
Pueperal psychosis 3 5.26
Toxic Exhaustion Psychosis 1 1.76
Missing 0 0.00

As in the case of cardiazol and phrenazol, the main recipients of Electrical treatment were
dementia praccox sufterers and manic depressives. This makes sense as these three forms of
treatment were believed to operate on the same brain mechanisms (by inducing shock), and
would thus vield the most success in similar cases. However there are other diagnoses that
never received either form of drug induced shock therapy. These include GPI,
feeblemindedness, senile psychosis and psychosis with arteriosclerosis. The experimentation
involved with these treatments could be done more cheaply with electrical treatment than

phrenazol or cardiazol, for reasons discussed earlier. This then allowed the doctors to try this

1% See Annual Report for Valkenberg Mental Hospital, 1956 (CAHVG 2/1/3 4)
Y CA, HVG 2/1/6 25/17, Letter, from Dr Key to The Commissioner for Mental Hygiene, 18 July 1941

109



treatment out on other diagnoses that they could not use with other treatments because of the

costs involved.

Occupational therapy was another treatment that was used on a variety of diagnoses. It is
clear from the table, that once again dementia praecox and manic depression are the biggest
recipients. In this case we cannot assign this pattern to any similar functions of treatment, but
rather the pattern can be accredited to the fact that dementia praecox and manic depression
are two of the largest diagnostic categories in Valkenberg for all the years under investigation
taken together (see table 6.3.1). Thus one would expect them to receive the most treatment,
simply by being the largest diagnostic category. Thus for these diagnoses it is quite
acceptable for the hospital to prescribe a range of treatments in order to discover which is
most effective in treating these two ditagnoses that form the majonty of their patients. OT was
also used on other categories that did not receive much other attention from other treatments,

namely Defective mental development (DMD) and psychosis with mental deficiency.

Various diagnoses that received O

Count . Percent
Table 6.4.3.6 :
NMD 1 5.56
Dementia Praecox . .. .. 4 22.22
Feebleminded 1 5.56
OMD 2 "1
Involutional melancholia 1 .56
Manic Depressive .. 5 27.78
Epileptic psychosis 1 5.56
Alcoholic psychosis 1 5.56
? vvvvvv - . s e e 1 556
Psychosis + mental deficiency 1 5.56
Missing 0 0.00

Evidence of experimentation is evident in the wide variety of diagnoses that each treatment
was used on. That said, some treatments were not as diverse as those above, but still were
used on a mix of diagnoses. T.A.B was used on psychosis with arteriosclerosis, DMD, GPI,
senile psychosis and even dementia praeccox. Somnifane was prescribed for dementia
praecox, involutional melancholia, and manic depression. Hydrotherapy was given to patients
who were manic depressive, suffering from psychoneuroses or alcoholic psychosis. Despite

the prevalence of hydrotherapy in studies that have addressed earlier time periods of
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Valkenberg’s history (Swartz, 1996), there are not many instances of this form of treatment at

this time, and thus this form of treatment has not warranted much attention in this study.

Luminal, an anti-epileptic, was only given to patients diagnosed with epileptic psychosis,
feeblemindedness and dementia praecox. Gardenal, another anti epileptic drug, was also used
predominantly on those with epileptic psychosis. And then there were treatinents that were
used on two distinct diagnostic categories. Insulin was used across dementia praecox and
wormen with puerperal psychosis. Vitamin B therapy was given to dementia praecox patients
and those with alcoholic psychosis. Pyrifer hydroxide, Spirobismol, Malara, Pyrexical
treatment, Protein shock, Potassium iodide, Tryparsamide and Rubyl injection are used
almost exclusively on GP1 patients. Camphor in oil is used mainly on patients with dementia
praecox, and oxvgen is only used on a patient with psychosis with arteriosclerosis'™. Most

treatments and the diagnoses they were prescribed for have been addressed in this section.

With regards to treatments, one of the hypotheses that were made in previous research
(Carver, 2001), were that with the introduction of a second ECT machine to Valkenberg in
1943, more non-European patients were prescribed this treatiment than in 1942, What was
found from the case records was that Europeans in both years were still the largest racial
category to be assigned this treatment, but in 1942 only three Coloured patients received this
treatment. They were the only non-Europeans on record to receive this treatment . In 1943
there are instances of Natives (8 cases) and many more Coloureds being prescribed this form
of treatment. In fact overall 1943 had many more patients receiving ECT than the previous

year. See the following table for more information.

Wy . . . . . . . ,
oxygen treatment becomes more diverse in later vears. especially with regard to treating alcoholic psychosis
and alcoholism. See Annual Report for Valkenberg Mental Hospital. 1936 (CA HVG 2/1/3 4)
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ECT by year

Race :Yearof ECT 'Year of ECT ! Row

1942 1943 | Totals
Tabie 6.4.3.7
Count ... jEur 12 28 40
Column Percent 80.00% 58.00%
30.00% 70.00%
18.18% 42 42%} 80.81%
Col 3 14 17
20.00% 28.00%
17.65%: 82.35%
4.55% 21.21%} 25.76%
Column Percent 0.00% 16.00%
Row Percent 000%  8389%|
Total Percent 0.00% 12.12%} 13.64%
Count ... lindian 0 0 0
Column Percent 0.00% 0.00%
[Row Percent | s . -
Totai Percent 0.00% 0.00%j) 0.00%
Count AiiGrps 15 50 &6
Total Percent 22.73% 75.76%

Race and Treatment

Racially there are some interesting things to note about treatment across the years (Table
6.4.4.1). 59.09% of all Native patients receive no treatment at all. This is in comparison to
52.84% of Coloured patients and 48.96% of European patients. The implications are that

Europeans were more likely to receive treatment than their Coloured and especially their

Native counterparts.
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Table 6441 Treatment Breakdown by race
Treatment ‘Race :Race | Race | Race | Row
| Eur | Col :Native :indian :Totals

General 1 2 o Oﬂ 3
Institutional 22 21 5 a 48
Hospital 4 1 8] 0" 5
Bed Rest 2 1 0 q‘ 3
Constitutional 0 1 0 J 1
Restrained 2 3 1 “I 5}
Hygiene Treatment i Q G Ejl 3
Narcatics 7 4 G ui] 11
Sedatives 48 28 1 ;ﬂ 74
Pyrexical freatment 3 1 0 0 4
Tryparsamide 4 1 0 O" 5
Somnifane 4 2 1 0” 7
Camphor in oil 3 9 2 gi‘ 14
Ruby! injection 0o s 0 | s
Anti-syphilitic treatment 9 24 4 o 37
Insulin 1 2 0 | 3
Cardiazol 17 5 0 | 22
Phrenazol 17 3 o [ 20
Electrical treatment 32 18, 9 57
Hydrotherapy 3 o 0 3
or 7 1. 0 o 18
Pyrifer Hydroxide 2 B i C“ 11
Malaria z 1 o g 3
Glucose 1 1 a | 2
Gardena! 3 & e c g
GP}-treatment o 1 0 d 1
Alcoholic treatment 1 g 0 Sﬂ 1
Oxygen 1 Q 0 QH 1
Luminal 1 3 0 4
Betaxon treatment 1 o 0 1
Vitamin therapy 2 O 2 4
Fever therapy 1 2 0 3
Protein shock therapy i 0 0 1
Unknown 9 9 1 19
None 211 177 39 429
Alt Grps 431 335 66 3] 835

A means of measuring whether different races received different levels of care was the
number of pages included in the patient’s clinical notes. [t was assumed that more would be
recorded by doctors and nurses if the patient was observed and treated more often. Frequency
of care and the length of what was included in notes were all believed to indicate a better
level of treatment. Because of the racial situation in which the hospital was operating, it was
hypothesized that the Europeans would receive the most careful attention, followed by

Coloureds, and that Natives would receive the least attention and would thus have the least



number of pages in their clinical notes. An analysis of the mean number of pages in the
clinical notes of the different races is listed in table 6.4.4.2 and seems to infer that our
hypothesis was correct and that Europeans received more attention better than Native and
Coloured patients. Further investigation also shows that the number of pages in the files
between Natives and Coloured were negligible and thus these patients probably received
similar levels of attention from nurses and doctors. Whether these differences are significant

requires statistical analysis, which due to the nature of the records does not seem appropriate.

Al | é |
Table6.4.4.2 Groups | European | Coloured | Native Indian
Meanno. of clinicalnotes | 358 | 41 | 311 | 291 | 158

Various individual treatments also show elements of racial discrimination. Sedatives (with
reference fo table 6.4.4.1) were used predominantly on Europeans (10.67%), but marginally
on Coloureds (7.76%) and there 1s only one recorded Native patient receiving sedation as a
treatment. This could mean that Europeans needed more sedation or it could mean that they
received more sedatives to make their own experiences of the psychosis easier, while Native
patients were left to suffer without the help of a sedative to ease their suffering. This pattern
ofracial use is echoed with the use of narcotics. Very few Native patients received such
drugs. The majority who did receive these treatments were Europeans and a few Coloured
and Indian patients. This sirongly suggests racial discrimipation n the treatiment of patients.
Native patients were denied the right to pain alleviating and sedating drugs because of their
race. Even the anti-epileptic drugs of Luminal and Gardenal are only used on European and

Coloured patients. No Native patient receives either of these.

Pyrexical treatinent (unspecified) is only implemented with European and Coloured patients,
with Europeans being the majority. No Native is recorded as receiving this treatment.
Tryvparsamide shows the same picture. Pyrifer hydroxide is used on predominantly Coloured
patients, some European, and in only one case of a Native patient. Spirobismol follows the
same pattern as Pyrifer, as does Potassium iodide and TAB. Malana therapy is another
treatment where Europeans are the focus, with only one Coloured patient receiving this
treatment. [n fact in 1938, at the conference of Physician Superintendents, it became official

mental hospital policy, that malaria therapy be used on European sufferers of GPI, while
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Coloured and Native patients receive Electropyrexia (or pyrifer and other pyrogenic agents)

for their treatment'".

Camphor in oil was also a treatment used mostly on Coloured patients. Camphor in oil was
used both on GPI and Dementia Praecox patients. [n both cases it was known to not be the
most effective treatment. Malaria and pyrexia were more effective with GP1, while cardiazol
and phrenazol were more efficient with regard to dementia praecox. What is interesting to
note about this form of treatinent 1s that an equal number of Europeans and Natives received
this treatment. However in comparison to the number of each racial group within the hospital,
then it appears that a much higher proportion of Native patients received this treatment than
Europeans. The reasoning for this could be that European patients hadn’t responded to the
other means of treatment and thus were prescribed camphor in oil as a next resort. Native
patients could have been receiving it because they were denied access to the more effective
means of treatment. Another possible reason is that an element of experimentation was
involved with this new and self devised treatment, so Native patients were used as models to
test the possibly harmful effects of this new treatment. Again these reasons are speculative at

this point.

From the above discussion 1t is starting to become apparent that certain treatments were
prescribed according to a patient’s race. This racial disparity 1s especially clear with the
treatment of GPI. Europeans got Malaria, Pyrexical treatment (unspecified) and
Tryparsamide as treatment. Coloured patients got Pyrifer hydroxide, Spirobismol, Potassium
iodide, TAB and Camphor mn oil. Native patients did not receive any predominant treatment,
but could be assigned Camphor in oil, and possibly spirobismol and TAB. What the
conference report'® shows is that racial discrimination was becoming official mental hospital
policy. By this time it was known which the better therapies for GPI were, and thus by
excluding certain races from the better treatments. 1.e. treatments they knew were more

effective, they were discriminating against patients based upon their race.

Insulin treatment also has a racial slant, as there are only records of it being used on European
and Colored patients. No Native receives the treatment. Cardiazol and phrenazol also show

no evidence of being used on a Native patient. These two drugs were used mainly on

3 . AN - [ T o EOTR AR o S TR it g
CA HVG 2/1/5 Report of Conference of Physician Superiniendenis. 1938
04 ; iz - - e . ’
CAHVG2/1/3 Repert of Conference of Physician Superintendents. 1938
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European patients. However in the case of Electrical treatment we see a definite change in
trend. With ECT we see 13.64% of Native patients receiving this treatment. This is opposed
to 7.42% of Europeans and 4.78% of Coloureds. However as demonstrated in previous
research (Carver, 2001) ECT was cheap, economical and relatively efficient. This made it a
good treatment, especially for a group of patients, which were receiving little attention, as
was the case with the Native patients. ECT thus allowed the hospital to ‘treat’ these patients
with minimal effort and cost. ECT also subdued patients and made them easier to manage.. If
it didn’t work the hospital would also benefit, as now they could claim that they were at least

offering and providing treatment.

Occupational therapy 1s another racially biased treatment. Its use is almost exclusively
European, with one case of a Coloured patient reported. However it is quite possible that it
was only in the European case records that this was termed a form of therapy, as we know
that Coloured and Native patients were put to work in the hospital. The hospital records of
Valkenberg don’t refer to OT as a distinct therapy (Carver, 2001), and it is interesting to note

that in the case records it is assigned as a treatiment as early as 1933.

Gender and Treatment

There do not seem to be many differences with regard to treatment and gender (table 6.4.5).
The few that do warrant analysis will be looked at. What is important is that only 44.86% of
females receive no treatment, as opposed to the 55.45% of males. Females receive more
sedatives than males, 13.4% vs. 6.03%. Cardiazol and phrenazol are used more on females
than males, as 1s Camphor in oil, Electrical treatment and OT. Rubvl injection, potassium
iodide and malaria appear to be mainly used on men, with small female assignations, but
because of the predominance of men suffering from GPI, such a pattern for these treatments
of GPI is thus not unexpected. Some treatments are used only on men, such as: Monochlorat;
Anti-specific treatment, sub-effective shocks, protein shock therapy, Nicotinic acid, and anti-
leutic treatment, and the hospital has provided no reasoning for the gendered assignation of

these treatments.
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Table 6.4.5 Treatment: Breakdown by gender
Treatment ‘Gender : Gender | Row

. M F_ iTotals
General 2 1 3
Institutional 36 12 48
Hospitat 1 4 5
Bed Rest 2 1 3
Constitutional o 1 1
Resirained S G 153
Hygiene Treatment G [ i
Narcatics & 3 11
Sedatives 31 4;r 74
Pyrexical treatment 1 K! 4
Tryparsamide 3 2 5
Somnifane 3 4 7
Camphor in oil 3 " 14
Rubyl injection : 5 d s
Anti-syphilitic treatment 26 11 37
Insulin 1 2 3
Cardiazo! 10 12 22
Phrenazol 10 10 20
Electrical treatment 30 27 57
Hydrotherapy 3 9 3
or 8 01 18
Pyrifer Hydroxide 10 i 1
Maiaria : f 3
Glucase G 2 2
Gardenal g 2 8
GPltreatment 1 ‘;‘L 1
Alcoholic treatment 1 o 1
b‘xygéﬁ ment e 4 ;
Luminal ‘ 2 2 4
Betaxon treatment 0: 1 1
Vitamin therapy 3 1 4
Fever therapy o 3 3
Protein shock therapy 1 0 1
Unknown 13 & 19
None 285 144 429
All Grps ; 514 321 835

Payment and Treatment

Table 6.4.6.1 shows the breakdown between payment and treatment. From this table we can

investigate whether payment was at all involved in the prescription of treatment.
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Tabhie8 461 Treatment Breakdown by pavment

Treatment : g ‘Unknown | Row

" Paying . Non : 2  Totals
General 0 3 o 3
Institutional 7 41 of 48
Hospital 1 3 0“ 4
Bed Rest 0 3 0“ 3
Constitutionat g 1 0“ 1
Res:tramed 1 5 Oﬁ 5
Hygiene Treatment 1 G OH 1
Narcaiics ] 11 G 11
Sedatives 25 48 :.,H 74
Dyrexical treatment 1 3> 0“ 4
Trynarsamide 1 4 0" 5
Somnifane 3 4 (ﬂ 7
Camphor in oil 2 11 0“ 13
Ruby! injection 0 5 d s
Anti-syphilitic treatment 7 30 o a7
insulin 0 3 o 3
Cardiazol 8 14 | 22
Phrenazol 14 6 [ 20
Electrical treatment 22 35 | 57
Hydrotherapy 2 1 3
or 8 10 B
Pyrifer Hydroxide 0 11 O“ 1
Malaria K A s 3
Glucase 1 1 2
Gardenat 1 7 i 8
GPi-treatment e 1 l 1
Alcoholic treatment 1 03 C-" 1
Oxygen 1 0 o
Luminal 0 4 Oﬁ 4
Betaxon treatment 1 0] On 1
Vitamin therapy 1 3 0{[ 4
Fever therapy 0 3 3
Protein shock therapy 0 1 9 1
Unknown 2 17 o 19
None 85 340 1 426
All Grps 197 631 2 83C

It is interesting to note the proportion of patients that did pay, and what proportion of each

race paid for their treatment. Table 6.4.6.2 provides this breakdown.
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Payment and race
Race : © Unknown | Row

Table 6.4.6.2 . Paying Non ?  Totals
Count Eur 166 260 2 428
84.26% 41.20% 100.00%
RowPercent | 3879%  6075%  047%|
Total Percent 20.00%: 31.33% 0.24%l 51.57%
Count Co 1 36 0f 33
Column Percent 8.63% 50.08% 0.00%

Row Percent o 511% 94.89%. 0.00%]
 Total Percent 2.05%: 38.07% 0.00‘Z%‘ 40.12%,
Count Native ' 1 55 o 66
Column Percent - 5.58% 8.72% 0.00%

Row Percent o ~ 1667%  8333% 0.00%|
Total Percent 1.33% 6.63% 0.0% 1.95%)
Count [indian 3 0 N 3
Column Percent 1.52% 0.00%: 0.00%

Row Percent - 100.00% = 0.00% 0.00%Il

Total Percent 0.36% 0.00%. 0.00%)] 0.36%
Count . ... |AlGrms. 197. 631 2y 830
Total Percent 23.73%: 76.02% 0.24%]

From the table it is clear that although most of those who did pay were in fact European
(84.26%), but it must also be said that less than 40% of European patients paid for their care.
Coloureds were the racial group who provided the least amount of finances for their care.
Natives surprisingly contribute more than Coloureds, however in many cases the Native

> 105

patients employer or ‘baas’ " paid for their care. All three Indian patients paid for their

duration in the hospital.

Sedatives seemed to have been provided more for paying than non-paying patients (12.69%
vs.7.61%). This also appears to be the case for cardiazol, phrenazol, electrical treatment and
OT. The most interesting points from this table are that insulin and malaria, known costly and
intensive treatments (Carver, 2001), were used mostly on non-paying patients. These results
conflict with the hospitals’ statements regarding electrical treatment; malaria and insulin.
Non-Europeans were denied access to insulin and malana as it was considered too costly,
however it is provided for patients who are unable to pay for their care. Electrical treatment,
which was given to Natives as it was said to be cheap, was given more to patients who pay

for their care than those who don’t. A possible explanation is that since patients were paying

105 . .. . . .
> *baas’ is the Afrikaans term for boss, and was an especially common term that workers used to refer to their

white employers.
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for their treatment the hospital was pressured to provide some form of treatment. Electrical
treatment was effective for a wide range of diagnoses and could provide some initial care,
which would provide time for further examination. Luminal and gardenal were also
treatments provided mainly for non-paying patients, but possible explanations are that
patients, whose families were able to pay for care for epileptics, would also have other
medical facilities at their disposal and thus did not require institutionalization for their

epileptic family members.

PROGNOSIS
As well as following patients’ incarceration history, it is also important to know what
happened to patients when they were discharged from the hospital. Patients were discharged

under a variety of categonies. Table 6.5.1 outlines these categories.

Categories patients were discharged uncﬂ
Count = Percent

Table 6.5.1

Uncertifiable 73 8.68
Irrecoverable 5 0.59
improved , 95 11.30
Recovered 235 27.94
Discharged 123 14.63
Died 207 24 61
Transferred 15 1.78
Below average 2 0.24
Not recovered 1 0.12
Not improved 16 1.78
Relieved 9 1.07
Reclassified 2 0.24
Did not return 1 0.12
Escaped 1 012
Missing 57 6.78

For all the years taken together, the majority of patients (27.94%) were classified as
recovered when they were discharged. It is important to note here that recovery included little
else than being more able to manage their own affairs than when they were admitted, or that
they would have sufficient care when they returned to their families. Although being
classified as recovered was where the highest percentage of patients fell, it must be noted that
the second highest prognosis category is discharge on death of the patient. In total 24.61% of
patients thus allowed the hospital to ‘treat’ these patients with minimal effort and cost died
during their stay at Valkenberg. The reasons were diverse and will be examined later, but it 1s

very interesting to note that almost a quarter of patients died during their stay. This high
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death rate could provide a clue as to the living conditions in the hospital, but the death rate
was also indicative of ageing as well as chronic patients. who had been inmates for a long
period. To give a more detailed picture of what happened to Valkenberg’s patients a year by
year account will follow (see table 6.5.2), after which will be an examination mto any

discrimination, both racial and gender, with regard to the prognosis of patients at Valkenberg.

Table 6.5.2 Progonosis: breakdown by year
Prognosis :Year Year Year:Year Year. Row
1933 1936 1939 1942 1943 Totals
Uncertifiable 5 22 26 10 10 73
| Irrecoverable 5 0 0 0 0 5
improved 21 19 14 22 19 95
Recovered 31 5t 38 83 52 235
Discharged 16 46 19 26 16 123
Died 23 58 15 64 46} 207
Transferred 7 2 3 2 1 15
Below average 2 0 0 0 0 2
Not recovered 1 o o 0 0 1
Not improved 0 10 1 2 2 15
Relieved 0 1 4. 2 2 9
Reclassified 8] 1 0 1 0 2
Did not return 0 1 0 0o O 1
Escaped 0 0 C. 1 0 1
All Grps 111 212 120: 193 148| 784
1933

In 1933 it seemns that most patients were classified as recovered (27.93%) when leaving
Valkenberg. The death rate is high, and claims 20.72% of patients for that year. This is the
highest prognosis percentage, except for recovery. Being classified as improved on discharge
1s also one of the highest categories of prognosis, [8.92%. Other classifications for discharge,
namely ‘below average’; ‘not recovered’; and “irrecoverable’, only appear in this year and are
not used 1n any of the subsequent years. What exactly these terms meant is not clear and the
records offer little in the way of explanation. it could be that due to the implementation of the
physical methods of treatment that the need to discharge patients under these terms falls
away, similarly possibility of cure meant there was less need to discharge a patient for whom
nothing could be done, as with the new methods there is always a possibility of a cure.
However in 1933 they were not to know of the great advances in mental science that were
about to take place, so it is quite acceptable for patients for whom the hospital believed there
was no more to be done, to be released from the hospital under the terms of being deemed

irrecoverable and not recovered. Or quite simply the means of terming or representing the
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untreatability of the patient altered. Again this is purely speculative and it is difficult to

presuppose the exact reasons why these terms fell away.

1936

There is an increase in the number of discharges due to death in this year. In fact death is the
highest prognosis category for this year (27.83%). More patients died than were deemed
recovered. Recovery on discharge featured 24.06% of patients discharged from the hospital.
This rate is very similar to that of 1933, implying that not many advances have taken place
with regard to treatment yet. However the varying number of cases between 1933 (138 cases)
and 1936 (237 cases) could mask any changes. The percentage of patients who were
accredited with being improved on discharge has dropped from 1933, to a rate of only 8.96%.
This drop could be due to the fact that more patients are seen as recovered rather than
improved, or that the standards of what constitutes improvement could have been raised.
Both are speculative. Being discharged with no details makes up 21.7% of patients
discharged. This rate is quite high, and leaves much room for speculation as to the reasons
why such patients were discharged. On closer investigation of the case records themselves,
we see, especially for the vear 1936, that most of these discharges are to or in care of the
police. From this we can hypothesize that such cases were ones sent to Valkenberg for
observation, and when they did not find any evidence of mental disorder, were discharged to
the police authornities in order for the appropriate legal action to take place. There is also a
large increase in the number of patients discharged as being uncertifiable. What this means is
that 10.38% of patients discharged, were not deemed sufficiently mentally i1l to warrant
incarceration in Valkenberg. This could also include patients sent for observation from

police, in connection with crimes.

In 1936 we see vartous new categories being included for patients when discharged. Such are
being ‘relieved of symptoms’, implying that the patient was not at the time of release
displaying any evidence of psychosis or mental disorder, but that the patient cannot be
classified as recovered, as symptoms could make themselves evident once again. “Not
umproved’ is another new category assigned to patients on discharge in 1936, and seems to be
a more polite way of acknowledging that the hospital cannot help the patient at the current

time, whereas previously the patient would possibly be classified as irrecoverable.
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1939

Being classified as recovered on discharge becomes the highest prognosis assigned to
patients. 31.67% of patients discharged this year, were seen to be recovered. The percentage
of those patients who were discharged on death has dropped to 12.5%, which can imply an
improvement in living conditions within the hospital, but could also imply that there are less
chronic incurable cases. This rate is much lower than in 1936. The percentage of patients who
cannot be classified as mentally il increases to 21.67% of discharges, this means that over a
fifth of those discharged from the hospital did not warrant incarceration there in the first
place. Many of those patients who could not be classified as mentally 1ll, were in the hospital
for observation, usually subsequent to the committing of crimes, and were released to the
police to stand trial.  Although the number of recoveries has increased, the rate of those
deemed improved has also increased from 1936, however it has not reached the high levels of

1933.

