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Overview

 The Western mental health care system was the result of 

centuries of effort to solve a fundamentally difficult problem: 

how to best care for addicts, the mentally disabled, and the 

mentally ill. 

 Although the system was far from perfect, it was much better 

than what came before—or since.

 20th century critics failed to appreciate the benefits of the 

mental health care system (especially compared to realistic 

alternatives). They exaggerated its failures for political and 

ideological reasons. 

 Instead of being reformed, the system of custodial care for the 

mentally ill was systematically undermined and ultimately 

destroyed.

 The result was a sort of “free-range psychiatry.” Instead of living 

in specialized care facilities, the mentally ill are often left to fend 

for themselves on the streets, in jails, or in the homes of family 

members who are not equipped to properly care for them.
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Hierarchy of 
Care Goals

Patient returns to normal, independent life, 
integrated into community.

Underlying causes are addressed and the 
patient is cured.

Patient’s symptoms are managed and some 
are even eliminated.

Patient is protected from exploitation and 
self-harm.

Society is shielded from chaos, disorder, and 
violence.
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Medicine & 
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Sociological 
Intervention
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Introduction 
to Mental 
Illness

 In Washington, a homeless woman sleeps every night on the 

sidewalk, surrounded by plastic bags filled with dirty clothes and 

blankets. According to her, she is “not homeless,” but is actually 

“waiting for the movie star.” A few blocks away, a man sleeps on 

a park bench because he believes he is conducting a “long-

term socioeconomic study.” Another man sleeps under a nearby 

bridge, and claims that his identity was stolen by federal agents. 

 In San Francisco, the mentally ill wander the streets, gesticulating 

and speaking random phrases. Others stop traffic and bang their 

heads against street poles, or lie on the sidewalk hallucinating.

 A Texas man with a history of hearing voices and repeated 

suicide attempts stabbed his wife and two children to death, cut 

out their hearts, and put the organs in his pockets on his way to 

confess to police. While in prison, he later pulled out one of his 

own eyeballs and ate it.

 Mentally ill prison inmates have been known to attempt escape 

by smearing themselves with feces and trying to flush themselves 

down toilets.

--- Sources ---

[Washington anecdotes]

Jervis, Rick. “Mental Disorders Keep Thousands of Homeless on Streets,” USA Today 
(2014) — https://www.usatoday.com/story/news/nation/2014/08/27/mental-health-
homeless-series/14255283/

[San Francisco anecdotes]

Lee’s Channel. “Man with Mental Issues Shouting Gibberish up Polk Street,” YouTube 
(2014) — https://youtu.be/qmFOPj1746A

Lee’s Channel. “Homeless Man Stumbles Thru Traffic, Bangs Head on Steel Pole,” 
YouTube (2014) — https://youtu.be/rSEPH7LJRMY

Lee’s Channel. “Insane Homeless Man Hallucinating (Downtown San Francisco),” 
YouTube (2013) — https://youtu.be/IWvbwIlTFig
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[Texas man]

Bonvillian, Crystal. “Lawyers for Man Who Ate Own Eyeball Argue He’s Too Mentally 
Ill for Execution,” Atlanta Journal Constitution (2018) —
https://www.ajc.com/news/national/lawyers-for-man-who-ate-own-eyeball-argue-
too-mentally-ill-for-execution/3nlLPEVEL8vbmzj6hr9MfK/

[Mentally ill prison inmates]

Lithwick, Dahlia. “Prisons Have Become America’s New Asylums,” Slate (2016) —
http://www.slate.com/articles/news_and_politics/jurisprudence/2016/01/prisons_h
ave_become_warehouses_for_the_mentally_ill.html
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Degrees of 
Severity

--- Sources ---

[Mental illness types & statistics]

National Alliance on Mental Illness. “Mental Health Facts in America” Infographic —
https://www.nami.org/NAMI/media/NAMI-Media/Infographics/GeneralMHFacts.pdf
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Schizophrenia

 A chronic and severe mental disorder characterized by 

delusions, hallucinations, poor executive function, flat affect, 

and agitated body movements; symptoms usually begin late in 

adolescence or early in adulthood. 

 It is highly heritable. Twin studies have suggested a strong 

underlying genetic cause, which has been supported by 

molecular genetic studies. 

 Differences in violent tendencies among schizophrenia patients 

are correlated with brain imaging differences. Patients show a 

substantial gray matter deficit that gets worse as the disease 

progresses.

 The majority of potential biomarkers for schizophrenia are related 

to the body’s inflammatory response, and recent evidence 

supports the hypothesis that schizophrenia symptoms are at least 

sometimes triggered by over-active pruning of brain synapses 

during adolescence. 

 Some research has suggested that childhood trauma and 

parasitic infections may also play a role in the complex gene-

environment interactions which underlie the disease.

--- Sources ---

[Schizophrenia symptoms]

National Institute of Mental Health. “Mental Health Information: Schizophrenia” —
https://www.nimh.nih.gov/health/topics/schizophrenia/index.shtml

[heritability]

Gejman, Sanders, & Duan. “The Role of Genetics in the Etiology of Schizophrenia,” 
The Psychiatric clinics of North America (2010) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2826121

Hilker, et al. “Heritability of Schizophrenia and Schizophrenia Spectrum Based on the 
Nationwide Danish Twin Register,” Biological Psychiatry (2018) —
https://www.biologicalpsychiatryjournal.com/article/S0006-3223(17)31905-4/pdf

Cannon, Kaprio, & Lönnqvist. “The Genetic Epidemiology of Schizophrenia in a Finnish 
Twin Cohort: A Population-Based Modeling Study,” Archives of General Psychiatry 
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(1998) — https://jamanetwork.com/journals/jamapsychiatry/fullarticle/189697

Arnedo, et al. “Uncovering the Hidden Risk Architecture of the Schizophrenias: 
Confirmation in Three Independent Genome-Wide Association Studies,” American 
Journal of Psychiatry (2015) —
https://ajp.psychiatryonline.org/doi/pdf/10.1176/appi.ajp.2014.14040435

Pocklington, et al. “Novel Findings from CNVs Implicate Inhibitory and Excitatory 
Signaling Complexes in Schizophrenia,” Neuron (2015) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4460187

[Schizophrenia and the brain]

Naudts & Hodgins. “Neurobiological Correlates of Violent Behavior Among Persons 
With Schizophrenia,” Schizophrenia Bulletin (2006) —
https://academic.oup.com/schizophreniabulletin/article/32/3/562/1907576

Vita, et al. “Progressive Loss of Cortical Gray Matter in Schizophrenia: A Meta-Analysis 
and Meta-Regression of Longitudinal MRI Studies,” Translational Psychiatry (2012) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3565772

[inflammatory response]
Lai, et al. “Biomarkers in Schizophrenia: A Focus on Blood Based Diagnostics and 
Theranostics,” World Journal of Psychiatry (2016) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4804259

[pruning of synapses]
Sekar, et al. “Schizophrenia Risk From Complex Variation of Complement Component 
4,” Nature (2016) — https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4752392

[childhood trauma]
Read, et al. “Childhood Trauma, Psychosis and Schizophrenia: A Literature Review 
With Theoretical and Clinical Implications,” Acta Psychiatrica Scandinavica (2005) —
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1600-0447.2005.00634.x 

[parasitic infections]
Chorlton, Sam. “Toxoplasma gondii and Schizophrenia: A Review of Published RCTs,” 
Parasitology Research (2017) —
https://link.springer.com/content/pdf/10.1007%2Fs00436-017-5478-y.pdf
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Bipolar 
Disorder

 A mental disorder characterized by unusual shifts in mood, 

energy, activity levels, and an inconsistent ability to carry out 

day-to-day tasks. It is widely recognized by alternating manic 

and depressive periods lasting up to several weeks.

 It is also highly heritable, and some of the specific genetic 

markers have been identified. 

 Brain-derived neurotrophic factor (BDNF) supports the survival 

and growth of neurons, along with the formation of new 

synapses. Patients diagnosed as bipolar have greatly reduced 

BDNF levels—especially during their depressive phases.

 An increased risk of bipolar disorder may also be connected to 

certain autoimmune diseases and mitochondrial dysfunction.

 Patients show reduced cortical thickness 

compared to healthy controls, along with 

enlarged lateral ventricles (cavities within the brain 

that contain cerebrospinal fluid).

