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During the century after 1830 substantial public concern about alcohol use spread throughout much of the industrializing world.  The best‑known form of such concern was temperance; that is, movements to reduce the problems of drunkenness in society, initially by moral suasion, but failing that, often by legislative restriction or prohibition.  Temperance movements usually emerged first as middle‑class phenomena, sometimes primarily concerned with the drinking of middle‑class people, and sometimes primarily with the drinking of the poor.  In many countries, substantial working‑class temperance movements also appeared.  Temperance movements were strong in all the English‑speaking and Nordic countries, and played a considerable role also in Middle and Eastern European countries.  They were generally weaker in Southern Europe, taking the form of small, elite conclaves that worried about workers' drinking.  Where they were strong, temperance movements often were allied with the major "progressive" movements of the 19th century: movements for prison reform, for the abolition of slavery, for women's rights, for national self‑determination, and for the rights of workers.
,
  Frequently, their activities ramified in a variety of directions.  One notable direction, as we shall discuss,  was the formation of self‑help groups in which those having trouble with their drinking could help each other to abstain.

Public concern about alcohol also took other forms, stimulated by the temperance movements but separate from them.  One form was the movement in the latter part of the 19th century towards alcohol control measures, in particular government monopolization of the distribution of alcohol.
  Usually, such measures were promoted by elite groups and often competed with or attempted to compromise with temperance movement demands for total prohibition.  Though we have no synthetic history of these moves towards alcohol monopolies and alcohol control structures, it is clear that their success in changing policies was roughly commensurate with the strength of the popular temperance movement in a particular country.

Another form of concern was the growth of a movement to provide professional and state‑supported treatment for inebriates.  Although blooming later than the movement to offer public treatment for the mentally ill, it was at first inspired by the same Enlightenment faith in human malleability (if not perfectability) through reason and science and, in America, by the democratic benevolence of the Second Great Awakening, which reached its apogee in the 1830s.  Benjamin Rush advocated hospital care for drunkards shortly after the turn of the 19th century, and the Connecticut State Medical Society proposed the establishment of an asylum for inebriates in 1830.  Samuel Woodward, the patriarch of institutional psychiatry in North America, and also a temperance orator, published in 1838 the first widely read tract in support of specialized inebriate asylums.
,
,
  Especially after 1880, Woodward's vision was realized in several countries.

In this paper we will focus particularly on the international growth and decline of inebriate homes, inebriate asylums, and kindred institutional provisions for the handling of habitual drunkenness in the late 19th and early 20th centuries.  But we will be alert also to a wider frame of reference.  In particular, we will be mindful of the self‑help efforts which were a characteristic feature of 19th century temperance movements, and which often preceded professional interest in the treatment of inebriety.

Until recently, the history of alcoholism treatment in this period has been unexplored territory.  The modern therapeutic movement, when proclaiming itself "the new scientific approach" to alcoholism, tended to a simplistic rejection of the "moralistic" past.  In the struggle of the early alcoholism movement to distance itself from a temperance movement which by the 1940s was discredited among "progressive" thinkers,
,
 there was a purposeful forgetting of the traditions of an earlier era ‑‑ a forgetting which temperance adherents often resented and protested.
 

Until the last few years, then, there was extraordinarily little modern discussion of alcoholism treatment in the decades prior to 1940.  Jellinek's The Disease Concept of Alcoholism
 included some material on doctors' efforts to champion inebriate asylums in the late 19th century ‑‑ although, as Levine has shown,
 Jellinek's interpretation of this period was seriously flawed.  From Alcoholics Anonymous material, it could be learned that there was a thin direct thread, through New York's private Towns Hospital and William Silkworth, linking institutions from the earlier era with the founding of Alcoholics Anonymous.
  Articles by sociologists presented and described the Washingtonian Movement as an interesting precursor of Alcoholics Anonymous,
 and John Krout's history of temperance
 included useful material on self‑help.  Occasional pieces by historically‑inclined clinicians acknowledged an earlier history of alcoholism treatment.
,
  Some material on inebriate asylums and medical conceptions of alcoholism could be found buried in dissertations,
 or in historical studies concerned with mental illness
 or the intellectual history of medicine.

Work appearing in the last few years allows us to begin at least to sketch the development of specialized treatment and other means for handling individual alcohol problems in the century before 1940.  This work comes mainly from two traditions: from research in the history of institutional medicine, and from sociological inquiry into the history of societal responses to alcohol problems.  The work in the history of medicine has, for obvious reasons, primarily focused on ideologies and interest groups within the medical profession, and often has considered alcohol problems in the context of concerns about mental illness or narcotics addiction.
,
,
  Much of the sociological work draws its inspiration from curiosity about the present‑day medicalization of alcohol problems and, more broadly, shifts in the social definition and management of such matters.  The "historical social constructionist" orientation
,
 of current sociological approaches has pointed researchers in a number of countries to a consideration of earlier historical episodes and changes in the definition and handling of alcohol issues.

Clearly, a satisfying account of the definition and management of alcohol problems in the century before 1940 will require much further work.  We know very little, really, about the history of treatment institutions other than mental hospitals, or about the interaction of self‑help efforts with formal institutions and professional groups.  We know little of the subjective experiences of the clients of 19th and early 20th century institutions.  And, we have only begun to anchor what knowledge we have in the momentous social, economic, and intellectual shifts of the early and mid‑19th centuries:  the spread of capitalism, the growth of cities, or the impact of Darwinism, to name but three important influences.  For the moment, we have only a glimpse of such matters and an intimation of their meaning for our own time.

THE BEGINNINGS:  THERAPEUTIC TEMPERANCE

Temperance, in the sense of a movement specifically oriented against drunkenness, was an American invention of the second decade of the 19th century.  Originally, the temperance movement was not committed to the principle of total abstinence (it was, rather, an anti‑spirits movement), nor was it sympathetic to the plight of the drunkard.  Temperance sought to confirm the sobriety of the previously sober, and in this moderate, elite form it spread to England in the late 1820s.
  In the mid‑1830s, however, both in England and America, the movement was radicalized by a turn to complete abstinence, or "teetotalism", most significantly by young members of the artisan class who saw in this creed a way to better themselves and to redeem their sodden fellows for whom moderation had failed.
  The consequences of this shift were dramatic, as Brian Harrison observed:

Once the temperance movement had adopted the reclaiming of drunkards as its leading objective it had to transform its local structure.  Regular meetings alone could keep the drunkard out of the drinking place, /and/ provide him with the companionship he had sacrificed . . . Only by regular visitation, by "pairing off" with reformed drunkards, and by creating a new framework of life for its members could the teetotal movement secure the ground it gained.  Only by putting the reformed drunkard in office, by keeping him in good company, and by encouraging him publicly to announce his changed life could the incentives to sobriety be adequately reinforced.  The early teetotal movement pioneered many of the remedies which have since been rediscovered by Alcoholics Anonymous (pp. 115‑116).

Apparently, there was much cross‑fertilization between British and American self‑help temperance societies, and it is hard to determine which groups struck on what idea first.  The environmental, therapeutic approach described by Harrison was common in the United States as well, and by the late 1830s there were temperance coffee houses, reading rooms, hotels, and lodging houses in both countries.
  However, a therapeutic innovation which we would now identify as a prefigurement of the contemporary recovery home appears to have been introduced during the Washingtonian Movement, or the Washingtonian Revival, which flourished in the U.S. in the early 1840s, and has been relatively well documented.
,
,
  Somewhat arbitrarily, then, we will mark the Washingtonian Movement as the beginning of a systematic approach to the treatment of inebriety.

Arising in a period of economic difficulty, and in the wash of the Second Great Awakening, the Washingtonian Societies attracted sensational public attention through their "experience lecturers", reformed drunkards who eloquently described their past degradation and current redemption.  Composed in part of such reformed drunkards, and often led by them, the non‑prohibitionist Washingtonians, like their British and American forerunners, provided practical assistance to those who desired to give up drinking and pioneered the tactic of involving newly‑reformed drunkards in helping others.  "No sooner was the reformed man signed and sober than he would be inducted into some minor office in his local society, and sent out to reclaim drinkers under the slogan 'Every man brings a man'." (ref. 26, p. 174.)  Part of the practical assistance sometimes involved providing a kind of recovery home.  Thus, starting in 1841, the Boston society "fitted up rooms under their hall for the temporary accommodation of reformed, or rather, reforming men....  A multitude of men who, by intemperance, had been shut out from the friendly regard of the world, found in the hall of the Washingtonians, for the time being, a comfortable asylum; and these men departed thence to resume their position as useful citizens."  (Quoted from a contemporary account by Maxwell, ref. 13, pp. 432‑3.)  Looking back in the light of later developments, Crothers remarked in 1911 that the Washingtonian Movement served to concentrate

attention upon the question, of how far the inebriate could control his malady, and what efforts were needed to enable him to live temperately.  This first practical effort to settle these questions was the beginning of the organization of lodging houses for the members of the societies who had failed to carry out the pledges which they had made.  This was really the beginning of the hospital system of cure, and was the first means used to give practical help to the inebriate, in a proper home, with protection, until he was able to go out, with a degree of health and hope of restoration (p. 30).

Although short‑lived, the Washingtonian Movement inspired other, similar efforts.  The Boston lodging house was reorganized as a formal inebriate home in 1857;
 in San Francisco, a self‑help temperance group known as the Dashaway Association founded a Home for the Care of the Inebriate in 1859;
 and the Washingtonian Home of Chicago was organized in 1863.
  In an historical survey of institutions for the treatment of inebriates conducted in the 1920s, Cherrington and his associates found that the first such endeavors in many countries were inebriate homes founded under temperance or religious auspices (see Table 1).

By the late 1840s, the Washingtonians largely had passed from the American scene, to be succeeded by a variety of new, secret temperance fraternities: the Sons of Temperance (founded 1842), the Independent Order of Rechabites (England, 1835; U.S., 1842), the United Brothers of Temperance (1844), the Cadets of Temperance (1846), the Order of Good Samaritans (1847), the Temple of Honor (1849), and the Independent Order of Good Templars (1851).  In addition, there were Irish‑American societies, both parochial and ecumenical, which can be traced back to 1835.  However, like the societies inspired by Father Theobald Mathew in Ireland, beginning in 1838, it is not clear that these groups were interested primarily in the reclamation of habitual drunkards.

