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Sir Arthur Mitchell earned a place in history for his
long and remarkable public service, first as a Deputy
Commissioner (between 1857 and 1870) and then as
a Commissioner in Lunacy for Scotland (until 1895)
during the time of major restructuring that led to the
establishment of a unique Scottish system of care for
the mentally ill. Having recognized the insufficiency
of asylum accommodation and a lack of supervision,
the Lunacy Act for Scotland was passed in 1857,
which placed the responsibility for the well-being of
mental patients in the hands of the central govern-
ment.1 The General Board of Commissioners in
Lunacy for Scotland was established as a centralized
authority to oversee the provisions for patients of all
classes (although in case of patients supported with-
out public assistance in their own families, control of
the Board was considerably limited to merely advisory
power unless incidences of clear abuse, restraint, de-
privation of liberty or mental illness lasting beyond a
year were uncovered).2 According to T.S. Clouston,3

the wisdom of the government was manifested in

careful selection of the Board officers (including
Mitchell), whose experience and devotion to the
cause of improving patients’ circumstances propelled
the reforms and ultimately helped to transform the
system.

A unique feature of the Scotch lunacy system of the
day was that it concerned itself with all categories of
the mentally ill, regardless of the type of care they
received. Mitchell stated it this way: ‘The Scotch
Lunacy Law provides broadly for the ‘‘care and treat-
ment of Lunatics in Scotland.’’ Accordingly two
classes of Lunatics are considered in its provisions:
one in, and one out of Asylums’.2 One of the conse-
quences of this legislation was the most comprehen-
sive accounting for all patients. Both privately and
publicly supported individuals were included in the
official statistics, and organized efforts were directed
at improvement of their conditions whether they were
located in a hospital, almshouse or private dwelling.
O. Copp observed that ‘registration is so thorough that
few escape official notice’.1 Whereas this may have
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increased the apparent incidence of mental illness in
Scotland compared with other locales,1 it also added
value to the statistical reports of that era generated by
the Board officers. In particular, information on pa-
tients in private dwellings or even in almshouses was
often not collected in other countries and as such was
simply unavailable for proper comparison.2,4

The Board performed its duties of supervision
mainly through regular unannounced visits by
Deputy Commissioners. It is in this capacity, that
Arthur Mitchell became so intimately acquainted
with each individual case within a broader picture
of existing accommodations. Clouston sees this know-
ledge to be an important source of effective manage-
ment: ‘One possible reason of the success of the
Scotch system of lunacy administration has probably
been the smallness of the country, which enabled the
commissioners to know each asylum and its local cir-
cumstances well, and to know almost every patient’.3

In addition to facilitating administration, though,
these visitations allowed an opportunity to amass
highly accurate and comprehensive data that would
be inaccessible to any individual without such admin-
istrative powers, which Mitchell himself readily
admitted.2,5 It was recently suggested that these per-
sonal visits might also account for high follow-up
rates in the study of our interest.6

However, it is not just the wealth of scarcely avail-
able information Mitchell presented in his
‘Contribution to the Statistics of Insanity’ that is of
the utmost interest for us today. What sets apart this
12-year analysis of all first time patients admitted in
Scottish asylums in 1858, with detailed accounts of
recovery rates, readmissions, deaths and discharges,
is his clear understanding of sound research method-
ology (well ahead of his time) and his ability to or-
ganize data in such a fashion that prevents double
counting, confusion of categories and other types of
statistical misrepresentation. This makes the informa-
tion contained in the article highly usable and access-
ible, which might explain why it was cited time and
again years after its original publication.6–8

In my experience, many quantitative accounts from
the same era lack similar discrimination of categories,
rendering them less useful in assessing patient
dynamics and outcomes. For instance, in regularly
published asylum reports the percentage of recoveries
was routinely calculated on the number of patients
admitted even though discharges were not necessarily
from the group that entered the hospital during that
same year.9 The readmissions were not always sepa-
rated from the original admissions, which led to
multiple discharges of the same patients, and, conse-
quently, to inflated recovery rates, as in case of one
institution criticized for discharging ‘two hundred per
cent of one person’.9 The information on the length of
stay in the hospital prior to discharge was usually
absent, as was the number of readmissions. Mitchell
evaded these shortfalls, presenting data with

reliability and precision, and making it clear that
the methodology he used prevented double counting
altogether: ‘In this inquiry, a patient, however often
he may be discharged either as recovered or as unre-
covered, or however often he may be re-admitted,
counts throughout as one and the same patient’.5