--- Sources ---

[Bipolar symptoms]

National Institute of Mental Health. “Mental Health Information: Bipolar Disorder” —
https://www.nimh.nih.gov/health/topics/bipolar-disorder/index.shtml

[heritability]

Smoller & Finn. “Family, Twin, and Adoption Studies of Bipolar Disorder,” American 
Journal of Medical Genetics (2003) —
https://onlinelibrary.wiley.com/doi/epdf/10.1002/ajmg.c.20013

Kerner. “Genetics of Bipolar Disorder,” The Application of Clinical Genetics (2014) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3966627

[BDNF]

Goldstein & Young. “Toward Clinically Applicable Biomarkers in Bipolar Disorder: 
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Focus on BDNF, Inflammatory Markers, and Endothelial Function,” Current Psychiatry 
Reports (2014) — https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3926699

[connection to autoimmune diseases]

Eaton, et al. “Autoimmune diseases, bipolar disorder, and non-affective psychosis,” 
Bipolar Disorders (2010) — https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2950824

[connection to mitochondrial dysfunction]

Konradi, et al. “Molecular Evidence for Mitochondrial Dysfunction in Bipolar 
Disorder,” Archives of General Psychiatry (2004) —
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/481974

[brain imaging]

Hibar, et al. “Cortical Abnormalities in Bipolar Disorder: An MRI analysis of 6503 
individuals from the ENIGMA Bipolar Disorder Working Group,” Molecular Psychiatry 
(2018) — https://www.nature.com/articles/mp201773

Kempton, et al. “Meta-analysis, Database, and Meta-regression of 98 Structural 
Imaging Studies in Bipolar Disorder,” Archives of General Psychiatry (2008) —
https://jamanetwork.com/journals/jamapsychiatry/fullarticle/210132

Pfaffenseller, et al. “Clinical Snapshot: Anatomical Faces of Neuroprogression in 
Bipolar Disorder,” Neuropsychiatry (2012) — http://www.jneuropsychiatry.org/peer-
review/anatomical-faces-of-neuroprogression-in-bipolar-disorder-neuropsychiatry.pdf

https://hopes.stanford.edu/glossary/brain-derived-neurotrophic-factor-bdnf/
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Major 
Depression

 A mood disorder characterized by persistent anxiety and 

emptiness, fatigue, insomnia, difficulty concentrating, and poor 

appetite. 

 It is moderately heritable, but has a weaker genetic influence 

than schizophrenia or bipolar. 

 Prolonged depression and chronic stress are associated with 

reduced brain volume, especially of specific regions like the 

hippocampus.

 Childhood maltreatment is a significant risk factor for depression, 

and abuse also seems to reduce the effectiveness of treatments.

 Certain genetic markers, such as an over-expression of 

GATA1, may predispose some people to greater 

physiological sensitivity to stress and depression, by reducing 

the synaptic connections between brain cells.

--- Sources ---

[Depression symptoms]

National Institute of Mental Health. “Mental Health Information: Depression” —
https://www.nimh.nih.gov/health/topics/depression/index.shtml

[heritability]

Fernandez-Pujals, et al. “Epidemiology and Heritability of Major Depressive Disorder, 
Stratified by Age of Onset, Sex, and Illness Course in Generation Scotland: Scottish 
Family Health Study (GS:SFHS),” PLoS One (2015) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4646689

[brain changes]

Koolschijn, et al. “Brain Volume Abnormalities in Major Depressive Disorder: A Meta-
Analysis of Magnetic Resonance Imaging Studies,” Human Brain Mapping (2009) —
https://onlinelibrary.wiley.com/doi/full/10.1002/hbm.20801
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[impact of childhood trauma]

Nanni, Uher, & Danese. “Childhood Maltreatment Predicts Unfavorable Course of 
Illness and Treatment Outcome in Depression: A Meta-Analysis,” The American 
Journal of Psychiatry (2012) —
https://ajp.psychiatryonline.org/doi/full/10.1176/appi.ajp.2011.11020335

[GATA1]

Kang, et al. “Decreased expression of synapse-related genes and loss of synapses in 
major depressive disorder,” Nature Medicine (2012) —
https://www.nature.com/articles/nm.2886
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Anosognosia –

When You 

Don’t Know 

You’re Sick

 With major brain disorders, it’s common for the brain circuits 

responsible for self-awareness to become damaged. This results 

in a condition called “anosognosia,” in which the patient has a 

lack of knowledge or insight about their disease. It is not to be 

confused with mere denial. 

 Anosognosia can be easily recognized in patients with 

advanced Alzheimer’s (whose memory is impaired, but they no 

longer remember what they’ve forgotten), or with people who 

have suffered a stroke (who may be partially paralyzed and not 

realize it). 

 A substantial proportion of patients who are diagnosed with 

schizophrenia or other severe mental disorders are unaware of 

their illness. Because patients with anosognosia do not think they 

have a problem or mistakenly believe they’ve been “cured,” 

they often resist medication or other forms of treatment, and 

they show a tendency to be more violent. 

 Brain scans show a marked difference between patients who 

have awareness of their disease and those who don’t.

--- Sources ---

[Anosognosia definition]

Cutting, John. “Study of Anosognosia,” Journal of Neurology, Neurosurgery, and 
Psychiatry (1978) — http://jnnp.bmj.com/content/jnnp/41/6/548.full.pdf

[in Alzheimer’s]

Reed, Jagust, & Coulter. “Anosognosia in Alzheimer's Disease: Relationships to 
Depression, Cognitive Function, and Cerebral Perfusion,” Journal of Clinical and 
Experimental Neuropsychology (1993) —
https://www.ncbi.nlm.nih.gov/pubmed/8491848

[in Stroke]

Orfei, et al. “Anosognosia for Hemiplegia After Stroke is a Multifaceted Phenomenon: 
A Systematic Review of the Literature,” Brain (2007) —
https://academic.oup.com/brain/article/130/12/3075/283181
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[in Schizophrenia]

Lehrer & Lorenz. “Anosognosia in Schizophrenia: Hidden in Plain Sight,” Innovations in 
Clinical Neuroscience (2014) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4140620

[resisting treatment]

Smith, Barzman, & Pristach. “Effect of Patient and Family Insight 

on

Compliance of Schizophrenic Patients,” Journal of Clinical 

Pharmacology (1997) —

https://accp1.onlinelibrary.wiley.com/doi/epdf/10.1002/j.1552-

4604.1997.tb04773.x

[tendency to violence]

Bjørkly, Stål. “Empirical Evidence of a Relationship Between Insight and Risk of 
Violence in the Mentally Ill — A Review of the Literature,” Aggression and Violent 
Behavior (2006) —
https://www.sciencedirect.com/science/article/pii/S1359178906000073

[brain differences]

Treatment Advocacy Center: Office of Research & Public Affairs. “Serious Mental 
Illness and Anosognosia,” Background Paper (2016) —
http://www.treatmentadvocacycenter.org/storage/documents/backgrounders/smi-
and-anosognosia.pdf
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The Role of 
Medication

 Modern anti-psychotic medications seem to have a positive 

effect on patients in many cases. Although those with the most 

extreme illness require long-term supervised residential care, a 

large number of patients can live independently if required to 

check in regularly with psychiatric staff. These touch-points allow 

patients to receive ongoing support and ensure medication 

compliance, among other benefits.

 Medication compliance substantially reduces alcohol and drug 

abuse, self-harm and attempted suicide, public disturbances, 

physical harm to others, destruction of property, incarceration 

rates, and homelessness. 

 Medication can be moderately effective at controlling the 

symptoms of psychosis, especially violence. It seems to also 

substantially reduce the chance that a mentally ill person will 

themselves be the victim of violence.

 Some medications have been criticized for masking symptoms 

without actually curing the underlying problem. In certain cases 

medication may even make problems worse, especially if it is 

taken inconsistently or combined with alcohol or other drugs.

--- Sources ---

[benefits of conditional release and medication compliance]

New York State Office of Mental Health. “Kendra’s Law: Final Report on the Status of 
Assisted Outpatient Treatment” (2005) —
https://www.omh.ny.gov/omhweb/kendra_web/finalreport/aotfinal2005.pdf

[medication helps control symptoms of psychosis]

Citrome, et al. “Effects of Clozapine, Olanzapine, Risperidone, and Haloperidol on 
Hostility Among Patients with Schizophrenia,” Psychiatric Services (2001) —
https://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.52.11.1510

Frankle, et al. “Clozapine-Associated Reduction in Arrest Rates of Psychotic Patients 
With Criminal Histories,” The American Journal of Psychiatry (2001) —
https://ajp.psychiatryonline.org/doi/10.1176/appi.ajp.158.2.270

[benefits of ongoing treatment]
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Hiday, et al. “Impact of Outpatient Commitment on Victimization of People With 
Severe Mental Illness,” The American Journal of Psychiatry (2002) —
https://ajp.psychiatryonline.org/doi/full/10.1176/appi.ajp.159.8.1403
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The 
Asylum 
Model

 Before the development of specialized psychiatric institutions, 

people with mental illness were usually taken care of by their 

families. Those without families—or those who were too difficult or 

violent for home-based care—were entrusted to special wards 

within hospitals and poor-houses. Others were imprisoned or left 

homeless. “Care” in such circumstances consisted largely of 

isolation and restraint.