Like the Washingtonians, the secret, fraternal temperance societies were at arm's length from organized religion and represented an unchurched Christianity.  Good Templary was described by one of its officials as "a mild kind of freemasonry tempered by Methodism."
  While individual clerics participated in these groups, they received little formal support from Protestant sects and the Catholic Church was positively hostile.(see ref. 36)  The large‑scale involvement of religious groups in assistance for the drunkard came only with the evolution of the non‑denominational Skid‑Row gospel mission in the 1870s and the founding of the Salvation Army in the 1880s, both offshoots of the Protestant city mission movement, which had strong temperance ties.  Some of these missions, notably that founded by Jerry McAuley in New York City in 1872, 
 were the projects of former drunks.

The secret, fraternal orders which succeeded the freewheeling, haphazardly organized Washingtonians undertook to a greater or lesser extent the reclamation of drunkards.  Some, like the American Rechabites, probably included very few; others, like the Sons of Temperance, which was a beneficial organization, and the Independent Order of Good Templars, which was not, attempted at first to continue this tradition of restoration while at the same time establishing themselves as well‑managed, centrally controlled organizations not unlike the Masons and Odd Fellows.  However, the Good Templars were committed to prohibition from the start, and the Sons of Temperance adopted this position in 1852, though the organization had leaned in this direction for several years prior to that time.  Both organizations increasingly devoted their attention to alcohol control measures, and by the 1880s had lost interest in the individual inebriate.(see refs. 11, 14, 28, 29)

Table 1:  INITIATION OF INEBRIATE INSTITUTIONS IN VARIOUS NATIONS

1840
U.S.A: first Washington Society founded ‑‑ mutual support for inebriates

1842
U.S.A.: first "closed" fraternal temperance mutual‑support organizations:

Sons of Temperance and Independent Order of Rechabites (latter founded

1835 in England)

1851
Germany: home for inebriate released prisoners, West Prussia

1852
Scotland: inebriate home, island of Skye

1857
U.S.A.: Boston Washingtonian Home, initially an inebriate lodging house

1859
U.S.A.: San Francisco Home for the Care of the Inebriate, founded by Dashaway Association

1864
U.S.A.: Binghamton, N.Y.: first state inebriate asylum opened

1870
U.S.A.: American Association for the Cure of Inebriates formed

1872
U.S.A.: first Skid Row gospel mission, New York City

1873
Canada: first asylum (in Ontario)

1873
Australia: first asylum (in Victoria)

1874
U.S.A.: Connecticut Inebriate Law providing for compulsory commitment

1876
Britain: Society for Promoting Legislation for the Control and Cure of Habitual Drunkards formed

1880
U.S.A.: first "Keeley Cure" sanitarium established, Dwight, Illinois

1882
Germany: second inebriate home (Mecklenburg)

1882
Britain: Association of the Dalrymple Home for Inebriates formed (later the

Homes for Inebriates Association)

1883
Switzerland: home for vagrants (founded in 1840) made specific to inebriates

1883
Norway: private inebriate asylum opened, Heimdal

1884
England: Dalrymple Home opened to test operation of Inebriates' Acts

1884
Britain: Society for the Study and Cure of Inebriety formed 

(full membership limited to medical practitioners)

1889
Switzerland: first government asylum, Ellikon

1889
Finland: first inebriate home

1890
Netherlands: first sanitarium for alcoholics opened, Eelde in Drenthe

1890
U.S.A.: first Keeley Institute franchised branches

1891
Sweden: first sanitarium for alcoholics opened

1892
Austria: appropriation for government inebriate institution

1893
France: home for inebriate women opened

1899
Ireland: inebriate reformatory opened

1900
Germany: first fürsorgestelle (outpatient advice bureau) opened by police in Herford; publicized 1905.

1900
Switzerland: 8 inpatient institutions and 2 work colonies operating

1901
Scotland: inebriate reformatories opened

1901
U.S.A: 39 Keeley Institutes operating

1902
U.S.A.: over 100 inebriate institutions in existence, 30 of them asylums with "medical treatment"

(as defined by Crothers of the Q. J. Inebriety)

1907
New Zealand: first inebriate home with state support

1908
Britain: 24 retreats (= homes) and 21 reformatories (= asylums) operating

1909
Netherlands: first consultatiebureau (advice bureau) opened, Amsterdam

1910
Germany: 41 inpatient institutions, 29 work colonies and 70 fürsorgestellen operating

 (158 fürsorgestellen by 1912)

1911
Switzerland: first fürsorgestelle opened ‑‑ outpatient treatment

1912
South Africa: first state reformatories for alcoholics (one for Whites, one for Coloureds)

1914
Sweden: 13 inebriates homes or sanitaria operating (7 under church auspices)

1916
Sweden: first state asylum opened

Unlike the Washingtonians, many of the fraternities spread also to other countries, and remain today stronger in these countries than in the U.S.  Some modern material is available on the self‑help efforts of these organizations in Europe.
,
,
,
  Although there is little documentation in English, it is clear that in many countries such temperance organizations became important components of the treatment system for alcoholism ‑‑ as for instance in the functioning of the fürsorgestelle system in Switzerland.
,
,

FROM INEBRIATE HOMES TO INEBRIATE ASYLUMS IN THE U.S.

In retrospect, contemporary critics of Washingtonianism were quite sure why the movement had failed.  Samuel Cary wrote in Templar's Magazine in June 1851:

There was no organized effort, either to reform or keep the reformed inebriate.  All seemed to act from one benevolent impulse, without system, without concert, without, in short, any of the elements of permanence or stability.  The pledge was all; there were no regular meetings, no discipline, no systematic way of securing contributions to sustain the reformed, or keep up the interest (ref. 29, p. 41).

In fact, such criticism was applicable to most Washingtonian societies, but not to all.  As we have seen, the Boston Washingtonians established a lodging house for fallen members which long outlived the movement itself.  Nonetheless, observing a great deal of backsliding, the Sons of Temperance and the Independent Order of Good Templars emphasized organization and mutual vigilance as solutions to the problems of institutional and individual failure.  The Sons, in particular, took to mutual surveillance with some degree of ardor, for during 1848 there were fifteen hundred suspensions and 3200 expulsions for pledge‑breaking in Pennsylvania alone.(ref. 14)

To many teetotalers, the failure of the pledge ‑‑ the failure of a purely exhortative, evangelical sort of reform ‑‑ came as no surprise.  Since the late 18th century a number of physicians in America, England, and Europe had claimed that intemperance was a disease, a somatic condition which impaired the will and established a tyranny of the body.
  As a man sick with a disease that resembled but was not identical with insanity, the habitual drunkard needed medical supervision and treatment.  By the late 1830s, Samuel Woodward, medical superintendent of the Worcester State Lunatic Hospital in Massachusetts, had formed "the fullest conviction, that a large proportion of the intemperate in a well‑conducted institution would be radically cured, and would again go into society with health re‑established, diseased appetites removed, with principles of temperance well grounded and thoroughly understood, so that they would be afterwards safe and sober men." (ref. 4)

By a "well‑conducted institution" Woodward meant an asylum like those coming into use for the treatment of the mentally ill.  Against the impromptu temperance lodging house Woodward and a few other mad‑doctors juxtaposed the inebriate asylum as a more effective means of administering treatment.(ref. 18)  What they had in mind was "moral treatment," a method associated with the work of Dr. Philippe Pinel in Paris and the Quaker layman, Samuel Tuke, in England.  Although the efforts of Pinel and Tuke were not entirely original, Pinel's description of his traitement moral in 1801,
 and Tuke's discussion of his York Retreat (1813)
 strongly suggested that madness (and by implication, inebriety) was reversible if treated in a controlled environment in which reigned kindness and firm routine.

The model of moral treatment
The career of moral treatment in American and British mental hospitals has been oft‑studied, and it is not our intent here to recapitulate this work (ref. 18).
,
  However, to understand the orientations and prospects of American inebriate asylum promoters we must know something of the methods of moral treatment, and its fate in mental hospitals, for the mental hospital was the principal site of the non‑criminal treatment of drunkards over the century from 1840‑1940 and its therapeutic practices dominated enlightened thought about institutional care throughout the 19th century.  When medical enthusiasts for inebriate institutions thought about how to structure an institution's physical environment, its round of activities, and its human relations, they turned to the lunatic asylum as a model for departure.  However, as we will see, the heyday of moral treatment was passing even as inebriate institutions were first established, and this would have a profound effect upon the ultimate character of such facilities.  With this in mind, then, what was moral treatment?

Essentially, moral treatment was psychological treatment; it comprehended "all of those means which operate on the feelings and habits of the patient" (p. 183).
  In 19th century parlance, "moral" did not mean simply "ethical," although moral treatment was intended to be ethically appropriate to a new view of the madman as one who, although bereft of reason on certain subjects, was fully human in his sensitivity to pain, praise, and insult.  Tuke's "endeavor to govern rather by the influence of esteem than of severity" was both a calculated plan of care intended to produce cure, and a benevolent form of care intended to be respectful of fellow humans (ref. 49, p. vi).  Kindness, however, was an integral part of a system of therapy, not an end in itself, and moral treatment, especially as it was implemented in American asylums, did not preclude the use of mechanical restraints or legal coercion.  These often were thought necessary to protect the patient from himself, or to protect the community at large or a family from the madman's behavior.

The medical practices associated with moral treatment were simple and straightforward.  The diet was regulated, the bowels were opened with gentle laxatives, and sedatives were employed to promote rest.  The psychological elements which comprised the essence of the treatment were more complex.  First of all, treatment was to be conducted in a setting which was removed from the environmental influences which brought about the derangement.  Next, the patient and physician were to form a relationship based upon reciprocal respect.  The patient was to respect the doctor's authority; the doctor was to respect the patient's humanity and individuality.  Apart from its ethical implications, individualization of the patient allowed the proper "anodynes" to be employed in each case:  melancholiacs were cheered, maniacs were soothed, paranoics coaxed into trust by gentle denial of their fears, and so forth.  The therapeutic strategy was to counter psychological symptoms with carefully modulated versions of their opposites, thereby producing the equilibrium that was synonymous with a healthy, natural state.  This was held to be effective only in an environment of firmness, kindness, and sympathy where authority was neither abused nor abandoned, but communicated by reasonable expectations of conformity.  Discipline was to be rational and without rancor; mechanical restraint, when necessary, was to be used to avoid injury and not to inflict punishment.