1942

The percentage, 32.64%, of those classified as recovered on discharge climbs even higher,
which can be interpreted as an indication of the increasing avatlability of effective treatment
in the hospital. However there is a climmb in the number of patients discharged on death,
33.16%., which is once again, as in 1936, higher than those regarded as recovered. Reasons
for this are unclear. On a more positive note the percentage of patients who cannot be
certified has dropped, which implies that only 5.18% of discharged patients did not warrant
their incarceration as opposed to the much higher figures of previous vears. This could be
attributed to a possible change in police practice, but further investigations into police
practice for the period needs to be investigated before any further claims can be made.
Patients believed to have improved, 11.4%, and thus discharged is similar to that of 1939,

maintaining a constant pattern.

1943

Those discharged as recovered,35,14%, makes up the highest percentage of patients being
discharged in this year. The rate of patients discharged as recovered, has climbed steadily
over the years, except for a small dip in 1936. This steady climb reflects the increase in
mental health facilities in being able to treat their patients rather than simply offer some form

of custodial care. The percentage of those discharged on death has dropped slightly, 31.08%,

RS
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when compared to 1942, but still claims the second highest number of patients discharged. As
recovery rate has climbed so too it seems has the death rate. One would not expect this to be
so, but especially when 1933’s discharge on death only accounted for 16.67% of discharged
patients, it appears that conditions within the hospital were growing worse rather than better.
Of course a more thorough investigation is needed in order to determine the exact causes of
the deaths for each year, which could provide evidence of an epidemic or the like, to help
explain this increased number of deaths. The percentage of patients who were believed to be
improved, decreased in 1936, but steadily increased up until 1943, providing a suggestion

that the new physical treatments were helping the patients and alleviating their symptoms.

Race and Prognosis

Given the differences in the ways patients of different races were treated, it was thought that
an investigation into the various prognoses broken up by race, would provide interesting
information as to whether a patient’s race dictated, or was in any way related to, their
prognosis. Table 6.5.3 provides a detailed llustration of race aspects and prognosis. Firstly
what becomes clear is that out of patients sent to Valkenberg that are deemed uncertifiabic,
13.64% of Native patients were classified as such, compared to 8.09% of Coloured and
9.63% of European patients. This implies that more Naitve paticuis were seui o ilic wospiiat,

for reasons unspecified, and deemed not mentally ill, and thus undeserving of iheir

incarceration.
Table 6.5.3 Prognosis: breakdown by race
Prognosis :Race :Race | Race : Race ' Row
: Eur : Col :Native : Indian :Totals
Uncertifiable @ 39 25 9 0 73
Irrecoverable 2 3 0] 0 5
improved 58 31 6 0 85
Recovered 142 69 23 1 235
Discharged 51 57 15 o 123
Died 87 111 9 o 207
Transferred . 11 3 0 0 14
Below average 0 2 0] o 2
Not recovered - 1 0 0] 0 1
Not improved = 9 4 2 0 15
Relieved 4 1 2 2 9
Reclassified 0 2 0 o 2
Did not return 1 0 o] 0 1
Escaped 0 1 0 8 1
All Grps 405 309 66 3 783




What is also interesting to note is that the Native patients have a higher percentage of
recovery. 34.85% of Native patients discharged were discharged as recovered. This 1s very
similar to the European patients, who had a recovery rate of 35.06% - the highest amongst the
races. Coloured patients, on the other hand, have a relatively low recovery rate 0f22.33%.
Thus the discrepancy between European and Native patients is negligible, however the low
recovery rate of Coloured patients warrants further investigation. A possible reason could be
the high Coloured death rate. A total of 35.92% of Coloured patients are discharged on death.
This is in comparison to 21.48% of Europeans and only 13.64% of Native patients. Again the
reasons for this are unclear. We know that the hospital was divided into European and non-
European waids, so that couid explain different living conditions, which could account for
the discrepancy between the Coloured and European death rates. But tiai only coafuses the
issue as to why the Native death rate is so much lower if Native and Coloured patients were
exposed to the same living conditions. Further investigation as to what the specific categories
of patients died of is needed to discuss this issue further, and will be dealt with in later

sections.

Another racial slant can be seen in the issue of discharge on transferral. European patients
make up 78.57% of all patients transferred, with Coloured patients making up 21.43% and no
mention of a Native patient being trausicried. We kuow iitai sute paitonis wete bamiciied
to Pretoria Mentat Hospital for Malaria treatiment, and that almost all, except for onc case,
were European. This would explain the high European rate of transferral. Cther patients,
especially the elderly or very ill were transferred to the Majestic or Groote Schuur hospitals.

No sumilar facilities for Coloured and Native patients existed.

‘Below average’, a term only used as a classification on discharge in 1933 is used only twice,
on Coloured patients. What this term meant or implied is unclear, but there ts no further

evidence of its use in any of the later years or on any other racial group.
Up until this point there has been no mention of what prognoses have been assigned to the

Indian patients. Because of the limited numbers of these patients, 3 in total for this study,

their relevance in making any racial comparisons is not always applicable. However it can be
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mentioned that 2 out of the three were classified as relieved of their symptoms, and the other

was regarded as recovered, on discharge.

Gender and Prognosis

On examination of Table 6.5 4, which breaks down the various prognoses between the
genders, it becomes clear that there is little discrepancy. On the whole it appears that there are
very few major differences between the genders in terms of reasons for discharge.
Throughout all the categories the genders seemed evenly distributed. Thus it can be sated that

there was little or no gender discrimination when deciding the patient’s proginosis.

Table 6.5.4 Prognosis: breakdown by gende
Prognosis :Gender : Gender | Row
. M. F  Totals
Uncertifiable 49 24T 73
frrecoverable 4 1 5
improved 61 34 95
Recovered 146 89 235
Discharged 70 53 123
Died 126 81 207
Transferred 8 8 14
Below average 0 2 2
Not recovered 0 1 1
Not improved 10 5 15!
Relieved 7 2 9
Reclassified 4 1 2
Did not retumn 1 0 1
Escaped 1 0 1
All Grps 484 299 783

Payment and Prognosis
What has not garnered much attention so far. in this study. is the issue of how payment
influences the patient’s hospital stay. In this particular issue the focus is on whether the

patient is paying or aon-paying, and how this impacts on his’her prognoses. Table 6535

between paying and non-paying paticnts. 11.459% of non-paving paticnits aic dacomcd
uncertifiable. this is in comparison to 2.7% of paying patients. This could imply that possible
paving patients would usually only seek treatment when there was much evidence of a
psychotic disturbance and thus were more likely to be found mentally il (although the

possibility of neurotics and hypochondriacs cannot be dismissed). Also acts that indicated



possible “psychotic disturbance’ were often brought in for observation by police'®. This

could have swelled the numbers of non-paying patients being unceitifiable.

Table 6.5.5 Prognosis: breakdown by payment

Prognosis  : : :Unknown | Row
{Paying - Non : ?  Totals
Uncertifiable 5 68 73
Irrecoverable 1 4 5
improved ' 34 61 95
Recovered 83 150 M@ 234
Discharged 12 111 123
Died 37 170 207
Transferred 5 8 13
Below average 0 2 2
Not recovered : 0 1 1
Not improved 4 10 1 15
Relieved 4 5 9
Reclassified 0 2 2
Did not retumn ° ¢] 1 1
Escaped : 0 1 1
All Grps 185 594 A 781

Improvement and recovery rates are higher for paying than non-paying patients. This could
be because paying patients received better care and had more access to treatment, simply
because they paid. There is also a large discrepancy in the number of patients that were
discharged on death. 28.62% of non-paying patients died, compared to 20% of paying. This
could provide further evidence for differential care based on pavment, but the discrepancy
does not seem large enough to make any major hypotheses of differential treatment.
Discharged unclassified is another category of prognosis that shows itself to bear
discrepancies between paying and non-paying. Only 6.49% of paying vs. 18.69% of non-
paying patients were discharged unclassified. But if our previously stated hypothesis is true,
that most of these discharged unclassified were discharged to or in care of the police, then it
makes sense that they would not have paid. Thus payment did seem to effect what prognosis
awaited patients in the hospital. inciuded w inost files s wiiai lappencd o patienis when

discharged. The following section covers this in more detail.

What became of patients when discharged?
Wiien paueuis were discharged from the hospital, notes were occasionally included as to

where they were discharged to, as weil as what mental state they were in when discharged.

¢ Such acts included vagrancy. deviant sexual behaviour. public sexual behaviour, and homosexuality. People
committing such acts were considered deviant and possibly insane. For a further discussion of this issue, see
Swartz and Ismail (2001).
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Notes as to certain conditions to discharge or at whose request the discharged was allowed
were also included. Although this is not imperative to the study at hand, it does provide some
interesting information as to what state, and to where, patients were discharged. Table 6.5.6

outlines what these notes entail, and also indicates prognosis for the vears under

investigation.
Prognosis: what happens to patients on leaving VMI-|
Count = Percent

Table 6.56

Able to manage own affairs 21 2.50
Unabie to manage own affairs 14 1.66
To stand trial 1 0.12
In care of police 55 6.54
To shipping agents 4 0.48
Ownrequest 4 0.48
Families request 2 0.24
Incareof master 1 0.12
Repatriated 3 0.36
Pretoria Leper Hospital 1 0.12
Workcolony . 1 012
PretoiaMH 2 0.24
To military authoriies | 35 4.16
toMajestc 2 0.24
To naval authorities 4 0.48
never retumed 4 0.48
Queenstown MH 1 0.12
On leave 2 0.24
Immigration authorities 2 0.24
To Grooteschuur 1 012
Missing 681 80.98

Only 19.03% of all patients are accounted for in this table. This means that what happened to
the remaining 80.97% is unknown. What this table provides us is that: 6.54% of all patients
were released in care of the police; 4.16% were sent to military authorities; only 2.5% were
said to be able to manage their own affairs, while 1.66% were deemed unable to manage their

own affairs.

CAUSES OF DEATH
The case records reveal a high death rate 23.3% of all patients died (table 6.6.1). This is in
stark contrast to the otficial government records, which record a death rate of less than 10%

for 1933; 1936 and 1939'"". This highlights one of the major concerns of working with

"7 U.G. No. 48—1934 Annual Report of the Commissioner for Mental Hygiene for 1933
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archival data, like case records, as what is found is dependent on which records were kept by
archivists. Despite this difference, the likely causes of death were investigated and the
predominant causes of death are discussed below. Table 6.6.1 shows that there was a wide

and rather diverse range of causes of death.

Causes of Death: Frequency tabl
Count | Percent

Table 6.6.1
Debilty -general + senile 24 285
Pneumonia 14 166
Myocarditis and heart failure 40 476
Tuberculosis ) 14 1.66
Bronchitis , 2 0.24
Cerebral Haemorrthage ‘ 13 1.55
Typhod 2 024
Mibial incompetence 1 012
Exhaustion .. 3 036
Perferated gastriculcer 1 0.12

1 0.12

1 0.12

1 0.12
Acute encephaliis 1 012
Senilegangrene 1 012
Senility . . 5 0.59
Enteritis 6 0.71
Arteriosclerosis 1 0.12
Stopped Eating 1 0.12
Cystitis 1 0.12
Epilepsy | 1 0.12
Post Operative complications 1 0.12
Intestinal obstruction 1 0.12
Abscess on lung 1 0.12
Peritonitis 1 0.12
Missing 645 76.69

These include general debility; cerebral haemorrhage; myocarditis: GPI; tuberculosis; and
even starvation due to the patient refusing to eat. GPI is by far the biggest killer, claiming
6.42% of all patients admitted to VMH. Myocarditis and heart failure is also a large cause of
death, with 4.76% of patients surrendering to this disease. To get a clearer picture as to what
causes were most prevalent in each of the years, table 6.6.2 reveals that in 1933 there seems

to be no one major contributor to the death rate of patients. In fact there is a pretty even

U.G. No. 8 -1938 Annual Report of the Commuissioner for Mental Hygiene for 1936
U.G. No. 48 -1940 Annual Report of the Commussioner for Mental Hygiene for 1939

129



distribution across the various causes of death. However for 1936; 1939; 1942; and 1943 we
see that GPI becomes the leading cause of fatalities within the hospital. This finding is quite
surprising as one would expect, due to the advances n treatment of GPI dunng these years,
that this figurc would have decreased. The reasons for this high rate of death, due to GPL.
does open up other questions, such as with an increase in treatment, was there an increase in

people seeking treatment for this disease? An examination of table 6.1.2 does not prove this

to be the case, in fact there is actually a decrease in 1936 of patients classified as GP1 seeking

treatment at the hospital. It is quite possible that the high number of GPI deaths has to do

with patients seeking help in the too advanced stages of their illness and thus unsuitable for

freatment.

Table 662 Causes of Death: breakdown by year

Causes of Death :Year :Year | Year  Year: Year: Row

£ 19331 1936 1939: 1942 1943 Totals
- 18 12 17 54
14 7 24
14
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Race and Causes of Death

The only differences that become apparent when investigating the relationship between race
and causes of death (table 6.6.3), 1s that while GPI was the main cause of death for Coloured
patients, European patients seem to die mostly from senility and general debility. Native
patients’ deaths, on the other hand, are spread over a vast range of causes. There is no record
of the death of any of the Indian patients admitted during these years. Thus although there
does seem to be some importance to the relationship between the Coloured population and
GP!, not only with regard to death in this case, but also, as previously discussed, in diagnosis
- more Coloured patients were diagnosed with GPI than any other racial group. The high
death rate of Europeans associated with senile debility is interesting. It brings up the idea that
the European patients, who received much better care and treatment than the other race group
patients, were not as susceptible to other possible causes of death, and died mainly, not from
disease or infection, but from old age. This finding was in accordance with those of Swartz

{1996).



Tabie 6.6.3 Causes of Death: breakdown by race

Acute encephaiitis
Senile gangrene
Senility

Ententis
Arterioscierosis
Stopped Eating
Cystitis

Epilepsy

Post Operative complications
Intestinal obstruction
Abscess on fung
Peritonitis

All Grps

Causes of Death ‘Race {Race ! Race ' Race | Row

! Eur @ Col ' Native :Indian i Totals
GPI 8 47 54
Debility -general + senile 18 5} l 24
Pneumonia 8 5 01 14
Myocarditis and heart failure 25 13 CT[ 40
Tuberculosis 4 10 C“ 14
Bronchitis E i G 2
Cerebrat Haemarthage 5 13
Typhoid 2 i 2
Cancer _ 1 3
Mibial incompetence 1 Oﬁ 1
Exhaustion 1 O!i 3
Perferated gastric uicer Q Oﬂ 1
Generai emaciation ¢] 1
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CRIMINAL ACTIVITIES

There were also a large number of patients who were committed to Valkenberg for
observation pending a criminal investigation. Valkenberg’s doctors had the task of assessing
the mental state of these individuals and to supply a medical certificate stating their paticnt’s
mental capacity and whether they were hable for their crimes. The types of crimes were
diverse. They include everything from being found wandering in the streets, t¢ murder and
rape. Table 6.7.1 provides a sketch as to what percentage of patients were actually accused of

committing a crime, as well as a racial break down.

Al ! ! !
Table 68.7.1 | Groups | European [ Coloured | Native | Indian
Crime 16.65% | 1067% | 23.95% | 18.18% | 0.00%
No Crime 83.35% | 89.33% | 76.05% | 81.82% | 100%




Thie types of crimes, that patients were accused of, are laid out more clearly in table 6.7.2.

Theft; being found wandering and assault were the three most common forms of crimes that

lead to the patient being brought into Valkenberg. Violence, murder, trespassing and

misbehaving in public were amongst the various crimes committed by those who became

patients at the hospital.

Types of crimes committed by patients before admissior]

Count Percent
Table 6.7.2
Theft , 32 3.80
Injuryto Property . 2 024
Found Wandenng 24 2.85
Assaut 24 2.85
Crime Unknown 12 1.43
Sodomy 1 012
Misbehaving in Public 7 0.83
Violent 3 0.36
Malciousinjury . . 2 0.24
Murder 8 0.95
Trespassing 3 0.59
Danger to seif and others 2 024
Vagrancy and Drunkeness 4 0.48
Rape 4 0.48
GGD , 2 0.24
Kidnapping 1 0.12
Unlawful use of a weapon 1 0.12
Bigamy - 1 0.12
Unlawfully driving a car 1 0.12
Mendicency 1 0.12
Walking around naked 1 0.12
Solicting 1 012
Concealing the birth of a child 1 0.12
Missing 701 83.35

Race and Crime

Crimes have been broken up across the races to discover if there are any racial differences in

both the types of crimes committed, and in the number of patients sent to Valkenberg for

crimes, instead of directly to prison. Table 6.7.3 shows this break down.

13
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Table6.7.3 Race and types of crimes committed

Criminal 'Race Race: Race ' Race | Row
. Eur_ Col Native :indian : Totals
15 o 32
1 2
24
24
12
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Bemg found wandering appears to be a ‘crime’” mostly perpetrated by the Coloured group.

There 1s possible explanation for this because Coloured people would bave lived closer to the
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prcaominantly whitc arcas than their Native counterparts, and upon being foun
white areas’ they would have been regarded as a threat towards white pecple because of
their colour. Across the various crimes, Coloured patients do seem to be connected with more

crimes than their other race counterparts. From table 6.7.1 we can see that Eurcpean patients

had the lowest number of connections with crimes, not surprising in a country that was so
vonialle hincad Mafanend natinnto ara thaon smact annmvantad codtls Aviona Too Fand mnanel o
10\/}(111] DLV U, L uiuuitag }Jull\allté (LLR VRS AN 5 ) l LU LUTHIILOTOAL FY Itss Lttt 191 1Lt 11V Aas l] [41

quarter of all Coloured patients were brought into the hospita} because of their connection
with a crime. The number of Native patients associated with crimes was in between those of
Europeans and Coloureds. Thus we can conclude that there does seem to be a connection
between crimes and race, however the deeper significance of these connections 15 beyond the

scope of this study.

134



REPEAT INCARCERATION

Quite a number of patients were frequently admitted to Valkenberg. They were discharged as
improved, or even recovered, only to be readmitted to the hospitai a few months later. We
know that an alieviation of psychotic symptoms would have been sufficient grounds for the
mental hospital to discharge patients. Today, we are aware that an alleviation of symptoms is
not a sign of recovery, and thus are not surprised by the number of patients that needed to be
readmitted to Valkenberg, when their symptoms made themselves apparent once again. Tabie

6.8.1 shows the overali numbers of patients who were readmitted to the hospital.

Readmittance: Frequency ta}
Count = Percent
Table 6.8.1
No 585 69.56
Yes . 49 5.83
Died = 192 22.83
Missing 15 178

In total only 5.82% of patients sought readmission, however it must be made clear, that this
figure 1s provisional. In most case records a note has been made as to whether the patient has
been admitted previously or not, but these files do go missing, and the case files for the
various years are not complete — thus this figure 1s not reliable. It is suspected that many more
cases were repeat admissions, but according to the records we do have, 5.82% is the
percentage of patients who had more than one stay at Valkenberg. It 1s also important to note
that repeat admissions were much more common in 1933 and 1936 than in the later years. in
1933 and’36 the repeat admissions make up over 10% of patients, while by 1943, such
repeats feature less than 1% of the patient population. The increase in treatments available, as
well as a growing understanding of mental disorder, all contributed to this decrease in repeat

admissions.

Diagnosis and readmittance

it was aiso deemed appropriate o ook into whether certain diagnoses were more iikely to be
admitted to Valkenberg more than once. From table 6.8.2 it becomes clear that dementia
praccox and manic depression (22.45% and 14.29% respectively) make up the biggest portion

of the readmitted population. However as these were also the two largest groups of diagnosis
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in generai, and of those who were not readmitted, it is difficuit to draw any conclusions from

this. When examining the records with regard to diagnosis and readmittance, no other major

discrepancies become ciear.

Readmittance: Diagnoses that lead to readmittan

Count Percent
Table 6.8.2
NMD ) 5 10.20
Unabletocertify R 1 2.04
Psychosis+psycho pathic personality 2 4.08
Dementia Praescox 1" 22.45
Paranoid condition 1 204
Senile psychosis 2 408
Feebleminded 3 6.12
DMD 1 204
 Involutional melancholia 1 2.04
Manic Depressive 7 14.29
Hypomanic 2 408
GPI , , , 3 6.12
Psychopathic personality 1 2.04
Alcoholism 1 2.04
Alcoholic psychosis 4 8.16
Psychoneuroses 2 4.08
Psychosis + mental deficiency 1 2.04
Neurathenia 1 2.04
Missing 0 0.00

Race and readmittance

Luropean patients are the most readmitted of any of the race groups, in fact 61.22% of

patients that were readmitted were European ( table 6.8.3). It is also evident from the table

that 7.06% of European patients had been admitted previously. 5.12% of Coloured patients

had also been previously admitted. Only two Native and no Indian patients were readmitted

to the hospital. This fact is interesting. We know that many Natives and Indians were

skeptical of the western health systems, especially that of mental heaith (Laubscher, 1937),

and being discharged, and not recovered, would probably only fuel the skepticism of such

patients, and they would probably not seek a return incarceration. And especially if they were

receiving inequitable treatment and care, not seeking a return would be understandable. Thus

race does seem to have had some implications as to patient’s readmittance or return to the

hospital.
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Readmittance: breakdown by race

Race ?Readmitted ‘Readmitted ' Readmitted : Row

Table 6.8.3 No : Yes Died  : Totals
Cont  [Eur 309 30 j 425
Column Percent 5291%  61.22% 4479

Row Percent 72.71% 7.06% 20.24%]

Total Percent 37.45% 3.64% 10.42%l] 51.52%
Count [l 218 17 o7 332
Column Percent 37.33% 34.69% 50.52%

Row Percent 65.66% 5.12% 29.22‘;/:&

Total Percent 26.42% 2.06% 11.76%] 40.24%
Count  [Native 54 2 i 65
Column Percent 9.25% 4.08% 4.69%

Row Percent 83.08% 3.08% 13.85%)

Total Percent 6.55% 0.24% 1.09%] 7.88%
Count indian 3 0 3
Column Percent 0.51% 0.00% 0.00%

Row Percent 100.00% 0.00% 0.00%

Total Percent 0.36% 0.00% 0.00%] 0.36%
Count All Grps 584 49 193 825
Total Percent 70.79% 5.94% 23.27Y

Gender and readmittance

if race does have some bearing on a patient’s readmittance, it is thus necessary to investigate

whether gender aiso has any infiuence. Across the genders, Tabie 6.8.4, shows that there are

no major differences in the number of men and women who were readmitted to the hospitai.

Gender then is believed not to have any real roie in dictating a patient’s return to Vaikenberg.

Readmittance: breakdown by gender

Gender :Rea

dmitted ' Readmitted ® Readmitted | Row

Table 6.8.4 No : Yes Died : Totals
Cout [M 366 29 13] 508
62.67% 59.18% 58.85%]
72.05% 571% 22.24%|
44.36% 3.52% 13.70%] 61.58%
Count 218 20 7 317
Column Percent 37.33% 40.82% 41.15
Row Percent 68.77% 6.31% 24 92
Total Percent 26.42% 2.42% 9.58%] 38.42%
Count [AIGmps 584 49 194 825
Total Percent 70.79% 5.94% 23.27%]




CONCLUSION

What this section has shown is that unequal treatment that was based upon the patients’ race
was prevalent in the case records of Valkenberg mental hospital. Statistically from our
analysis Europeans were receiving more attention than their non-European counterparts.
Whether this translated into better care is speculative, but based on knowledge from
contemporary literature, it is quite possible that this was indeed the case. Diagnostically
certain races appear to either be diagnosed more often as a certain diagnosis or were indeed
more susceptible to them, namely Natives with dementia praecox, Coloureds with GPI, and

Europeans with involutional melancholia.

Treatment poses the greatest evidence for racial discrimination within the hospital. More
Natives received no treatment than any of the other racial groups. Certain treatments also
appear to be used more on certain races than others. Sedatives, malaria, cardiazol, phrenazol,
OT and psychotherapy are all used predominantly, sometimes exclisively on Europeans.
Notably it was these treatments that were believed to be more effective. Natives were denied
a host of treatments including those mentioned above. More Native patients were discharged
unclassified, and thus undeserving of their incarceration, than any of the other racial groups.
Coloured patients on the other hand experienced a very high death rate in comparison with
other races. European patients at the hospital were more likely to die of old age (debility or
heart conditions) than any other cause, whereas Native and Coloured patients found
themselves at the mercy of a whole host of causes of death. The effect of unequal care was

evident if one race could live till old ages, while others succumbed to more minor diseases.



CHAPTER 7: INDIVIDUAL CASE HISTORIES

Introduction

The individual case histories provide some interesting insights into the attitudes and
perspectives of the time period in which they were written. However the records do not offer
as much as one would think. There is much similanity between the records, across race,
gender, diagnosis and treatment. Such a phenomenon was not unexpected as Swartz’s (1999)
study into Valkenberg’s case histories, of an earlier period, reported such wide similarities
across the records. Thus the records do not yield the wealth ot information one could wish
especially with regard to different symptoms leading to different diagnoses. The symptoms
described were all rather uniform across all the records, and there 1s Iittle to diftferentiate one

diagnosis from another.