 Asylums emerged from the idea that at least some mental 

illnesses could be cured by “moral treatment.” [1]

 In contrast to family care or small-

scale efforts by local communities, 

asylums enabled far greater levels 

of professional care. Patients could 

be isolated from risks and 

prevented from harming themselves 

or others. Staff could monitor 

changes in patients’ condition, and 

ensure compliance with treatment 

plans.

--- Sources ---

[history of asylums]

Penn Nursing, University of Pennsylvania School of Nursing. “History of Psychiatric 
Hospitals” — https://www.nursing.upenn.edu/nhhc/nurses-institutions-
caring/history-of-psychiatric-hospitals

Lamb, Richard. “Lessons Learned from Deinstitutionalization in the US,” British 
Journal of Psychiatry (1993)

[painting of asylum]

Photo by: Gemälde von Carve —
https://commons.wikimedia.org/wiki/File:RetreatOriginalBuildingssm.jpg
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The Rise of 
State 
Hospitals

 Over time, procedures and training for work at asylums became 

more formalized, and the modern psychiatric hospital evolved.

 Privately-run hospitals in colonial America had special rooms for 

housing mentally ill patients as early as the 1750s. The first public 

funding for psychiatric hospitals began in Virginia in the 1770s.

 Throughout the middle of the 19th century, most US states built 

one or more state-run psychiatric hospitals. 

--- Sources ---

[history of psychiatric hospitals]

U.S. National Library of Medicine, National Institutes of Health. “Diseases of the 
Mind: Highlights of American Psychiatry Through 1900 — Early Psychiatric Hospitals & 
Asylums” — https://www.nlm.nih.gov/hmd/diseases/early.html

Penn Nursing, University of Pennsylvania School of Nursing. “History of Psychiatric 
Hospitals” — https://www.nursing.upenn.edu/nhhc/nurses-institutions-
caring/history-of-psychiatric-hospitals

[state mental hospital photo]

Photo by: Andrew Jameson —
https://commons.wikimedia.org/wiki/File:NorthernMichiganAsylumCTraverseCityMI.J
PG
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Early 

Attempts at 

Federalization

 A “Land-Grant Bill for Indigent Insane Persons” was proposed in 

Congress in 1848. The bill attempted to establish federal asylums 

under a land-grant model similar to what was later used for 

universities. It passed in the spring of 1854.

 President Franklin Pierce rightly 

predicted that federal 

responsibility for mental illness 

would lead inexorably to 

responsibility for a wide range of 

other social problems—and 

vetoed the bill. [1]

 President Pierce also anticipated 

that the establishment of federal 

asylums would undermine the 

sovereignty of the states. [2]

 President Pierce’s veto remained 

precedent until the passage of 

the National Mental Health Act in 

1946.

--- Sources ---

[Land-Grant Bill for Indigent Insane Persons]

Manning, Seaton. “The Tragedy of the Ten-Million-Acre Bill,” Social Service Review 
(1962) — https://www.jstor.org/stable/pdf/30016764.pdf

[Franklin Pierce veto message]

Pierce, Franklin. “Veto Message (May 3, 1854)” —
https://lonang.com/library/reference/1854-pvm

[Franklin Pierce photo]

Photo by: Mathew Brady —
https://commons.wikimedia.org/wiki/File:Mathew_Brady_-_Franklin_Pierce_-
_alternate_crop.jpg
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Problems & 
Shortcomings: 
Overcrowding

 There are many different individual diseases in the broad 

categories of “mental illness,” “addiction,” or “mental 

disability”—each with their own complex causes. It’s easy for 

even experts to be overwhelmed.

 Patients with mental disorders are vulnerable to neglect or even 

abuse in any setting. Because of their centralized nature, the 

shortcomings of mental hospitals are easier to observe than in 

many other settings where mentally ill people live.

 From the 1880s through the 1920s, local governments around the 

country took the opportunity to offload the residents of local 

charity housing or regular hospitals onto state-funded mental 

hospitals. 

 With state governments picking up the tab, there was a moral 

hazard incentive for families, charities, and municipalities to 

relieve themselves of the burden to care for a wide range of 

“difficult cases.” This contributed to overcrowding and increased 

the proportion of mental hospital residents who were merely old, 

sick, or poor—and not necessarily mentally ill.

--- Sources ---

[overcrowding in mental hospitals]

Grob, Gerald. “Mental Health Policy in 20th-Century America,” Mental Health, United 
States, 2000. US Department of Health and Human Services —
https://files.eric.ed.gov/fulltext/ED469203.pdf
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Problems & 
Shortcomings: 
Funding

 Massive funding shortfalls throughout the Depression caused 

further overcrowding. Then during WWII, a substantial proportion 

of hospital staff was drafted. The debilitating staffing shortfalls 

resulted in widespread acute neglect of patients. Conditions in 

psychiatric hospitals during this time were used to justify 

legislation that would ultimately destroy the state hospital system.

 WWII also brought greater national attention to mental illness in 

other ways. A surprising number of enlistees were rejected for 

mental health reasons, which caused many people to realize for 

the first time how widespread mental disorders are. The increase 

in rejection rates was due mostly to rising recruiting standards 

rather than an increase in the rate of mental illness, but the 

numbers made a lasting impression.

 Thousands of conscientious objectors were assigned alternative 

duty in mental hospitals to attempt to make up for the staffing 

shortfalls. Their reports about dirty and dangerous conditions led 

to media exposés and official inquiries—and further undermined 

public confidence in the existing system.

--- Sources ---

[staffing shortfalls, overcrowding, neglect]

Felix, Robert H., “ ‘Mental Public Health: A Blueprint,’ St. Elizabeth’s Hospital (April 21, 
1945),” Millbank Memorial Fund Quarterly (1948) —
https://archive.org/stream/nebraskastatemed3111nebr/nebraskastatemed3111nebr
_djvu.txt

[mentally ill war recruits]

Karpinos & Glass. “Disqualifications and Discharges for Neuropsychiatric Reasons, 
World War I and World War II,” Neuropsychiatry in World War II, Volume I (1973) —
http://history.amedd.army.mil/booksdocs/wwii/NeuropsychiatryinWWIIVolI/appendi
xa.htm

Pols & Oak. “War & Military Mental Health: The US Psychiatric Response in the 20th 
Century,” American Journal of Public Health (2007) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2089086
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Johnson, Gertrude. “Manpower Selection and the Preventative Medicine Program,” 
Preventative Medicine in World War II, Vol III (1955) —
http://history.amedd.army.mil/booksdocs/wwii/PrsnlHlthMsrs/chapter1.htm

[conscientious objectors]

Taylor, Steven. Acts of Conscience: World War II, Mental Institutions, and Religious 
Objectors. Syracuse University Press (2009)
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Problems & 
Shortcomings: 
Primitive 
Treatments

 Many of the most popular treatments during the early-to-mid 

20th century strike modern critics as little more than the 

intentional infliction of brain damage in attempt to manage or 

reduce symptoms. Although such treatments sometimes 

“worked” in the sense of eliminating certain aspects of mental 

illness, most people today recoil from the destructive side effects.

 Electroconvulsive Therapy: Electric currents were passed through 

the brain to cause seizures. Some versions of the treatment were 

performed without anesthesia and involved high amounts of 

current. Many patients suffered broken bones and memory loss.

 Insulin Coma Therapy: An extreme state of hypoglycemia was 

induced in patients via high-dose insulin injections, often leading 

to a brief coma. The procedure would typically be repeated 

many times, often resulting in long-term complications like 

obesity and severe brain damage.

 Prefrontal Lobotomy: Two small holes were drilled in the top of the 

patient’s skull, and a surgeon would insert a sharp object to sever 

the connections between the frontal lobes and the rest of the 

brain. Many patients experienced side effects such as seizures, 

personality changes, and lethargy.