In addition to respect and individualization, moral treatment relied upon classification and diversion.  Beyond separating the sexes, classisfication was intended to be of two sorts.  First, patients were to be segregated by symptoms so that the agitated would not inflict themselves upon the withdrawn, or the "filthy" and incontinent set a bad example for those with more normal hygiene.   Further, this kind of segregation was to allow the development of a ward structure that would act as a system of incentives and benchmarks whereby patients could judge and be rewarded for their improvement.  Second, classification was intended, insofar as possible, to group together those with similar backgrounds and interests.  This was to promote conviviality among patients and to preserve proper distinctions of social class and race in which asylum physicians firmly believed, and which were distinctions demanded by well‑to‑do families and patients who represented an important source of income and legitimacy for each institution.  (One antebellum southern asylum even had separate quarters to house the slaves of its patients.)

Diversion took the form of recreational and occupational therapy.  It was intended to break the chain of harmful ideational associations connected with madness and to substitute order and discipline for chaos.  (This was an overarching strategy of institutional management in general, of course.)  Excursions, game‑playing, and manual labor were the principal devices employed, complemented by lectures, reading, and even patient‑created theatrical events.  These activities were the daily stuff of a system carefully designed to transform the lamentable lunatic "into something approximating the bourgeois ideal of the rational individual" (p. 111).

Moral treatment had an important element of kinship with Washingtonianism, for it was based upon the recognition that madmen possessed a common humanity that no matter how debased or degraded should not be discounted or abused.  Washingtonianism "considers the drunkard as a man," wrote New Yorker A.B. Grosh, "our brother ‑‑ capable of being touched by kindness, of appreciating our love, and benefiting by our labors" (p. 4).
  Asylum physicians rarely waxed so sentimental, but they had, nonetheless, an abiding commitment to the humanity of their patients (though as patients, it should be emphasized, rarely as brothers), and this commitment was as much religious as scientific.

Early and mid‑19th century American psychiatry, even in its mesmeric form, held to a Cartesian view of man in which an eternal, immaterial, incorruptible Mind ‑‑ God's presence in man ‑‑ was entirely distinct from the body.
  If Mind, then, was eternal and incorruptible, disease lay elsewhere ‑‑ in the Mind's corporeal agent, the brain, or in the nervous system.  Paradoxically, as asylum physicians practiced moral treatment, an essentially psychological therapy, they were devoted to an etiology that was rigorously somatic.    This "curious mixture of idealism and materialism" (ref. 18, p. 64) worked to preserve the idea that man had an irreducible, innate ethical sense or "moral nature," as the medical superintendent of the San Francisco Home for the Care of the Inebriate phrased it. (ref. 33)  If this could not be reached through reason, it could be touched by kindness and moral suasion, and it is here that institutional psychiatry and Washingtonianism met.  However, it was not an amicable partnership.  Certainly, the medical superintendents of America's insane asylums found it difficult to extend to drunkards the same respectful sympathy they offered to the mentally ill.

For the mental asylum superintendents, the problem was four‑fold.  First, the drunkards in their midst were a nuisance.  Typically, as an alternative to incarceration, drunkards were admitted to an asylum by their families while acutely intoxicated or in the throes of withdrawal or delirium tremens.  Within a week, however, they were restored to "perfect consciousness" and at that point they resented association with madmen, became querulous, rebellious, and liabilities to the institutional routine and harmony necessary to the management of moral treatment.  The superintendent of the Boston Lunatic Asylum wrote that one superintendent "expressed himself as having degenerated into a big policeman, spending his time in trying to keep order and maintain discipline in a crowd of lunatics and inebriates, instead of devoting his time to his proper work of treating insanity." (p. 73)
 Second, the superintendents were split on the question of whether habitual drunkenness was a disease.  A disease, in their view, had by definition anatomical correlates that were or could be discernible to the pathologist.  Henry Harlow, of the Maine Insane Asylum, argued that the drunkard's loss of conscious control over his drinking implied a neurological defect.  Horace Buttolph, of the New Jersey State Lunatic Asylum, agreed, or "at least he thought it was charitable to take such a view of the case." (p. 49)
  George Cook, superintendent of a private asylum in upstate New York, wrote a lengthy rebuttal to this position, arguing that "the scalpel has never revealed" a disease of inebriety. (p. 348)
  Third, some of the superintendents, notably strong‑willed, fundamentalist John Gray, of the New York State Lunatic Asylum at Utica, feared the social consequences of conceding to habitual drunkenness the status of a disease.  This, so it was argued, would provide a license for viciousness.  Thundered Gray about the drunkard:  "Convinced that he is without power to refuse the demands of appetite and passion, and thus is irresponsible for . . . indulgence, the motives to restraint are at once overbalanced, and the struggle is at an end.  The weight of public condemnation, the apprehension of legal penalties, and the dread threatenings of Divine displeasure, are all powerless before this flattering sophism of monomaniacal impulse."  The treatment of the drunkard, Gray believed, should be founded upon enforced abstinence and moral discipline rather than upon "visonary medical theories" that in his view had no organic basis. (pp. 449‑450)

The fourth, and perhaps most telling, reason for the superintendents' reluctance to treat inebriety in mental hospitals was the situation of American insane asylums on the eve of the Civil War.  Simply, they had become already large institutions which were overcrowded, understaffed, and rapidly silting up with chronic, incurable cases.  The superintendents of public asylums were involved continuously in rearguard legislative lobbying to prevent conditions from deteriorating further.  In short, the institutional conditions which would permit moral treatment had been destroyed or were in great jeopardy.(refs. 18, 20, 50)
  These superintendents had no desire to extend their authority to include even greater numbers of these troublesome, frequently chronic patients ‑‑ although in California and Massachusetts, at least, inebriate commitments to public insane asylums were financially and therefore politically expedient, much to the superintendents' dismay.(refs. 33, 56)

By the late 1860s the venerable, private Hartford Retreat had stopped admitting inebriates,(ref. 18) and at the end of 1875 the insane asylum superintendents agreed that separate institutions for drunkards should be constructed by the state and operated much like mental hospitals, though the superintendents stopped short of deeming inebriety a disease and expressed grave doubts about the ultimate success of such institutions.
  Nonetheless, the prestigious group gave tepid support to such undertakings, a small number of which already existed, and it is to these institutions that we now turn.

Inebriate homes and inebriate asylums
The men who promoted the institutional care of inebriates, and the institutions they championed, comprised at first, two groups:  those whose religious, even evangelical sentiments aligned them with the Washingtonian tradition, and those whose commitments to hereditarianism yielded a more doggedly materialistic, determined, and finally, pessimistic and self‑defeating view of the habitual drunkard.  The men in this second group were influenced greatly by the theory of cumulative hereditary degeneration formulated in 1857 by the Frenchman, Benedict Morel, and linked artfully to Herbert Spenser's draconian socio‑biology by British pyschiatrist Henry Maudsley in his widely used text, The Physiology and Pathology of the Mind (1867).(ref. 6),
,
  The American Association for the Cure of Inebriates (AACI), founded in 1870, included both camps, but was dominated by the degenerationists.(ref. 6),

As might be expected, the two orientations yielded institutional forms of treatment which, while sharing some features, also were quite different.  The first type was the inebriate home.  These were Washingtonian survivals, or were founded by subsequent self‑help groups.  These "neo‑Washingtonian" facilities were small (fifty beds or fewer), urban, private, and dedicated to the moral treatment of voluntary patients.  In Boston, the Washingtonian Home (reorganized from a lodging house in 1857) was administered from the outset by a physician, Albert Day.  In San Francisco, the Home for the Care of the Inebriate (1859), which never was affiliated with the AACI, was managed by lay people (a local sailmaker and his wife) until 1865, although a consulting physician volunteered from 1859‑62 and was employed thereafter.  The Washingtonian Home of Chicago (1863), supported in part by the Sons of Temperance and the Good Templars, and inspired by the Boston Home, employed a medical superintendent early in its development and boasted as its executive trustee Nathan S. Davis, a founder of the American Medical Association.(refs. 33, 34),
,

Ironically, the physicians associated with these homes were skeptical about the value of medicine in the treatment of inebriety.  Albert Day of Boston, Arthur Hayne of San Francisco, and P.J. Wardner in Chicago all believed that habitual drunkenness represented a disease process, but all adhered to the fundamentally Christian division of body and spirit.  In the spirit, tarnished and alienated, there remained what Hayne called man's irreducible "moral nature;" (ref. 33) what Day construed as a "self‑control . . . not wholly lost" (p. 49);
 what Wardner called simply, men's "immortal souls." (p. 73)
  It was to this exalted common conscience that these men directed their treatment, which was kind, firm, and in Boston and Chicago, frankly religious.  They also expressed great admiration for those who were cured.  Wardner, who believed that religion was "a vital experience of heart, a resolute exercise of the will" which was "indispensable to success" in treatment, called its embrace by the drunkard "a heroic service of the life." (ref. 68, p. 72)  Hayne wrote that if there was "any one entitled to the appellation of a hero, it is best exemplified in him who has had the moral courage ‑‑ the self‑resolution to free himself from the dominion of a vice, which like the folds of some hideous monster, has gradually encircled him, until he has become powerless and helpless." (ref. 33)  Thus, while physicians adminstered the neo‑Washingtonian homes, their remedies for inebriety were not particularly medical.  Day preached "a confiding love that shall draw the patient by the higher motives of his being," and recommended daily scripture reading as aftercare; (ref. 67, p. 50) Wardner employed scripture reading and gospel meetings;(ref. 68) Hayne, the most secular of the three, emphasized the warmth and solidarity inspired by Washingtonian "experience meetings," as did Wardner and Day.(refs. 33, 68,)
  In short, the neo‑Washingtonians were committed to a regimen that was social, psychological, and spiritual ‑‑ and only incidentally medical.

If the neo‑Washingtonian homes embraced the spirit of moral treatment, they modified its management.  They were too small to establish a ward system based upon an appropriate method of classification and rewards, and in any event, they preferred a family style of organization which encouraged intimacy.  Their urban location was both a help and a hindrance.  On the beneficial side, they were accessible to the families and friends of patients, and to the members of the Sons of Temperance, Good Templars, and Dashaways (San Francisco) who held their meetings on the sites of the homes, or nearby, and served as aftercare fellowships.  On the other hand, they could not develop the extensive system of occupational diversion which existed on the rural estates of insane asylums, nor could they ensure the proper isolation from stressful and tempting environmental influences, notably the taverns.