In the individual histories themselves, the entire history of the patient’s stay at the hospital is
little more than repeating the original symptoms that the patient presented, an example of
which is clearly presented in the case of A A (MC 1545). A A was a Coloured man whose
entire record was comprised merely of his symptoms of arteriosclerosis with psychosis being
repeated. On the whole, the clinical notes of the patients are exceptionally brief, especially
when one considers the time pertod that some patients were in Valkenberg. Another major
feature ot the individual reports was that they were simply records of the number of fits that a
patient had experienced since the previous note was entered in their records (F 3382 and
FC1765). All this illustrates the lack of detail of the records and how little of patient life was

actually recorded.

Demeaning of Patients

Certain words, which today would be seen as derogatory were diagnostic terms of the period.
Such terms include imbecile (example m case record MC 1539), ‘feeb” (M 4476), dement
(FC1748 and M4793) and idiot (MC2675). Imbecile and 1diot were terms, which referred to
the intelligence of the patient, and were based upon the patient’s score on a standard 1Q test.
Each term referred to a set of scores on the test. “Feeb’ refers to someone who 1s
feeblemmded. This term was different from idiot and imbecile, and implied a milder mental
impairment, usually with regard to learning difficulties. A dement was someone suffering

from dementia, usually from old age or from a head mjury.

....‘
(8]
O



50 alihiough at first glance these terms seem to demean the patients they refer o, this was n
the case. If it were only these terms we could say that doctors at the time were not demeaning
to their patients, however this is not so. Instead doctors write comments such as ‘hopeless
imbecile’ (MC1539) and “an inaccessible and helpless idiot” (MC2675), where they offer
their patient no help and write them off as not being viable for any treatment. Referring to the
patient not by their name but rather by their affliction was demeaning in itself. Such a

practice robbed the patient of their identity and made them synonymous with their illness.

Patients were constantly referred to as ‘stupid’ or even as “appearing stupid’ (FC1053). A
clear example of the recurrence of “stupid’ can be found in the record of N D (MC1884)
wherein Dr J D Aiken writes: “He had fits and after that he became quite feebleminded. He
has become quite stupid and does not seem to understand anything. His answers are vague

and stupid and he looks like an idiot™.

Another case, that of M G (MN 384) reports that he ‘appears dull and unintelligent’. In
another part of the record it is noted that the patient speaks very little English, and has a

Native tongue. But these two aspects are never contemplated together.

Psychiatric Practice

The records elucidate various facets of psychiatric practice and care for the time period. The
aspects they enlighten are: which theories of mental illness were followed; attempts to
medicalise the profession; the problem of hard and fast diagnostic categories; conditions for

granting leave to patients; and the necessary consent for treatments.

From the records it is clear that the Freudian model of psychiatry was involved in the
understanding of mental illness for this period. There is talk of regression, anal fixation
(M3630), and mental conflict (F2764). This finding is in accordance with Laubscher (1937)

who stated the importance of Freudian thinking to South African psychiatry in the thirties.
The attempts to be seen as a medical science are also evident in the files. The first few pages

of each of the case files are usually full diagnostic sheets, whereon the patient’s personal and

medical details are recorded. On this form symptoms, scores on intelligence tests, and results
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of CSF chemistry were all noted. At the end of each sheet the doctor is required to state a
diagnosis, based on the information on the sheet. In this way the mental hospital, is run like a
medical hospital, with similar admittance and discharge procedures. The process of reducing
the patient to a few symptoms and scores, i order to arrive at an overarching diagnosis (a
category as to what is wrong), so as to commence with treatment, is a medical model. What
such a process does is fail to understand and take into account the complexity, subjectivity
and unique nature of mental illness. Various medical charts were kept o patients'™ to
monitor their physical responses to various treatments, most notably malaria'””, insulin, and

pyrifer''”.

Diagnostic categories themselves were problematic for psychiatric doctors within
Valkenberg. Unlike physical medicine, many psvchiatric illnesses were not hard and fast, but
changeable and extremely subjective to the patients who presented. Many patients found
themselves receiving a number of diagnoses that changed with each new doctor they saw.
There are a sufficient number of changes in order for changing diagnosis not to be a rare
event. Many of these changes were variations on similar diagnostic categories, but some were
more serious. R B (M 4092) a male European patient was originally diagnosed with
Schizophrenia with cyclothymic components and dysplastic habitus. this was then changed to
being not mentally disordered. Others, such as N K (F3012), a female European originally
diagnosed as not mentally disordered, had her diagnosis modified, six years after her
admittance, to psychosis with psychopathic personality. The reason for such changes are
unclear, and no explanations are offered in the notes. All we can say is that doctors had
difficulty is ascribing diagnoses, which on further investigation had to be modified. Such a
feature of South African psychiatry was also evident in the studies of Swartz (1995b) who

found changing diagnoses to be prevalent in a number of records for the period 1891-1920.

Before A G (M4943), a male European patient was allowed out on leave, the hospital
comumissioned an investigation into the home conditions he would be retuming to. The report
15 1n his file. Only once this report had been handed in and the conditions proved satisfactory,
was A G allowed to go on leave. Whether this was standard practice is unclear, as no other

forms were found m any of the other case records that were looked at. However they could

f“s Suchas DV (M 4812)
W 50 (M3026)
19 A W (F3039)
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have been deemed unimportant and were discarded. A G was only admitted in 1943, and thus
might have been one of the first patients whose home conditions were investigated, and
further evidence of home evaluations could possibly be found in files after this year. It is also
important to note that in 1941 the physician superintendent of the hospital motioned for the
Cape Mental Health Society to investigate the homes of patients and their families'"', and

thus it i1s not unlikely that he initiated some home checks from the hospital as well.

What was found in a number of cases though, were consent forms for various treatments,
especially the physical therapies of cardiazol, insulin and electric shock. Because of the
element of danger inherent in each of these treatments, the hospitals required a signed form of
consent from a family member in order to commence with the treatment. Both A E (F 3362)
and H G (F3318) had consent fonms, signed by family members, for one of these above

treatments, in their files.

Means of Measure

Within the listed symptoms of patients, certain key features stand out as vital to determining
the mental health of patients. Firstly the physical appearance of the patient was noted' ',
especially if it was poorly and due to faulty personal habits of the patient. The controllability
of the patient’s bodily movements and speech, were also considered keys of mental health. If
a patient was unruly, gesticulated wildly, threw themselves about, shouted and muttered
incoherently' ", he/she was considered eligible for admission for observations, under

suspicions of having some form of mental disorder.

Another main means of determining the mental health of patients, was an estimate of the
patient’s general knowledge, especially with concern to monetary values, places and times,
all in English'". Such a means was used to infer both the patient’s IQ and knowledge of
his/her orientation. Although such a method of determining mental health was viable in a
European Westernized setting, from whence it had been imported to SA, it was not a reliable
method when used on patients who not only did not understand English, but had had a very

limited contact with the language at all, as would have been the case with many Native

MU CAHVG 21/ p 13e

2N R (M4503)

5 AH M (MN378) NN (MN 382): § M (MN 464): M M (MN382)
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patients. Wild gestures and incomprehensible shouting and muttering by Native patients
could easily have been the actions of a person desperate to explain themselves and wanting to
return to their lives, in a language the doctors did not understand. Patients were also deemed
mentally i1l when they did not respond at all to the questions of doctors'"°, and so were
incarcerated if thev didn’t answer, didn’t understand or tried to explain themselves in another

language.

The patient’s lack of insight into his ot her condition was also grounds for considering the
patient to be mentally ill''®. Any insight was seen as favourable and meant the patient

possessed the possibility of being cured.

Treatment

Despite the general treatments discussed in previous chapters, the case records also record
how the treatment was experienced at a more personal level than previously examined. In
some records, like that of S D (FC1079), the bospital is blunt in its statement that ‘no known
treatment exists’ to treat this patient and her particular malady. Other patients get “ordinary
treatment’ (M 3634), the “usual hospital treatment’ (FN 74), were kept quiet in bed (M 3641),
or received ‘all that was needed” (M3625). What these treatments implied is uncertain and
can only be guessed at. The hospital also makes reference to patients getting “Special’
treatment, but do not usually specify what such a treatment involves. The notes of F VM
(M3174), however, reveal that this special treatment was merely a course of tryparsamide,

used to ease the suffering of patients suffering with GPI.

The ineffectiveness of some treatments was well known to hospital staff, despite the fervour
they encouraged to portray all their treatments as effective. The case records of H M (F
3005), a female patient suffering form Dementia Praccox (Hebephrenic type), include a letter
written by Dr Key (the physician superintendent of Valkenberg) to Mr. M (the patient’s
husband), on the 26 February 1937, regarding possible treatments. Dr Key comments on
Malaria as being a “well recognized method and possibly the only one which offers
reasonable prospects of recovery for your wife’s case’. What this implies, is that even in this
year, atter the advent of varnious other treatiments, Malaria. the one treatment Valkenberg did

not offer, but arranged transfer for, was the one that offered the most chances of recoverv.

K MT (MNS45/ 549)
UH C L (M3633)
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Other facets revealed from the records tell us that certain treatments could not be used, if the
patient suffered from certain medical conditions. E B (F 3080) could not undergo her
prescribed treatment of cardiazol, as she was diabetic; D A (M4800) was denied electrical
treatment because of sclerosis of various muscles. Age (C P, M4917) and cardiac problems
(TT, F 3625) were also grounds for not being able to receive ECT and other forms of

electrical treatment.

The side effects of the various treatments were also well documented, and doctors did
nothing to hide the danger in many of their treatments (FC1057: M 4453 and F 3362).
Patients suffered a whole host unwanted maladies from the therapeutic treatments. ECT
caused amnesia (M R, F 3018 and R P, F 3643); difficulty m swallowmg (C A, F 3652); back
and skeletal pains (J J H, F 3580 and J G, M4931); emotional blunting (U M S, F 3684) and
various memory deficits (S M v d R, F3658). Insulin caused elation, made patients
emotionally unstable, over talkative and otten made bizarre facial gestures (W JIvd V. M

4036). N.A B. often gave patients severe headaches, like in the case of M A (FC1560).

Another interesting finding is that many patients’ records include consent forms, signed by
family members and guardians, yet there are no records of them receiving the treatment they
received consent for, or any other treatment similar''’. Possibly consent forms were sent out
to many patients in case the hospital wanted to issue treatinent at a later date. Another notion
is that the treatment forms were filed elsewhere in clinic files, although one would expect the
records t at least mention if some form of treatment was being admitted. These i1deas are
purely speculative and on cannot be sure what the reason behind the high issue of consent

forms were,

The individual records aiso reveal how treatments were carried out. ECT could be used
therapeutically, without inducing full convulsions, with a milder current being passed through
the brain. Such a form of ECT was used on patients, for whom a full convulsion would be
dangerous to their health (H C L, M3655) or as a form of mamtenance ECT to keep psychotic
symptoms at bay (D J R, M4942). [n other instances we can see phrenazo! being used as a

substitute for ECT, but under what conditions is unclear (A V., F 3775},

7 The following cases are instances of such: J G (F 3606} M S (FC1726): 1 J A(MC2751): and J A (MC2747)
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Despite the host of new treatments, there remained some cases that remained impervious to
the hospital’s efforts. J F J (FC1526) received Camphor in oil treatment for her Puerperal
psychosis, but it had little effect on her at all. In certain cases the hospital stated that nothing
else could be done for the patient. Whether this meant that the hospital had exhausted all
possible treatments is unknown, suspicions are raised in cases like that of GPI sufferer I W
{MC 2756) who “in spite of persistent treatment, his condition remains unchanged’, yet there
is no mention that Malaria, a known relief for GPI, was used on this patient. Other cases
would show an improvement initially following treatment, but their psychotic symptoms
would return soon, if treatment was not repeated often. Such was the case with L A M
(M4824), who needed treatment, in the form of ECT or cardiazol, within every two weeks, or
else he reverted to being psychotic. In other patients any improvement from treattent was
short lived, such as M d P (FC1794). She showed a marked improvement following her

course of ECT, but within a few days became unstable, destructive and asocial.

Psychiatric treatment was becoming more of a concern to the public, and especially to
families of those suffering with psychiatric illness. The case records include a letter, from A J
Hugo, a family member of patient M L V (M4069), to the Physician Superintendent of
Valkenberg, asking whether Insulin would be an appropriate possible treatment for M L V.
The writer describes how he has read about such a treatment in papers, and that he knows it is

i'** The growing public interest in psychiatry

a prevalent treattnent at Pretoria Mental Hospita
and 1ts treatment are evident from such a letter. The hospital was going to proceed with
insulin treatment for M L V| but then the idea was reconsidered as the patient’s condition of

Paranoid Condition, was not really amenable to such a treatment.

Employment

During their stay at Valkenberg, patients were often put to work in and around the hospital
grounds. The tasks to be performed were largely determined by gender. The female patients
would work in the mending or sewing class, like E E (FC1365) and M W S (F 3067); the
laundry. Jike T vd W (FC 1305); A V(FC1760) and A A (FC1736). Male patients would
work in the nursery, like H C L (M 3633); look after the boilers, like M L V (M4069); work
m the stables, ike W G (MC2277): on the farm, like W M (NN 477); in the working party.

%) etter A, J . Hugo to Physician superintendent of Valkenberg. 29 October, 1938 in File of M. L. V(MJ069).



which set out to work wherever they were needed on the estate, like J W (MC2306); 1 J
(MC2722)and T B (M(C2737).

Jobs that were for both men and women were ward work and kitchen work. In both ward and
kitchen work there existed a hierarchy, with the best workers and best behaved non-European
staff being able to work in these sections. What rewards they garnered from working in the
European sections is not stated, but what can be inferred is that working in European sections
was a privilege, and could be taken away. Otten workers were put in the European sections
only when well behaved, and on parole. 1f they misbehaved they were removed and put to
work in the non-European sections. Example of such instances are that of F M (FN 76), who
was fit for work in the European ward, only when her behaviour had improved sufficiently;
and W S (MC1915) who was on parole to European wards with the threat of removal at any

misbehaviour.

What is also evident is that most hard and manual labour was done by non-Europeans, with
Timited reports of Europeans doing any work, besides mild ward work, looking after a boiler,
and mending and light sewing. Such a division in labour replicates the status of that very
same division outside the walls of the hospital. In fact one European woman, M S (F 3344),
refused to do any work, including light mending, as she states she went to Valkenberg to get

well, not to work. Such work was beneath her.

All such findings were not unexpected, as employment within mental hospitals was evident
from their inception at the Cape. The gender and racial differences were also in accordance

with previous studies, most notably that of Swartz (1995a,c; 1999).

Gender

The issue of gender, although not the focus of this study, warrants a basic discussion. One
woman had to be removed from working in a certain ward as she had a keen interest in the
men (FC 1276). Such blatant sexuality in a woman had to at be curtailed, and she was moved

to where she would no longer be a problem.

When women went “mad” the ‘babbling” and ‘rambling’ that they muttered, were Coloured

sometimes with erotic talk. An example of such is the case of L F (F 3576). Such erotic talk
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made the doctors, predominantly male, very uncomfortable. The ‘ramblings’ of these so
called mad women also reflect a lot about the society of the time. Women were not allowed
to voice such sexually explicit and erotic content in their everyday lives, but in the guise of
being ‘mad’ they were liberated from their confining societal conventions and allowed to
voice their sexual natures. Or to look at it another way, women who voiced such things could
only be aligned to the mad, by men, in order to sustain the society of the time. No women

who said such things could be normal, but must be mad (Swanson, 1994; Swartz, 1996).

What an analysis of gender also allows, is to view how women were perceived at the time. K
D (FC1728) on her arrival was noted as a spinster under the term ‘occupation’. A woman’s
worth could be tallied not by her accomplishments or by what she has achieved, but rather by
the fact of whether or not she was married. The worth and importance of marriage for women
can further be seen in the case of H M B (F3649) who ‘asks bizarre questions such as whether
one change one’s name when one marries’. Changing one’s name on marriage was a
convention and not to have changed one’s name would have been very unusual, so asking

about such matters would also have been very unusual.

The most dramatic instance of the attitude of 1930°s Cape society towards women at that
time can be seen in the case of W § (MC19135). He was sent to Valkenberg for assaulting his
wife without reason. It was not the assault on his wife that was cause for concem, but rather
that there was no visible provocation from her. The meaning is ciear, a women who was

difficult and provocative, deserved her beating.

Race

Individual records were examined to see what they could reveal about race relations at the
time. Such key features included racial slurs and racial commentary. A primary example is
the use of derogatory use of patronizing the non-European patients, especially with regard to
infantilizing them by referring to them either as boys or girls''*. The records are rife with
such derogatory terms. Where European females of twenty and twenty three years old are

referred to as women (cases of F3065 and F3325), Coloured females over twenty eight

1% . . Lo N s Lo . . T . I
The effeci and implications of such infantalization in racist societies is discussed more fully in Kuper.

{1974).



(FC1730) and forty years(FC1514) are referred to as girls, and a Coloured man, old enough

to be the father of a patient, M T (FC1330) at the Lospital is referred to as a Coloured Boy'?".

One of the more pronounced of the racial slurs can be seen from the perceived limited
intelligence of the non-European races. Such a case is that of C J. a Coloured woman, of
whom it was reported that “her intelligence is not inferior to that of the average individual of

> 12

her race and class.”'*'. However her recorded intelligence was only at an 1Q level of 69, with
a mental age equivalent to that of a nine year old, as measured on the Mental Hygiene Scale.
From this we can infer that European doctors of Valkenberg believed the average intelligence
of Coloured women, and presumably the men as well, to be equivalent to that of a nine year
old European child. Such a belief of the child like intelligence of non-European races, and
thus their intellectual inferiority, would be in agreement with anthropological literature of the
time period (Laubscher, 1937). We see similar low intelligence presumed as normal for non-
European races in the cases of M E (MC1867) and Hester (FN 77), and can only wonder how
low an intelligence M M (FC 1555) must have had, for Doctors to state that “her mental
capacity is small even for an illiterate woman of her type’. Again these findings are reflective

of those of Swartz (1995a.b.c; 1996).

When a non-European portrays an intelligence equal to that of Europeans they are said, as in
the case of M C (FC1734), a Coloured woman, to have an intelligence superior to the
ordinary Coloured person. However we are told that this same M C only passed Standard 4,
and that she has a low grade intelligence, obviously this level of intelligence is superior to
other Coloured people. The attitude to Coloured intelligence, by European Doctors must have
been very low indeed. A R (MC1933), a Coloured inan, was also deemed by doctors at
Valkenberg to be, of above average Coloured intelligence. He was said to surprise people
with the readiness of his replies to questions asked of im. He is noted as a clever man. Again
the ability to communicate effectively and efficiently with hospital staff was viewed as

clever.

The attitude to Native intelligence seems less harsh, as they were not expected to have the
same knowledge about European culture, calendars and custom. The case of A M (MN 577),

1s a perfect example. His poor orientation for present place and time was excused on the

120

W Letter of a Solicitor to Physician Superintendent at VMH regarding M T maintenance (FC1330)
! Dr Gordon 31/10/1933 in the Case {ile of C J (FC1085}
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rationale of Natives not being aware of European days and months. Despite providing a
possibly reasonable excuse, one cannot deny the patronizing quality involved in such a

dismissive gesture.

Intelligence was also important to the hospital in the evaluation of European patients, but the
tone with which their Jack of intelligence is handled, is markedly different from that of the
non-Europeans. Whereas M D (MC1884), a Coloured man, is repeatedly recorded as stupid,
P F (M4130), a European male patient, is never referred to as stupid, but rather is referred to
as “fails to do simplest calculation, cannot read or write’. The attitude is thus very different,
and the Jack of intelligence handled tactfullv. Another European male, G H (M 4476), was
recorded as having a general knowledge and range of information far below average for his
age and type. The lack of intelligence in members of the European race was a source of
embarrassment for racial supremacists, and was probably one of the contributing reasons for
the necessary low level of perceived non-European intelligence (Foster, 1990; Tingsten,

1954).

The racial tension of SA at the time is clearly evident throughout the records. One case of
racial reclassification is recorded, namely that of A H (FC 1340/ F3084), a Coloured woman
who managed to “pass’ as European and thus was reclassified in the eyes of the government
as white and thus had to be reclassified as such in Valkenberg. The desire to cross the colour
line and be seen as European was the goal of many light skinned Coloureds, as being
classified as European meant you were allowed a whole host of privileges, but more
importantly vou were free from a whole tyranny of restrictions, that were imposed upon non-

Europeans.

The desire to be classified as European can be seen throughout the records, with cases like B
JF (MC1903) a Coloured man, who insisted, as part of his delusions, that he was European.
Another Coloured male patient, I N P's (M(C2261) records include a description of the
problems he experiences with classification. He states that to Europeans he was seen as
Coloured, to Coloureds he was seen and treated as Coloured, but to Natives he was seen and

treated as European.
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In fact a “superior type’ of Coloured was one who was only slightly C oloured'??, whether
this referred to his/her genetic heritage or the shade of his skin is unclear, but due to the
country’s emphasis on external appearances, we can assume that it is the shade of the skin
that was of most importance. Such a hypothesis seems to gamer support from the case of W
V (FC1861) a young Coloured woman, who stated that at home she was i1l treated by her
father simply because her skin was darker than anyone else’s at home. The lighter one’s skin,
within the Coloured community the more superior you were, as you were immediately
associated more with Europeans. Unforfunately the reverse also held true and the darker
one’s skin colour, the worse off one was, simply because they were further away from being
European. Being turned Coloured was a God induced punishment for S D (FC1077), a

Coloured woman who believed she had been changed from white to Coloured.

To pass for white, as discussed above, was the goal of some Coloureds, but if one was too
dark to pass for white, many claimed to have had a white parent, such as M V (FC1267) a
Coloured woman, who believed herself to be the child of a white man. Such a belief was
deemed by hospital staff to be a delusion. Another Coloured female patient, L F L (FC1751),
is also of importance, as when she was visited by her family, the hospital staff thought it
important enough to include in their notes on her, how surprised they were as to how
European the patient’s husband and son looked. Why they believed such information to be
included can only be guessed at. My hypothesis would be that any association with white was
seen as a step up from bemng simply Coloured, and this woman’s familial tie with a very
European looking man, and having a European looking son, could only elevate her status in
the eves of the hospital staff. What is clear is that in the society in which these patients lived
whiteness was the ideal, and the more direct one’s association with it, the better. The reverse,

to be associated with blackness, was seen as a blight.

Antagonism and suspicion amongst the races is clearly evident from the records. Some
Europeans, like C S G (F2993) took strong racist views and wanted all Coloureds to be burnt
to death. Others expressed their fears of the Natives, with their delusions, like those of EA O
(F3349), incorporating being murdered and ordered about by ‘kaffirs’'**. Such fears of the

Natives were not himited to Europeans, as Coloureds, such as K S (M(C2640) a Coloured male

'22 patient R C P D's. a Coloured female patient (FC1797). father was of this superior tvpe. as recorded bv
hospital staff when taking their initial notes on the patient.
2 A derogatory term used by European South Africans for the s.



patient, believed he had been bewitched by Natives. But Natives were not the only group
believed to be capable of bewitching, Malays also had the believed capacity to haunt and
persecute others. In fact the persecution by Malays, was the main delusion of female
European patient, H W (F 3622). S J (M(C2644) a Coloured man, believed Indians, Natives

and Coloureds were imitating him, as part of his delusions.

Race and political issues for SA also colour other patients’ detusions, like that of W D
{MN548) who believed he was the king of Freetown; A M K (M 4791) who believed that his
wife persecuted him because of their disparate political views; and S F d P (M5064) who said
he had devised a system of control, which would solve all the political and economic
problems of SA. The intensity of South Africa’s political issues had filtered down to a
personal level, and the delusions voiced show the tumult and wishes of the people in the

country.

Conclusion

Racism thus infiltrates and permeates many of the case records and provides an interesting
view into day to day dealings of the hospital, with the tensions of the time and how it affected
the very people experiencing mental illness individually. What this analvsis has also shown is
that there were many features within South African psychiatry, and especially Valkenberg’s
hospital practice, that had remained salient since the late nineteenth century. Findings from
this study are very much in line with those of Swanson’s (1994) investigation of the
Grahamstown Mental Hospital, and the studies of Swartz (1993a.b) into Valkenberg’s

practice from 1891-1920.



CHAPTER 8:CONCLUSION

The anti-psychiatric movement'** popularized the notion that the physical therapies were
involved with treatment abuse of patients. It was said that these therapies were inflicted on
unsuspecting patients without their consent, and did little good. It was believed that they left
nothing but a shattered shell of a human being behind. This whole notion rests on the idea
that the therapies were used indiscriminately and without effect, when in fact quite the
opposite was true'>. Trials were conducted to test efficacy of these new treatments, and in
many cases some form of improvement was noted. These very treatments changed the
psychiatric profession, gave it optimism and provided more humane conditions in asylums at
the time. Seeing the sometimes dramatic physical results i patients, increased both staff and
patient morale. ECT especially was revolutionary 1n the degree to which it worked and across

the diverse range of illnesses that it worked for (Healy, 2000).