--- Sources ---

[reduce symptoms with brain damage]

Whitaker, Robert. Mad in America: Bad Science, Bad Medicine, and the Enduring 
Mistreatment of the Mentally Ill. Perseus Publishing (2002). p 73-138

[electroconvulsive therapy]

Mayo Clinic. “Electroconvulsive Therapy (ECT)” — https://www.mayoclinic.org/tests-
procedures/electroconvulsive-therapy/about/pac-20393894

[insulin coma therapy]

Jones, Kingsley. “Insulin Coma Therapy in Schizophrenia,” Journal of the Royal Society 
of Medicine (2000) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1297956/pdf/10741319.pdf

[prefrontal lobotomy]
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Levinson, Hugh. “The Strange and Curious History of Lobotomy,” BBC News (2011) —
https://www.bbc.com/news/magazine-15629160
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Federalization 

of Mental 

Health – A 

Tale of Hubris

 Robert Felix, architect of the National Mental Health Act and first 

director of the National Institute of Mental Health (NIMH), 

believed that mental illness could be prevented by early 

detection and social intervention. [1]

 Felix failed to understand that there was a profound difference 

between mere social maladjustment and severe mental illnesses 

like schizophrenia. When his proposals weren’t lacking in 

specifics, they often amounted to the suggestion that those at 

risk of mental illness receive life coaching. [2]

 In other words, in Felix’s plan, all of society was to become one 

big psychiatric hospital. And everybody needed to become an 

expert on mental illness and health—including the mentally ill 

themselves. Such unrealistic expectations were widespread at 

the time and did not make for good policy.

--- Sources ---

[Robert Felix quotes]

Felix, Robert H., “ ‘Mental Public Health: A Blueprint,’ St. Elizabeth’s Hospital (April 21, 
1945),” Millbank Memorial Fund Quarterly (1948) —
https://archive.org/stream/nebraskastatemed3111nebr/nebraskastatemed3111nebr
_djvu.txt

US Congress — Senate. “Hearings Before the Committee on Education and Labor, 
United States Senate, Seventy-Ninth Congress, Second Session, on S. 1606 — ‘A Bill to 
Provide for a National Health Program’ — Part IV (1946) —
https://babel.hathitrust.org/cgi/pt? id=mdp.35112104249836;view=1up;seq=1334

Felix, et al. Mental Health and Social Welfare. Columbia University Press (1961), p 10-
11
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State 
Hospitals 
Intentionally 
Undermined

 In many cases, opposition to state hospitals was ideologically 

motivated. Rather than attempting to implement admittedly 

necessary reforms, many key players sought to end the system 

outright.

 In his 1962 testimony before the Senate Appropriations 

Committee, NIMH director Robert Felix said: “…if the 

communities will enter into cooperation with the Federal 

Government and the private foundations and agencies with 

right good will, public mental hospitals as we know them today 

can disappear in 25 years.”

 Enemies of state hospitals went so far as to claim that 

institutionalization was actually the *cause* of mental illness, and 

claimed that the mentally ill could get better if only society 

would set them free and let them live as they chose.

--- Sources ---

[key players wanted to close hospitals]

Larson, Zeb. “America’s Long-Suffering Mental Health System,” Origins: Current Events 
in Perspective (2018) — http://origins.osu.edu/article/americas-long-suffering-
mental-health-system

Slovenko & Luby. “On the Emancipation of Mental Patients,” Journal of Psychiatry and 
Law (1975), p 198 —
http://journals.sagepub.com/doi/pdf/10.1177/009318537500300205

Foley, Henry. Community Mental Health Legislation: The Formative Process. Aero 
Publishers (1975), p 8

[Robert Felix quote]

Gorman, Mike. “ ‘We Have Come a Long Way,’ Mental Health Association of Oregon 
Annual Meeting (September 13, 1962)” —
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https://profiles.nlm.nih.gov/ps/access/TGBBBW.ocr

[claims that institutionalization causes mental illness]

Goffman, Erving. Asylums: Essays on the Condition of the Social Situation of Mental 
Patients and Other Inmates. Anchor Books (1961)
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Community 
Mental 
Health 
Centers

 Critics of state hospitals decided to replace them with outpatient 

clinics called Community Mental Health Centers (or CMHCs).

 Instead of treating patients in hospitals, mental illness would be 

dealt with “in the community.” In relation to state hospitals, 

CMHCs were designed to be a separate—and even directly 

competing—system. [1]

 As federally-funded CMHCs haphazardly replaced state mental 

health infrastructure, institutional knowledge that had 

accumulated over more than a century was lost. Emerging state 

and local-level experiments with outpatient psychiatric services 

were bypassed and undermined. 

 The Community Mental Health Act was signed by President 

Kennedy on October 31, 1963—less than a month before his 

assassination. Despite big promises about the program, it was 

never designed to address the reality of mental illness in a 

scalable and sustainable way. And the implementation was 

botched from the very beginning.

--- Sources ---

[Ralph Nader report]

Chu, Trotter, & Nader. The Madness Establishment: Ralph Nader’s Study Group Report 
on the National Institute of Mental Health. Grossman Publishers (1974)

[local solutions undermined]

Grob, Gerald. “Mental Health Policy in 20th-Century America,” Mental Health, United 
States, 2000. US Department of Health and Human Services —
https://files.eric.ed.gov/fulltext/ED469203.pdf

[signing of Community Mental Health Act]

Moran, Mark. “Vision Revisited: 50 Years of the Community Mental Health Act,” 
Psychiatric News (2013) —
https://psychnews.psychiatryonline.org/doi/full/10.1176/appi.pn.2013.11b24
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Defiance of 
Science

 No scientific evidence existed at the time to support the idea of 

“community treatment” over psychiatric hospitals. In fact, 

published research already showed that the plan to prevent 

mental illness with CMHCs was unlikely to work. [1]

 Policymakers assumed—with the encouragement of CMHC 

advocates—that most mental patients would have homes or 

families to return to upon release. But NIMH’s own data already 

indicated that many discharged patients would have no 

alternative but the streets. 

 A 1958 study of 504 admissions assessed whether a sizable 

proportion of psychiatric hospital admissions might be treated 

equally well in outpatient clinics, and found that inpatient care 

was overwhelmingly needed.

 Contemporary reports showed that nearly half of discharged 

schizophrenia patients failed to take medication, and that most 

had to be readmitted to full-time care.

 Even while the bill was still in committee, experts raised serious 

doubts about CMHCs’ ability to deal with severe mental illness. 

--- Sources ---

[Cambridge-Somerville youth study]

Powers & Witmer. An Experiment in the Prevention of Delinquency: The Cambridge-
Somerville Youth Study. Columbia University Press (1951), p xx

[NIMH claims contradict own data]

Grob, Gerald. “Government and Mental Health Policy: A Structural Analysis,” The 
Milbank Quarterly (1994), p 487-88 — https://www.jstor.org/stable/pdf/3350267.pdf

[inpatient care necessary]

Sampson, et al. “Feasibility of Community Clinic Treatment for State Mental Hospital 
Patients,” Archives of Neurology and Psychiatry (1958)

[discharged patients don’t take medication]
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Parkes, Brown, & Monck. “The General Practitioner and the Schizophrenic Patient,” 
British Medical Journal (1962) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1957744/pdf/brmedj02862-
0032.pdf

[doubts about CMHC’s success]

Torrey, E. Fuller. American Psychosis: How the Federal Government Destroyed the 
Mental Illness Treatment System. Oxford University Press (2014), p 56-57
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Acting in 
Bad Faith

 Proponents of federally-funded CMHCs pressed on despite the 

substantial evidence against their proposals. 

 They also misled decisionmakers. In order to get the bill passed, 

Robert Felix told Congress in 1963 that the initial funding for 

CMHC staffing would be mere “seed money” that would 

stimulate funding from local sources. But advocates of the bill 

had already privately planned that the federal staffing subsidies 

should be permanent.

 Architects of the CMHC program cynically calculated that once 

the bill was passed, “temporary” funding provisions could easily 

be made permanent, and initial limitations on the scope of the 

program could be removed. Once their political base was big 

enough, NIMH would be fully entrenched into the administrative 

state, and their power would be secure.