A statistical study of patients from this remote
period of time also has the added benefit of being a
reality check for present-day views about the develop-
ment of psychiatry. More often than not, mental ill-
ness in the 19th century is equated in the literature
with the ultimate loss of liberty and incarceration for
life. Whereas it is certainly true that discharge from
asylums was not a seamless process and that purpose-
ful attempts were made to ameliorate the situation, it
is still interesting to see that a large percentage of
patients was discharged within a year from admis-
sion, and that the number of patients still in the hos-
pital quickly dwindled even further as the years
passed. As can be observed from the figures
Mitchell5 supplies, some of the inmates were routine-
ly discharged as not recovered. Whereas not an un-
common finding, it further reinforces the point that
patients were released from hospitals even under less
than favourable conditions. Of interest is also the
number of readmissions—up to 11 during a 12-year
period of study.

Whereas ‘Contribution to the Statistics of Insanity’
deals with patients ‘in’ asylums based on Mitchell’s
classification, his life’s work was primarily focused on
the fate of those provided ‘out of’ hospitals. The
number of patients housed in private dwellings
throughout Scotland at the time was surprisingly
large. Mitchell estimates that 44 per cent (3628 in
total) ‘of all the insane in this country are found
out of asylums’.2 This warranted him to say:
‘Numbers alone therefore demand consideration for
this class. It is too large to be treated with neglect
or indifference, and no scheme for the care and treat-
ment of the insane would be complete which lost
sight of it’.2

At the time of Board inauguration, the practice of
boarding patients with private families already
existed; however, with ‘no supervision being exercised
over them at all’.3 The resulting level of abuse
and neglect caused much human suffering. The sub-
standard private provisions were coupled with short-
age of space in asylums, which originally motivated
the Commissioners to direct their efforts towards
building new asylums, as Gibson10 described. This
policy did not prove very efficient, for ‘asylums
cannot be built in a night’,10 and in just a few years
the Board settled on pursuing the boarding out option
instead.

Arthur Mitchell proved to be instrumental in carry-
ing out this policy, and ‘has really done more than
any one else to develop it, rid it of its defects and,
taking advantage of its capabilities for good, soon
began to see in his work as deputy commissioner
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that certain of the insane could be made comfortable
and happy at a small cost, as inmates of cottages,
boarded with the cottagers in certain parts of
Scotland’.3 His book ‘The Insane in Private
Dwellings’, published in 1864, is a painfully honest
account of the state of abandon in which he found
the system when he first started on his duties as a
deputy commissioner. To his credit, being an enthu-
siastic supporter of boarding out he did not try to
sugar-coat the appalling conditions that boarders
were often subjected to in the absence of supervision.
Instead, he described the situation, and further
explained steps the Board took to improve every
aspect of the system, and the favorable results that
were already achieved. Sir Arthur concluded with a
strong recommendation in favour of the system,
which he admitted ‘may appear that courage was
needed to make’2 in view of the preceding discussion.
He supported his position by reminding the readers
that no system was created perfect right from the
start: ‘Would it have been reasonable to have wiped
public asylums out of existence, or condemned them
as useless and pernicious, because at one time (and
that within the memory of the living who are not yet
old) all accounts of the condition of the insane in them
were little other than a revelation of the most frightful
horrors?’2 In Mitchell’s view, there was much positive
present in the boarding out system as well, which could
be further improved upon under proper direction.

Being an integral part of the Scottish mental
health care system, the boarding out provision did
not actually originate there. The tradition of boarding
patients with local families started in Gheel, a small
town in Belgium, which became a place for patients’
pilgrimage more than eight centuries ago. Gheel
colony, still in existence today, evolved over the
years from being under religious auspices to becoming
a state operated programme. Although boarding out
in Gheel was a base model for other forms of place-
ment of mental patients in the community, there
were important differences in how the programmes
functioned in different locales. Thus, the most import-
ant distinction of the Scottish system, compared with
its Belgian predecessor, was its relative isolation from
asylum care. Although both hospital and private
family provisions were supervised by the same admin-
istrative body—the General Board of Commissioners
in Lunacy—they were managed completely independ-
ently and even by different authorities.10 Most
importantly, patients in family care were not neces-
sarily former asylum patients to whom a novel provi-
sion was applied. As Gibson observed, ‘many patients
treated under this system never have, and probably
never will, see the inside of the asylum’.10