In South African mental institutions there existed a history of racial discrimination. This
discrimination continued when the physical methods were introduced. Not only were non-
European patients discriminated against with regards to basic care, accommodation and food
provisions, as they had been since the 1850°s, but were given therapeutic treatments known to
be inferior, and were not given from treatments known to work. Europeans were given the
superior treatment and provided with access to all the new and innovative physical methods.
The hospital’s practice was also discriminatory in the way it spoke about its patients in the
case records. A general tone of inferiority 1s invoked in the records, and references to Native

patients are derogatory and in accordance with the racist notions of the period.

Most findings of this study reflect those of Swartz (1995a, b) and Swanson (1994) and show
that despite the introduction of the physical methods, basic psychiatric care and practice did
not change. Instead of revolutionizing psychiatric practice in South Africa, these physical
methods merely became involved with the racist tendencies of the hospitals, psychiatrists and
nurses that implemented the care of the mentally insane. Furthermore these treatments were

used to ensure better curative treatment for European patients. and denied to non-Europeans.

mf For a further discussion on this movement see Scull (1989; 1993) and Srar (1970).
'** Treatment consent forms are evident in almost all case records. and require a guardian or family member 10
consent to the treatment. before any form of treatment was initiated.



Denial of therapeutic treatment needed justification, and non-Europeans themselves were
held responsible for their lack of amenability to treatment, despite the fact that they were
provided treatment known to be limited and inferior. The need for justification also furthered
the “sciences’ that endeavoured to prove the inferiority of non-Europeans. This meant that
psvchiatry helped contribute to the very sciences it used as justification for its practices. The
cyclic nature of medical texts as being both constitutive of, as well as constituting the arenas

m which they operate, is thus clear, and in support of Vaughan’s (1991) hypothesis.

South Africa received much criticism internationally for its segregationist policies, but as
Cell (1982) points out, the beginning aims of segregation, namely separate development and
the fostering of individual racial identities, were akin to Britain’s policy of trusteeship i her
colonies. South Africa’s subjugation of the Natives by European domination was quite in
accordance with what was happening with the new imperialism throughout Africa. Such a
policy was dictated by British interests, at minimal costs. The Nazi holocaust showed the
world the extremne consequences of politicized racism, and put the racist policies of SA into
an extremely negative light. The holocaust also made Europe, and to some extent America,
quickly cover up and hide away the extent to which many of their own policies, which ran on
very similar racial ideas, had discriminated and been a part of their national thought in the pre
Second World War generation (Dubow, 1995b; Keegan. 1996). South Africa did not hide
away its racist policies, but instead only heightened them after the Second World War, and
such racist policies received a very negative response, in a wortld arena that was trying to

deny such policies as ever having been part of main line thought.

What this dissertation has ultimately shown is that psychiatry was involved in conforming to
the racist practices of the time, and supporting them. Psychiatry was also involved in
contributing to these racist doctrines, mostly through the means of eugenics and ethno
psvchiatry. The advent of the physical methods of treatment instead of revolutionizing
psychiatric practice m South Africa became a further means of exercising racist practices and
demonstrating the supposed tacial superionity and exclusivity of the European race. In this
way psychiatrists’ practices in South Affica helped to perpetuate the racist ideologies of the

countiy.
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APPENDIX A



Classification of Mentai Disorders Previous to 1936

L.
a)
b)
<)
d)

a)
b)
c)
d)
e)
£)
g)
h)

Traumatic Psychosis

Traumatic definum

Traumatic constitution

Post-traumatic mentai enfeebiement (dementia)
Other types

Senile Psychosis

Simple deterioration
Presbyophrenic type
Delirious and confused types
Depressed and agitated types
Paranoid types

Pre-senile types

Other types

Psychosis with Cerebral Arteriosclerosis
General Paralysis

Psychosis with cerebral syphilis
Psvchosis with Huntingtons Chorea
Psvchosis with brain tumours

Psychosis with other brain or nervous diseases
cerebral embolism

paralysis agitans

meningitis, tb or other forms

epidemic encephalitis

multiple sclerosts

tabes dorsalis

acute chorea

other diseases

Alcoholic psychosis
pathological intoxication
delirium tremens
Karsakow’s psvchosis
acute haltucinations
chronic hallucinations
acute paranoid type
chronic paranoid tvpe



h) alcoholic deterioration
1) other types

10. Psychosis due to drugs and other exogenous toxins

a) opium (& dernvatives), cocaine, bromides, chloral, dagga, etc. alone or combined
b) metals, such as lead, arsenic, etc.

¢) gases

d) other exogenous toxins
11. Psychosis with Pellagra

12. Psvchosis with other Somatic Disease
a) delinum with mfectious diseases

b) post-infectious psychosis

¢) exhaustion delirium

d) delirium of unknown ongin

¢) cardio-renal diseases

) diseases of the ductless glands

g) other diseases or conditions

13. Manic Depressive Psychosis
a) manic type

b) depressive type

¢) stuporous type

d) mixed type

e) circular type

) other types

14. Involutional Melancholia

i5. Dementia Praecox
a) paranoid type

b) catatonic type

¢) hebephrenic type
d) simple type

e) other type

16. Paranoid Psychosis
a) paranoid
b) paranoid condition

17. Epileptic Psvchosis

a) eptleptic deterioration
b) epileptic clouded states
¢) other epileptic tvpes



i 8. Psychoneuroses and neuroses
a) hysterical type

b) psychathenic type

) neurasthenic type

d) anxiety neurosis

e) other

19. Psychosis with psychopathic personality
20. Psychosis with mental deficiency
2 1. Undiagnosed psychoses

22. Detective Mental Development
a) Feeblemindedness (not imbecility)
1) with epilepsy
11) without epilepsy
b) imbecility
1) with epilepsy
1) without epilepsy
c) idiocy
1) with epilepsy
11) without epilepsy

23. Without Mental Disorder or Defect

a) epilepsy without psychosis

b) alcoholism without psychosis

¢) drug addiction without psychosis

d) psychopathic personality without psychosis
e) other



Classification of Mental Disorders and Defects, from 1936

1. Senile and arteriosclerotic psychosis

2. Cerebral syphilis — parenchymatous and interstitial
3. Alcoholic psychosis

4. Infectious and exhaustion psvchosis

5. Manic depressive psychosis and melancholia

6. Dementia praecox, paranoid conditions and paranoia
7. Epuleptic psychosis

8. Psychoneurosis

9. Defective mental development — with epilepsy

0. Defective mental development — without epilepsy

X. All other psychoses

Y. Not mentally disordered or defective on admission



APPENDIX B



Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row

Table 6.3.2 1933 1936 1939 1942 1943 | Totals
Count NMD 13 24 5 8 5 55
Column Percent 9.49%| 10.13%] 4.20%| 4.15%| 3.38%

Row Percent 23.64%| 43.64%| 9.09%| 14.55%] 9.09%

Total Percent oy 1.56%| 2.88%| 0.60%| 0.96%{ 060%| 6.59%
Count Unable to certify 1 10 7 3 3 24
Column Percent |- - _ 0.73%] 4.22%| 588%| 1.55%| 2.03%

Row Percent 417%| 41.67%) 29.17%| 12.50%| 12.50%

Total Percent R e R o R 0.12%] 1.20%| 0.84%| 0.36%| 0.36%| 2.88%
Count Psychosis+arteriosclerosis . - 12 13 5 12 8 50
Column Percent ’ SO s 8.76%| 5.49%| 420%| 6.22%] 541%

Row Percent 24.00%| 26.00%| 10.00%| 24.00%| 16.00%

Total Percent v : e s 1.44%| 1.56%] 0.60%| 1.44%] 0.96%| 6.00%
Count Psychosis+other somatic disease 3 1 0 1 3 8
Column Percent | ~ o : 2.19%] 042%] 0.00%| 052%| 2.03%

Row Percent 37.50%| 12.50%f 0.00%| 12.50%] 37.50%

Total Percent . . L 0.36%(| 0.12%| 0.00%| 0.12%]| 0.36%| 0.96%
Count Psychasis+psycho pathic personality 2 1 0 0 0 3
Column Percent ' o 1.46%| 0.42%] 0.00%| 0.00%| 0.00%

Row Percent 66.67%| 33.33%| 0.00%| 0.00%| 0.00%

Total Percent L 0.24%] 0.12%] 0.00%] 0.00%] 0.00%|_0.36%
Count Dementia Praecox 26 44 27 38 23 158
Column Percent ' 18.98%| 18.57%| 22.69%| 19.69%| 1554%

Row Percent 16.46%| 27.85%| 17.09%| 24.05%| 14.56%

Total Percent - » 3.12%| 5.28%| 324%| 4.56%| 276%|18.94%
Count Paranoid condition . 5 5 2 1 0 13
Column Percent | 365%| 2.11%| 1.68%| 0.52%| 0.00%

Row Percent 38.46%] 38.46%] 15.38%| 7.69%| 000%

Total Percert L e A e e 0.60%{ 0.60%) 0.24%] 0.12%) 0.00%] 1.56%
Count Senile psychosis - 2 13 3 21 17 56
Column Percent ‘ : : 1.46%| 549%| 2.52%)| 10.88%| 11.49%




Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row

Table 6.3.2 1933 1936 1939 1942 1943 | Totals
Row Percent 3.57%| 23.21%| 5.36%] 37.50%| 30.36%

Total Percent 5 0.24%] 1.56%| 0.36%| 252%| 204%l 671%
Count Senile deterioration 2 3 0 9 0 14
Column Percent = 1.46%| 1.27%| 0.00%| 466%| 0.00%

Row Percent 14.29%| 21.43%| 0.00%] 64.29%| 0.00%

Total Percent LS 0.24%) 0.36%| 0.00%] 1.08%| 0.00%| 1.68%
Count Feebleminded ... 11 11 4 8 4 38
Column Percent A 8.03%| 4.64%| 3.36%| 4.15%| 2.70%

Row Percent 28.95%) 28.95%| 10.53%} 21.05%| 10.53%

Total Percent S : R 1.32%| 1.32%] 0.48%| 0.96%| 0.48%] 4.56%
Count Subnormal intelligence 1 0 0 0 0 1
Column Percent S » Lo 0.73%] 0.00%] 0.00%| 0.00%| 0.00%

Row Percent 1100.00%| 0.00%{ 0.00%| 0.00%{ 0.00%

Total Percent ~ 0.12%| 0.00%] 0.00%! 0.00%| 0.00%] 0.12%
Count DMD 0 2 2 1 7 12
Column Percent 0.00%; 0.84%| 168%| 0.52%| 4.73%

Row Percent 0.00%| 16.67%{ 16.67%| B8.33%| 58.33%

Total Percent 0.00%; 0.24%} 0.24%; 0.12%]| 0.84%| 1.44%
Count Imbecility 1 1 1 2 0 5
Column Percent : 0.73%] 042%] 084%| 1.04%| 0.00%

Row Percent 20.00%| 20.00%| 20.00%| 40.00%{ 0.00%

Total Percent v 0.12%) 0.12% 0.12%} 0.24%] 0.00%} 0.60%
Count idiocy 1 0 1 3 0 5
Column Percent 0.73%| 0.00%] 0.84%] 1.55%] 0.00%

Row Percent 20.00%| 0.00%| 20.00%| 60.00%| 0.00%

Total Percent : : ; 0.12%| 0.00%| 0.12%| 0.36%] 0.00%] 0.60%
Count Involutional melancholia - 6 4 3 2 2 17
Column Percent e L 4.38%| 1.69%| 2.52%| 1.04%; 1.35%

Row Percent 35.29%| 23.53%| 17.65%| 11.76%| 11.76%

Total Percent 0.72%| 0.48%| 0.36%} 0.24%) 0.24%j 2.04%




Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row
Table 6.3.2 1933 1936 1939 1942 1943 | Totals
Count Manic Depressive 8 27 20 20 26 101
Column Percent ' ‘ 5.84%)| 11.39%| 16.81%| 10.36%] 17.57%
Row Percent 7.92%| 26.73%| 19.80%| 19.80%| 25.74%
Total Percent ~ 0.96%1 3.24%| 240%| 240%] 3.12%}12.11%
Count Hypomanic 1 1 0 0 0 2
Column Percent : 0.73%] 0.42%| 0.00%| 0.00%| 0.00%
Row Percent 50.00%! 50.00%] 0.00%] 0.00%| 0.00%
Total Percent L o 0.12%] 0.12%| 0.00%] 0.00%] 0.00%} 0.24%]
Count Epileptic psychasis 5 3 5 6 2 21
Column Percent | - T 3.65%| 1.27%| 4.20%] 3.11%| 1.35%
Row Percent 23.81%| 14.28%! 23.81%| 28.57%| 9.52%|
Total Percent ; 0.60%| 0.36%! 0.60%| 0.72%| 0.24%) 2.52%
Count GP{ 15 35 9 20 24 103
Column Percent 10.95%| 14.77%| 7.56%| 10.36%| 16.22%
Row Percent 14.56%| 33.98%| 8.74%| 19.42%| 23.30%
Total Percent : 1.80%| 4.20%] 1.08%| 240%| 2.88%)12.35%
Count Delirium of unknown origin 1 0 2 2 2 7
Column Percent 0.73%| 0.00%| 1.68%] 1.04%] 1.35%
Row Percent 14.29%| 0.00%| 28.57%| 28.57%| 28.57%
Total Percent ‘ 0.12%| 0.00%] 0.24%]) 0.24%] 0.24%]| 0.84%
Count Psychopathic personality 3 2 1 4 4 14
Column Percent L o 2.19%] 0.84%] 084%] 2.07%| 2.70%
Row Percent 21.43%| 14.29%{ 7.14%| 28.57%] 28.57%
Total Percent . 0.36%] 0.24%| 0.12%| 0.48%!| 048%| 1.68%
Count Alcoholism 2 3 3 1 2 11
Column Percent | .- : 1.46%| 1.27%| 2.52%( 0.52%] 135%
Row Percent 18.18%| 27.27%| 27.27%| 9.09%| 18.18%)
Total Percent i S e 0.24%| 0.36%{ 0.36%] 0.12%] 024%| 1.32%
Count Alcohalic psychosis 6 6 2 15 7 36
Column Percent ' : : 4.38%] 2.53%| 168%| 7.77%| 4.73%




Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row

Table 6.3.2 1933 1936 | 1839 1942 1943 | Totals
Row Percent 16.67%| 16.67%| 5.56%| 41.67%| 19.44%

Total Percent v _ 0.72%| 0.72%] 0.24%| 1.80%| 0.84%} 4.32%
Count Psychoneuroses 3 5 2 6 1 17
Column Percent ; 2.19% 2.11%| 168%] 3.11%] 068%

Row Percent 17.65%| 29.41%| 11.76%| 35.29%| 5.88%

Total Percent _ 0.36%( 0.60%| 0.24%] 0.72%| 0.12%} 2.04%
Count Hysteria 1 2 0 0 0 3
Column Percent ‘ 0.73%| 0.84%| 0.00%] 0.00%| 0.00%

Row Percent 33.33%] 66.67%| 0.00%| 0.00%] 0.00%

Total Percent L L 0.12%] 0.24%| 0.00%]| 0.00%]| 0.00%{ 0.36%
Count Psychasthenia 1 0 0 0 0 1
Column Percent 0.73%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%] 0.00%} 0.00%] 0.00%] 0.00%

Total Percent v v 0.12%| 0.00%| 0.00%]| 0.00%| 0.00%{ 0.12%
Count Infectious delirium 2 0 0 0 0 2
Column Percent a 1.45%| 0.00%] 0.00%] 0.00%| 0.00%

Row Percent 100.00%] 0.00%] 0.00%] 0.00%] 0.00%

Total Percent 0.24%| 0.00%| 0.00%| 0.00%| 0.00%| 0.24%
Count Exhaustion psychosis 1 2 1 1 0 5
Column Percent ' D.73%| 0.84%| 0.84%| 0.52%| 0.00%

Row Percent 20.00%| 40.00%}| 20.00%| 20.00%{ 0.00%

Total Percent , 0.12%1 0.24%| 0.12%| 0.12%] 0.00%l 0.60%
Count Locomotor ataxia 1 0 0 0 0 1
Column Percent : 0.73%] 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%; 0.00%| 0.00%| 0.00%

Total Percent o T 0.12%] 0.00%| 0.00%| 0.00%(| 0.00%} 0.12%
Count Unstable emotional type 1 0 0 0 0 1
Column Percent | - Lo : | 0.73%] 0.00%] 0.00%] 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.12%{ 0.00%] 0.00%] 0.00%] 0.00%] 0.12%




Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row

Table 632 1933 1936 1939 1942 1943 | Totals
Count Acute confusional psychosis 0 3 0 0 0 3
Column Percent 0.00%| 1.27%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%)100.00%} 0.00%} 0.00%| 0.00%

Total Percent v _ 0.00%| 0.36%] 0.00%]| 0.00%| 0.00%| 0.36%
Count Puerperal psychosis . 0 5 4 2 2 13
Column Percent SR 0.00%! 2.11%| 3.36%] 1.04%| 1.35%

Row Percent 0.00%| 38.46%| 30.77%| 15.38%| 15.38%

Total Percent o 0.00%! 0.60%] 048%] 0.24%| 0.24%| 1.56%
Count Unknowri .~ . 0 4 0 0 0 4
Column Percent | - R 0.00%| 1.69%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%{100.00%| 0.00%j 0.00%] 0.00%

Total Percent . o L 0.00%| 0.48%] 0.00%| 0.00%| 0.00%] 0.48%
Count Infaction exhaustion psychosis 0 1 4 4 2 11
Column Percent i 0.00%| 0.42%] 3.36%) 2.07%)] 1.35%

Row Percent 0.00%| 9.09%]| 36.36%( 36.36%| 18.18%

Total Percent 0.00%| 0.12%{ 0.48%| 0.48%| 0.24%| 1.32%
Count Past infectious psychosis 0 1 0 0 0 1
Column Percent » ‘ 0.00%| 0.42%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%({100.00%| 0.00%| 0.00%{ 0.00%

Total Percent v C 0.00%| 0.12%] 0.00%) 0.00%] 0.00%| 0.12%
Count Traumatic psychosis 0 2 0 0 0 2
Column Percent ‘ 0.00%| 0.84%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%{100.00%1 0.00%] 0.00%| 0.00%

Total Percent R ' 0.00%| 0.24%] 0.00%| 0.00%| 0.00%| 0.24%
Count Psychosis + mental deficiency = 0 1 0 0 0 1
Column Percent ' e ' 0.00%] 0.42%] 0.00%| 0.00%| 0.00%

Row Percent 0.00%[100.00%{ 0.00%| 0.00%| 0.00%

Total Percent R 0.00%| 0.12%| 0.00%] 0.00%{ 0.00%} 0.12%
Count Drug addiction 0 1 0 0 0 1
Column Percent = : 0.00%| 0.42%| 0.00%| 0.00%| 0.00%




Diagnosis: breakdown by year

Diagnosis Year Year Year Year Year Row
Table 6.3.2 1933 1936 1939 1942 1¢43 | Totals
Row Percent 0.00%]100.00%| 0.00%} 0.00%{ 0.00%
Total Percent 0.00%| 0.12%| 0.00%| 0.00%| 0.00%| 0.12%
Count Neurasthenia = 0 1 0 0 0 1
Column Percent 0.00%| 0.42%]| 0.00%| 0.00%| 0.00%
Row Percent 0.00%{100.00%| 0.00%] 0.00%] 0.00%
Total Percent : . ' 0.00%| 0.12%] 0.00%]| 0.00%| 0.00%jf 0.12%
Count Toxic Infectious Psychosis 0 0 1 0 0 Kl
Column Percent SRR s 0.00%| 0.00%| 0.84%| 0.00%{ 0.00%
Row Percent 0.00%{ 0.00%]|100.00%| 0.00%{ 0.00%|
Total Percent 0.00%| 0.00%| 012%| 0.00%| 0.00%j 0.12%
Count Malingering . 0 0 1 1 0 2
Column Percent 0.00%] 0.00%| 0.84%| 052%| 0.00%
Row Percent 0.00%| 0.00%{ 50.00%| 50.00%| 0.00%
Total Percent 0.00%| 0.00%| 0.12%| 0.12%| 0.00%| 024%
Count Epilepsy 0 0 2 0 0 2
Column Percent ' 0.00%| 0.00%| 1.68%| 000%| 0.00%
Row Percent 0.00%| 0.00%(100.00%] 0.00%| 0.00%
Total Percent 0.00%| 0.00%] 024%] 0.00%| 0.00%| 024%
Count Post encephalitic psychosis 0 0 2 0 0 2
Column Percent : 0.00%| 0.00%| 1.68%] 0.00%| 0.00%
Row Percent 0.00%| 0.00%(100.00%| 0.00%| 0.00%
Total Percent . 0.00%| 0.00%| 0.24%! 0.00%]| 0.00%| 0.24%
Count Dagga Psychosis . 0 0 0 1 0 1
Column Percent 0.00%| 0.00%| 000%] 0.52%| 0.00%
Row Percent 0.00%| 0.00%| 0.00%[100.00%| 0.00%
Total Percent , T LR 0.00%| 0.00%] 000%| 0.12%| 0.00%} 0.12%
Count Undiagnosed psychosis 0 0 0 1 0 1
Column Percent | - Co 0.00%] 0.00%] 0.00%] 0.52%]| 0.00%
Row Percent 0.00%| 0.00%| 0.00%{100.00%| 0.00%
Total Percent 0.00%| 0.00%| 000%| 3.12%] 0.00%| 0.12%
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Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Count NMD 37 16 2 0 55
Column Percent 8.58%| 4.79%| 3.03%| 0.00%

Row Percent 67.27%| 29.09%| 3.64%! 0.00%

Total Percent 4.44%| 1.92%] 0.24%]| 0.00%] 6.59%
Count Unable to certify 8 12 4 0 24
Column Percent Y, 1.86%| 3.59%| 6.06%| 0.00%

Row Percent 33.33%| 50.00%| 16.67%| 0.00%

Total Percent = 0.96%| 1.44%| 0.48%| 0.00%| 2.88%
Count Psychosis+arteriosclerosis 24 23 3 0 50
Column Percent ' : S 557%| 6.89%| 455%! 0.00%

Row Percent 48.00%| 46.00%| 6.00%| 0.00%

Total Percent : Y /s 288%| 2.76%| 0.36%| 0.00%| 6.00%
Count Psychosis+other somatic disease 5 3 0 0 8
Column Percent : : 1.16%| 0.90%| 0.00%| 0.00%

Row Percent 62.50%| 37.50%| 0.00%]| 0.00%

Total Percent . . 0.60%| 0.36%| 0.00%] 0.00%] 0.96%
Count Psychosis+psycho pathic personalit 3 0 0 0 3
Column Percent 0.70%| 0.00%] 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent v 0.36%| 0.00%] 0.00%] 0.00% 0.36%
Count Dementia Praecox 71 61 26 0 158
Column Percent 16.47%]| 18.26%| 39.39%| 0.00%

Row Percent 44.94%| 3861%| 16.46%| 0.00%

Total Percent . 8.51%| 7.31%] 3.12%| 0.00%|[18.94%
Count Paranoid condition a 4 0 0 13
Column Percent : ' 2.09%| 1.20%| 0.00%| 0.00%

Row Percent 69.23%| 30.77%| 0.00%| 0.00%

Total Percent i T 1.08%| 0.48%| 0.00%| 0.00%j 1.56%
Count Senile psychosis 37 16 3 0 56
Column Percent | S 8.58%| 4.79%| 4.55%| 0.00%

Row Percent 66.07%| 28.57%| 5.36%| 0.00%




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Total Percent 444%| 1.92%| 0.36%| 0.00%| 6.71%
Count Senile deterioration 11 3 0 0 14
Column Percent 255%]| 0.90%| 0.00%] 0.00%

Row Percent 78.57%| 21.43%| 0.00%| 0.00%

Total Percent 1.32%| 0.36%| 0.00%]| 0.00%| 1.68%
Count Feebleminded 13 24 1 0 38
Column Percent i 3.02%| 7.19%| 1.52%| 0.00%

Row Percent 34.21%| 63.16%| 2.63%| 0.00%

Total Percent g a4 1.56%]  2.88%| 0.12%] 0.00%]| 4.56%
Count Subnormal intelligence 1 0 0 0 1
Column Percent o o 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%{ 0.00%| 0.00%| 0.00%

Total Percent ‘ , 0.12%| 0.00%| 0.00%| 0.00%j 0.12%
Count DMD 5 6 1 0 12
Column Percent 1.16%| 1.80%| 1.52%| 0.00%

Row Percent 41.67%| 50.00%| 8.33%| 0.00%

Total Percent 060%| 072%| 0.12%]| 0.00%| 1.44%
Count Imbecility 0 5 0 0 5
Column Percent 0.00%| 1.50%| 0.00%| 0.00%

Row Percent 0.00%{100.00%| 0.00%| 0.00%

Total Percent 0.00%] 0.60%| 0.00%] 0.00%] 0.60%
Count Idiocy 1 4 0 0 5
Column Percent 0.23%| 1.20%| 0.00%| 0.00%

Row Percent 20.00%| 80.00%| 0.00%| 0.00%

Total Percent : 0.12%| 0.48%| 0.00%| 0.00%| 0.60%
Count Involutional melancholia 16 1 0 0 17
Column Percent ’ 3.71% 0.30%| 0.00%| 0.00%

Row Percent 94.12%| 5.88%] 000%| 0.00%

Total Percent S . 1.92%| 0.12%| 0.00%] 0.00%[ 2.04%
Count Manic Depressive 59 34 5 3 101
Column Percent : 13.69%| 10.18%| 7.58%|100.00%