--- Sources ---

[“seed money” lies, cynical plans to politically entrench NIMH]

Foley, Henry. Community Mental Health Legislation: The Formative Process. Aero 
Publishers (1975), p 36, 68
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Social 
Engineering 
Instead of 
Treatment

 NIMH leadership believed that mental illness was caused by 

factors such as poverty or a lack of creative outlets—and that 

cures lay in socio-environmental factors like improved education 

and expanded cultural opportunities. Community health 

professionals believed that mental illness could be prevented 

and cured through “prevention of social inequity.” These 

sociological approaches didn’t work. [1]

 CMHCs engaged in basic “social welfare” activities instead of 

directly helping the mentally ill. They assisted local residents with 

tasks such as moving or finding employment, organized 

community meetings and socials, held workshops about family 

planning, and published community newsletters. One center led 

a protest in favor of a new traffic light, and another lobbied the 

city government about the positioning of a crosswalk. Centers 

were home to “a range of activities, which can include a coffee 

bar, films, people’s theatre, workshops and discussion groups, 

and many other activities.” [2]

 Programs were “initiated with the vague goal of promoting a 

more positive self-image within the area population.”

--- Sources ---

[mental illness supposedly caused by social, cultural, environmental factors]

Musto, David. “Whatever Happened to ‘Community Mental Health’?,” Public Interest
(1975), p 66 —
https://www.nationalaffairs.com/storage/app/uploads/public/58e/1a4/be6/58e1a4b
e64a38095657721.pdf

Yolles, Stanley. “Intervention Against Poverty: A Fielder’s Choice for the Psychiatrist,” 
American Journal of Psychiatry (1965), p 324-25

Panzetta, Anthony. Community Mental Health: Myth and Reality. Lea & Febiger
(1971), p 146

[Presidential Commission on Mental Health quote]

The President’s Commission on Mental Health. “Task Panel Reports, Volume IV” 
(1978), p 1855 —
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https://babel.hathitrust.org/cgi/pt?id=uc1.b4119109;view=1up;seq=514

[CMHC’s engaging in mundane activities]

Hallowitz & Reissman. “The Role of the Indigenous Nonprofessional in a Community 
Mental Health Neighborhood Service Center Program,” American Journal of 
Orthopsychiatry (1967)

[traffic light]

Jones, Kathleen. “Integration and Disintegration in the Mental Health Services,” 
Journal of the Royal Society of Medicine (1979) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1436977/pdf/jrsocmed00281-
0018.pdf

[crosswalk]

Harris, Hiawatha. “Planning Community Mental Health Services in an Urban Ghetto,” 
The Community Mental Health Center: Strategies and Programs. Basic Books (1972), 
p 53

[vague goals]

Gardner, Elmer. “Community Mental Health Center Movement: Learning from 
Failure,” An Assessment of the Community Mental Health Movement. Lexington 
Books (1975), p 103-14
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Political Bias

 In the 1950s and 1960s, Americans overwhelmingly (by 9 to 1) 

opposed allowing admitted Communists to teach in high schools 

and colleges. By contrast, the majority of psychiatrists and 

virtually all psychoanalysts felt that Communists should be 

allowed to teach.

 During the 1964 presidential election, hundreds of psychiatrists 

indulged their political biases to diagnose Republican candidate 

Barry Goldwater with mental illnesses ranging from narcissism 

and paranoia to megalomania and even schizophrenia. (Does 

that sound familiar?) Goldwater was later awarded $75,000 in 

damages in his suit against Fact Magazine and its editor.

--- Sources ---

[political preferences & voting patterns]

Rogow, Arnold. The Psychiatrists. GP Putnam’s Sons (1970), p 118-150

[Fact Magazine]

Fact Magazine. “The Unconscious of a Conservative: A Special Issue on the Mind of 
Barry Goldwater” (1964) — https://www.scribd.com/document/322479204/Fact-
Magazine-Goldwater-1964
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Communist 
Agitation

 CMHC activity was not limited to the ineffectual or benign. 

Centers regularly engaged in power struggles and turf wars with 

other federal, state, and local entities such as universities, 

hospitals, and departments of welfare. 

 Staff supported and led “groups [that worked] toward obtaining 

improved service for the members of the community and 

influencing institutional change in the service-providing 

agencies”—in other words, political lobbying. All paid for by 

taxpayers.

 CMHCs engaged in explicitly political activities under the guise 

of preventing mental illness, including: protests and marches, 

community organizing, rent strikes, voter registration, 

administrative consulting for local activist groups, and other left-

wing activism. 

 CMHCs encouraged their communities to think in terms of 

“revolution.” Centers dissolved into chaos on multiple occasions, 

as patients and staff alike violently seized and occupied 

facilities—sometimes for days or weeks at a time.

--- Sources ---

[power struggles]

Gardner, Elmer. “Community Mental Health Center Movement: Learning from 
Failure,” An Assessment of the Community Mental Health Movement. Lexington 
Books (1975), p 103-14

[political lobbying]

Riessman, Frank. “A Neighborhood-Based Mental Health Approach,” Emergent 
Approaches to Mental Health Problems. Appleton-Century-Crofts (1967), p 173 —
https://files.eric.ed.gov/fulltext/ED023211.pdf#page=174

[left-wing activism]

Robin & Wagenfeld. “Community Activism and Community Mental Health: A Chimera 
of the Sixties, a View from the Eighties,” Journal of Community Psychology (1988)
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Perlman, Baron. “Ethical Concerns in Community Mental Health,” American Journal of 
Community Psychology (1977), p 47-48

Jones, Kathleen. “Integration and Disintegration in the Mental Health Services,” 
Journal of the Royal Society of Medicine (1979) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1436977/pdf/jrsocmed00281-
0018.pdf

Vayda & Perlmutter. “Primary Prevention in Community Mental Health Centers: A 
Survey of Current Activity,” Community Mental Health Journal (1977) —
https://link.springer.com/content/pdf/10.1007%2FBF01422536.pdf

Brown, Phil. “The Transfer of Care: US Mental Health Policy Since World War II,” 
International Journal of Health Services (1979), p 650 —
http://journals.sagepub.com/doi/pdf/10.2190/T9PN-63L0-Q9DW-U8FT

Hallowitz & Reissman. “The Role of the Indigenous Nonprofessional in a Community 
Mental Health Neighborhood Service Center Program,” American Journal of 
Orthopsychiatry (1967)

Panzetta, Anthony. Community Mental Health: Myth and Reality. Lea & Febiger
(1971), p 146

[“revolution”]

Fraser, Gerald. “Community Takes Over Control Of Bronx Mental Health Service,” The 
New York Times (1969) —
https://www.nytimes.com/1969/03/06/archives/community-takes-over-control-of-
bronx-mental-health-service.html

[violent occupation and chaos]

Shaw & Eagle. “Programmed Failure: The Lincoln Hospital Story,” Community Mental 
Health Journal (1971) —
https://link.springer.com/content/pdf/10.1007/BF01434434.pdf

Signell, Karen. “Following the Blackfoot Indians: Toward Democratic Administration of 
a Community Mental Health Center,” Community Mental Health Journal (1975) —
https://link.springer.com/content/pdf/10.1007%2FBF01419666.pdf
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Dismantling 
the Mental 
Health Care 
System

 While the NIMH was busy politically entrenching itself and CMHCs 

subsidized left-wing activism, the mental health infrastructure of 

America was being systematically dismantled.

 “De-institutionalization” was the widespread and intentional 

release of most mentally ill and disabled patients from 

institutional settings into the community. It began with relatively 

“easy” cases like mild disability and moderate mental illness, and 

ultimately progressed to virtually all patients.

 De-institutionalization was caused by a perfect storm of factors: 

 Legitimate complaints about neglect, overcrowding, inhumane 
treatments, and the misuse of diagnoses to punish social misfits

 The invention of new anti-psychotic medications such as 
Chlorpromazine (1953) and Imipramine (1955) spurred optimism that 
a cure was finally at hand

 Class-action suits by patients and guardians alleging mistreatment

 States shifting their financial burdens to the federal government

 Changing legal norms which asserted a civil right of the mentally ill 
to refuse treatment and remain in their “chosen” state

 The false assumption that CMHCs would pick up the slack

--- Sources ---

[new medications]

Martson, Hugh. “A Brief History of Psychiatric Drug Development,” British Association 
for Psychopharmacology (2013) — https://www.bap.org.uk/articles/a-brief-history-
of-psychiatric-drug-development

[class-action suits]

Dalton, Kristin. “Dignity in Danger: Specter of Willowbrook,” Staten Island Advance 
(2017) —
https://www.silive.com/news/2017/01/the_horrors_of_willowbrook_sta.html

[states shifting financial burdens to federal government]

Eisenberg & Guttmacher. “Were we all asleep at the switch? A personal reminiscence 
of psychiatry from 1940 to 2010,” Acta Psychiatrica Scandinavica (2010) —
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1600-0447.2010.01544.x
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[civil right to be mentally ill]

Appelbaum & Grisso. “The MacArthur Treatment Competence Study. I: Mental Illness 
and Competence to Consent to Treatment,” Law and Human Behavior (1995) —
https://www.jstor.org/stable/pdf/1394303.pdf
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Pressures on 
the System

 From its passage in 1965, Medicaid explicitly excluded funding 

for mental health institutions, which encouraged states to empty 

their mental hospitals in favor of programs paid for or reimbursed 

by the federal government. 