This separation was probably the most significant
departure of the Scottish arrangement from the
Gheel model, and incidentally the most often criti-
cized.11,12 In Gheel, where boarding out operated
under direct supervision of the local asylum, patients

were monitored by its staff through preliminary
evaluation and visitations, and asylum administrators
could intervene at any point if such need arose.
Overall, the Gheel system was much more closely
regulated as far as patients’ diet, accommodation or
clothing were concerned, whereas the Scottish system
allowed greater freedom to guardians.12 There was
also a restriction in Gheel that no more than one or
two patients were provided for in the same family, as
a close resemblance to the family environment was
considered beneficial to their condition. In Scotland,
the original provision also limited the number of pa-
tients to one, but later the guardians were allowed to
take in up to four patients simultaneously.2 In both
countries, patients entering the system were generally
of the incurable, chronic class, although in Gheel their
concentration in the community was much higher.1

However disparate the actual arrangements under
different systems were, Mitchell noted that patients
were happier, better adjusted and healthier in private
dwellings than in the asylum care,2 and to him this
was an important argument in favour of the provi-
sion. Concern with patients’ interests was often
found in his writings: ‘If it is true of any single pa-
tient that his happiness and enjoyment can be thus
increased, the State has no right to deprive him of
that blessing, even if it cost a little more, instead of
a good deal less’.13 At the conclusion of his career, he
spoke of mental patients’ welfare, admitting that: ‘To
add to their happiness – to improve their well-being –
has been the underlying aim of all my work’.14

However, his support of boarding out was not
purely idealistic: the practical reality of overcrowding
asylums and the immense cost involved in placing
patients under asylum care made boarding out truly
an embodiment of humanistic as well as pecuniary
ideal, which Arthur Mitchell fully realized. In fact, it
was pointed out that the adoption of the plan he
advocated allowed Scotland to avoid building large
pauper asylums,15 and relieve overcrowding in the
existing ones.1 In that and in the overall improvement
of the conditions of mental patients in his home
country, Sir Arthur’s efforts became manifested.

As influential as they were, Arthur Mitchell’s activ-
ities were not confined simply to the domain of
mental health. His wide intellectual interests led
him to conduct research, to hold important profes-
sional positions, and to achieve high recognition for
public service and published work in such diverse
subjects as meteorology, ancient history and arche-
ology, to name a few. Contemplating his life and
impact on the development of his country’s mental
health policies, as well as his prolific scientific work
that we still find instructive today, over 130 years
after its original publication, brings to mind a state-
ment from J.C. Bucknill: ‘. . . the best hope for im-
provement in all social and scientific work rests in
the character and qualities of the men who are
engaged in it’.16
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Arthur Mitchell (1826–1909) was one of the major
figures in the administration of lunacy in 19th cen-
tury Scotland. He had received his M.D. from
Aberdeen in 1848, and had then spent time on the
Continent, visiting the medical schools of Berlin, Paris
and Vienna before returning to Scotland to take up
private practice in Glasgow, where he also served
briefly as the visiting surgeon at the local Lock
Hospital (a facility for those suffering from venereal
disease). Failing health then forced him abroad, and
he spent some time in Algiers recuperating, before
embarking on a tour of asylums, prisons and related
institutions in The Netherlands, Germany and Italy
between 1855 and 1857. This extremely limited and
cursory acquaintance with the problems of the insti-
tutionalized insane and their treatment made him a
rather controversial choice as one of the first Assistant

Lunacy Commissioners for Scotland, an office created
by legislation passed in 1857. Thirteen years later, in
1879, Mitchell was promoted to the more powerful
(and lucrative) post of Lunacy Commissioner for
Scotland, a position he occupied until his retirement
in 1895. He was knighted in 1887 for his services to
the state.

Lunacy reform was one of the great causes adopted
by Victorian moral reformers. The English had passed
legislation as early as 1808 that permitted, but did not
require, local authorities to raise taxes to establish
pauper asylums at public expense. In the early
years, few counties availed themselves of this oppor-
tunity, even after a Select Committee on Madhouses
reporting in 1815 and 1816 drew considerable atten-
tion to the defects of ‘ancien régime’ madhouses, and
to the parlous state of some lunatics confined in
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