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Row Percent 58.42%| 33.66%| 4.95%| 2.97%

Total Percent . 7.07%| 4.08%| 0.60%| 0.36%{{12.11%
Count Hypomanic 2 0 0 0 2
Column Percent . 0.46%| 0.00%] 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.24%]| 0.00%| 0.00%] 0.00%| 0.24%
Count Epileptic psychosis 9 9 3 0 21
Column Percent S 2.09%| 269%| 4.55%| 0.00%

Row Percent 42.86%| 42.86%| 14.29%| 0.00%

Total Percent L 1.08%| 1.08%| 0.36%| 0.00%| 2.52%
Count GPI: 25 74 4 0 103
Column Percent 5.80%| 22.16%| 6.06%| 0.00%

Row Percent 24.27%| 71.84%| 3.88%| 0.00%

Total Percent y : o 3.00%| 8.87%| 0.48%| 0.00%][12.35%
Count Delirium of unknown origin 2 3 2 0 7
Column Percent : o 0.46%| 0.90%| 3.03%| 0.00%

Row Percent 28.57%| 42.86%| 28.57%| 0.00%

Total Percent 0.24%] 0.36%| 0.24%| 0.00%| 0.84%
Count Psychopathic personality 9 5 0 0 14
Column Percent g . 2.09%] 1.50%| 0.00%| 0.00%

Row Percent 64.29%( 35.71%| 0.00%| 0.00%

Total Percent 3 1.08%| 0.60%| 0.00%]| 0.00%) 1.68%
Count Alcoholism 10 0 1 0 11
Column Percent ' 2.32%| 0.00%| 1.52%] 0.00%

Row Percent 90.91%| 0.00%| 9.09%| 0.00%

Total Percent - : : 1.20%1 0.00%] 0.12%! 0.00%| 1.32%
Count Alcoholic psychosis. 31 3 2 0 36
Column Percent L P 7.19%| 0.90%| 3.03%| 0.00%

Row Percent 86.11%| 8.33%| 5.56%| 0.00%

Total Percent , 3.72%| 0.36%]| 0.24%| 0.00%| 4.32%
Count Psychoneuroses 17 0 0 0 17




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Column Percent 3.94%| 0.00%| 0.00%! 0.00%

Row Percent 100.00%| 0.00%| 0.00%{ 0.00%

Total Percent 2.04%| 0.00%] 0.00%] 0.00%| 2.04%
Count Hysteria 2 1 0 0 3
Column Percent 0.46%| 0.30%]; 0.00%| 0.00%

Row Percent 66.67%, 33.33%| 0.00%] 0.00%

Total Percent , 0.24%| 0.12%| 0.00%] 0.00%] 0.36%
Count Psychasthenia - 1 0 0 0 1
Column Percent ‘ 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent s 0.12%| 0.00%] 0.00%] 0.00%| 0.12%
Count infectious delirium 1 1 0 0 2
Column Percent 0.23%} 0.30%] 0.00%) 0.00%

Row Percent 50.00%| 50.00%| 0.00%]| 0.00%

Total Percent 0.12%] 0.12%| 0.00%] 0.00%]|l 0.24%
Count Exhaustion psychosis 0 5 0 0 5
Column Percent 0.00%| 1.50%| 0.00%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%

Total Percent 0.00%| 0.60%| 0.00%{ 0.00%] 0.60%
Count Locomotor ataxia 1 0 0 0 1
Column Percent ‘ 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%{ ©0.00%] 0.00%] 0.00%

Total Percent . - 0.12%| 0.00%| 0.00%{ 0.00%| 0.12%
Count Unstable emotional type 1 0 0 0 1
Column Percent ‘ 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent L ‘ 0.12%| 0.00%| 0.00%| 0.00%f 0.12%
Count Acute confusional psychosis 0 1 2 0 3
Column Percent AR 0.00%| 0.30%| 3.03%| 0.00%

Row Percent 0.00%| 33.33%| 66.67%| 0.00%

Total Percent 0.00%| 0.12%| 0.24%| 0.00%j} 0.36%




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Count Puerperal psychosis 4 8 1 0 13
Column Percent v . 0.93%| 2.40%| 1.52%| 0.00%

Row Percent 30.77%| 61.54%| 7.69%| 0.00%

Total Percent 0.48%) 0.96%i 0.12%| 0.00%| 1.56%
Count Unknown 2 1 1 0 4
Column Percent ‘ 0.46%) 0.30%| 1.52%| 0.00%

Row Percent 50.00%) 25.00%| 25.00%| 0.00%

Total Percent : A\ 0.24%| 0.12%] 0.12%] 0.00%§ 0.48%
Count Infection exhaustion psychosis. - 5 3 3 0 11
Column Percent _— RS M2 i 1.16%| 0.90%] 4.55%| 0.00%

Row Percent 1 45.45%| 27.27%| 27.27%| 0.00%

Total Percent S . : 0.60%]| 0.36%| 0.36%| 0.00%f 1.32%
Count Post infectious psychosis 1 0 0 0 1
Column Percent E 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent , ' 0.12%]| 0.00%] 0.00%| 0.00%] 0.12%
Count Traumatic psychosis 0 1 1 0 2
Column Percent 0.00%{ 0.30%| 1.52%| 0.00%

Row Percent 0.00%{ 50.00%| 50.00%| 0.00%

Total Percent ‘ L 0.00%]| 0.12%] 0.12%; 0.00%| 0.24%
Count Psychosis. + mental deficiency 1 0 0 0 1
Column Percent 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%} 0.00%| 0.00%{ 0.00%

Total Percent ’ - 0.12%| 0.00%] 0.00%| 0.00%] 0.12%
Count Drug addiction 1 0 0 0 1
Column Percent ' 0.23%] 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent L 0.12%] 0.00%]| 0.00%] 0.00%j 0.12%
Count Neurasthenia 1 0 0 0 1
Column Percent : 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 1€0.00%] 0.00%| 0.00%{ 0.00%




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row

Table 6.3.3. Eur Col Native | Indian | Totals
Total Percent 0.12%; 0.00%| 0.00%]| 0.00%)| 0.12%
Count Toxic Infectious Psychosis 1 0 0 0 1
Column Percent : 0.23%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent o K¢ 0.12%] 0.00%| 0.00%| 0.00%| 0.12%
Count Malingering = - 1 1 0 0 2
Column Percent Ce o 0.23%| 0.30%| 0.00%] 0.00%

Row Percent ) 50.00%| 50.00%| 0.00%]| 0.00%

Total Percent ' b 0.12%] 0.12%| 0.00%| 0.00%j)i 0.24%
Count Epilepsy .- 1 1 0 0 2
Column Percent R 0.23%| 0.30%| 0.00%| 0.00%

Row Percent 50.00%| 50.00%| 0.00%| 0.00%

Total Percent o L 0.12%) 0.12%| 0.00%] 0.00%| 0.24%
Count Post encephalitic psychosis 1 1 0 0 2
Column Percent - : 0.23%| 0.30%| 0.00%| 0.00%

Row Percent 50.00%| 50.00%! 0.00%| 0.00%

Total Percent 0.12%] 0.12%] 0.00%] 0.00%] 0.24%
Count Dagga Psychosis 0 1 0 0 1
Column Percent o } 0.00%| 0.30%| 0.00%| 0.00%

Row Percent 0.00%[{100.00%{ 0.00%| 0.00%

Total Percent . 0.00%! 0.12%| 0.00%| 0.00%| 0.12%
Count Undiagnosed psychosis 0 1 0 0 1
Column Percent 0.00%| 0.30%| 0.00%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%

Total Percent N 3 , 0.00%| 0.12%| 0.00%| 0.00%|l 0.12%
Count Paraphrenia - 1 0 0 0 1
Column Percent : S . 0.23%| 0.00%| 0.00%| 0.00%

Row Percent .1100.00%| 0.00%| 0.00%| 0.00%

Total Percent , . : 0.12%| 0.00%| 0.00%| 0.00%| 0.12%
Count Toxic Exhaustion Psychosis 0 2 0 0 2
Column Percent ‘ : 0.00%| 060%| 0.00%| 0.00%




Diagnoses: breakdown by race

Diagnosis Race Race Race Race Row
Table 6.3.3. Eur Col Native | Indian | Totals
Row Percent 0.00%|100.00%i 0.00%| 0.00%
Total Percent . 0.00%| 0.24%| 0.00%| 0.00%| 0.24%
Count Presenile Dementia . 0 0 1 0 1
Column Percent ‘ 0.00%| 0.00%{ 1.52%| 0.00%
Row Percent 0.00%| 0.00%]100.00%{ 0.00%
Total Percent e 0.00%] 0.00%] 0.12%] 0.00%| 0.12%
Count All Grps. .. 431 334 66 3 834
Total Percent ' ‘ 51.68%| 40.05%| 7.91%| 0.36%




Diagnosis: breakdown by gender

Diagnosis Gender | Gender | Row
Table 8.3.4 M F Totals
Count NMD 46 9 55
Column Percent ‘ 897%| 2.80%
Row Percent 83.64%| 16.36%
Total Percent Lo e e 5.52%| 1.08%| 6.59%
Count Unable to cértify -+ - 21 3 24
Column Percent | - SRR 409%| 0.93%
Row Percent 87.50%| 12.50%
Total Percent S i : 2.52%! 0.36%| 2.88%
Count Psychosis+arteriosclergsis - 29 21 50
Column Percent S 565%| 6.54%
Row Percent 58.00%| 42.00%
Total Percent S STl e ; 3.48%| 2.52%l 6.00%
Count Psychosis+other somatic disease - 5 3 8
Column Percent | ~: BeE g s 0.97%| 0.93%
Row Percent 62.50%| 37.50%
Total Percent - SR e 0.60%| 0.36%| 0.96%
Count Psychosis+psycha pathic personality 2 { 3
Column Percent |- : Lo 0.39%| 0.31%
Row Percent 66.67%| 33.33%
Total Percent R E (R 0.24%| 0.12%] 0.36%
Count Dementia Pragcox: 101 57 158
Column Percent R 19.69%| 17.76%
Row Percent 63.92%| 36.08%
Total Percent , a S 12.11%| 6.83%(18.94%
Count Paranoid condition = 8 5 13
ColumnPercent | . - s 1.56%| 1.56%
Row Percent 61.54%| 38.46%
Total Percent . w SR 0.96%| 0.60%} 1.56%
Count Senile psychosis = . " 18 38 56
Column Percent B 3.51%| 11.84%
Row Percent 32.14%| 67.86%
Total Percent : : . 2.16%) 4.56%| 6.71%
Count Senile deterioration: . 8 6 14
Column Percent ‘ ~ N 1.56%! 1.87%
Row Percent 57.14%| 42.86%
Total Percent Y & A2 0.96%| 0.72%| 1.68%
Count Feebleminded:: . 19 19 38
Column Percent C 3.70%| 5.92%
Row Percent 50.00%| 50.00%
Total Percent : ~ 2.28%]| 2.28%| 4.56%
Count Subnormal intelligence 1 0 1
Column Percent - 0.19%| 0.00%
Row Percent 100.00%| 0.00%
Tctal Percent 0.12%( 0.00%| 0.12%
Count DMD 9 3 12
Column Percent 1.75%| 0.93%
Row Percent 75.00%! 25.00%
Total Percent : 1.08%| 0.36%| 1.44%
Count Imbecility 3 2 5
Column Percent 0.58%| 0.62%




Diagnosis: breakdown by gender

Diagnosis Gender | Gender | Row

Table 6.3.4 M F Totals
Row Percent 60.00%| 40.00%

Total Percent 0.36%| 0.24%f 0.60%
Count Idiocy - = 2 3 5
Column Percent , 0.39%| 0.93%

Row Percent 40.00%| 60.00%

Total Percent . : 0.24%| 0.36%] 0.60%
Count Inveolutional melancholia 8 9 17
Column Percent o ' 1.56%| 2.80%

Row Percent 47.06%| 52.94%

Total Percent . L 0.96%( 1.08%]| 2.04%
Count Manic Depressive 51 50 101
Column Percent ' S 9.94%| 15.58%

Row Percent 50.50%| 49.50%

Total Percent : 6.12%| 6.00%}12.11%
Count Hypomanic 1 1 2
Column Percent Lo 019%| 031%

Row Percent 50.00%| 50.00%

Total Percent SR LTI 0.12%| 0.12%| 0.24%
Count Epileptic psychosis - 14 7 21
Column Percent |~ 7 iii o e 273%| 2.18%

Row Percent 66.67%| 33.33%

Total Percent 1.68%| 0.84%} 2.52%
Count GPL . 73 30 103
Column Percent |- 1423%| 9.35%

Row Percent 70.87%!| 29.13%

Total Percent : i 8.75%| 3.60%[/12.35%
Count Delirium of unknown origin 6 1 7
Column Percent | 7+ ' B 117%| 0.31%

Row Percent 8571%| 14.29%

Total Percent : S : . 0.72%| 0.12%) 0.84%
Count Psychopathic personality 14 0 14
Column Percent g N 2.73%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent : B 1.68%| 0.00%|[ 1.68%
Count Alcoholism - 7 4 11
Column Percent o Lo 1.36%| 1.25%

Row Percent 63.64%| 36.36%

Total Percent 0.84%| 0.48%]| 1.32%
Count Alcoholic'psychaosis ¢ - 31 5 36
Column Percent S 6.04%| 1.56%

Row Percent 86.11%| 13.89%

Total Percent : 3.72%| 0.60%| 4.32%
Count Psychoneuroses - 8 9 17
Column Percent o 1.56%| 2.80%

Row Percent 47 06%| 52.94%

Total Percent : 0.96%| 1.08%] 2.04%
Count Hysteria 0 3 3
Column Percent - 0.00%| 0.93%

Row Percent 0.00%|100.00%

Total Percent 0.00%| 0.36%] 0.36%




Diagnosis: breakdown by gender

Diagnosis Gender | Gender | Row

Table 6.3.4 M F Totals
Count Psychasthenia 1 0 1
Column Percent | - ' 0.19%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent Do 0.12%| 0.00%] 0.12%
Count Infectious delirium 1 1 2
Column Percent ' ST 0.19%| 0.31%

Row Percent 50.00%| 50.00%

Total Percent 0.12%| 0.12%| 0.24%
Count Exhaustion psychosis 0 5 5
Column Percent T e 0.00%| 1.56%

Row Percent 0.00%|100.00%

Total Percent S 0.00%| 0.60%li 0.60%
Count Locomotor ataxia - 1 0 1
ColumnPercent | =~ ST 0.19%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent ‘ : T 0.12%] 0.00%] 0.12%
Count Unstable emotional type: " 1 0 1
Column Percent |~ - TR R 0.19%| 0.00%

Row Percent 100.00%! 0.00%

Total Percent : S SR 0.12%| 0.00%}{ 0.12%
Count Acute confusional psychosis 2 1 3
Column Percent | - - I, 0.39%| 0.31%

Row Percent 66.67%| 33.33%

Total Percent , 0.24%| 0.12%l 0.36%
Count Puerperal psychosis - 0 13 13
Column Percent |- coaTe e 0.00%| 4.05%

Row Percent 0.00%(100.00%

Total Percent 0.00%| 1.56%h 1.56%
Count Unknown 3 1 4
Column Percent |- 0.58%| 0.31%

Row Percent 75.00%| 25.00%

Total Percent : » . 0.36%| 0.12%| 0.48%
Count Infection exhaustion psychosis 7 4 11
Column Percent ' s 1.36%| 1.25%

Row Percent 63.64%| 36.36%

Total Percent o\ 0.84%| 0.48%| 1.32%
Count Post infectious psychiosis 1 0 1
Column Percent e SR 0.19%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent . . 0.12%| 0.00%| 0.12%
Count Traumatic psychosis 2 0 2
Column Percent 0.39%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent : , 0.24%| 0.00%| 0.24%
Count Psychosis + mental deficiency 0 1 1
Column Percent : o 0.00%| 0.31%

Row Percent 0.00%|100.00%

Total Percent 0.00%! 0.12%| 0.12%
Count Drug addiction 1 0 1
Column Percent 0.19%| 0.00%




Diagnosis: breakdown by gender

Diagnosis Gender | Gender | Row

Table 6.3.4 M F Totals
Row Percent 100.00%| 0.00%

Total Percent 0.12%| 0.00%]i 0.12%
Count Neurasthenia 1 0 1
Column Percent ' | 0.19%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent P , 0.12%] 0.00%) 0.12%
Count Toxic Infectious Psychosis - 0 1 1
Column Percent | - R 0.00%| 0.31%

Row Percent 0.00%|100.00%

Total Percent TR R 0.00%| 0.12%}l 0.12%
Count Malingering 2 0 2
Column Percent | : : 0.39%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent 0.24%| 0.00%] 0.24%
Count Epilepsy * . 1 1 2
Column Percent G o 0.19%| 0.31%

Row Percent 50.00%| 50.00%

Total Percent o S 0.12%1 0.12%]| 0.24%
Count Post encephalitic psychosis 1 1 2
Column Percent | =~ = ooy e s 0.19%| 0.31%

Row Percent 50.00%| 50.00%

Total Percent Coa 0.12%[ 0.12%}| 0.24%
Count Dagga Psychosis 1 0 1
Column Percent LT 0.19%! 0.00%

Row Percent 100.00%| 0.00%

Total Percent R SR 0.12%| 0.00%| 0.12%
Count Undiagnosed psychosis 1 0 1
Column Percent K R 0.19%| 0.00%

Row Percent S 100.00%| 0.00%

Total Percent : 0.12%| 0.00%ji 0.12%
Count Paraphrenia - 0 1 1
Column Percent 0.00%| 0.31%

Row Percent 0.00%1]100.00%

Total Percent . 0 0.00%| 0.12%| 0.12%
Count Toxic Exhaustion Psychosis 0 2 2
Column Percent | - L VRS 0.00%| 062%

Row Percent 0.00%]100.00%

Total Percent 0.00%! 0.24%ll 0.24%
Count Presenile Dementia: 1 0 1
Column Percent | ' ‘ 0.19%| 0.00%

Row Percent 100.00%| 0.00%

Total Percent 0.12%| 0.00%] 0.12%
Count All Grps 513 321 834
Total Percent 61.51%| 38.49%




Treatment: Frequency table

Count | Cumulative | Percent | Cumulative
Table 6.4.1 Count Percent
General 3 3| 0.35672 0.3567
Institutional 48 51| 5.70749 6.0642
Hospital 5 56| 0.59453 6.6587
Bed Rest 3 591 0.35672 7.0155
Constitutional 1 60| 0.11891 7.1344
Restrained 6 66| 0.71344 7.8478
[ Hygiene Treatment 1 67| 0.11891 7.9667
Narcotics 11 78| 1.30797 9.2747
Sedatives 74 152| 8.79905 18.0737
Pyrexical treatment 4 156| 0.47562 18.5493
Tryparsamide 5 161| 0.59453 19.1439
Somnifane 7 168| 0.83234 19.9762
Camphor in oil 14 182 1.66468 21.6409
Rubyl injection 5 187| 0.59453 22.2354
Anti-syphilitic treatment 37 224| 4.39952 26.6350
Insulin 3 227| 0.35672 26.9917
Cardiazol 22 249| 2.61593 29.6076
Phrenazol 20 269| 2.37812 31.9857
Electrical treatment 57 326} 6.77765 38.7634
Hydrotherapy 3 329| 0.35672 39.1201
oT 18 347| 2.14031 41.2604
Pyrifer Hydroxide 11 358] 1.30797 42.5684
Malaria 3 361| 0.35672 42 9251
Glucose 2 363| 0.23781 43.1629
Gardenal 8 371] 0.95125 44 1141
GPl-treatment 1 372| 0.11891 44,2331
Alcoholic treatment 1 373 0.11891 44 3520
Oxygen 1 374| 0.11891 44 4709
Luminal 4 378| 0.47562 44,9465
Betaxon treatment 1 379[ 0.11891 45.0654
Vitamin therapy 4 383| 0.47562 45.5410
Fever therapy 3 386| 0.35672 45,8977
Protein shock therapy 1 387] 0.11891 46.0166
Unknown 19 406 2.25922 48.2759
None 430 836/51.12961 99.4055
Missing 5 841} 0.59453| 100.0000




Treatment Year Year Year Year Year Row

Table 6.4.2 1933 1936 1939 1942 1943 | Totals
Count Senel 2 0 1 0 0 3
Column Percent 1.45%| 0.00%| 0.83%| 0.00%| 0.00%

Row Percent 66.67%| 0.00%| 33.33%| 0.00%| 0.00%

Total Percent 0.24%| 0.00%| 0.12%| 0.00%| 0.00%| 0.36%
Count 2 45 1 0 0 48
Column Percent 1.45%| 18.99%; 0.83%| 0.00%| 0.00%

Row Percent 417%| 93.75%| 2.08%| 0.00%| 0.00%

Total Percent 0.24%| 5.38%| 0.12%| 0.00%| 0.00%]| 5.74%
Count 0 4 0 0 1 5
Column Percent 0.00%| 1.69%| 0.00%| 0.00%| 0.68%

Row Percent 0.00%| 80.00%| 0.00%| 0.00%| 20.00%

Total Percent 0.00%| 0.48%| 0.00%| 0.00%| 0.12%] 0.60%
Count 2 1 0 0 0 3
Column Percent 1.45%| 0.42%| 0.00%| 0.00%| 0.00%

Row Percent i 66.67%| 33.33%| 0.00%| 0.00%| 0.00%

Total Percent 0.24%| 0.12%| 0.00%| 0.00%| 0.00%] 0.36%
Count 1 0 0 0 0 1
Column Percent 0.72%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.12%| 0.00%| 0.00%| 0.00%} 0.00%| 0.12%
Count 3 3 0 0 0 6
Column Percent 4 217%| 1.27%| 0.00%| 0.00%]| 0.00%

Row Percent 50.00%| 50.00%| 0.00%| 0.00%| 0.00%

Total Percent ] 0.36%| 0.36%| 0.00%| 0.00%| 0.00%| 0.72%
Count 4 1 0] 0 0 0 1
Column Percent |5 q 072%| 0.00%]| 0.00%| 0.00%| 0.00%

Row Percent E { 100.00%| 0.00%| 0.00%| 0.00%| 0.00%

Total Percent 1 012%| 0.00%| 0.00%| 0.00%| 0.00%| 0.12%
Count 4 4 1 1 1 11
Column Percent 1 2.90%| 1.69%| 0.83%| 052%| 068%

Row Percent 36.36%| 36.36%| 9.09%| 9.08%| 9.09%

Total Percent 4 0.48%| 0.48%| 0.12%| 0.12%! 0.12%| 1.32%
Count 20 32 10 5 7 74
Column Percent | o] 14.49%| 13.50%| 8.33%| 2.59%| 4.73%

Row Percent 4 27.03%] 43.24%| 13.51%| 6.76%| 9.46%

Total Percent 1 2.39%| 3.83%| 1.20%| 0.60%| 0.84%| 8.85%
Count 0 3 0 0 1 4
Column Percent 0.00%]| 1.27%| 0.00%| 0.00%| 0.68%

Row Percent 0.00%| 75.00%| 0.00%| 0.00%| 25.00%

Total Percent 0.00%]| 0.36%| 0.00%| 0.00%| 0.12%} 0.48%
Count 2 1 0 2 0 5
Column Percent 1.45%| 0.42%| 0.00%| 1.04%| 0.00%

Row Percent 40.00%| 20.00%| 0.00%]| 40.00%| 0.00%

Total Percent 0.24%| 0.12%| 0.00%| 0.24%| 0.00%| 0.60%
Count 3 4 0 0 0 7
Column Percent 2.17%| 1.69%| 0.00%| 0.00%| 0.00%




Treatment Year Year Year Year Year Row
Table 6.4.2 1933 1936 1939 1942 1943 | Totals
Row Percent 42.86%| 57.14%| 0.00%| 0.00%| 0.00%

Total Percent 0.36%| 048%| 0.00%| 0.00%| 0.00%| 0.84%

Count 0 12 2 0 0 14

Column Percent 0.00%| 5.06%| 1.67%| 0.00%| 0.00%

Row Percent 0.00%] 85.71%| 14.29%| 0.00%| 0.00%

Total Percent 0.00%| 1.44%| 0.24%| 0.00%| 0.00%| 1.67%

Count 0 0 0 0 5 5
Column Percent 0.00%| 0.00%| 0.00%| 0.00%| 3.38%
Row Percent 0.00%| 0.00%| 0.00%| 0.00%|100.00%
Total Percent 0.00%] 0.00%]| 0.00%| 0.00%| 0.60%| 0.60%
Count 1 1 5 10 20 37
Column Percent 0.72%| 0.42%| 4.17%| 5.18%| 13.51%
Row Percent 270%| 270%| 13.51%| 27.03%| 54.05%
Total Percent 0.12%| 0.12%| 060%| 1.20%| 2.39%| 4.43%
Count 0 0 2 1 0 3
Column Percent 0.00%| 0.00%| 1.67%| 0.52%| 0.00%
Row Percent 0.00%| 0.00%| 66.67%| 33.33%| 0.00%