In contrast were institutions that frequently called themselves "asylums," as opposed to "homes".  These took their inspiration directly from the insane asylums.  In reality, there were very few that approached the ideal institutional conditions envisioned by their promoters, but by examining the vision we can see how different was the inebriate asylum from the inebriate home, and at the same time understand the direction in which the care of habitual drunkards was headed in the late 19th century.  Table 2 highlights the similarities and differences among inebriate homes, asylums, and a third form of treatment, the "industrial hospital" proposed by Thomas Crothers and others about 1890, which we will discuss presently.

Table 2:  Models of Institutional Treatment of Inebriates in the U.S., 1857‑1914

Ideal


Hypothetical

Inebriate Home
Inebriate Asylum
Industrial 

Hospital
(ca.1865)

(ca. 1875)

(ca. 1890)


Auspices


private


public


public

Location


urban


rural


rural

Size



small


medium

large

(20‑50 beds)

(150‑200 beds)
(250+ beds)

Administration

medicoreligious
medical

medicopenal

Preferred patients

middle‑class

middle‑class

indigents

Admission


voluntary

voluntary/involuntary
involuntary

Regimen


neo‑Washingtonian
moral treatment/
correctional

moral treatment
correctional

discipline

discipline

Length of stay


2 weeks‑3 months
2‑24 months

indeterminate

Primary function

remedial

remedial

custodial

As Edward Brown rightly emphasized (ref. 64), the great issue around which the treatment of habitual drunkards in the mid and late 19th century revolved was that of coercion; which is to say, the use of involuntary commitment and the application of mechanical restraint in treatment. The three models described by Table 2 reflected different orientations to the issue of involuntary confinement and, naturally, much about the character of these institutions and their programs flowed from the extent to which their patients were captives or free to go.

For reasons which were at once ethical, class‑biased, and practical, the inebriate homes eschewed involuntary patients and minimized the use of handcuffs and straitjackets, employing them only to prevent injury, following the dictum of moral treatment.  (They did use chemical restraints, most often in the form of herbal sedatives.)  However, by confining themselves to the treatment of voluntary, tractable patients, the inebriate homes exposed themselves to the criticism that they failed both the drunkard and his family or the community at large.  In the first instance, the homes were vulnerable to the charge that they improperly reckoned with the nature of the disease; that they mistook soberness for cure (or confused soberness with sobriety, to use modern terms).  This was a longstanding criticism of the homes by the superintendents of insane asylums, and it was a point taken to heart by the inebriate asylum advocates in the AACI, who insisted that states establish the statutory means whereby habitual drunkards could be committed "till their cure or reformation are substantially secured." (p. 99)
  In California, this shortcoming was used as a bludgeon against the San Francisco Home in an unsuccessful attempt to move the State toward an asylum model of care.  Wrote the editor of the Pacific Medical and Surgical Journal in August 1867:

We have in San Francisco an institution for inebriates . . . . It has done good to a few individuals, but not permanently to more than one in fifty of its inmates.  The reason is, they are not kept long enough to correct their habits . . . . As soon as they get well over the debauch, they are discharged . . . to return without much delay to their former habits.  The working of such an institution is of doubtful character.  The true intent of a Home for Inebriates, is curative, and not simply benevolent. (ref. 33)

For the same reason, the homes stood accused of wasting philanthropic dollars and failing adequately to protect the public from the drunkard's depredations.  Most importantly, the homes failed to solve the problem of the "police court rounder," as he was known ‑‑ the 19th century public inebriate who clogged the courts and populated the city prisons and the county jails.  Although the Boston, Chicago, and San Francisco Homes had well‑established relations with the courts and bridewells, they took only those incarcerated drunkards who sincerely desired treatment or who risked death if left untreated in jail.  In practice, this meant fallen members of the broad middling classes.  William C. Lawrence, lay superintendent of the Boston Home during a hiatus in Day's long tenure, believed "that none should be admitted but such as voluntarily apply for admission with a direct intention of effecting a complete and radical cure."  Although on occasion "forced to take men directly from station houses, police courts, or temporary prisons," it was "hard to force them into the company and association of peaceable and orderly gentlemen . . . who, even in their cups, cannot brook companionship with subjects of police scrutiny." (ref. 32, p. 47)

The promoters of the asylum model proposed to address the therapeutic and custodial shortcomings of the neo‑Washingtonian homes by establishing institutions which were large, public, rural, and possessed of the power to hold and discipline their charges.  Not only would such asylums be economical, so the argument went, but they would offer better care.  "It is greatly in favor of large public asylums, that these are able to provide good libraries, well‑supplied reading rooms, healthful amusements, and other means which do so much," wrote the medical superintendent of the large, public, and rural New York State Inebriate Asylum.  "These things, which large institutions alone can sustain, are strong inducements to patients ‑‑ first to come, and next to prolong their residence till their cure or reformation are substantially secured."  Should patients not be induced sufficiently, "one great advantage possessed by state institutions, is that they have more power to restrain patients." (ref. 70, p. 99)

The asylum enthusiasts sought the powers of commitment and restraint in order to enable respectable families to commit their wayward members, and they sought the authority to keep these patients for long periods of time.  Similarly, the asylum keepers wanted the authority to hold on an involuntary basis those who had entered of their own volition.  As the AACI's Committee on Legislation reported in 1872:

Men who are sensible of their malady; who are willing, nay, who earnestly desire to be healed; who are convinced that they need aid to restore to the diseased body health, and to the weakened will the power of resistance . . .  ‑‑ these are the men over whom we must have that power of legal restraint which we can bring to bear when, as will not seldom be the case, other means are found insufficient. (pp. 68‑69)

In its model legislation, the AACI committee carefully protected the superintendents' prerogatives by providing that transfers from penal facilities be visited first by a representative of the asylum to "determine who . . .  so confined . . . are fit and proper subjects to be transferred." (ref. 71, p. 72)

In New York, where the State Inebriate Asylum at Binghamton operated under laws found nearly ideal by the AACI, we find in the occupational backgrounds of Binghamton's patients some evidence that the asylums were successful in attracting a middle‑class clientele.  By our tabulation, of 256 patients admitted from October 1871‑October 1872, 126 (49%) were high status professionals (lawyers, physicians, bankers, brokers, architects, etc.), manufacturers, or merchants.  In addition, 76 (30%) were clerks, bookkeepers, insurance agents, and other white collar workers or proprietors.  Finally, only 26 (10%) were artisans or mechanics, and 28 (11%) were listed ambiguously as "No occupation."
  For the calendar year of 1874, 52% of the patients were in the highest occupational category, and an additional 30% were among the solid white collar professions.
  Similarly, the private Pennsylvania Sanitarium in Media treated 168 men between 1867‑69, reporting the occupations of 67 regarded as "doing well."  Of these, 32 (48%) were in high‑status occupations, 28 (42%) were in other white collar positions, and the remainder were either mechanics or retired.
  However, the middle‑class, even elite orientations of these asylums ultimately proved their undoing in the depressed 1870s.  After only seven years of life, Media closed in 1874 when the State legislature refused to subsidize it,
 probably because it was perceived as an institution for the well‑to‑do that did not warrant public support.  When Binghamton was ordered to be converted into an insane asylum in 1879, the governor of New York characterized it as a "hotel for the entertainment of wealthy inebriates." (ref. 64, p. 50)

Edward Brown's recent analysis attributed the difficulties of public or would‑be public inebriate asylums mainly to the perceived insufficiency of the disease theory as a rationale for lengthy involuntary confinement.(ref. 64)  Certainly, there is some truth in this explanation, but it is not the whole story.  There were, to be sure, civil libertarians of all political hues who saw in the asylum promoters' plans a disturbing tendency of institutional medicine to arrogate to itself the functions of penal institutions and to undermine the proportionality of crime to punishment.  John Ordronaux, a member of the New York State Lunacy Commission, and an attorney as well as a physician, admonished the insane asylum superintendents in 1875:

Dr. Nichols thinks that drunkards should be kept in durance, and says, "hold them."  And we do hold them in places of detention for ten, twenty, thirty days, or even longer.  But farther than that you can not go, for the State is not the custodian of private morals . . . . Purging men of their evil tendencies, is beyond the province of the State, it can only punish overt acts.  Hence a man may have committed homicide or arson, or any other crime, once or several times, and yet after he has served out the period of his punishment for these offenses, the State can not continue to hold him, on the ground that he has a tendency to crime . . . . I do not see how we can legislate for permanent detention. (ref. 61, p. 371)

However, in our view the policymakers' preference for a penal solution to habitual drunkenness was not born wholly of careful consideration of the intellectual merits of disease theory or of questions of civil liberties.  Rather, it was mainly the result of fiscal crisis and of the failure of inebriate asylums to solve or even address the ever more pressing problem of urban disorder.  The Panic of 1873, and the subsequent depression of 1873‑78, sharply curtailed the revenues of states and yielded extraordinary numbers of homeless men; indeed, it brought the word "tramp" into the American language.
  Although social critics like Henry George, and the labor press in general, saw "trampism" clearly for what it was ‑‑ a symptom of economic disorder
 ‑‑ most reformers and middle‑class citizens held the unemployed wanderer accountable for his plight. (ref. 76)  Even when recognizing that the tramp was initially a victim of circumstance, many averred that "men thrown outside of social influence, . . . even if at the outset possessing good impulses and habits, . . . become, in a short time, desperate, degraded, or criminal, and perhaps, all three."
  In particular, such degradation virtually became equated with habitual drunkenness, (ref. 76,)
,
 and the Iron Molders' Journal carefully distinguished between "the honest, hard‑fisted mechanic or laborer" thrown out of work and the "bummer, the periodical inmate of our work‑houses and county jails." (ref. 77, p. 144)

Under circumstances of massive unemployment, urban disorder, and financially strapped government, inebriate institutions like Binghamton and Media became expendable.  They did not address the tramp problem, nor did they serve members of the working class who sought to cling to livelihood, family, and respectability by curing a drink problem.  Although more case studies will be required to prove the point, it seems that the public or quasi‑public inebriate homes and asylums which survived this period were the few like the San Francisco Home and the Kings County Home (Brooklyn, New York) which served substantial numbers of unemployed and working‑class patients and which were financed from dedicated monies unrelated to the general fund.  (The San Francisco Home was financed in large part from police court drunkards' fines, (ref. 33) and the Kings County Home, which was really an asylum, was supported by a tax on liquor licenses.