 The existence of federal funding for mental health created a 

“problem of the commons” that had not previously existed. 

Individual states could “cheat” by shifting their state 

expenditures for mental health onto the federal government—

just as President Pierce had predicted 100 years before.

 As state hospitals hemorrhaged patients, nursing homes and 

assisted living facilities stepped in to fill some of the void and 

cash in on Medicaid funds. Standards of care in nursing homes 

were often lower than in mental hospitals, as shown by increases 

in death rates of patients who were transferred there. Many 

former patients fell through the cracks and became homeless.

 Nursing homes intentionally misdiagnosed mentally ill patients to 

keep their Medicaid funds flowing. To remain eligible for funding, 

they had to keep their proportion of “mental patients” below 

50%—at least on paper.

--- Sources ---

[impact of Medicaid]

Frank, Richard. “The Creation of Medicare and Medicaid: The Emergence of Insurance 
and Markets for Mental Health Services,” Psychiatric Services (2000) —
https://ps.psychiatryonline.org/doi/pdf/10.1176/appi.ps.51.4.465

Searight & Handal. “Psychiatric Deinstitutionalization: The Possibilities and the 
Reality,” Psychiatric Quarterly (1986), p 158-59 —
https://link.springer.com/content/pdf/10.1007/BF01064730.pdf

[problem of the commons, cost shifting]

Eisenberg & Guttmacher. “Were we all asleep at the switch? A personal reminiscence 
of psychiatry from 1940 to 2010,” Acta Psychiatrica Scandinavica (2010) —
https://onlinelibrary.wiley.com/doi/full/10.1111/j.1600-0447.2010.01544.x

[nursing homes pick up slack]
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Aschbrenner, et al. “Nursing Home Admissions and Long-Stay Conversions Among 
Persons With and Without Serious Mental Illness,” Journal of Aging and Social Policy 
(2011) — https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3815475

[increased death rates]

Grob, Gerald. “Mental Health Policy in 20th-Century America,” Mental Health, United 
States, 2000. US Department of Health and Human Services —
https://files.eric.ed.gov/fulltext/ED469203.pdf

[misdiagnosing patients]

Berens, Michael. “Mentally Ill ‘Vanish’,” Chicago Tribune (1998) —
http://articles.chicagotribune.com/1998-09-28/news/9810020181_1_nursing-
homes-psychiatric-patients-medicaid
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Blows From 
All Sides

 Throughout the 1960s and 1970s a series of Federal and Supreme 

Court decisions undermined the moral, legal, and financial 

legitimacy of the mental health care system.

 The standard for involuntary commitment changed from “needs 

treatment” to “danger to self or others.” In practice, this often 

means that mentally ill individuals must have committed a crime 

or attempted suicide before they can be admitted. 

 Mental patients were granted a “right to treatment,” meaning 

that psychiatric facilities had to actively administer treatments 

and could not merely hold patients in supervised care. Asylums 

could no longer simply be a “safe haven” for the mentally ill. In 

practice, many patients who were difficult or expensive to treat 

were simply discharged.

 Institutions became required to use the “least restrictive 

alternative” when treating people with mental illnesses. This 

meant that a patient could not be institutionalized if medication 

or outpatient services could even plausibly help them.

 Minimum staff-to-patient ratios were set—which accelerated 

discharges because it was cheaper and easier to get rid of 

patients than to hire more staff.

--- Sources ---

[changing standards for involuntary commitment]

Testa & West. “Civil Commitments in the United States,” Psychiatry (2010) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3392176

[“right to treatment”]

Ferleger, David. “The Evolution of Disability Rights Litigation” —
http://mn.gov/mnddc/disability-litigation/right-to-treatment.html

[“least restrictive alternative”]

Johnston & Sherman. “Applying the Least Restrictive Alternative Principle to 
Treatment Decisions: A Legal and Behavioral Analysis,” The Behavior Analyst (1993) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2733575/pdf/behavan00025-
0105.pdf
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[staff-to-patient ratios]

Belcher, Deborah. “Wyatt v. Stickney,” Encyclopedia of Alabama (2009) —
http://www.encyclopediaofalabama.org/article/h-2375
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CMHCs 
Drop the Ball

 In the1970s, Community Mental Health Centers were supposed 

to be caring for the patients being discharged by state 

hospitals—but they weren’t. Only a tiny minority of CMHC 

patients came from state hospitals, even though the hospitals 

were discharging massive numbers of patients. Most of the issues 

being dealt with by CMHCs were minor mental health problems 

like “social maladjustment” or “neuroses.” A substantial 

proportion of CMHC patients weren’t diagnosed with any 

mental disorders at all. These “patients” were mostly people with 

life problems, rather than acute mental illness or substance 

abuse as had been originally promised.

 Many CMHCs engaged in fraud, abuse of trust, and misuse of 

federal funds. A popular (and seldom punished) scam during this 

time was to claim funding to build a CMHC, and then do 

something else with the funds or sell the facility to a private 

company at a profit. Oversight and enforcement of regulations 

continues to be a challenge today.

--- Sources ---

[few CMHC referrals from state hospitals]

National Institute of Mental Health. “Provisional Data on Federally Funded 
Community Mental Health Centers, 1977-1978” (1980), p 35 —
https://babel.hathitrust.org/cgi/pt?id=uc1.dd0000266379;view=1up;seq=41

[most CMHC patients not mentally ill]

US Department of Health, Education, and Welfare. “Community Mental Health 
Centers: The Federal Investment” (1978), p 21 —
https://babel.hathitrust.org/cgi/pt?id=pur1.32754081208153;view=1up;seq=29

[CMHC scams]

Torrey, E. Fuller. American Psychosis: How the Federal Government Destroyed the 
Mental Illness Treatment System. Oxford University Press (2014), p 79-80
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[CMHC oversight still falls short in present day]

Department of Health and Human Services — Office of Inspector General. 
“Questionable Billing by Community Mental Health Centers” (2012) —
https://oig.hhs.gov/oei/reports/oei-04-11-00100.pdf

Department of Health and Human Services — Office of Inspector General. “Medicaid 
Fraud Control Units: Investigation and Prosecution of Fraud and Beneficiary Abuse in 
Medicaid Personal Care Services” (2017) — https://oig.hhs.gov/oei/reports/oei-12-
16-00500.pdf
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Erosion of 

Responsibility

 In an effort to re-establish some state authority for mental health, 

the Reagan administration switched to block granting CMHC 

funds to state governments. But the damage was already done. 

 State control, authority, and responsibility for treating the 

mentally ill was fully undermined and dispersed. By 1981, there 

were 11 major federal departments and agencies administering 

135 programs that had something to do with mental illness or 

disability—with little, if any, coordination between them.

 Nursing homes and board-and-care facilities are a poor 

substitute for state mental hospitals. Geographically dispersed 

and subject to virtually no oversight, they have many of the 

same patient care problems as mental hospitals did—but with no 

real hope of fixing them.

 The privatization of profits at public expense has exacerbated 

corruption of state governments. Owners and managers of 

private nursing homes and board-and-care facilities spend 

lavishly on lobbying at the state level to keep Medicaid and 

other money flowing their way.