Total Percent 0.00%| 0.00%| 024%| 0.12%| 0.00%| 0.36%

Count 0 0 14 7 1 22

Column Percent | 0.00%| 0.00%| 11.67%| 363%| 0.68%

Row Percent 0.00%| 0.00%| 63.64%| 31.82%| 4.55%
Total Percent 0.00%| 0.00%| 1.67%| 0.84%| 0.12%| 2.63%
Count 0 0 2 13 5 20
Column Percent 0.00%| 0.00%| 1.67%| 6.74%| 3.38%
Row Percent 0.00%| 0.00%| 10.00%| 65.00%| 25.00%
Total Percent 0.00%| 0.00%]| 0.24%| 1.56%| 0.60%| 2.39%
Count 0 0 0 23 34 57
Column Percent 0.00%| 0.00%| 0.00%| 11.92%| 22.97%
Row Percent 0.00%| 0.00%| 0.00%| 40.35%| 59.65%
Total Percent 0.00%| 0.00%| 0.00%| 2.75%| 4.07%| 6.82%
Count 0 0 0 2 1 3

Column Percent 0.00%| 0.00%| 0.00%| 1.04%| 0.68%

Row Percent 0.00%| 0.00%| 0.00%| 66.67%| 33.33%

Total Percent 0.00%| 0.00%| 0.00%| 0.24%| 0.12%| 0.36%
Count 1 6 2 4 5 18
Column Percent 0.72%| 2.53%| 1.67%| 207%| 3.38%
Row Percent 5.66%| 33.33%| 11.11%| 22.22%| 27.78%
Total Percent 0.12%| 0.72%| 0.24%| 0.48%| 0.60%| 2.15%
Count 1 10 0 0 0 11
Column Percent 0.72%| 4.22%| 0.00%| 0.00%| 0.00%
Row Percent 9.08%| 90.91%| 0.00%| 0.00%| 0.00%
Total Percent 0.12%]| 1.20%| 000%| 0.00%| 0.00%| 1.32%
Count 0 1 | 0 1 3
Column Percent 0.00%| 0.42%| 0.83%| 0.00%| 0.68%
Row Percent 0.00%| 33.33%| 33.33%| 0.00%| 33.33%

Total Percent 0.00%] 0.12%| 0.12%| 0.00%| 0.12%|| 0.36%




' Treatment Year Year Year Year Year Row
Table 6.4.2 1933 1936 1939 1942 1943 | Totals
Count GO 0 2 0 0 0 2
Column Percent 0.00%| 0.84%| 0.00%; 0.00%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| ©0.00%| 0.00%

Total Percent 0.00%| 0.24%| 0.00%| 0.00%| 0.00%] 0.24%
Count 0 0 3 3 2 8
Column Percent 0.00%| 0.00%| 2.50%| 1.55%| 1.35%

Row Percent 0.00%| 0.00%| 37.50%| 37.50%| 25.00%

Total Percent 0.00%| 0.00%| 036%| 0.36%| 0.24%| 0.96%
Count 0 0 1 0 0 1
Column Percent 0.00%! 0.00%| 0.83%| 0.00%| 0.00%

Row Percent 0.00%| 0.00%(100.00%| 0.00%| 0.00%

Total Percent 0.00%( 0.00%( 0.12%| 0.00%( 0.00%| 0.12%
Count 0 0 1 0 0 1
Column Percent 0.00%| 0.00%| 0.83%| 0.00%| 0.00%

Row Percent 0.00%| 0.00%|100.00%| 0.00%| 0.00%

Total Percent 0.00%]| 0.00%| 0.12%| 0.00%| 0.00%| 0.12%
Count 0 0 0 1 0 1
Column Percent 0.00%( 0.00%| 0.00%| 0.52%! 0.00%

Row Percent 0.00%| 0.00%| 0.00%(100.00%| 0.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.12%| 0.00%| 0.12%
Count 3 1 0 0 0 4
Column Percent i 217%| 0.42%| 0.00%| 000%| 0.00%

Row Percent 1 75.00%| 25.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.36%| 0.12%]| 0.00%| 0.00%| 0.00%| 0.48%
Count 0 0 0 1 0 1
Column Percent 0.00%| 0.00%| 0.00%| 0.52%| 0.00%

Row Percent 0.00%( 0.00%| 0.00%{100.00%! 0.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.12%| 0.00%| 0.12%
Count 0 0 0 3 1 4
Column Percent 0.00%| 0.00%| 0.00%| 1.55%| 0.68%]

Row Percent 0.00%| 0.00%| 0.00%| 75.00%| 25.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.36%| 0.12%| 0.48%
Count Q 0 0 1 2 3
Column Percent 0.00%| 0.00%| 0.00%| 0.52%| 1.35%

Row Percent 0.00%| 0.00%| 0.00%| 33.33%| 66.67%

Total Percent 0.00%] 0.00%| 0.00%| 0.12%| 0.24%| 0.36%
Count 0 0 0 1 0 1
Column Percent 0.00%| 0.00%| 0.00%| 0.52%| 0.00%

Row Percent 0.00%| 0.00%| 0.00%|100.00%| 0.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.12%| 0.00% 0.12%
Count . 12 6 0 1 0 19
Column Percent | 8.70%| 2.53%| 0.00%| 0.52%| 0.00%

Row Percent ' 63.16%| 31.58%| 0.00%| 5.26%| 0.00%

Total Percent 1.44%| 0.72%| 0.00%| 0.12%| 0.00%| 2.27%
Count 80 101 74 114 61 430
Column Percent |, i1 57.97%| 42.62%| 61.67%| 59.07%| 41.22%




Treatment Year Year Year Year Year Row
Table 6.4.2 1933 1936 1939 1942 1943 | Totals
Row Percent | 18.60%| 23.49%| 17.21%| 26.51%| 14.19%]-
Total Percent 9.57%| 12.08%| 8.85%| 13.64%| 7.30%[{51.44%
Count 138 237 120 193 148 836
Total Percent 16.51%| 28.35%| 14.35%| 23.09%| 17.70%




Treatment: breakdown by race

Treatment Race Race Race | Race | Row

Table 6.4.4.1 Eur Col Native | Indian | Totals
Count 1 2 0 0 3
Column Percent 0.23%| 0.60%| 0.00%| 0.00%

Row Percent 33.33%| 66.67%| 0.00%| 0.00%

Total Percent 0.12%| 0.24%| 0.00%| 0.00%| 0.36%
Count 22 21 5 0 48
Column Percent 510%| 6.27%| 7.58%| 0.00%

Row Percent 4583%| 43.75%|10.42%| 0.00%

Total Percent 2.63%| 2.51%! 0.60%| 0.00%{ 5.75%
Count 4 1 0 0 5
Column Percent 0.93%| 0.30%| 0.00%| 0.00%

Row Percent 80.00%| 20.00%| 0.00%| 0.00%

Total Percent 0.48%| 0.12%| 0.00%| 0.00%]| 0.60%
Count 2 1 0 0 3
Column Percent [Fiiis saiiel  0.46%| 0.30%| 0.00%| 0.00%

Row Percent s 66.67%| 33.33%| 0.00%| 0.00%

Total Percent R T 0.24%]  0.12%] 0.00%| 0.00%| 0.36%
Count gl 0 1 0 0 1
Column Percent [F@dis : #  0.00%| 0.30%| 0.00%| 0.00%

Row Percent e EE e 0.00%[100.00%| 0.00%| 0.00%

Tota! Percent EE e e 0 0.00%| 0.12%| 0.00%! 0.00%|l 0.12%
Count Re g el 2 3 1 0 6
Column Percent |7 = T 0.46%| 0.90%| 1.52%| 0.00%

Row Percent e T 33.33%| 50.00%(16.67%| 0.00%

Total Percent i = 0.24%| 0.36%| 0.12%| 0.00%|| 0.72%
Count : r Wi 1 0 0 0 1
Column Percent samiinises 0.23%(  0.00%| 0.00%| 0.00%

Row Percent T S 1100.00%| 0.00%| 0.00%| 0.00%

Total Percent S S 0.12%] 0.00%) 0.00%] 0.00%} 0.12%
Count cobles = 7 4 0 0 11
Column Percent [E25 = g 1.62%|  1.19%| 0.00%| 0.00%

Row Percent e T 63.64%| 36.36%| 0.00%| 0.00%

Total Percent S ot 0.84%]  0.48%| 0.00%] 0.00%[ 1.32%
Count Sedz R 46 26 1 1 74
Column Percent S 1067%| 7.76%| 1.52%(33.33%

Row Percent 2| 62.16%| 35.14%)| 1.35%| 1.35%

Total Percent S8 551%| 3.11%| 0.12%] 0.12%]| 8.86%
Count i 3 1 0 0 4
Column Percent |- ] 070%| 0.30%| 0.00%| 0.00%

Row Percent 4| 75.00%| 25.00%| 0.00%| 0.00%

Total Percent 0.36%| 0.12%| 0.00%| 0.00%j 0.48%
Count 4 1 0 0 5
Column Percent 0.93%| 0.30%| 0.00%| 0.00%

Row Percent 80.00%| 20.00%| 0.00%]| 0.00%

Total Percent 0.48%| 0.12%| 0.00%| 0.00%j 0.60%
Count 4 2 1 0 7
Column Percent 0.93%| 060%| 1.52%| 0.00%




Treatment: breakdown by race

Treatment Race Race Race | Race | Row
Table 6.4.4.1 Eur Col Native | Indian | Totals
Row Percent 57.14%| 28.57%|14.29%| 0.00%
Total Percent 0.48%| 0.24%| 0.12%]| 0.00%)| 0.84%
Count 3 9 2 0 14
Column Percent 0.70%| 269%| 3.03%| 0.00%
Row Percent 21.43%| 64.29%{14.29%! 0.00%
Total Percent 0.36%| 1.08%| 0.24%| 0.00%| 1.68%
Count 0 5 0 0 5
Column Percent 0.00%| 1.49%| 0.00%| 0.00%
Row Percent 0.00%|100.00%| 0.00%| 0.00%
Total Percent 0.00%| 0.60%] 0.00%| 0.00%| 0.60%
Count 9 24 4 0 37
Column Percent 2.09%| 7.16%| 6.06%| 0.00%l
Row Percent 24.32%| 64.86%(10.81%( 0.00%
Total Percent 1.08%| 2.87%]| 0.48%]| 0.00%| 4.43%
Count 1 2 0 0 3
Column Percent 0.23%| 0.60%| 0.00%| 0.00%
Row Percent 33.33%| 66.67%| 0.00%| 0.00%
Total Percent = 0.12%| 0.24%( 0.00%( 0.00%{ 0.36%
Count 1 17 5 0 0 22
Column Percent [Easasna K 3.94%| 1.49%] 0.00%| 0.00%
Row Percent P 1 77.27%)| 22.73%| 0.00%| 0.00%
Total Percent G R 2.04%| 0.60%| 0.00%| 0.00%] 2.63%
Count S e 17 3 0 0 20
Column Percent [ 3.94%| 0.90%| 0.00%| 0.00%
Row Percent SR = 85.00%| 15.00%| 0.00%| 0.00%
Total Percent i i 2.04%| 0.36%| 0.00%| 0.00%| 2.40%
Count Ej N 32 16 9 0 57
Column Percent [z z i 7.42%| 4.78%(13.64%| 0.00%
Row Percent SRR el 56 14%)| 28.07%(15.79%| 0.00%
Total Percent B i 2] 3.83%| 1.92%| 1.08%] 0.00%| 6.83%
Count Hy - 3 0 0 0 3
Column Percent S 0.70%| 0.00%| 0.00%| 0.00%
Row Percent =1100.00%( 0.00%| 0.00%| 0.00%
Total Percent 0.36%| 0.00%! 0.00%| 0.00%| 0.36%
Count 17 1 0 0 18
Column Percent 3.94%| 0.30%| 0.00%| 0.00%
Row Percent 94 44%| 5.56%| 0.00%| 0.00%
Total Percent 2.04%| 0.12%| 0.00%| 0.00%l 2.16%
Count 2 8 1 0 11
Column Percent 0.46%| 2.39%| 1.52%| 0.00%
Row Percent 18.18%| 72.73%| 9.09%| 0.00%
Total Percent 0.24%| 0.96%| 0.12%| 0.00%]| 1.32%
Count 2 1 0 0 3
Column Percent 0.46%| 0.30%| 0.00%| 0.00%
Row Percent 66.67%| 33.33%| 0.00%| 0.00%
Total Percent 0.24%| 0.12%]| 0.00%]| 0.00%] 0.36%




Treatment: breakdown by race

Treatment Race Race Race | Race | Row
Table 6.4.4.1 Col Native | Indian | Totals
Count 1 0 0 2
Column Percent 0.30%[ 0.00%| 0.00%
Row Percent 50.00%} 0.00%| 0.00%
Total Percent 0.12%| 0.00%| 0.00%| 0.24%
Count 5 0 0 8
Column Percent 1.49%| 0.00%| 0.00%
Row Percent 62.50%| 0.00%| 0.00%
Total Percent 0.60%| 0.00%| 0.00%| 0.96%
Count 1 0 0 1
Column Percent 0.30%| 0.00%| 0.00%
Row Percent = 100.00%| 0.00%| 0.00%
Total Percent 0.12%| 0.00%| 0.00%| 0.12%
Count A 0 0 0 1
Column Percent [+ Sa 0.00%| 0.00%| 0.00%
Row Percent #4100.00%| 0.00%| 0.00%| 0.00%
Total Percent 0.12%] 0.00%| 0.00%]| 0.00%j 0.12%
Count £ 1 0 0 0 1
Column Percent [ e 0.23%| 0.00%] 0.00%| 0.00%
Row Percent ok B 1100.00%| 0.00%]| 0.00%| 0.00%
Total Percent o feEaie  0.12%|  0.00%| 0.00%| 0.00%f 0.12%
Count : A 1 3 0 0 4
Column Percent G 0.23%| 0.90%| 0.00%| 0.00%
Row Percent = SEa| 25.00%| 75.00%| 0.00%| 0.00%
Total Percent R T 0.12%]  0.36%| 0.00%| 0.00%)| 0.48%
Count Be i 1 0 0 0 1
Column Percent [ZiEie Sl 0.23%| 0.00%| 0.00%]| 0.00%
Row Percent T 1100.00%| 0.00%| 0.00%| 0.00%
Total Percent B el 0.12%]  0.00%| 0.00%| 0.00%| 0.12%
Count J i s 2 0 2 0 4
Column Percent [Eimiimmminaiiiii!l  0.46%| 0.00%| 3.03%| 0.00%
Row Percent = e 50.00%| 0.00%)50.00%| 0.00%
Total Percent ’ 0.24%] 0.00%] 0.24%| 0.00%|| 0.48%
Count 1 2 0 0 3
Column Percent 0.23%| 0.60%| 0.00%| 0.00%
Row Percent 33.33%| 66.67%| 0.00%| 0.00%
Total Percent 0.12%| 0.24%| 0.00%| 0.00%} 0.36%
Count ) 1 0 0 0 11
.Column Percent #1  0.23%| 0.00%| 0.00%| 0.00%
Row Percent 971100.00%| 0.00%| 0.00%| 0.00%
Total Percent 0.12%| 0.00%] 0.00%]| 0.00%] 0.12%
Count : 9 9 1 0 19
Column Percent [F5i 2.09%| 2.69%| 1.52%| 0.00%
Row Percent 47.37%| 47.37%| 5.26%| 0.00%
Total Percent 1.08%| 1.08%| 0.12%| 0.00%| 2.28%
Count 211 177 39 2 429
Column Percent 48.96% 52.84%|59.09% |66.67%




Treatment: breakdown by race

Treatment Race Race Race | Race | Row
Table 6.4.4.1 Eur Col Native | Indian | Totals
Row Percent 49 18%| 41.26%| 9.09%| 0.47%
Total Percent 25.27%|( 21.20%| 4.67%| 0.24%l51.38%
Count 431 335 66 3 835
Total Percent 51.62%| 40.12%| 7.90%( 0.36%




| Treatment: breakdown by gender
Treatment Gender | Gender | Row

Table64.5 | M F | Totals
Count General 2 1 3
Column Percent 0.39%] 0.31%

Row Percent 66.67%; 33.33%

Total Percent 0.24%] 0.12%i 0.36%
Count Institutional 36 12 48
Column Percent 7.00%| 3.74%]

Row Percent | 75.00%| 25.00%)

Total Percent . 4.31%1 1.44%) 5.75%
Count Hospital 1 4 5
Column Percent 0.19%] 1.25%

Row Percent ' 20.00%| 80.00%

Total Percent 0.12%] 0.48%j 0.60%
Count Bed Rest ) 2 1 3
Column Percent 0.39%] 0.31%|

Row Percent 68.67%] 33.33%

Total Percent ] 0.24%] 0.12%{ 0.36%
Count Constitutional 0 1] 1
Column Percent | 0.00%| 0.31%

Row Percent ” 0.00%|100.00%

Total Percent 0.00%] 0.12%j 0.12%
Count Restrained ' 6 0} 6
Column Percent | 1 117%] 0.00%

Row Percent 100.00%| 0.00%

Total Percent - 0.72%{ 0.00%j 0.72%
Count Hygiene Treatment 0 1 1
Column Percent ] 0.00%! 0.31%

Row Percent 0.00%1100.00%

Total Percent | 0.00%] 0.12%j 0.12%
Count [Narcotics | 8 3 11
Column Percent ’ 1.56%] 0.93%]

Row Percent 7273%| 27.27%

Total Percent 1 0.96%] 0.36%f 1.32%
Count _ |Sedatives . 31} 43 74
Column Percent | | 6.03%| 13.40%]

Row Percent ‘ 41.89%] 58.11%

Total Percent 3.71%1 5.15%j 8.86%
Count Pyrexicai treatment 1 3 4
Column Percent 0.19%f 0.83%

Row Percent 25.00%| 75.00%

Total Percent 0.12%] 0.36%f 0.48%
Count Tryparsamide 3 2 5
Column Percent 0.58%] 062%

Row Percent 80.00%{ 40.00%

Total Percent 0.36%] 0.24%i 0.60%
Count iSomnifane 3 4 7
| Column Percernt | | 0.58%| 1.25%]




[Treatment breakdown by gender

[

! Treatment Gender | Gender | Row

Table 6.4.5 M F Totals
Row Percent 42 86%] 57.14%

Total Percent 0.36%! 0.48%} 0.84%
Count {Campher in oil 3 11] 14
Column Percent 0.58%] 3.43%

Row Percent 21.43%] 78.57%

Total Percent | 0.36%] 1.32%} 1.68%
Count Rubyi injection 5 ol 5
Column Percent 0.97%] 0.00%!

Row Percent 100.00%{ 0.00%

Total Percent ) 0.60%{ 0.00%} 0.60%
Count Anti-syphilitic treatment 26 11 37
Column Percent ' 508%| 3.43%

Row Percent 1 70.27%| 29.73%}

Total Percent [ 3.11%] 1.32%f 4.43%
Count insulin 1! 2 3
Column Percent 0.19%| 0.62% ‘
Row Percent 33.33%] 66.67%

Total Percent 0.12%! 0.24%} 0.36%
Count Cardiazol 10 12} 22
Column Percent 1.95%] 3.74%|

Row Percent 45.45% 54.55%

Total Percent 1.20%! 1.44%f 2.63%
{Count Phrenazot 10 10 20
Column Percent 1.95%| 3.12%

Row Percent 50.00%] 50.00%

Total Percent 1.20%] 1.20%§ 2.40%
Count Electrical treatment 30 27]) 57
Column Percent | | 584%] 841%]
Row Percent | | 52.63%] 47.37%] i
Total Percent | 3.59%] 3.23%] 6.83%]
Count iHydrotherapy 3 ol 3
Column Percent | 0.58%| 0.00%i]

Row Percent | 100.00%] 0.00%

Total Percent | 0.36%] 0.00%fi 0.36%
{Count 0T 8 10]] 18
Column Percent 156%] 3.12%f

Row Percent 44 44%1 55.56%

Total Percent 0.96%! 1.20%j 2.16%
Count Pyrifer Hydroxide 10 1] 11
Column Percent | 1.95%] 0.31%] |
Row Percent | 90.91%| 9.09%

Total Percent 1.20%] 0.12%1 1.32%
Count Maiaria 2 i 3
Column Percent 0.39%] 031%

Row Percent 66.67%] 33.33%

Total Percent 0.24%] 0.12%l 0.36%




[Treatment braakdown by gender

Treatment Gender | Gender | Row

Table645 i M F Totals
Count | Glucose 0 2 2
Column Percent 0.00%1 062%

Row Percent 0.00%1100.00%

Total Percent j ) 0.00%! 0.24%) 0.24%
Count [Gardenal 6 2l 8
Column Percent 117%1 0.62%

Row Percent 75.00%] 25.00%

Total Percent 0.72%1 0.24%{ 0.96%
Count GPl-treatment o
Column Percent 0.19%1 0.00%

Row Percent 100.00%| 0.00%

Total Percent 0.12%{ 0.00%} 0.12%
Count Alcohalic treatment 1 of 1
Column Percent 0.19%i 0.00%

Row Percent 100.00%| 0.00%

Total Percent 0.12%] 0.00%§ 0.12%
Count [Oxvgen 17 of 1
Column Percent 0.19%! 0.00%

Row Percent 100.00%] 0.00%

Total Percent 0.12%1{ 0.00%|| 0.12%
Count Luminat 2 2 4
Column Percent | 0.39%{ 0.62%

Row Percent 50.00% 50.00%

Total Percent 0.24%1 0.24%i 0.48%
Count Betaxcn treatment 0 1 1
Column Percent 0.00%{ 031%

Row Percent 0.00%1100.00%

Total Percent D.00%{ 0.12%i 0.12%
Count Vitamin therapy 3] 1 4
Column Percent 0.58%1 0.31%

Row Percent 75.00%1 25.00%

Total Percent 0.36%| 0.12%l 0.48%
Count {Fever therapy ol 3 3
Column Percent | 0.00%! 0.93%

Row Percent (0.00%1{100.00%

Total Percent 0.00%| 0.36%] 0.36%
Count Protein shock therapy 1 0 1
Column Percent 0.19%1 0.00%

Row Percent 100.00%! 0.00%

Total Percent 0.12%1 0.00%i 0.12%
Count Unknown 13 4 19
Column Percent | 2.53%] 1.87%

Row Percent ' £8.42%] 31.58%

Total Percent 1.56%| 0.72% 2.28%
Count _iNone 285 144 429
Column Percent | 55.45%!| 44 86%]|




| Treatment: breakdown by gender

i

"~ Treatment I'Gender | Gender | Row |
Table645 M ! F Totals
Row Percent 56.43%1 33.57%
Total Percent 34 13%1| 17 25%l151.38%
Count Ali Grps ' 514 321 835
Total Percent 61.56%1 38.44%




[ [Treatment: breakdown by payment

Treatment Paying or Non |Paying or Non |Paying or Non | Row

Table 6.4.6.1 Paying Non ? Totals

Count General 0 3 0 3

Column Percent 0.00% 0.48% 0.00% ]
Row Percent 0.00% 100.00% 0.00%]|

Total Percent | 0.00% 0.36% 0.00%) 0.36%
|Count institutional 7 41 0 48

Column Percent ' 3.55% 6.50% 0.00%

Row Percent | 14 58% 85.42% 0.00%

Total Percent | 0.84% 4.94%]| 0.00%|| 5.78%

Count Hospital 1 3 0 4
Column Percent | 051%|  048%]  000%}

Row Percent 25 00%] 75.00% 0.00%|
Total Percent - B _0.12% 0.36% 0.00%]|_0.48%

Count |Bed Rest { 0| 3] ol 3

Column Percent | 0.00% 0.48%] 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.36% 0.00%l 0.36%

Count [Constitutional ] 0 1 oj 1]

Column Percent : 0.00% 0.16% 0.00%

[Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.12% 0.00%/ 0.12%
{Count Restrained N 1 5 oj 6
| Column Percent ’ | 0.51%] 0.79%] 0.00%

Row Percent 16.67% 83.33% 0.00%

Total Percent 012% 0.60% 0.00%} 0.72%

Count Hygiene Treatment | 1 0 of 1
Column Percent | ] 0.51% 0.00% 0.00%)

Row Percent 100.00% 0.00% 0.00%

Total Percent  0.12% 0.00% 0.00%[| 0.12%
Count Narcotics | 0 11 0 11]

Column Percent ' ] 0.00%]| 1.74% 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 1.33% 0.00%] 1.33%]
{Count Sedatives 25 48 1 74

Column Percent ' 12.69% 7.61% ~ 50.00%]]

Row Percent - 33.78% 64.86% 1.35%

Tota! Percent _ 301% 5.78% 0.12% 8.92%

Count Pyrexical treatment 1 3 0 4]

Column Percent ’ 0.51% 0.48% _o00%) |
Row Percent | 25.00% 75.00% 0.00%]

Total Percent 0.12% 0.36% 0.00%{ 0.48%
‘Count _ [Tryparsamide 1 4] of 5

Column Percent | 0.51% 0.63% 0.00%] |

Row Percent 20.00% 80.00% 0.00%]]

{Total Percent 0.12% 0.48% 0.00%) 0.60%
{Count _Somnifane | 3] 4] of 7
{Column Percent | | 1.52%] 0.63%! 0.00%}] '




| ITreatment: breakdown by payment
|
I Treatment [Paying or Non |Paying or Non |Paying or Non | Row

Table6.46.1 ! Paying | Non ? | Totals
Row Percent '\ 42.86% 57.14% 0.00%}]