To be successful, public inebriate institutions would have to ameloriate the problem of urban disorder, and the depression of 1873 brought home this reality to the members of the AACI.  Wrote Dr. Theodore Mason, president of the Kings County Home:  "Now, as to the practical results of the work of the Inebriates' Home for Kings County, it is an admitted fact that vagrancy has very materially decreased in the City of Brooklyn and the County of Kings." (ref. 81, p. 10)  In 1877 Thomas Davidson Crothers, secretary of the AACI from 1876‑1916, put forward the notion that the inebriate asylum superintendents were the best qualified to handle the tramp problem since "the large majority" of tramps "are intemperate, uneducated, and go steadily down from bad to worse."  "Nothing," wrote Crothers, "can be more appalling than this vast army of moving drunkards, drifting from place to place, a perpetual burden and tax on society, scattering vice and crime everywhere."  Significantly, his proposed solution was essentially non‑medical and reflected the disillusionment with moral treatment which characterized the increasingly hereditarian, neurological psychiatry of the Gilded Age:

Confine them in large, judiciously managed work‑houses or asylums, where labor is part of the treatment, and we shall check the stream of desolation and ruin which flows through every town and city.  Begin with the inebriate; isolate and quarantine him, make him self‑supporting, diminish his power of spreading this disorder and bringing ruin on others as a result of his wretchedness, and the wealth of the state is largely increased ‑‑ the happiness of its citizens enhanced. (pp. 116‑117)

Beginning in the '70s and continuing over the economically unstable decades which followed, inebriate asylum boosters turned their attention increasingly to the formulation and promotion of a public system of care and control which emphasized indeterminate detention for degenerate, incurable criminals and paupers, as distinguished from remedial treatment for hopeful, middle‑class cases.
,
,
,
,
  It seems, indeed, that the major flurries of interest in inebriates institutions in the U.S. in the late nineteenth century roughly coincide with the periods of severe economic slump ‑‑ 1873‑78, 1883‑85, and 1893‑98.  Recognizing that public policy concern focused upon the destitute, Crothers built a case for their separate treatment.  Here, he employed the grim conclusions of social degenerationism to their full effect.  Degenerates "have an exceedingly low sense of duty, and conceptions of right and wrong," he observed.  "Very frequently they display distinct criminal tendencies, associated with weak will and low passionate impulses."

They are freighted with a peculiar diathesis [hereditary disposition], which breaks out into either criminality, insanity, inebriety or trampism, or one or more together, . . . and are always more or less incurable. . . . In the insane asylum they are the most troublesome of all cases; in the courts they are the repeaters, that are sent to jail regularly for intoxication; and in all circles, they are the pests of society, continually drinking, committing petty crime, and outraging society by all kinds of excess.  In inebriate asylums they abuse all the privileges, and bring every effort to help them into discredit. . . . When discharged, [they] are full of slanderous stories about the asylum, and stand around the corners of streets advertising the failure of the institution to effect a cure in themselves (p. 179).

Elaborating on this collection of "gamblers, speculators, traveling men, showmen, patent right swindlers, dealers in alcohol and tobaccos, . . . bar‑room loafers, hack drivers, low workmen, street tramps and beggars," Crothers observed that they were "treacherous, cowardly and sensitive," and commonly audacious, improvident, and possessed of a "strong dislike for work, and [a] general disgust for regular living."  Some also were given to "communism and railroad rioting." (pp. 67‑68)
  In sum, habitual drunkards of the lower‑class sort comprised a catalog of Victorian bogeymen.  For these and other incorrigible drunks Crothers proposed an "industrial hospital," the ultimate inebriate asylum.  The solution was to

arrest and commit all drunkards to such hospitals for an indefinite time, depending on the restoration of the patients; also commit all persons who use spirits to excess and imperil their own and the lives of others; put them under exact military, medical, and hygienic care, where all the conditions and circumstances of life and living can be regulated and controlled; make them self‑supporting as far as it is possible; and let this treatment be continued for years if necessary.  The recent cases will become cured, and the incurable will be protected from themselves and others, and made both useful and self‑supporting.  Who can fully estimate the benefits to society, to morals, and to civilization by promptly isolating such persons and keeping them in normal states of living?  Who can estimate the relief to the taxpayer by the removal of the perils to both property and life from drunkenness? (pp. 359‑360)

As Brown pointed out, Crothers' proposal was severe and extreme by our standards.  However, it made some sense in 1890.  It was a calculated bargain with the state; it was intended as a plan to institutionalize public responsibility for all habitual drunkards by promising in return the social control of pauper inebriates.  As such, it gained support from the AACI because its widespread adoption would have permitted the development of elaborate, internally segmented institutions which, like public insane asylums, would have maintained different levels of care and accommodations for paying and charity patients, voluntary and involuntary patients.
  Moreover, in theory the industrial hospital or its equivalent would have created a powerful research and political base for the specialty,
 incidentally exalting the status of the AACI, perhaps even putting it in a position to contend more effectively with its older, more esteemed antagonist, the Association of Medical Superintendents of American Institutions for the Insane.  Finally, Crothers' plan was calculated not to disturb the market for private, home‑like care for inebriates who could afford it.  Just as exclusive, private psychiatric sanitaria always had flourished alongside public mental hospitals, the industrial hospital notion allowed for the parallel development of inebriate institutions.  This reassured the private proprietors in the AACI ranks, and such a tiered system of care and control was supported even by some neo‑Washingtonians.(ref. 32)

The fatal flaw of the industrial hospital concept was not its extremity, but its superfluity.  Jails, prisons, and almshouses performed the same function for paupers at far less cost.  There was nothing medical, therapeutic, or restorative about Crothers' proposal that made the industrial hospital more appealing than existing alternatives.  The intimate, individualized relations of moral treatment had disappeared from the practice and vision of public institutional care, replaced by an obsession with the management and discipline of patients, the majority of whom were regarded as hereditarily defective, incurable, and even dangerous to posterity.  Like their counterparts in the insane asylums, inebriate asylum administrators and supporters promoted custody on humanitarian grounds or as a means of preventing "the transmission of the insane or inebriate diathesis to a succeeding generation." (ref. 91, p. 141)  But ironically, by promoting an essentially custodial institution, the inebriate doctors cut away their own ground.  If custody, pure and simple, was to be the fate of the indigent, habitual drunkard, the jails, prisons, almshouses, and even insane asylums would do just as well ‑‑ which they did, of course, for many years.

PRE‑1914 INEBRIATE INSTITUTIONS AND WHAT BECAME OF THEM

Despite the best efforts of the AACI and, after 1875, the grudging support of the insane asylum superintendents, public institutions specifically for the treatment of habitual drunkards failed to gain ground in the U.S.  In California, the legislature chartered the new Southern California State Asylum to specialize in inebriates in 1891, but this specific mandate was withdrawn before the asylum opened. (ref. 33)  In 1893, Massachusetts established a State Hospital for Dipsomaniacs and Inebriates at Foxborough, but the institution was plagued by escapes, patient rebellions, and the inevitable accumulation of chronic cases.  In 1910 a labor colony for chronic cases was established at Norfolk to relieve Foxborough, and in 1914 this was given its own hospital status, but under the State Board of Charity rather than the State Board of Insanity.  This distinctly non‑medical facility, shut down in 1919, and the New York City Hospital and Industrial Colony, opened in 1912, were the closest approximations of the industrial hospital to be realized in the U.S. outside of the correctional system.
,
,
  Iowa founded a small hospital for inebriates in 1904, and Minnesota followed in 1908, but these institutions appear to have closed or been converted to other uses during Prohibition.(ref. 94,)

The fate of most of the neo‑Washingtonian homes is largely unknown.  The Boston Home appears to have drifted toward an asylum model after the death of Albert Day in 1894, and eventually became the Boston Washingtonian Hospital.  Looking back on the earlier days of the Home, its medical superintendent observed in 1897 that "moral suasion is good as far as it goes, but it will not reach the unimpressive or demented inebriate." (p. 279)
  The San Francisco Home for the Care of the Inebriate was forced by the legislature in 1876 to become in part a facility for the evaluation and brief care of all those awaiting commitment from San Francisco to California's two overcrowded insane asylums.  It appears to have been the first such institution of this kind in America.  After 1881, when Arthur Hayne was fired, the Home's treatment of inebriates was confined to the well‑to‑do, and its patients included jurists and politicians who kept rooms reserved for their intermittent visits.  In the mid‑90s the Home was plagued by scandal concerning the superintendent's harsh methods, and ignominiously faded into history at the end of 1898.  The constructive legacy of this episode was the requirement in the State Lunacy Law of 1897 that all private sanatoria be licensed.(see ref. 33)

In spite of the failure of public care to thrive outside of insane asylums, around the turn of the century private institutions based upon moral treatment, homeopathic precepts, and patent remedies flourished in the United States, with branches also in other English‑speaking countries.  Of these, we know very little; most have left behind only their advertisements in medical and temperance journals:  pictures of respectable Victorian houses in the suburbs with text promising cure with discretion or, occasionally, photos of imposing buildings promising, perhaps, more restraint than kindness, and programs advertising their medical governance by reputable former public asylum physicians.  In 1902, the Quarterly Journal of Inebriety noted the existence of over 100 such institutions in the U.S., although only 30 were viewed by Crothers, the journal's editor, as employing acceptable "medical treatment".(ref. 64)  This estimate may well have been an understatement; in 1901, for instance, there were 39 "branch institutes" in the U.S. devoted to the Keeley "bichloride of gold" cure, backed up by a network of over 300 Keeley League chapters operating as mutual‑support clubs for graduates of the treatment.
  The Keeley Cure was only the most successful of a wide variety of turn‑of‑the‑century patent medicines and formulae for curing inebriety, which the AACI generally sought to characterize as quackery.
,
,

To those in other countries interested in promoting inebriate institutions, whether public or private, the U.S. appeared very much in the lead throughout the last decades of the 19th century.  The 1872 British Select Committee on Habitual Drunkards, which brought the issue of inebriate institutions to official attention in Britain, gave a respectful hearing to two American inebriate asylum directors representing the AACI.
  The committee also sent inquiries to other European countries about institutions for the handling of drunkards.  In reply to the question whether French doctors considered the treatment of habitual intoxication as a disease, or regarded it as a crime or offense to be punished by law, the reply from the French National Assembly noted that it was considered as a treatable disease, but added, "this treatment has scarcely been tried in France; it is America which furnishes examples of it."
  A committee of doctors, clergy, and legislators in Melbourne, Australia, in an 1872 report supporting the foundation of a "retreat for the cure of inebriates", spoke glowingly of "the gratifying result of the American experiment", and reported themselves "very much indebted to the medical superintendents of the American Inebriate Asylums, . . . who sent their valuable practical information on this comparatively new but extremely important subject."  Calling for adherence to the American example of government support for the proposed retreat, the committee challenged  Victorians to set an example for the British Parliament: "we have anticipated the home Government in many things, let us anticipate them in this the greatest question that can engage Parliament".