--- Sources ---

[lots of federal agencies, no coordination]

Levine, Murray. The History and Politics of Community Mental Health. Oxford 
University Press (1981), p 91-95

[board-and-care facility problems]

Levy, Clifford. “Broken Homes: A Yearlong Investigation by the New York Times of 
Adult Homes for the Mentally Ill Found Neglect, Malfeasance, and Death” (2002) —
https://archive.nytimes.com/www.nytimes.com/ref/nyregion/BROKEN_HOMES.html

[corruption of state governments]

Barrett, Wayne. “Scandal Cash,” The Village Voice (2002) —
https://www.villagevoice.com/2002/05/28/scandal-cash
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System 
Collapse

US psychiatric institutionalization rate (per 100,000)

--- Sources ---

[institutionalization rate]

Harcourt, Bernard. “An Institutionalization Effect: The Impact of Mental 
Hospitalization and Imprisonment on Homicide in the United States, 1934–2001,” The 
Journal of Legal Studies (2011) —
http://www3.law.columbia.edu/bharcourt/documents/harcourt-jls-final-2011.pdf

[length of stay in hospital]

Markowitz, Fred. “Psychiatric Hospital Capacity, Homelessness, and Crime and Arrest 
Rates,” Criminology (2006) —
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1745-9125.2006.00042.x

[psychiatric hospital beds per capita]

Zagorsky, Jay. “Why Are So Many Mentally Ill People in Prison?,” Jay Zagorsky’s 
Research & Blog — Interesting Ideas in Economics (2014) —
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Capacity for 
Care (2014)

Available psychiatric 

beds per 100,000

--- Sources ---

[chart data]

OECD. “Making Mental Health Count: The Social and Economic Costs of Neglecting 
Mental Health Care,” OECD Focus on Health (2014) —
https://www.oecd.org/els/health-systems/Focus-on-Health-Making-Mental-Health-
Count.pdf

[relationship between psychiatric beds and incarceration rate]

OECD. “OECD Health Statistics,” OECD iLibrary — https://www.oecd-
ilibrary.org/social-issues-migration-health/data/oecd-health-statistics/oecd-health-
data-health-care-resources_data-00541-en

OECD. “OECD Society at a Glance 2016,” OECD Statlink —
http://dx.doi.org/10.1787/888933405783
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Duration of 
Care

Average days per stay 

in psychiatric care

--- Sources ---

[chart data]

OECD. “OECD Reviews of Health Care Quality: Japan 2015,” OECD Reviews of Health 
Care Quality (2015) — http://www.oecd.org/publications/oecd-reviews-of-health-
care-quality-japan-2015-9789264225817-en.htm
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Re-

Institutionalization

--- Sources ---

[graph data]

Harcourt, Bernard. “An Institutionalization Effect: The Impact of Mental 
Hospitalization and Imprisonment on Homicide in the United States, 1934–2001,” The 
Journal of Legal Studies (2011) —
https://www.journals.uchicago.edu/doi/full/10.1086/658404

34



Institutionalization 

vs. Crime

--- Sources ---

[graph data]

Harcourt, Bernard. “An Institutionalization Effect: The Impact of Mental 
Hospitalization and Imprisonment on Homicide in the United States, 1934–2001,” The 
Journal of Legal Studies (2011) —
http://www3.law.columbia.edu/bharcourt/documents/harcourt-jls-final-2011.pdf
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Mentally Ill 
Commit 
More Crime

 Individuals with schizophrenia or bipolar disorder are 3-6 times 

more likely than average to commit violent crimes.

 A longitudinal study which followed 11,000 subjects for 26 years 

found that men with *both* schizophrenia and alcoholism were 

25 times more likely than average to commit a violent crime.

 In another study covering a 22-year period, the presence of a 

major mental disorder increased the odds of criminal conviction 

by 9x for men and 23x for women.

 Most murders of children are committed by people with 

psychoses.

 The strong inverse relationship between the number of people in 

prison and the number in psychiatric hospitals was noted as early 

as 1939. These results were replicated with US data in 1991.

 In addition to committing more crime, people with severe 

mental illness are much more likely to themselves be victimized.

 The mentally ill are more likely to be involved in deadly 

altercations with police. Estimates of the number of police killings 

involving a mentally ill subject range from 25% to 50%.

--- Sources ---

[schizophrenia, bipolar and crime]

Swanson, et al. “Mental Illness and Reduction of Gun Violence and Suicide: Bringing 
Epidemiologic Research to Policy,” Annals of Epidemiology (2015) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4211925

[schizophrenia, alcoholism, and crime]

Räsänen, et al. “Schizophrenia, Alcohol Abuse, and Violent Behavior: A 26-year 
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Discharged 
Psychiatric 
Patients 
Commit 
Crimes

 On a city-by-city basis, reductions in the number of per-capita 

mental hospital beds correlate with a subsequent increase in 

violent crime and arrest rates throughout the United States.

 A 10-year follow-up of 1,000 severely mentally ill patients 

discharged from mental hospitals in 1986 reported that 40% had 

a criminal record—compared to less than 10% of the general 

public. The most frequently occurring crimes were violent.

 Another follow-up of discharges from a psychiatric hospital 

found that 27% of released patients admitted to committing at 

least one violent act within 4 months of discharge.

 Mental-illness-related incidents more than tripled in Pennsylvania 

from 1975 to 1979, a period of rapid de-institutionalization.

 States with easier criteria for involuntary commitment have 

dramatically lower homicide rates. 

 For patients who have been institutionalized after committing a 

crime, longer stays in psychiatric care lead to substantially lower  

recidivism rates. 
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Rise of Mass 
Killings
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Criminalization 

of Mental 
Illness

 The number of mentally ill prisoners is now many times greater 

than the total number of patients in all mental hospitals. 

Correctional facilities have thus become America’s de facto 

psychiatric inpatient care system.

 Ironically, some decommissioned state hospital facilities have 

actually been converted into jails for the mentally ill. The more 

things change, the more they stay the same.

 Psychiatric hospitals have been shut down, patients have been 

released, and laws have been changed to make putting them 

back more difficult. But all of that didn’t magically cure severe 

mental illness. Society still needs a way to get severely mentally ill 

people off the streets. [1]

 When extreme addicts were institutionalized, there was less need 

to limit the rest of the population from accessing drugs. After de-

institutionalization, the number of addicts on the streets went up 

enormously, along with drug-related crimes and demand for 

drugs. The War on Drugs—and all of its horrible consequences—is 

at least in part a reaction to the chaos unleashed by the 

dissolution of the nation’s mental health system.
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Mentally Ill 
Filling Up 
Jails

Percentage of jail and 
prison inmates with 
serious mental illness

Residents in mental hospitals (per 100,000)
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Jailing The 
Mentally Ill is 
Inhumane, 
Ineffective & 
Expensive

 In Orange County, Florida, 44% of mentally ill inmates are back 

behind bars within 3 months. One inmate has been in and out of 

jail more than 100 times over the past 20 years. 

 In one New York prison, the average stay for inmates with mental 

illness is 215 days, compared to an average of 42 days.

 Prisoners with mental illness cost 50-100% more than regular 

prisoners.

 Mentally ill inmates assault jail staff at rates up to 40 times higher 

than regular inmates. 

 Among mentally ill prisoners, 8% of males and 23% of females 

report sexual victimization within the past 6 months.
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Homelessness

 There is a *qualitative* difference in homelessness before and 

after de-institutionalization. In studies before the 1970s, 

“homelessness mostly meant living outside family units, whereas 

today's meaning of the term is more directly tied to the absolute 

lack of housing or to living in shelters and related temporary 

quarters.” The vast majority of such pre-modern “homeless” 

people lived in cheap, short-term housing which they paid for 

themselves, concentrated in parts of cities called “skid rows.” 

 In the era before de-institutionalization, most social scientists who 

studied skid rows noted that they were declining in size and 

expected them to all but disappear by the 1970s.

 But the trend changed…

 In January 2015, over half a million people (or 176 per 100,000) 

were homeless in the US on a given night—69% in shelters, 31% 

unsheltered.

 Homelessness is up exponentially since the beginning of de-

institutionalization. 
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The Rise of 
Homelessness

--- Sources ---
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Homelessness 

& Mental 

Illness

 20-25% of homeless people suffer from a severe mental illness. 

That’s 4-5 times the US average. 

 In one city’s study, 70% of the homeless were receiving treatment 

or had in the past.

 In another study, 27% of discharged psychiatric patients became 

homeless within 6 months.

 Among mental health patients treated for schizophrenia, bipolar 

disorder, or major depression, the prevalence of homelessness is 

more than 15 times the population average.

 Outside the supervised environment of a mental hospital - and 

living on their own - most of the homeless mentally ill do not keep 

up with their medication routine, which compounds their 

problems.
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The High 

Cost of 

Homelessness

 A longitudinal study followed over 500 homeless chronic 

alcoholics over a 3-year period. During this time, the cohort 

tallied 2,335 ambulance rides and 3,318 emergency room visits. 

 A tiny number of chronically homeless people are extremely 

expensive outliers. Some individuals have been found to cost 

their communities upwards of $100,000 per year in ER and 

hospital costs alone.

 During 2004 at a single California hospital, “five individuals made 

117 trips to the emergency room and spent [a combined] 523 

days in the hospital in the course of 64 admissions.”