Total Percent } 0.36% 0.48% 0.00%{ 0.84%
Count |Camphorinoil | 2] 11] of  13]
Column Percent | 1.02% 1.74%] 0.00%]

Row Percent 15.38% 84.62% 0.00% [
Total Percent 0.24% 1.33% 0.00%)| 157%
Count Rubyi injection 0 5] 0 5]
Column Percent 0.00% 0.79% 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.60%] 0.00%]! 0.60%
Count _ |Anti-syphilitic treatment] 7 30 of 37
Column Percent | ' 3.55% 4.75% 0.00%

Row Percent 18.92% 81.08% 0.00%

Total Percent , 0.84% 3.61% 0.00%f_4.46%
Count insulin 0 3 of 3
Column Percent | 0.00% 0.48% 0.00%

Row Percent 0.00%/ 100.00% 0.00%

Total Percent 0.00% 0.36% 0.00%}] 0.36%
Count Cardiazol 8] 14] of 22
| Column Percent 4.06%] 2.22% 0.00%]

[Row Percent 36.36% 63.64% 0.00%

Total Percent 0.96% 1.69% 0.00%} 265%
Count Phrenazol 14] 6] of 20
Column Percent | 7 11% 0.95% 0.00%

Row Percent 7000%| __3000%|  000%|
Total Percent 1.69%  0.72%] 0.00%] 2 41%]
Count Electrical treatment 22 35§ o 57
Column Percent C1117% 5.55%] 0.00%

Row Percent 38.60% 61.40% 0.00%

Total Percent 2.65% 4.22% 0.00%){ 6.87%
Count Hydrotherapy 2} 1] 0} 3]
|Column Percent | 1.02% 0.16% 0.00%|

Row Percent 86.67% 33.33% 0.00%

Total Percent 0.24% 0.12% 0.00%] _0.36%
Count___ joT. 8 0 o 13
Column Percent | 4.06% 1.58%] 0.00%| | g
Row Percent 44 44%, 55.56% 0.00%|

Total Percent 0.96% 1.20% 0.00%) 2.17%
Count __|Pyrifer Hydroxide 0] 11] of 1
Column Percent 0.00% 1.74% 0.00%}|

Row Percent 0.00% 100.00% 0.00%}

Total Percent 0.00% 1.33% 0.00%[l 1.33%
Count _ IMataria 1 2] o 3]
| Column Percent | 0.51% 0.32% 0.00%|
{Row Percent 33.33% 66.67% 0.00%

]Tota! Percent 0.12% 0.24% 0.00%]] 0.36%




i

)
|
i

Treatment: breakdown by payment

Treatment [Paying or Non |Paying or Non |Paying or Non | Row

Table 6.4.6.1 | Paying Non ? | Totals |
Count Glucose 1 1 o =2
Column Percent 051% 0.16% 0.00%}]

Row Percent 50.00% 50.00% 0.00%]]

Total Percent 0.12% 0.12% 0.00%]_0.24%
Count Gardenai 1 7 of 8
Column Percent | 0.51%] 1.11% 0.00%{

Row Percent | 12.50% 87.50% 0.00%

Total Percent | 0.12% 0.84% 0.00%{ 0.96%
Count {GPI-treatment ol 1] of 1
Column Percent 0.00% 0.16% 0.00%]

Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.12% 0.00%[l 0.12%
Count Alcohalic treatment | 1 Q] 0f 1
Column Percent ! | 0.51% 0.00% 0.00%]

Row Percent 100.00% 0.00% 0.00%

Tota! Percent ‘ 0.12% 0.00% 0.00%1 0.12%
Count Oxygen 1 0 ol 1
Column Percent 0.51% 0.00% 0.00% '
Row Percent 100.00% 0.00% 0.00%

Tota! Percent 0.12% 0.00% 0.00%]}l 0.12%
Count Luminal 0 4} 0 4
Column Percent 0.00% 0.63% 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.48% 0.00%]| 0.48%
Count Betaxon treatment T 0 0 1
Column Percent 051% 0.00% 0.00%

Row Percent 100.00% 0.00% 0.00%

Total Percent 0.12% 0.00% 0.00%l 0.12%
Count Vitamin therapy 1 3 of 4
Column Percent 051% 0.48% 0.00%

Row Percent 25.00% 75.00% 0.00%

Total Percent 012% 0.36%| 0.00%f| 0©.48%
Count Fever therapy o 0 3 oj 3
Column Percent ! 0.00% 0.48% 0.00% |
Row Percent 0.00% 100.00% 0.00%

Total Percent 0.00% 0.36% 0.00%/ 0.36%
Count Protein shock therapy 0 1 0 1}
Column Percent | 0.00% 0.16% 0.00%

Row Percent ] 0.00% 100.00% 0.00%!|

Total Percent | 0.00% 012% 0.00%} 0.12%
Count ~ {Unknown ! 2] 17] o 19]
Column Percent | 1.02%/] 2.69%| 0.00%]

Row Percent | | 10.53% 89.47%| 0.00%

Total Percent 0.24% 2.05% 0.00%} 2.29%
Count None 85| 340] 1 426
| Column Percen: 43 15%] 53.88%| 50 00%]




| Treatment: breakdown by payment

i

Treatment Paying or Non |Paying or Non |Paying or Non | Row
Table6.46.1 Paying Non ? Totals
Row Percent 19.95% 79.81% 0.23%
Total Percent 10.24% 40.96% 0.12%1151.33%
Count [All Grps 197 631} 2f 830
{Total Percent | 23.73%| 76.02%| 0.24%f




Secondary Treatment Frequency table |
Count | Cumulative | Percent { Cumulative

Table6.4.7 Count Percent

General | 3 3] 0.35672 0.3567
Institutional 14 171 1.66468 2.0214
Hospital 1 18] 0.11891 2.1403
Bed Rest 1 191 0.11891 2.2592
Restrained 1 20| 0.11891 2.3781
Narcotics 17 371 2.02140 43995
Sedatives 15 52{ 1.78359] 6.1831
Pyrexical treatment 2 54| 0.23781 6.4209
Tryparsamide 2 561 0.23781 6.6587
Somnifane 4 80| 0.47562 7.1344
Camphor in oil 3 63 0.35672 7.4911
Rubyl injection °] 72 1.07015 85612
Anti-syphilitic treatment 23 051 273484 11.2961
Insulin 1 96¢ 0.11891 11.4150
Cardiazol 6 102| 0.71344 12.1284
Phrenazol 7 109! 0.83234 12.9608
Electrical treatment 13 1221 1.54578 14.5065
Hydrotherapy 2 124} 0.23781 14.7444
oT 19 143( 2.25922 17.0036
Pyrifer Hydroxide 6 1481 0.71344 17.7170
Gardenal 1 150{ 0.11891 17.8359
GPl-treatment 1 151] 0.11891 17.9548
Oxygen 1 152{ 0.11891 18.0737
Reduced carb diet 1 1531 0.11891 18.1926
Vitamin therapy 2 1551 0.23781 18.4304
Fever therapy 2 157§ 0.23781 18.6683
Psychotherapy 1 158( 0.11891 18.7872
Nicotinic Acid 1 1591 0.11891 18.5061
Missing 682 841(81.09394 100.0000




Tertiaty Treatment: Freqdéncyﬂ table

Count [Cumulative | Percent | Cumulative

Table 648 Count Percent

Institutionatl 5 5] 059453 0.5945
Bed Rest 1 61 0.11891 0.7134
Restrained 1 71 011891 0.8323
Narcotics 3 10| 035672 1.1891
Sedatives 5 151 0.59453 1.7836
Tryparsamide 3 18] 0.35672 2.1403
Somnifane 1 191 0.11891 22592
Rubv! injection 2 211 023781 2.4970
Anti-syphilitic treatment 12 33{ 142687 3.9239
Cardiazo! 1 341 0.11891 40428
Phrenazol 3 371 0.35672 4.3995
Electrical treatment 4 411 047562 48751
o7 7 48] 083234 57075
Pyrifer Hydroxide 2 50¢ 0.23781 59453
Endocrine therapy 1 511 0.11891 60642
Luminal 1 52] 0.11891 6.1831
Vitamin therapy 1 53] 0.11891 6.3020
Missing 788 ~ 841|93.69798] 1000000




Prognosis: Frequency table

Count | Cumulative | Percent | Cumulative
Table 6.5.1 Count Percent
Uncertifiable 73 73| 8.68014 8.6801
Irrecoverable 5 78| 0.59453 92747
Improved 95 173|11.29608 20.5707
Recovered 235 408(27.94293 48.5137
Discharged 123 531|14.62545 63.1391
Died 207 738|24.61356 87.7527
Transferred 15 753| 1.78359 89.5363
Below average 2 755| 0.23781 89.7741
Not recovered 1 756 0.11891 89.8930
Not improved 15 771| 1.78359 91.6766
Relieved g 780| 1.07015 92.7467
Reclassified 2 782| 0.23781 92.9845
Did not return 1 783| 0.11891 93.1034
Escaped 1 784| 0.11891 93.2224
Missing 57 841| 6.77765| 100.0000




Prognosis: breakdown by year

Prognosis Year Year Year Year Year | Row

Table 6.5.2 1933 1936 1939 1942 1943 | Totals
Count Uncertifiable 5 22 26 10 10 73
Column Percent g 450%| 10.38%(21.67%| 5.18%| 6.76%

Row Percent 6.85%| 30.14%|35.62%| 13.70%|13.70%

Total Percent < | 064%| 2.81%| 3.32%| 1.28%| 1.28%|| 9.31%
Count {rrecoverable 5 0 0 0 0 5
Column Percent 450%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 1100.00%| 0.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.64%| 0.00%| 0.00%| 0.00%| 0.00%| 0.64%
Count Improved - 21 19 14 22 19 95
Column Percent 18.92%| 8.96%|11.67%| 11.40%|12.84%

Row Percent 22.11%| 20.00%|14.74%| 23.16%|20.00%

Total Percent o] 268%|  2.42%| 1.79%| 2.81%| 2.42%[12.12%
Count Recovered 31 51 38 63 52 235
Column Percent U 27.93%| 24.06%|31.67%| 32.64%|35.14%

Row Percent 13.19%| 21.70%|16.17%| 26.81%(22.13%

Total Percent B T 3.95%| 6.51%| 485%| 8.04%| 6.63%||29.97%
Count Discharged - 16 46 19 26 16 123
Column Percent | : S 14.41%| 21.70%|15.83%| 13.47%|10.81%

Row Percent 13.01%| 37.40%|15.45%| 21.14%|13.01%

Total Percent i 2.04%| 587%| 2.42%| 3.32%| 2.04%|15.69%
Count Died - 23 59 15 64 46 207
Column Percent |~ 20.72%| 27.83%|12.50%| 33.16%|31.08%

Row Percent 11.11%| 28.50%| 7.25%| 30.92%(22.22%

Total Percent S 2.93%| 7.53%| 1.91%| 8.16%| 5.87%|26.40%
Count Tranisferred - 7 2 3 2 1 15
Column Percent = 6.31%| 0.94%| 2.50%| 1.04%| 0.68%

Row Percent 46.67%| 13.33%|20.00%| 13.33%| 6.67%

Total Percent . 0.89%| 0.26%| 0.38%| 0.26%]| 0.13%[ 1.91%
Count Below average 2 0 0 0 0 2
Column Percent [~ ' 1.80%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%| 0.00%

Total Percent o L 0.26%| 0.00%| 0.00%| 0.00%| 0.00%| 0.26%
Count Not recovered 1 0] 0 0 0 1
Column Percent ' 0.90%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent ~-1100.00%| 0.00%| 0.00%| 0.00%| 0.00%

Total Percent : : 0.13%| 0.00%| 0.00%| 0.00%| 0.00%| 0.13%
Count Not improved 0 10 1 2 2 15
Column Percent s e 0.00%| 4.72%| 083%| 1.04%| 1.35%

Row Percent 0.00%| 66.67%| 6.67%| 13.33%(13.33%

Total Percent \ 0.00%| 1.28%| 0.13%| 0.26%| 0.26%| 1.91%
Count Relieved 0 1 4 2 2 9
Column Percent S 0.00%| 0.47%| 3.33%| 1.04%| 1.35%

Row Percent 0.00%| 11.11%|44.44%| 22.22%(22.22%

Total Percent : 0.00%| 0.13%| 0.51%| 0.26%| 0.26%|[ 1.15%
Count Reclassified 0 1 0 1 0 2
Column Percent : 0.00%| 0.47%| 0.00%| 0.52%| 0.00%




Prognosis: breakdown by year

Prognosis Year Year Year Year Year | Row
Table 6.5.2 1933 1936 1939 1942 1943 | Totals
Row Percent 0.00%| 50.00%| 0.00%| 50.00%| 0.00%
Total Percent 0.00%| 0.13%| 0.00%| 0.13%| 0.00%| 0.26%
Count Did not return 0 1 0 0 0 1
Column Percent : 0.00%| 0.47%| 0.00%| 0.00%| 0.00%
Row Percent 0.00%(100.00%| 0.00%| 0.00%]| 0.00%
Total Percent : 0.00%| 0.13%] 0.00%| 0.00%| 0.00%| 0.13%
Count Escaped 0 0 0 1 0 1
Column Percent 0.00%| 0.00%| 0.00%| 0.52%| 0.00%
Row Percent 0.00%| 0.00%| 0.00%|100.00%| 0.00%
Total Percent . 0.00%| 0.00%| 0.00%| 0.13%| 0.00%] 0.13%
Count All Grps 111 212 120 193 148 784
Total Percent 14.16%| 27.04%(15.31%| 24.62%|18.88%




Prognosis: breakdown by race

Prognosis Race Race Race | Race | Row

Table 6.5.3 Eur Col Native | Indian | Totals
Count Uncertifiable 39 25 9 0 73
Column Percent o 963%| 8.09%|13.64%| 0.00%

Row Percent 53.42%| 34.25%|12.33%| 0.00%

Total Percent 498%| 3.19%| 1.15%| 0.00%| 9.32%
Count Irrecoverable 2 3 0 0 5
Column Percent 0.49%| 0.97%| 0.00%| 0.00%

Row Percent 40.00%| 60.00%| 0.00%| 0.00%

Total Percent 0.26%| 0.38%| 0.00%| 0.00%]| 0.64%
Count Improved 58 31 6 0 95
Column Percent o 14.32%| 10.03%| 9.09%| 0.00%

Row Percent 61.05%| 32.63%| 6.32%| 0.00%

Total Percent 7.41%| 3.96%| 0.77%| 0.00%(12.13%
Count Recovered 142 69 23 1 235
Column Percent 35.06%| 22.33%|34.85%|33.33%

Row Percent 60.43%| 29.36%| 9.79%| 0.43%

Total Percent ‘ 18.14%| 8.81%| 2.94%| 0.13%}{30.01%
Count Discharged 51 57 15 0 123
Column Percent 3 12.59%| 18.45%|22.73%| 0.00%

Row Percent 41.46%| 46.34%|12.20%| 0.00%

Total Percent 6.51%| 7.28%| 1.92%| 0.00%|[15.71%
Count Died - 87 111 9 0 207
Column Percent 21.48%| 35.92%|13.64%| 0.00%

Row Percent 42 03%| 53.62%| 4.35%| 0.00%

Total Percent : o 11.11%] 14.18%] 1.15%| 0.00%|/26.44%
Count Transferred 11 3 0 0 14
Column Percent : 2.72%| 0.97%| 0.00%| 0.00%

Row Percent 78.57%| 21.43%| 0.00%| 0.00%

Total Percent 1.40%| 0.38%| 0.00%| 0.00%| 1.78%
Count Below average 0 2 0 0 2
Column Percent [ = 1 0.00%| 065%| 0.00%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%

Total Percent v 0.00%| 0.26%| 0.00%| 0.00%| 0.26%
Count Not recovered 1 0 0 0 1
Column Percent | 0.25%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent 0.13%| 0.00%( 0.00%| 0.00%| 0.13%
Count Not improved 9 4 2 0 16
Column Percent 2.22%| 1.29%| 3.03%| 0.00%

Row Percent 60.00%| 26.67%|13.33%| 0.00%

Total Percent 1.15%! 0.51%| 0.26%| 0.00%| 1.92%
Count Relieved 4 1 2 2 9
Column Percent 0.99%| 0.32%| 3.03%(66.67%

Row Percent 44 44%| 11.11%|22.22%|22.22%

Total Percent 051%]| 0.13%| 0.26%| 0.26%| 1.15%
Count Reclassified 0 2 0 0 2
Column Percent 0.00%| 0.65%| 0.00%| 0.00%




Prognosis: breakdown by race

Prognosis Race Race Race | Race | Row
Table 6.5.3 Eur Col Native | Indian | Totals
Row Percent 0.00%|100.00%| 0.00%| 0.00%
Total Percent 0.00%| 0.26%| 0.00%| 0.00%|| 0.26%
Count Did not return 1 0 0 0 1
Column Percent ‘ ’ 0.25%| 0.00%| 0.00%| 0.00%
Row Percent 100.00%| 0.00%] 0.00%| 0.00%
Total Percent 0.13%| 0.00%| 0.00%| 0.00%|l 0.13%
Count Escaped 0 1 0 0 1
Column Percent : 0.00%| 0.32%| 0.00%| 0.00%
Row Percent 0.00%[100.00%| 0.00%| 0.00%
Total Percent 0.00%| 0.13%| 0.00%| 0.00%| 0.13%
Count All Grps 405 309 66 3 783
Total Percent N 51.72%| 39.46%| 8.43%| 0.38%




Prognosis: breakdown by gender

Prognosis | Gender | Gender | Row

Table 6.5.4 M F Totals
Count Uncertifiable 49 24 73
Column Percent 10.12%| 8.03%

Row Percent 67.12%| 32.88%

Total Percent 6.26%| 3.07%| 9.32%
Count frrecoverable 4 1 5
Column Percent ' 0.83%| 0.33%

Row Percent 80.00%| 20.00%

Total Percent 0.51%| 0.13%| 0.64%
Count Improved 61 34 95
Column Percent 12.60%| 11.37%

Row Percent 64.21%| 35.79%

Total Percent . 7.79%| 4.34%||12.13%
Count Recovered 146 89 235
Column Percent |~ | 30.17%| 29.77%

Row Percent 62.13%| 37.87%

Total Percent v 18.65%| 11.37%||30.01%
Count Discharged 70 53 123
Column Percent : 14.46%| 17.73%

Row Percent 56 .91%| 43.09%

Total Percent : L 8.94%| 6.77%l15.71%
Count Died - 126 81 207
Column Percent | . . : 26.03%| 27.09%

Row Percent 60.87%| 39.13%

Total Percent LR S 16.09%| 10.34%]26.44%
Count Transferred: - 8 6 14
Column Percent ' 1.65%| 2.01%

Row Percent 57.14%| 42.86%

Total Percent S 1.02%| 0.77%| 1.79%
Count ‘Below average 0 2 2
Column Percent | - ' 0.00%| 067%

Row Percent 0.00%|100.00%

Total Percent 0.00%| 0.26%| 0.26%
Count Not recovered 0 1 1
Column Percent : | 0.00%| 0.33%

Row Percent 0.00%|100.00%

Total Percent 0.00%| 0.13%| 0.13%
Count Not improved 10 5 15
Column Percent ’ ol 2.07%| 1.67%

Row Percent 66.67%| 33.33%

Total Percent X 1.28%| 0.64%) 1.92%
Count Relieved © 7 2 9
Column Percent |- 1.45%| 0.67%

Row Percent 77.78%| 22.22%

Total Percent 0.89%| 0.26%| 1.15%
Count Reclassified 1 1 2
Column Percent ' 021%| 0.33%




Prognosis: breakdown by gender

Prognosis Gender | Gender | Row
Table 6.5.4 M F Totals
Row Percent 50.00%| 50.00%
Total Percent 0.13%| 0.13%] 0.26%
Count Did not return 1 0 1
Column Percent ' 0.21%| 0.00%
Row Percent 100.00%| 0.00%
Total Percent 0.13%] 0.00%| 0.13%
Count Escaped 1 0 1
Column Percent 0.21%| 0.00%
Row Percent 100.00%| 0.00%
Total Percent 0.13%[ 0.00%) 0.13%
Count All Grps 484 299 783
Total Percent ’ 61.81%| 38.19%




Prognosis: breakdown by payment

Prognosis |Paying or Non |Paying or Non |Paying or Non | Row

Table 6.5.5 Paying Non ? Totals
Count Uncertifiable 5 68 0 73
Column Percent ' 2.70% 11.45% 0.00%

Row Percent 6.85% 93.15% 0.00%

Total Percent : , 0.64% 8.71% 0.00%|| 9.35%
Count Irrecoverable 1 4 0 5
Column Percent Lo 0.54% 0.67% 0.00%

Row Percent 20.00% 80.00% 0.00%

Total Percent » 0.13% 0.51% 0.00%|| 0.64%
Count Improved 34 61 0 95
Column Percent o 18.38% 10.27% 0.00%

Row Percent 35.79% 64.21% 0.00%

Total Percent DR 4.35% 7.81% 0.00%[{12.16%
Count Recovered : - 83 150 1 234
Column Percent Sl 44 86% 25.25% 50.00%

Row Percent 35.47% 64.10% 0.43%

Total Percent : 3 10.63% 19.21% 0.13%|[29.96%
Count Discharged - - 12 111 0 123
Column Percent T 6.49% 18.69% 0.00%

Row Percent 9.76% 90.24% 0.00%

Total Percent 1.54% 14.21% 0.00%(15.75%
Count Died 37 170 0 207
Column Percent ' 20.00% 28.62% 0.00%

Row Percent 17.87% 82.13% 0.00%

Total Percent - 4.74% 21.77% 0.00%(|26.50%
Count Transferred : 5 8 0 13
Column Percent L 2.70% 1.35% 0.00%

Row Percent 38.46% 61.54% 0.00%

Total Percent D 0.64% 1.02% 0.00%| 1.66%
Count Below average 0 2 0 2
Column Percent e 0.00% 0.34% 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent : 0.00% 0.26% 0.00%| 0.26%
Count Not recovered 0 1 0 1
Column Percent : 0.00% 0.17% 0.00%

Row Percent 0.00% 100.00% 0.00%

Total Percent : 0.00% 0.13% 0.00%|| 0.13%
Count Not improved 4 10 1 15
Column Percent R 2.16% 1.68% 50.00%

Row Percent 26.67% 66.67% 6.67%

Total Percent 0.51% 1.28% 0.13%| 1.92%
Count Relieved . 4 5 0 9
Column Percent 2.16% 0.84% 0.00%

Row Percent 44.44% 55.56% 0.00%

Total Percent 0.51% 0.64% 0.00%f| 1.15%
Count Reclassified: 0 2 0 2
Column Percent 0.00% 0.34% 0.00%




Prognosis: breakdown by payment

Prognosis | Paying or Non |Paying or Non |Paying or Non | Row
Table 6.5.5 Paying Non ? Totals
Row Percent 0.00% 100.00% 0.00%
Total Percent : 0.00% 0.26% 0.00%| 0.26%
Count Did not return 0 1 0 1
Column Percent ' 0.00% 0.17% 0.00%
Row Percent 0.00% 100.00% 0.00%
Total Percent : 0.00% 0.13% 0.00%| 0.13%
Count Escaped 0 1 0 1
Column Percent ‘ 0.00% 0.17% 0.00%
Row Percent 0.00% 100.00% 0.00%
Total Percent 0.00% 0.13% 0.00%]| 0.13%
Count All Grps 185 594 2 781
Total Percent 23.69% 76.06% 0.26%




Prognosis: what happens to patients on leaving VMH]|
Count | Cumulative | Percent |Cumulative

Table 6.5.6 ) Count | | Percent
Able to manage own affairs 21 21| 2.49703 2.4970
Unable to manage own affairs 14 35| 1.66468 4.1617
To stand trial 1 36| 0.11891 4.2806
In care of police 55 91| 6.53983 10.8205
To shipping agents 4 951 0.47562 11.2961
‘Own request 4 99| 0.47562 11.7717
Families request 2 101] 0.23781 12.0095]
In care of master 1 102{ 0.118%91 12.1284
Repatriated 3 105| 0.35672 12.4851
Pretoria Leper Hospital 1 106] 0.11891 12.6040
Work colony 1 107] 0.11891 12.7229
Pretoria MH 2 109| 0.23781 12.9608
To military authorities 35 144| 4.1617" 17.1225
to Majestic 2| 146] 0.23781 17.3603
To naval authorities 4 150( 0.47562 17.8359
‘never returned 4 154| 0.47562 18.3115
Queenstown MH 1 155] 0.11891 18.4304
On leave 2 157| 0.23781 18.6683
immigration authorities 2 159] 0.23781 18.9061
‘To Grooteschuur 1 160[ 0.11891 18.0250
Missing 681 841(80.97503| 100.0000