In English‑speaking countries and in Germany, the high‑water mark of inebriate institutions seems to have come in the first years of the 20th century.  In the decade before the First World War, treatment models from German‑speaking lands came to increasing prominence; in the general scientific alcohol literature, the proportion of German‑language articles increased from one‑third in 1901 to over one‑half in 1912,
 while the U.S.‑based Quarterly Journal of Inebriety was in decline.  In the Nordic countries, provision for the handling of inebriates came later ‑‑ in the period 1910‑1935.  In the first years of the century, an average of twenty licensed retreats (roughly equivalent to homes) and thirteen reformatories (roughly equivalent to asylums) were operating in England and Wales, with perhaps as many unlicensed retreats also in existence.
  In the same years, there were three licensed retreats in Scotland and one in Ireland, and six reformatories in Scotland and two in Ireland.
,
   In France, in spite of the interest of a number of doctors in the American and British experience, there seems to have been only a few private inebriate homes.
  By 1900, there were eight inpatient units and two work colonies for inebriates in Switzerland; by 1912 there were also six fürsorgestellen (outpatient advice centers). (ref. 44)  In 1910, there were 41 inebriate institutions in Germany with a total of 1559 beds, holding regular conferences; there was also a system of 29 "work colonies" mostly populated by drunkards.
,
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  By the spring of 1912, there were apparently 48 inebriate institutions and 158 fürsorgestellen in the German empire. (ref. 43)  Advice bureaux as well as inpatient sanitoria had also spread to the Netherlands.
  A further sense of the international diffusion of the idea of inebriates institutions is given by the encyclopedic compendium published by Korovin in Moscow in 1901, which listed and described 36 institutions in England, 13 in Switzerland and 43 in Germany.

It is always easier to chart the formation of institutions, celebrated often in annual reports and anniversary documents, than to trace their demise.  In English‑speaking countries, at least, very few of the inebriate institutions survived the First World War.  Various reasons have been offered for their decline.  The diversion of staff and facilities to wartime pursuits, and the fact that in wartime the potential inmates were needed as labor, undoubtedly played some part.  The facilities of the State Reformatory in Scotland were "lent to the Military Authorities in 1915 for use as a detention barracks" (ref. 107), and the Massachusetts State Hospital for Dipsomaniacs and Inebriates went into a decline "due in part to slackened enrollments during World War I and the attempt, in 1918, to convert the institution to the treatment of battle fatigue and shell‑shock".(ref.6)  Similarly, in 1920 the Ennis Reformatory in Ireland was "handed over to the military, due to the exigencies of the Anglo‑Irish War".(ref. 198)  Perhaps the strongest evidence for the effects of the war on marginal institutions such as inebriate asylums is that the development of inebriate institutions in two non‑belligerents, Switzerland and Sweden, appears not to have been interrupted greatly in years after 1914.(ref. 44,)

An alternative explanation for the decline of the few public institutions in the U.S. was the coming of national Prohibition. Writing in 1944, Corwin and Cunningham ascribed a central role to this factor.

With the passage of the Volstead Act in 1919 the slow but steady growth in the number of facilities for the treatment of alcohol addiction came to an abrupt temporary halt.  While some of the smaller institutions continued to operate, the larger ones, for the most part, closed down.  State hospitals for inebriates were . . . turned to other uses. . . .  The Keeley Institute closed its branch institutions and sold its central plant at Dwight, Illinois, to the Federal Government for a veterans' hospital.  Throughout the country hospital authorities proceeded on the optimistic assumption that the ounce of prevention had eliminated the need for the pound of cure.

The fallacy of this attitude soon became apparent, but in many instances it was considered impossible as well as inexpedient to reopen the doors of the former "inebriate hospitals" to alcoholics.  State institutions were functioning in other necessary capacities and, moreover, a more critical evaluation of their previous records caused public officials to hesitate before reestablishing their services.  Private institutions, on the other hand, were not so slow in reoffering their treatments.  The Keeley Institute, which had taken over a small house in Dwight to clear up cases still on the books, found itself with some 200 patients in 1920, 300 in 1921, 360 in 1923, and over 400 in 1924.  In the face of this growing demand, other private institutions were founded, so that today all special facilities devoted exclusively to the treatment of alcohol addiction are operated under private rather than public auspices.

The decline of inebriate asylums was not limited to societies which experienced Prohibition.  Concerning Scotland,  McLaughlin suggested that, besides the decline in visible drunkenness in the wake of the World War I alcohol control measures, there seemed to have been a shift in the social agenda, and perhaps in the understanding of the causes of unemployment, which took the focus off alcohol:

whereas 'the drink question' had been the consuming passion of Victorian society, the new century was to have a new preoccupation ‑‑ the 'spectre of mass unemployment'. . . .  Whatever the reason, drunkenness was no longer the social problem.  Against this background, with other putative social problems competing for official recognition, the Inebriate Reformatories appeared less and less relevant. (ref. 107)

Discussing the British experience, MacLeod suggested another factor in the decline of the asylums:  that the gravitation of inebriety doctors towards a view of inebriety as inherited rather than environmentally caused also crippled their efforts by cutting them off from the "main current of public health policy", and associated bodies of potentially favorable public opinion.  If "alcoholism derived from the slums and anxieties of modern life, then the [inebriate] retreats performed a decidedly social, integrative function, and the Government had a clear mandate."  But "because the medical professions and the 'hereditarians' dominated the reforming organisations, . . . the concept of alcoholism as a 'social disease' was . . .  prevented from taking root".

Jellinek provided other possible rationales for the decline of the inebriate asylum movement in the U.S., including the low quality of intellectual work in the field, and the peripherality of inebriate asylum doctors to the medical profession.(ref. 10)  Gerald Grob's recent work on the history of mental hospitals and the psychiatric specialty in the United States suggests the merits of the latter point especially, not only for the U.S., but perhaps for the British Isles and Europe as well.  Grob's work demonstrated how distant American institutional psychiatry became not only from medicine, but from office and clinic‑based psychiatry as it came to be practiced in the era of the mental hygiene movement (dated conventionally from 1908, the year in which Clifford Beers published his landmark book, A Mind That Found Itself).  As psychiatry developed a community base of practice in the years after World War I, the prestige of mental asylum doctors was eroded, and the function of their institutions was regarded plainly as custodial and secondary to preventive and remedial attacks on the problem of mental disorder. (ref. 20)

By the end of Prohibition in 1934, the era of asylum building as a solution to health and social welfare problems was coming to a close, sustained in the U.S. more by the commitments of the Works Progress Administration than by professional ideals of care.  Certainly, if the inebriate asylum movement could not prosper in the age of asylums, it would get no serious hearing in later years.  In response to renewed proposals for state alcoholism farms, the Yale Plan clinics, first proposed in 1943, represented a model of treatment congruent with the professional interests and ideology of "social psychiatry" and the mental hygiene movement.
  But public mental hospitals and state and local "farms", widely established between 1910‑25 under correctional and public welfare auspices,(ref. 94) carried the main burden of custody through the 1950s.

A number of inebriate institutions survived the First World War in Germany.  They did not, however, long survive the advent of the Nazi regime.  Touring European institutions for the management of alcoholism under Rockefeller Foundation auspices in 1936, the American physician Robert Fleming noted that "for all practical purposes there is only one therapeutic approach to severe chronic alcoholism in Germany today, and that is the surgical approach ‑‑ sterilization",
 and quoted a German doctor as wishing that the "end should come early" for "the really incurable habituated alcoholist . . .  instead of being irrationally postponed by ever repeated institutional efforts at therapy which only lead to backsliding immediately after discharge". He went on to record that

with this general shift in orientation that effects the thorough subjugation of the individual to the supposed biologic interests of the community as a whole, there has resulted an almost complete dissolution of the facilities, built up so laboriously during the past half‑century, for treating individual drunkards.  The municipal Fürsorgestellen that had acted as small strategically located clinics for the psychiatric and social management of chronic alcoholics were discovered early in the existence of the present regime to be centers of "subversive activity". . . .  The various hospitals, public and private, that had played so active a role in adding to our knowledge of the pathology of alcoholism and of methods for the rehabilitation of the individual drunkard, have fallen upon evil days.(ref. 45)

Although their rationale and functioning were thus radically altered, 25 alcoholic treatment institutions still were listed in 1941.  But by that time, Fahrenkrug notes, the Nazi state was moving to add the inebriate to the list of "socially incapable" categories marked for extermination in the concentration camps.
                               

THE DEVELOPMENT OF INEBRIATE INSTITUTIONS IN AN INTERNATIONAL PERSPECTIVE

Only scattered material is yet available for a comparative history of inebriate institutions in different societies.  Several papers have been published on the development of disease concepts of inebriety among British and European doctors,(refs. 19, 47, 101,)
 articularly in the context of 19th century psychiatric thought.(refs. 62,)
  There is an account of the medical campaign for legislation for inebriates in England and Wales, (ref. 120) and recent papers have given us not only an account of similar legislation for Scotland and Ireland, but also a sense of what inmates actually experienced in British inebriate reformatories.(refs. 107, 108)  Some material also is available on campaigns for and the institutional history of inebriate asylums in Australia,(M’Carthy in ref. 104,)
 and there is brief coverage of the institutional history in South Africa.
  Recent work also has given us a view of the conceptual and legislative history in the Netherlands, (ref. 116) Switzerland, (ref. 44) Sweden (ref. 124) and Finland,
 and includes a comparison of the Finnish and Swedish experiences.

There are substantial divergences in the national histories, reflecting various national conditions and the different timing of efforts in different countries.  But there are some general patterns to be discerned beneath the diversity.  The pattern of development tended to run in the same direction, at least in English‑speaking countries: from small homes and retreats under temperance or religious auspices to large medically‑run asylums; from moral therapy with voluntary patients to physical therapies with compulsory patients; from a hopeful to a more pessimistic prognosis.  In English‑speaking countries, doctors played a large part in the agitation for enacting "inebriate legislation" and on behalf of state‑supported inebriate institutions.  In these societies, where most doctors were in private practice and few were government‑supported, the statement that "inebriety is a disease" also was a claim of medical jurisdiction over habitual drunkenness.