 The rate of criminality among the mentally ill homeless is 

extremely high—even compared to other mentally ill people. 

The additional burden on policing resources is enormous. 
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Drug & 
Alcohol 
Addiction
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Mental 
Illness 
Destroys 
Families

--- Sources ---
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Heritability 
of Mental 
Illness

 Common psychiatric disorders have been found to share several 

of the same single-gene markers.

 Almost half of children in inpatient psychiatric care have at least 

one parent with a psychiatric condition.

 Children of depressed parents are twice as likely to be 

depressed, and more than 3 times as likely to be bipolar. 

 Parents with severe mental illness are more likely to have children 

with ADHD and other milder psychological issues. 

 The risk of autism in 

children is about 70% 

greater than average if 

one parent is diagnosed 

with a psychiatric 

disorder, and twice as 

high if both parents 

have been diagnosed. 

--- Sources ---
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Loss of 
Social Trust

 Stories of derangement and horror have become all too 

commonplace in America’s cities. [1]

 Even suburbs and small towns have not been immune. Ocean 

Grove, New Jersey, had the ill fortune of being only a few miles 

away from a state psychiatric hospital that was disgorging 

patients. At one point, discharged psychiatric patients made up 

more than 10% of the town’s population. [2]

 The rise of “stranger danger” and fear of letting kids outside 

alone since the 1960s is substantially attributable to the 

increasing presence of the mentally ill among us.

--- Sources ---

[Larry Hogue]
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York Times (1992) — https://www.nytimes.com/1992/09/03/nyregion/threat-only-
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Media Terror

 Traditional news media is known to focus on violent crimes—

especially sensational ones. 

 People with severe mental illness commit more crimes than 

average, but they are even more disproportionately responsible 

for the extreme sort of stories that lead to media coverage that 

terrifies the population.

 Random or gruesome crimes are usually linked to mental illness:

 John Hinckley Jr. was a serial stalker of actress Jodie Foster. He 
planned to assassinate President Jimmy Carter in order to impress 
Foster and get her to like him. Hinckley ultimately succeeded in 
shooting President Ronald Reagan in 1981.

 Dorothea Puente was a schizophrenic serial killer who ran a 
Sacramento boardinghouse. She made national headlines in the 
late 1980’s when the remains of 7 of her guests were discovered in 
her backyard.

 Andrea Yates was treated for depression and psychosis in 1999. Two 
years later, she drowned her 5 children in a bathtub. 
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Destruction 
of Public 
Spaces

San Francisco “Poop Map”
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[San Francisco quotes]

Stillwell, Cinnamon. “Homeless by the Bay,” The San Francisco Chronicle (2008) —
https://www.sfgate.com/politics/article/Homeless-by-the-bay-2501295.php

Allday, Erin. “The Streets’ Sickest, Costliest: The Mentally Ill,” The San Francisco 
Chronicle (2016) — https://projects.sfchronicle.com/sf-homeless/mental-health

[Santa Barbara library]

Holland, Brooke. “Public Library, Parks Affected by Homeless Population in Santa 
Barbara,” Santa Barbara Noozhawk (2017) —
https://www.noozhawk.com/article/public_library_parks_impacted_by_homeless_in
_santa_barbara

[anxious parents in NYC]

52



Barr, Meghan. “NYC Homeless Boom Puts Shelters in Lap of Wealthy,” USA Today 
(2012) — https://www.usatoday.com/story/news/2012/10/10/new-york-homeless-
wealthy/1623893

[New York subway shelter]

Correal, Annie. “In Deepest Cold, a Subway Car Becomes the Shelter of Last Resort,” 
The New York Times (2018) —
https://www.nytimes.com/2018/01/08/nyregion/homeless-cold-subways-
shelter.html

[poop map]

Ferro, Shaunacy. “San Francisco’s Homeless Problem As Viewed Through Human 
Poop,” Fast Company (2014) — https://www.fastcodesign.com/3039074/san-
franciscos-homeless-problem-as-viewed-through-human-poop

52



Burden on 
Other 
Institutions & 
Infrastructure

 People with severe mental illness substantially increase the 

burden on the court system. An entirely new subset of courts has 

been created to deal with the mess. “Mental health courts” 

around the country are just another facet of the implicit inpatient 

system that has grown up to attempt to replace the old state 

hospital system.

 The additional burden on police forces from dealing with the 

mentally ill makes them less available for other tasks such as 

preventing or solving crimes and providing other types of 

community support. [1]

 In addition to the public health risks posed by the homeless 

mentally ill, people with severe mental illness are more likely to 

engage in behaviors that put them at risk for HIV, along with 

other contagious diseases such as hepatitis. A sample of 

psychiatric patients across multiple states found HIV prevalence 

8 times the US average. Hepatitis B and C rates were 5 times and 

11 times the US average, respectively.
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Sheehan, Ruth. “Shuttling Patients Burdens Deputies,” News & Observer (2010) —
http://crime.blogs.com/tre/2010/01/shuttling-patients-burdens-deputies.html

[burden on public health]

Rosenberg, et al. “Prevalence of HIV, Hepatitis B, and Hepatitis C in People With 
Severe Mental Illness,” American Journal of Public Health (2001) —
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1446494/pdf/11189820.pdf

George, Kathy. “Clean Syringes Still Hard to Find,” Seattle Post-Intelligencer (2002) —
https://www.seattlepi.com/news/article/Clean-syringes-still-hard-to-find-
1095611.php
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Fiscal 
Disaster

 Since de-institutionalization began, US spending on mental 

health has risen from $1 billion to over $200 billion annually. This 

does not include the cost of dealing with mentally ill criminals or 

homelessness, which is substantial. Even using conservative 

figures—and adjusting for inflation—per capita US spending on 

mental health has risen about 14 times during this period. And 

the effectiveness of that spending has arguably declined.

 This explosion in mental health costs is one component driving 

the ongoing increase in overall US health care expenditures:

--- Sources ---

[US spending on mental health]

US Congress — House of Representatives. “Public Law 182: Joint Resolution (July 28, 
1955)” — https://www.gpo.gov/fdsys/pkg/STATUTE-69/pdf/STATUTE-69-Pg381.pdf

Substance Abuse and Mental Health Services Administration. “Projections of National 
Expenditures for Treatment of Mental and Substance Use Disorders, 2010-2020” 
(2014) — https://store.samhsa.gov/shin/content/SMA14-4883/SMA14-4883.pdf

[overall US healthcare spending]

Bipartisan Policy Center. “What is Driving U.S. Health Care Spending? — America’s 
Unsustainable Health Care Cost Growth” (2012) —
https://kaiserhealthnews.files.wordpress.com/2012/10/bpc_health_care_cost_driver
s_brief_sept_2012.pdf
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3 NIMH 
Directors 
Reflect on 
Their 
Legacies

 Robert Felix (director from 1949 to 1964)

 Stanley Yolles (director from 1964 to 1970)

 Bertram Brown (director from 1970 to 1977)

--- Sources ---

[Robert Felix, Bertram Brown quotes]
Lyons, Richard. “How Release of the Mental Patients Began,” The New York Times 
(1984) — https://www.nytimes.com/1984/10/30/ science/how-release-of-mental-
patients-began.html

[Stanley Yolles quote]
Yolles, Stanley. “The Future of Community Psychiatry,” An Assessment of the 
Community Mental Health Movement. Lexington Bookx (1975), p 176
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What Now?

 Severe mental illness has substantial biological causes, and is 
strongly heritable. Psychological or sociological interventions may 
help with marginal instances, but severe cases require sustained 
medical attention and often ongoing custodial care.

 Many people with severe mental illness do not comprehend the 
nature of their illness, and will not voluntarily seek or sustain 
treatment. They are not merely in denial, but have brain damage 
which prevents normal self-awareness. If their families are unwilling 
or unable to care for them, they may need to be institutionalized—
even against their will.

 The number of psychiatric hospital beds needed to deal with the 
seriously mentally ill is probably 1-2 million—many times the current 
capacity. Rebuilding what has been lost will not be easy.

 The cost of not dealing with these problems effectively is in the 
hundreds of billions of dollars annually.

 The “rights” of the mentally ill to be crazy should not supersede the 
rights of other individuals to be safe.

 Enormous economic and political incentives caused the current 
mess and continue to push the mental healthcare system into 
further deterioration. The job security of bureaucrats, the virtue 
signaling of activists, and the profits of corrupt care facilities are just 
a few examples.
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Thank you!
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