Causes of Death: Frequency table

Count | Cumulative | Percent | Cumulative

Table 6.6.1 Count Percent

GPI 54 54| 6.42093 6.4209
Debility -general + senile 24 78] 2.85375 9.2747
Pneumonia 14 92| 1.66468 10.9394
Myocarditis and heart failure 40 132| 4.75624 15.6956
Tuberculosis 14 146| 1.66468 17.3603
Bronchitis 2 148| 0.23781 17.5981
Cerebral Haemorrhage 13 161] 1.54578 19.1439
Typhoid 2 163| 0.23781 19.3817
Cancer 3 166| 0.35672 19.7384
Mibial incompetence 1 167 0.11891 19.8573
Exhaustion 3 170| 0.35672 20.2140
Perferated gastric ulcer 1 171] 0.11891 20.3329
General emaciation 1 172] 0.11891 20.4518
Dysentry 1 173| 0.11891 20.5707
Toxic Jaundice 1 174| 0.11891 20.6897
Indefinite iliness 1 175] 0.11891 20.8086
Acute encephalitis 1 176| 0.11891 20.9275
Senile gangrene 1 177] 0.11891 21.0464
Senility 5 182] 0.59453 21.6409
Enteritis 6 188| 0.71344 22.3543
Arteriosclerosis 1 189| 0.11891 22.4732
Stopped Eating 1 190| 0.11891 22.5922
Cystitis 1 191] 0.11891 22.7111
Epilepsy 1 192( 0.11891 22.8300
Post Operative complications 1 193] 0.11891 22.9489
Intestinal obstruction 1 194]| 0.11891 23.0678
Abscess on lung 1 195| 0.11891 23.1867
Peritonitis 1 196] 0.11891 23.3056
Missing 645 841(76.69441 100.0000




Causes of Death: breakdown by year

Causes of Death Year Year Year Year Year Row

Table 6.6.2 1933 1936 1939 1942 1943 | Totals
Count GPI 3 18 4 12 17 54
Column Percent 14.29%| 31.03%| 30.77%| 19.67%| 39.53%

Row Percent 5566%| 33.33%| 7.41%| 22.22%| 31.48%

Total Percent 1.53%| 9.18%] 2.04%| 6.12%] 8.67%{i27.55%
Count Debility -general + senile 1 1 1 14 7 24
Column Percent : 4.76%) 1.72%| 7.69%| 22.95%| 16.28%

Row Percent 417%| 4.17%| 4.17%| 58.33%| 29.17%

Total Percent 0.51%] 0.51%| 0.51%]| 7.14%| 3.57%|12.24%
Count Pneumonia 2 5 0 4 3 14
Column Percent 9.52%| 8.62%| 0.00%] 6.56%| 6.98%

Row Percent 14.29%| 35.71%| 0.00%| 28.57%| 21.43%

Total Percent ; S 1.02%] 2.55%| 0.00%] 2.04%] 1.53%| 7.14%
Count Myocarditis and heart failure 5 12 4 11 8 40
Column Percent o Lo 23.81%] 20.69%| 30.77%| 18.03%| 18.60%

Row Percent 12.50%] 30.00%j 10.00%| 27.50%} 20.00%

Total Percent 2.55%) 6.12%] 2.04%| 561%] 4.08%}20.41%
Count Tuberculosis 2 5 1 6 0 14
Column Percent 9.52%| 862%| 7.69%| 9.84%| 0.00%

Row Percent 14.29%] 35.71%| 7.14%] 42.86%] 0.00%

Total Percent 1.02%| 2.55%| 051%| 3.06%| 0.00%| 7.14%
Count Bronchitis 2 0 0 0 0 2
Column Percent 9.52%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%] 0.00%| 0.00%

Total Percent : 1.02%] 0.00%] 0.00%j O0.00%| 0.00%j{ 1.02%
Count Cerebral Haemorrhage 1 5 0 5 2 13
Column Percent | : : 476%| 862%| 000%| 8.20%| 4.65%

Row Percent 7.69%| 38.46%| 0.00%] 38.46%| 15.38%

Total Percent 0.51%| 2.55%| 0.00%| 2.55%| 1.02%| 6.63%
Count Typhoid 0 2 0 0 0 2
Column Percent e 0.00%| 3.45%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%|100.00%| 0.00%]| 0.00%| 0.00%

Total Percent 0.00%]| 1.02%| 0.00%| 0.00%| ©0.00%] 1.02%




Causes of Death: breakdown by year

Causes of Death Year Year Year Year Year Row

Table 6.6.2 1933 1936 1939 1942 1943 | Totals
Count Cancer 0 0 1 1 1 3
Column Percent 0.00%| 0.00%| 7.69%| 1.64%| 2.33%

Row Percent 0.00%| 0.00%| 33.33%| 33.33%| 33.33%

Total Percent 0.00%( 0.00%| 0.51%| 0.51%| 0.51%| 1.53%
Count Mibial incompetence 1 0 0 0 0 1
Column Percent 476%| 000%] 0.00%| 0.00%| 0.00%

Row Percent 100.00%|{ 0.00%| 0.00%]| 0.00%| 0.00%

Total Percent - 0.51%| 0.00%| 0.00%]| 0.00%{ 0.00%| 0.51%
Count Exhaustion . 1 0 0 0 2 3
Column Percent | ' 476%| 000%] 0.00%{ 0.00%| 465%

Row Percent 33.33%| 0.00%| 0.00%| 0.00%| 66.67%

Total Percent o » , 0.51%| 0.00%| 0.00%| 0.00%] 1.02%|| 1.53%
Count Perferated gastric ulcer 1 0 0 0 0 1
Column Percent : 476%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%] 0.00%| 0.00%| 0.00%

Total Percent 0.51%] 0.00%! 0.00%]| 0.00%| 0.00%i 0.51%
Count General emaciation 1 0 0 0 0 1
Column Percent 476%| 0.00%| 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%]| 0.00%]| 0.00%

Total Percent 0.51%]| 0.00%| 0.00%| 0.00%| 0.00%| 0.51%
Count Dysentry 1 0 0 0 0 1
Column Percent 476%| 0.00%] 0.00%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%} 0.00%

Total Percent 0.51%| 0.00%| 0.00%| 0.00%| 0.00%] 0.51%
Count Toxic Jaundice 0 1 0 0 0 1
Column Percent ” 0.00%| 1.72%| 0.00%] 0.00%} 0.00%

Row Percent 0.00%]100.00%| 0.00%] 0.00%| 0.00%

Total Percent . 0.00%] 0.51%! 0.00%] 0.00%{ 0.00%| 0.51%
Count Indefinite iliness 0 1 0 0 0 1
Column Percent ' 0.00%| 1.72%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%|100.00%] 0.00%] 0.00%| 0.00%

Total Percent 0.00%]| 0.51%| 0.00%] 0.00%{ 0.00%} 0.51%




Causes of Death: breakdown by year

Causes of Death Year Year Year Year Year Row

Table 6.6.2 1933 1936 1939 1942 1943 | Totals
Count Acute encephalitis 0 1 0 0 0 1
Column Percent 0.00%| 1.72%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%{ 0.00%

Total Percent - 0.00%]| 051%| 0.00%| 0.00%| 0.00%| 0.51%
Count Senile gangrene 0 1 0 0 0 1
Column Percent 0.00%| 1.72%| 0.00%| 0.00%| 0.00%

Row Percent 0.00%]100.00%] 0.00%| 0.00%| 0.00%

Total Percent 0.00%{ 051%] 0.00%| 0.00%| 0.00%| 0.51%
Count Senility 0 2 1 2 0 5
Column Percent 0.00%| 3.45%| 7.69%| 3.28%| 0.00%

Row Percent 0.00%| 40.00%| 20.00%] 40.00%| 0.00%

Total Percent e 0.00%] 1.02%| 0.51%| 1.02%| 0.00%| 2.55%
Count Enteritis 0 4 0 1 1 6
Column Percent 0.00%] 6.90%| 0.00%| 1.64%{ 2.33%

Row Percent 0.00%| 66.67%| 0.00%| 16.67%| 16.67%

Total Percent 0.00%] 2.04%] 0.00%| 0.51%] 0.51%| 3.06%
Count Arteriosclerosis 0 0 0 1 0 1
Column Percent 0.00%]| 0.00%| 0.00%| 1.64%| 0.00%

Row Percent 0.00%{ 0.00%| 0.00%|100.00%| 0.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.51%] 0.00%] 0.51%
Count Stopped Eating 0 0 0 1 0 1
Column Percent 0.00%] 0.00%| 0.00%| 1.64%| 0.00%

Row Percent 0.00%] 0.00%] 0.00%[100.00%| ©0.00%

Total Percent 0.00%| 0.00%| 0.00%| 0.51%| 0.00%| 0.51%
Count Cystitis 0 0 0 1 0 1
Column Percent 0.00%] 0.00%| 0.00%| 1.64%| 0.00%

Row Percent 0.00%] 0.00%| 0.00%|100.00%| 0.00%

Total Percent : 0.00%]| 0.00%| 0.00%] 0.51%] 0.00%] 0.51%
Count Epilepsy 0 0 0 1 0 1
Column Percent 0.00%] 000%| 0.00%| 164%] 0.00%

Row Percent 0.00%] 0.00%| 0.00%|100.00%| 0.00%

Total Percent 0.00%} 0.00%| 0.00%] 0.51%] 0.00%| 0.51%




Causes of Death: breakdown by year

Causes of Death Year Year Year Year Year Row

Table 6.6.2 1933 1936 1939 1942 1943 | Totals
Count Post Operative complications 0 0 0 1 0 1
Column Percent 0.00%] 0.00%| 0.00%| 1.64%| 0.00%

Row Percent 0.00%| 0.00%| 0.00%)100.00%| 0.00%

Total Percent : 0.00%i 000%i 0.00%| 051%| 0.00%] 0.51%
Count Intestinal obstruction 0 0 0 0 1 1
Column Percent ' 0.00%| 0.00%| 0.00%| 0.00%| 2.33%

Row Percent 0.00%| 0.00%| 0.00%| 0.00%]|100.00%

Total Percent : ‘ 0.00%| 0.00%| 0.00%] 0.00%] 0.51%| 0.51%
Count Abscess on lung 0 0 0 0 1 1
Column Percent : o : 0.00%] 0.00%| 0.00%| 0.00%| 2.33%

Row Percent 0.00%| 0.00%| 0.00%| 0.00%|100.00%

Total Percent . E 0.00%]| 0.00%|{ 0.00%{ 0.00%] 0.51%l 0.51%
Count Peritonitis 0 0 1 0 0 1
Column Percent | 0.00%| 0.00%| 7.69%| 0.00%| 0.00%

Row Percent 0.00%] 0.00%|100.00%| 0.00%| 0.00%

Total Percent 0.00%}] 0.00%] 0.51%{ 0.00%| 0.00%} 0.51%
Count All Grps 21 58 13 61 43 196
Total Percent 10.71%] 29.59%| 6.63%| 31.12%| 21.94%




Causes of Death: breakdown by race

Causes of Death Race Race Race | Race | Row

Table 6.6.3 Eur Col Native |Indian | Totals
Count GPI 6 47 1 0 54
Column Percent 7.14%| 4563%| 11.11%

Row Percent 11.11%| 87.04%| 1.85%| 0.00%

Total Percent . : S 3.06%| 23.98%| 0.51%)| 0.00%|27.55%
Count Debility- -general + senile - 18 6 0 0 24
Column Percent | o 21.43%| 5.83%| 0.00%

Row Percent 75.00%| 25.00%| 0.00%| 0.00%

Total Percerit 9.18%] 3.06%]| 0.00%)] 0.00%}}12.24%
Count Preumonia 8 5 1 0 14
Column Percent | 9.52%| 4.85%| 11.11%

Row Percent 57.14%| 35.71%| 7.14%| 0.00%

Total Percent S 408%| 2.55%| ©0.51%) 0.00%| 7.14%
Count Myocarditis and heart failure 25 13 2 0 40
Column Percent LR 29.76%| 12.62%| 22.22%

Row Percent 62.50%| 32.50%| 5.00%| 0.00%

Total Percent : 12.76%| 6.63%| 1.02%)] 0.00%]|20.41%
Count Tubérculosis - 4 10 0 0 14
Column Percent o 476%| 971%| 0.00%

Row Percent 28.57%| 71.43%| 0.00%| 0.00%

Total Percent o : 2.04%| 5.10%| 0.00%] 0.00%| 7.14%
Count Bronchitis - 1 1 0 0 2
Column Percent | : 1.19%| 0.97%| 0.00%

Row Percent 50.00%| 50.00%| 0.00%]| 0.00%

Total Percent : 0.51%| 0.51%| 0.00%]| 0.00%| 1.02%
Count Cerebral Haemorrhage 6 5 2 0 13
Column Percent - ' : o 7.14%| 4.85%| 22.22%

Row Percent 46.15%| 38.46%| 15.38%| 0.00%

Total Percent 3.06%| 2.55%| 1.02%| 0.00%| 6.63%
Count Typhoid 0 2 0 0 2
Column Percent 0.00%| 1.94%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent v 0.00%| 1.02%| ©.00%| 0.00%| 1.02%
Count Cancer | i 1 0 3
Column Percent 1.19%| 097%| 11.11%

Row Percent 33.33%| 33.33%( 33.33%| 0.00%

Total Percent 0.51%| 0.51%| 0.51%]| 0.00%| 1.53%
Count Mibial incompetence 0 1 0 0 1
Column Percent : o 0.00%| 0.97%| 0.00%

Row Percent 0.00%(100.00%( 0.00%| 0.00%

Total Percent 0.00%| 0.51%] 0.00%| 0.00%| 0.51%
Count Exhaustion - 1 1 1 0 3
Column Percent B 1.19%| 0.97%| 11.11%

Row Percent 33.33%| 33.33%| 33.33%| 0.00%

Total Percent : : 0.51%| 0.51%| 0.51%| 0.00%| 1.53%
Count Perferated gastric ulcer : 1 0 0 0 1
Column Percent 1.19%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%] 0.00%

Total Percent 0.51%| 0.00%| 0.00%!| 0.00%| 0.51%
Count General emaciation 1 0 0 0 1
Column Percent ’ 1.19%| 0.00%| 0.00%




Causes of Death: breakdown by race

Causes of Death Race Race Race | Race { Row

Table 6.6.3 Eur Col Native |Indian | Totals
Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent ; : 0.51%] 0.00%| 0.00%| 0.00%] 0.51%
Count Dysentry: 1 0 0 0 1
Column Percent : - 1.19%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent LT 0.51%| 0.00%] 0.00%) 0.00%)| 0.51%
Count Toxic Jaundice - 1 0 0 0 1
Column Percent ' 1.19%| 0.00%| 0.00%

Row Percent 100.00%( 0.00%| 0.00%| 0.00%

Total Percent . SRS 0.51%| 0.00%| 0.00%]| 0.00%| 0.51%
Count indefinite illness 0 1 0 0 1
Column Percent : s ' 0.00%| 0.97%| 0.00%

Row Percent 0.00%]100.00%| 0.00%]| 0.00%

Total Percent RIS T 0.00%| 0.51%| 0.00%] 0.00%) 0.51%
Count Acute encephalitis: 0 1 0 0 1
Column Percent L T 0.00%| 0.97%| 0.00%

Row Percent 0.00%|100.00%| 0.00%]| 0.00%

Total Percent SR i 0.00%| 0.51%| 0.00%| 0.00%} 0.51%
Count Senile gangrene - 1 0 0 0 1
Column Percent | = o 1.19%| 0.00%| 0.00%

Row Percent -1100.00%| 0.00%| 0.00%| 0.00%

Total Percent L 0.51%| 0.00%!| 0.00%| 0.00%|| 0.51%
Count Senility 3 2 0 0 5
Column Percent | = ¢ 3.57%| -1.94%| 0.00%

Row Percent 60.00%| 40.00%| 0.00%| 0.00%

Total Percent 1.53%| 1.02%| 0.00%]| 0.00%| 2.55%
Count Enteritis 4 2 0 0 6
Column Percent ' B 476%| 1.94%| 0.00%

Row Percent 66.67%| 33.33%| 0.00%| 0.00%

Total Percent R 2.04%| 1.02%!| 0.00%|{ 0.00%| 3.06%
Count Arteriosclerosis - * 0 1 0 0 1
Column Percent ' o 0.00%| 0.97%| 0.00%

Row Percent 0.00%]100.00%| 0.00%] 0.00%

Total Percent : N 0.00%| 0.51%| 0.00%] 0.00%| 0.51%
Count Stopped Eating- - 0 0 1 0 1
Column Percent . : i 0.00%| 0.00%| 11.11%

Row Percent 0.00%| 0.00%|100.00%| 0.00%

Total Percent ) 0.00%| 0.00%| 0.51%]| 0.00%| 0.51%
Count Cystitis 0 1 0 0 1
Column Percent | -~ 0.00%| 0.97%| 0.00%

Row Percent 0.00%{100.00%] 0.00%]| 0.00%

Total Percent : 0.00%| 0.51%| 0.00%| 0.00%| 0.51%
Count Epilepsy 0 1 0 0 1
Column Percent 0.00%| 0.97%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%

Total Percent - |1 0.00%| 0.51%| 0.00%] 0.00%| 0.51%
Count Post Operative complications 1 0 0 0 1
Column Percent 1.19%| 0.00%| 0.00%

Row Percent 100.00%( 0.00%| 0.00%| 0.00%

Total Percent 0.51%| 0.00%| 0.00%] 0.00%| 0.51%




Causes of Death: breakdown by race

Causes of Death Race Race Race | Race | Row

Table 6.6.3 Eur Cal Native [Indian | Totals
Count Intestinal obstruction 1 0 0 0 1
Column Percent : 1.19%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent s , 0.51%| 0.00%| 0.00%| 0.00%{ 0.51%
Count Abscess on lung 0 1 0 0 1
Column Percent : o 0.00%| 0.97%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent ' 0.00%| 0.51%| 0.00%| 0.00%]| 0.51%
Count Peritonitis = 0 1 0 0 1
Column Percent ' 0.00%| 097%| 0.00%

Row Percent 0.00%(100.00%| 0.00%| 0.00%

Total Percent 0.00%| 0.51%| 0.00%| 0.00%]| 0.51%
Count All Grps 84 103 9 0 196
Total Percent ' o 42 .86%| 52.55%| 4.59%| 0.00%




Types of crimes commited by patients before admissioﬂ
Count | Cumulative | Percent | Cumulative

Table 6.7.2 Count Percent

Theft 32 32| 3.80499 3.8050
Injury to Property 2 34} 0.23781 4.0428
Found Wandering 2 58{ 285375 6.8966
Assault 24 B2} 2.85375 9.7503
Crime Unknown 12 94; 1.42687 11.1772
Sodomy 1 95| 0.11891 11.2961
Misbehaving in Public 7 102} 0.83234 12.1284
Violent 3 108) 0.35672 12.4851
Malcious injury 2 107{ 0.23781 12.7229
Murder 8 115; 0.95125 13.6742
Trespassing 5 120; 0.52453 14.2687
Danger to self and others 2 122; 0.23781 14.5065
 Vagrancy and Drunkeness 4 126] 0.47562 14.9822
Rape 4 130| 0.47562 15.4578
GGD 2 132] 0.23781 15.6956
Kidnapping _ 1 133; £.11891 15.8145
Unlawful use of a weapon 1 134, 0.11821 15.9334
Bigamy 1 135] 0.11891 16.0523
Unlawfully driving a car 1 136] 0.11891 16.1712
Mendicency 1 137] 0.11891 16.2901
Walking around naked 1 138| 0.11891 16.4090
Soliciting 1 138} 0.11891 16.5279
Concealing the birth of a child 1 140] 0.11891 16.6468
Missing 701 841(83.35315] 100.0000




Race and types of crimes committed

Criminal Race Race Race | Race | Row

Table 6.7.3 Eur Col Native [Indian | Totals
Count Theft 14 15 3 0 32
Column Percent ' 30.43%| 18.52%| 25.00%

Row Percent 4375%| 46.88%| 9.38%| 0.00%

Total Percent o e 10.07%] 10.79%]| 2.16%] 0.00%{23.02%
Count Injury to Property -~ 1 1 0 0 2
Column Percent ' . S 217%| 1.23%| 0.00%

Row Percent 50.00%| 50.00%| 0.00%]| 0.00%

Total Percent , S 0.72%| 0.72%| 0.00%| 0.00%| 1.44%
Count Found Wandering 6 17 1 0 24
Column Percent ' P 13.04%| 2099%| 8.33%

Row Percent 25.00%| 70.83%| 4.17%| 0.00%

Total Percent v 4.32%] 12.23%| 0.72%)| 0.00%}{17.27%
Count Assault 8 13 3 0 24
Column Percent 17.39%| 16.05%| 25.00%

Row Percent 33.33%| 54.17%| 12.50%| 0.00%

Total Percent : : i 5.76%| 9.35%| 2.16%| 0.00%||17.27%
Count Crime Unknown .. 3 8 1 0 12
Column Percent : : 6.52%| 9.88%| 8.33%

Row Percent 25.00%| 66.67%| 8.33%} 0.00%

Total Percent 2.16%| 576%| 0.72%]| 0.00%| 8.63%
Count Sodomy 0 1 0 0 1
Column Percent 0.00%| 1.23%| 0.00%

Row Percent 0.00%[100.00%| 0.00%| 0.00%

Total Percent : : J S 0.00%| 0.72%| 0.00%] 0.00%| 0.72%
Count Misbehaving in Public 3 3 1 0 7
Column Percent R R 6.52%| 3.70%| 8.33%

Row Percent 42 86%| 42.86%| 14.29%| 0.00%

Total Percent 2.16%| 2.16%| 0.72%| 0.00%| 5.04%
Count Violent 2 1 0 0 3
Column Percent 4.35%| 1.23%| 0.00%

Row Percent 66.67%| 33.33%| 0.00%| 0.00%

Total Percent s : 1.44%| 0.72%| 0.00%| 0.00%| 2.16%
Count Malcious injury - - 0 2 0 0 2
Column Percent 0.00%| 247%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent 0.00%! 1.44%| 0.00%| 0.00%| 1.44%
Count Murder 2 5 1 0 8
Column Percent | 4.35%| 6.17%| 8.33%

Row Percent 25.00%| 62.50%| 12.50%| 0.00%

Total Percent 1.44%; 3.60%| 0.72%| 0.00%| 5.76%
Count Trespassing 3 2 0 0 5
Column Percent | 6.52%| 2.47%| 0.00%

Row Percent 60.00%| 40.00%| 0.00%| 0.00%

Total Percent : , 2.16%| 1.44%| 0.00%| 0.00%]| 3.60%
Count Danger to self and others 1 1 0 0 2
Column Percent : 2.17%| 1.23%| 0.00%

Row Percent 50.00%| 50.00%| 0.00%]| 0.00%

Total Percent N 0.72%| 0.72%| 0.00%| 0.00%| 1.44%
Count Vagrancy and Drunkeness 0 4 0 0 4
Column Percent 0.00%| 4.94%| 0.00%




Kace and types of crimes committed

Criminal Race Race Race | Race | Row

Table 6.7.3 Eur Col Native |Indian | Totals
Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent 0.00%| 2.88%| 0.00%| 0.00%| 2.88%
Count Rape 1 2 1 0 4
Column Percent s 217%| 2.47%| 8.33%

Row Percent 25.00%| 50.00%| 25.00%| 0.00%

Total Percent - 0.72%| 1.44%| 0.72%] 0.00%| 2.88%
Count GGD 1 0 0 0 1
Column Percent 2.17%) 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%| 0.00%

Total Percent L 0.72%| 0.00%| 0.00%| 0.00%) 0.72%
Count Kidnapping 0 1 0 0 1
Column Percent N 0.00%| 1.23%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent e e 0.00%| 0.72%| 0.00%| 0.00%f 0.72%
Count Unlawful use of a weapon 0 0 1 0 1
Column Percent : e 0.00%| 0.00%| 8.33%

Row Percent 0.00%| 0.00%(100.00%| 0.00%

Total Percent L 0.00%| 0.00%| 0.72%] 0.00%| 0.72%
Count Bigamy - 1 0 0 0 1
Column Percent | - 3 217%| 0.00%| 0.00%

Row Percent 100.00%| 0.00%| 0.00%]| 0.00%

Total Percent : R 0.72%| 0.00%| 0.00%| 0.00%| 0.72%
Count Unlawfully driving'a car_— 0 1 0 0 1
ColumnPercent | = - . - oo 0.00%| 1.23%| 0.00%

Row Percent 0.00%|100.00%( 0.00%]| 0.00%

Total Percent - v 0.00%| 0.72%| 0.00%]| 0.00%| 0.72%
Count Mendicency 0 1 0 0 1
Column Percent e 0.00%| 1.23%| 0.00%

Row Percent 0.00%|100.00%( 0.00%]| 0.00%

Total Percent - SRR . 0.00%| 0.72%| 0.00%]| 0.00%{ 0.72%
Count Walking around naked - 0 1 0 0 1
Column Percent | ‘ S 0.00%| 1.23%| 0.00%

Row Percent 0.00%|100.00%| 0.00%]| 0.00%

Total Percent S . 0.00%| 0.72%| 0.00%| 0.00%| 0.72%
Count Soliciting - 0 1 0 0 1
Column Percent - 0.00%| 1.23%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent ; B 0.00%! 0.72%| 0.00%]| 0.00%| 0.72%
Count Concealing the birth of a chilc 0 1 0 0 1
Column Percent ' Lo 0.00%( 1.23%| 0.00%

Row Percent 0.00%|100.00%| 0.00%| 0.00%

Total Percent 0.00%| 0.72%] 0.00%]| 0.00%| 0.72%
Count All Grps 46 81 12 0 139
Total Percent 33.09%( 58.27%| 8.63%| 0.00%