What the inebriety doctors sought from the state, at least in English‑speaking countries, pointed in two directions ‑‑ toward the fee‑paying private patient, and towards the poor drunkard.  For private, fee‑paying patients, doctors sought procedures to compel treatment.  At a minimum, the doctors wanted to be able to enforce the continuation and completion of treatment where the patient had voluntarily entered on it.  Beyond that, they wanted a provision to compel private patients into treatment.  Essentially, this meant putting a tool in the hands not only of the doctor but also of the drinker's family.  Asked about the effects of broadening the coverage of the 1879 British act to give "power to the relatives or friends of the patients to make an application for his incarceration or detention", Robert Branthwaite, then the medical director of a retreat, replied that the requirement under the 1879 Act that patients sign themselves in "does not touch a one‑hundredth part of the inebriates that exist, because I regularly have, say, half‑a‑dozen applications, on an average, per week from those who try to induce friends to enter, but who absolutely refuse to go".  Branthwaite noted that, in any case, friends and relatives brought in most of the cases who signed themselves in: "80 per cent., quite, of the patients who come in are practically compulsory, even under the present arrangement"; somewhat contradictorily, he added "that it would make little or no difference if they were forced into the home without their signature. . . .  So strong a pressure is put upon them that it is almost equivalent to two friends saying, 'You must go'".

The power to compel treatment for private patients was not linked necessarily to institutional care.  John Creed, the physician‑legislator responsible for the 1900 New South Wales Inebriates Act, proposed a provision

that a person may be placed under the charge of an attendant without being confined in an institution.  In this way many sad cases might be controlled, in which the sufferers would have to be left to perish without it.  To take a professional or business man away from his work might as completely and even more rapidly ruin him, and those dependent on him, than if he were left to get drunk nightly, whilst the very fact of there being a power to attach a 'shadow' to him, who would prevent anyone supplying him with liquor, would in many instances be a sufficient inducement to make him leave off drink without such coercion.

Creed's "ideal with regard to a private institution" also was removed as far as possible from the image of a locked ward: his vision was of

a tract of country which can be made into practically a prohibition settlement, to which the subjects may go with their friends and live, occupying their own houses or living under ordinary boarding‑house conditions.  I would make such provision that even three‑fourths of the people living there might not be inebriates, although the other fourth would be.  It should be kept as secret as possible as to who are inebriates, . . . the only difference between the rest of the family and the inebriate being that the latter could not leave the settlement and the others could.  No liquor should be allowed to go into the place; everything else would be the same as an ordinary pleasure resort. . . .  In this way they could live there for twelve months or more, if necessary.

In proposing that doctors, in conjunction with friends or family, be given the power to confine or detain a middle‑ or upper‑class drinker for a year or more, the inebriety doctors were treading on territory quite close to the interests of the legislators themselves.  In Britain, perhaps even more than in the United States, arguments for the "liberty of the individual" repeatedly resulted in the dilution of their proposals for broad compulsory powers. 

For poor drunkards, what the inebriety doctors needed most from the state were resources ‑‑ capital resources for building or converting institutions, and continuing resources to finance treatment or custodial care.  In an era of repeated recessions and of laisser‑faire welfare policy, this proved an extraordinarily difficult task.  Switzerland adopted the most permanent solution, earmarking a tenth of the revenues from the federal spirits monopoly set up in 1885 for prevention and treatment of inebriety.
  In the U.S., as noted previously, the solution in several places was to dedicate state or local alcohol license taxes to support public patients in inebriate institutions.  In several states "Keeley laws" were passed to provide state subventions for treating indigent cases in existing private institutions.(ref. 98)  Frequently, the state's response involved a commingling of private charitable resources with state money (giving considerable scope for eventual charges of malfeasance): when a deputation from Melbourne consisting of the Mayor, five clergy, and the leading local inebriety doctor called on the state government to urge its financial support for an inebriates' retreat, they were told that "the American precedent of first creating a fund by private subscriptions, and then asking the Legislature to supplement the money thus raised, should be followed".(M’Carthy in ref. 104)

From the point of view of the inebriety doctors, state support for the treatment of poor inebriates should have been channeled to those who could most benefit from it ‑‑ notably to those who were not in trouble with the courts, but who could not afford the expense of private treatment.  While some doctors put forth elaborate class‑based nosologies of inebriety, others were quite insistent that paying patients and public patients should be treated in the same facility.  Politicians, however, frequently were unreceptive to such ideas.  Halting work on the institutions being built under Creed's Act of 1900, the Chief Secretary of New South Wales commented that "it will be impracticable as well as objectionable to deal with patients able to pay in the same institutions as with persons now sent to gaols or asylums as the result of inebriety. . . .  'The first thing which ought to be done', said Mr. Hogue, 'is, I think, to determine the class of patients to be admitted to such an institution.  The mixing up of two classes either in the male or female section would be unwise'."

In place after place, the inebriety doctors found that the price of state support for inebriate institutions, however minimal, was that the choice of inmates had to serve other interests of the state.  Usually, this meant that the public asylums and reformatories were to be oriented to coping with the problem of the police‑court public inebriate, and related problems such as vagrancy and prostitution.  The definition of vagrancy or related conditions as a problem of concern to the state was of course not a 19th century invention.  But in the second half of the 19th century these problems had taken on a new face.  By the mid‑19th century, the old systems of watchmen and constables had given way in many cities to a centrally‑organized police force with a much wider mandate for vigilance over the city streets; accompanying this change was a shift in standards of public decorum and morality on the city streets, and often the enactment of specific laws or ordinances directed against public drunkenness.  For the new police forces, a high arrest rate was a common criterion of successful activity; then as now, public drunkenness was one of the easiest arrests to make.  By the latter part of the 19th century, then, there was in many cities a well‑established pattern where a very high proportion of all arrests were for public drunkenness or related charges, with the arrests processed in assembly‑line fashion in special courts, and resulting in short jail sentences, often in lieu of fines.  By the end of the century, those presiding over this system ‑‑ the police commanders and lower court judges ‑‑ were complaining of the futility of the "miserable game" by which the "poor creatures . . .  afflicted with the disease of habitual drunkenness are ignorantly dealt with as criminals", spending "years of their unhappy lives moving backwards and forwards between the public‑house and the prison", and of the swamping of the criminal justice system by "a huge army of drunkards and vagrants, owing to drink", who "march into prison, many of them in a filthy, diseased and verminous condition, forming at once a danger to the cleanliness, order, and usefulness of the goal".
  The 1891 Report of the Ontario Commissioners enquiring into the prison and reformatory system remarked that "a cry against the continuance of this absurd system has arisen in every country in which drunkenness is prevalent,"
 and an editorial in the same year in the British Medical Journal regarded it as a source of "national opprobrium that at present there is practically no refuge for the impecunious male drunkard but the workhouse or goal".(quoted in ref. 120)

By the 1890s, there does not seem to have been a great diversity of opinion among the different interests involved concerning the appropriate institutional response to the problem of the poor, urban inebriate.  If we compare the proposal for an inebriate asylum made by the New South Wales Comptroller of Prisons with those of General Booth of the Salvation Army
 and of a physician/legislator,(ref. 132) for instance, we find substantial unanimity. On the one hand, all three were prepared to acknowledge that habitual drunkenness may be regarded as a disease.  On the other hand, all three shared a belief in the therapeutic value of fresh air and agricultural labor, proposing substantial terms of compulsory confinement in an institution in the countryside.  The NSW Comptroller of Prisons, to choose one example, presented an idyllic picture of his proposed "inebriate reformatory situated some distance from any large centre of population":

the establishment should not present a prison appearance, nor should it cost much money to build.  Properly‑classified dormitories, subdivided into cubicles so that each inmate would have a room to himself; a large refectory, which would also serve as a lecture and recreation hall; a well‑stocked library, together with work‑rooms, hospital, officers' quarters, and the necessary offices, would comprise the internal arrangements.  Outside should be a large area of ground, suitable for floral, fruit and vegetable gardening, dairy work, agriculture, poultry and pig farming, and any practicable outdoor work.  A playing‑field and swimming‑bath would be attached.  Opportunity would be offered for good wholesome work, as much in the open air as possible, and there would be ample time given for recreation, education, and moral and religious instruction.  A special staff of officers would have to be selected, fitted in education and temperament for the work, and the general superintendence should, I think, be placed in the hands of a resident medical officer. (ref. 135)

Indeed, by the 1890s ‑‑ as can be seen in the Notes of Evidence from the hearings of the 1893 Departmental Committee on the Treatment of Inebriates ‑‑ there was very little that was specifically medical about the British medical specialists' vision of treatment appropriate for the public inebriate.  In practice, the system of reformatories set up at the turn of the century in Britain, financed by local government or by state revenues, had more in common with prisons and workhouses than with hospitals.  In fact, the State Reformatories, which became dedicated "to the reception and treatment of persons who had proved uncontrollable in the Local Reformatories", operated "under the control of the Prison Commissioners", and formed "part of the prison administration".
  The reformatory system as a whole was explicitly oriented to the criminal courts as its source of clients; repeated arrests for public drunkenness were the major criterion for commitment to a reformatory.(refs. 107,108,120,)
  As the system worked out in practice, it was women arrested for public drunkenness who formed the main clientele of the British reformatories.  The full story behind this pattern has not been told, but public drinking seems to have been relatively common among working‑class urban women in the late 19th century, and this fact, along with prostitution, may have become increasingly intolerable at the turn of the century to middle class ideals of womanhood.
,
  British judges, more willing to commit men than women to jails, seem to have regarded the new reformatories as more acceptable destinations for the women who appeared before them.

In New South Wales, Creed's long campaign for inebriate asylums on adjacent islands, one for men and one for women, eventually resulted only in the establishment of a special program for inebriates in a state jail.  A party of journalists visiting the new facility found twenty men and thirteen women in it, "kept in separate divisions" in a special walled‑off section of the jail.  Their generally favorable report noted that it was nevertheless "not an ideal place for the experiment, because a gaol is always a gaol, and is not planned for the purpose of pleasing the eye or appealing to the natural feelings of the inmates, but there was nowhere else the work could be undertaken".
  In subsequent decades, a common solution to the problem of where to place the police‑court drunkard in the U.S., Australia, and other English‑speaking countries was to set up farm colonies under the administration of the jail authorities, and often to locate them immediately adjacent to a jail.

Given the disinclination of governments to spend money on poor inebriates, and the preoccupation with urban public drunkenness, another frequent solution in English‑speaking countries was to rely on the Salvation Army and other urban church missions, often commissioned as agents of the state.  General Booth's Salvation Army manifesto proposed to establish both city and country inebriate homes "which will contemplate the deliverance, not of ones or twos, but of multitudes, and which will be accessible to the poor."  Instead of sentencing drunkards to jail, he concluded, "how much cheaper such an arrangement would be for the country!" (ref. 137)  When the government of New Zealand moved to cope with the problem of habitual inebriates in 1907, it accordingly "asked the assistance of the local Salvation Army".  It was thus under the Army's auspices that inebriate homes for men and women were built on adjacent islands in Auckland Harbor.(ref. 35)

Throughout Western Europe the related solution of the state work colony was adopted as a means for handling impoverished, urban inebriates, vagrants, pimips, prostitutes, and other of similar stripe.  By the end of the 1880s at least Belgium, the Netherlands, Germany, and Switzerland had such systems operated under the auspices of criminal or poor law.  In turn, these colonies were inspirations to those in English‑speaking countries who sought to solve the problems of urban disorder through institutionalization, ot what settlement worker Robert Hunter called "social dregding," the removal of society's detritus to a safe distance from the city.
,
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  Prompted by New York City reformers like Hunter and Josephine Shaw Lowell, the Salvation Army, and by Edmund Kelly, whose book The Elimination of the Tramp (1908) bore the endless sub‑title, By the Introduction into America of the Labour Colony System Already Proved Effective in Holland, Belgium, and Switzerland, with the Modifications Thereof Necessary to Adapt This System to American Conditions, the State of New York actually purchased a site for a tramp colony in January 1913, but the legislature failed to appropriate construction funds once the City of New York established its own Hospital and Industrial Colony for alcoholics and drug addicts.(refs. 76, 94, 150)

As we have noted above, the long struggle of doctors specializing in the treatment of inebriety to establish in English‑speaking countries a permanent base of publicly‑supported treatment institutions left little behind.  On his tour of inspection in 1936, Robert Fleming found that "there exists at the present time in England no organization or method whose object or function is to arrange for the treatment of the individual chronic drunkard. . . .  At the present time there exists no public institution in England devoted to the exclusive treatment of chronic alcoholism."(ref. 45)  

In contrast, Fleming found flourishing systems for handling alcoholism in Sweden and Switzerland, although at their base the systems were not medically oriented.  "To epitomize, perhaps unfairly", as Fleming put it, he found that "in Sweden social workers, in Germany the geneticists /i.e., sterilizing surgeons/, in Switzerland the moralists, and in Vienna an overworked psychiatrist do the actual work, while in England the community has a laisser‑faire attitude and no one is responsible".(ref. 45)

Rosenqvist's work on the inception of the Swedish treatment system has made clear the important role of inebriety doctors in its inception and shaping.(refs. 118, 124)  However, the Swedish doctors worked in a substantially different social environment from the English‑speaking countries.  Already, when the first Swedish Alcoholics Act was under discussion around 1910, two‑thirds of Swedish doctors were employed by local governments or the state; as a result, Swedish medical thought was more oriented towards public health perspectives, and entrepreneurial considerations did not play so strong a role in Swedish doctors' thinking as among physicians in English‑speaking countries.  Due to the different national political histories, the temperance movements in Nordic countries maintained a strong identification with the progressive end of the political spectrum, whereas by the end of the 19th century the temperance movement had become associated with conservative politics in the United States, and had lost much of its strength in Britain.  Relatively strong temperance organizations were thus available and prepared to assist in the task of working with the chronic drunkard.  Then again, massive urbanization has been a relatively recent phenomenon in the Nordic countries; thus the problem of inebriety was not so narrowly focused on urban public drunkenness, and it was more realistic to draw on informal community resources to control the inebriate.  Justifications of the system mentioned such factors as the ability it gave the community to intervene on behalf of the oppressed in domestic situations: "the treatment of the inebriate has proved a boon and a blessing to family life, mainly on account of the energetic action taken against wife tormentors and house tyrants".

The solution adopted in Sweden, and in the course of time also in Norway
 and Finland, was a multilevel system for the handling of alcohol problems, with lay "temperance boards" serving as its base in the community and administering a mixture of rehabilitative and social control measures to those whose drinking was brought to their local board's attention by the police, their family, or others in the community.
  Institutional back‑up to this community system was provided by a system of state alcoholism hospitals, and work camps.

From a somewhat different history, by the period between the wars Switzerland also had arrived at a three‑tiered system of community agencies, hospitals and work camps.  In its main outlines, the system continues to the present day.  Rosenqvist and Takala (ref.129) remark on the similarity to the Nordic systems set up between 1916 and 1940 of the kinds of response to the problem drinker described by Cahannes and Müller for contemporary Switzerland:

preliminary measures consist of warnings, assignment to outpatient treatment centres, alcohol purchase and tavern interdiction, wage management, and compulsory membership in an abstinence group.  If these measures are not successful and the person is considered to be curable, treatment in a specialized inpatient institution is prescribed.  If this fails or if the person is considered to be incurable, but capable to work, he is sent to a working institution for an indefinite length of time.

In Switzerland, the community agencies took the form of fürsorgestellen, outpatient "consultation bureaus" run by social or temperance workers; counterparts to these agencies also were to be found in the Netherlands and in Germany before the Nazis came to power.  Fleming noted that the fürsorgestellen operated without the legal powers of the Swedish temperance boards, but that "the Swiss system, unofficial, loosely organized and informal as it is, seems to work about as well as the Swedish". (ref. 45)

Although the Nordic systems were influenced heavily by medical thought, their approach to alcohol problems was essentially non‑medical.  In fact, Swedish doctors took the lead in distinguishing between social alcohol abuse, which was a matter for coercion and outside the province of medicine, and medical alcoholism, which was an appropriate target for medical treatment on a voluntary basis.(ref. 129)  As we have implied above, this readiness and even eagerness on the part of physicians in the Nordic countries to relinquish the territory of compulsory handling was completely at odds with the turn‑of‑the‑century response of inebriety doctors in English‑speaking countries.  It also seems to have been at odds with the attitudes of middle European inebriety doctors: Rosenqvist and Takala quote a 1927 Swedish response to a Swiss doctor's critique of the Swedish law: "he evidently thinks that coercive measures should be based on medical considerations, while it is the opinion of our Swedish medical doctors that only social reasons merit this". (ref. 129)

As the modern alcoholism movement got under way in the U.S., then, the results of the inebriate institution movement had evaporated in the countries of its early success, as in the English‑speaking countries, or had been destroyed, as in Germany.  For those in the new movement looking for precedents, the main existing exemplars of societal provision for the treatment of the alcoholic were to be found in selected European countries ‑‑ Sweden, Finland, Norway, Switzerland and the Netherlands.  As the U.S. Research Council on Problems of Alcohol pointedly noted in 1940, "facilities for the treatment of alcoholism in the United States are conspicuously inferior to those of Sweden, Switzerland, and Holland".
,
  But while inebriate institutions under medical direction were certainly components of the systems in these countries, the most prominent and widespread feature of their systems was a network of community outpatient facilities, usually operating with a nonmedical staff and orientation.  The surviving European systems thus were not particularly attractive precedents for American proponents of the treatment of alcoholism as a disease under medical auspices.

CONCLUSION

In this paper we have assembled the first modern, international account of the treatment of inebriates in the century after 1840.  Like those who cared for the drunkard in that era, our ambitions have exceeded our accomplishments, for our history is sketchy and incomplete.  No doubt, we have missed significant modern studies, particularly in languages other than English; we are sure that many primary and older secondary sources are unkown or inaccessible to us.  As well, much of the history with which we are concerned is still hidden, awaiting careful research and analysis.  Thus, the story we have pieced together has some obvious gaps.  We know, for instance, that inebriate institutions existed in Canada and Norway, and yet we know little about them.  Similarly, we are unaware of any detailed study of inebriate institutions in German‑speaking lands other than Switzerland, although it is clear that by 1912 the network of treatment institutions in Germany was well developed.

In addition, we have left aside for the most part the intellectual history of the alcohol field, specifically the various conceptualizations of alcohol problems and models of treatment that existed in different countries, as they were articulated both by physicians and by lay people.  In any event, just as we know little of how inebriates themselves experienced their treatment, we know little about non‑medical views of the alcoholic's proper care in countries other than the U.S. and England.

The history we have described here suggests that throughout the industrializing, urbanizing world the field of inebriety was a great flood plain onto which spilled problems of poverty, epidemic disease, public order, family discord, and crime, to name but a few.  In response, the treatment of habitual drunkards had assumed a character remarkably familiar to modern eyes by 1914.  Many countries had developed elaborate, multi‑tiered systems intended to treat hopeful, middle‑class, family alcoholics, and to shunt into custody the single, pauper inebriate, whether as a conscious act of industrial discipline or in the name of medical quarantine.  At the same time, in most countries the secularization of truth associated with the rising esteem of science undermined the voluntary, quasi‑religious tradition of care and brought into focus the limits of simple benevolence.  Hereditarianism, in particular, brought with it a new basis for damnation, a compelling rationale for failure and gloomy prognosis, and a potent argument for radical measures of prevention ranging from Prohibition to genocide.

In our view, there are important warnings inherent in this story.  First, it seems that a self‑help oriented moral therapy necessarily rests upon a foundation of voluntarism and optimism ‑‑ indeed, faith ‑‑ that may be incompatible with the demands of the state and the skepticism of good science.  Similarly, it seems that the medicalization of treatment can be a decidedly mixed blessing, especially when medicine's claims to an empirical understanding of alcoholism are grossly exaggerated in the service of expanding professional prerogatives or enhancing the profession's influence on the apparatus of the state.  Third, we must be very careful not to think of alcoholism treatment as a panacea for a multitude of social woes.  Alcoholism is not the fount of all evil, and extravagant expectations yield erratic and inappropriate social policy which confuses one expression of human suffering with its manifold sources.  Finally, it is dangerous to evaluate alcoholism treatment in narrowly utilitarian terms.  Invidious distinctions between the worthy and unworthy, the hopeful and the incurable, have contributed to systems of treatment in which the well‑to‑do have a distinct advantage over the poor, and in which dubious scientific claims become grounds for policies of massive coercion, isolation, or worse.
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