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INTRODUCTION

‘There is much to be said about mad people before the nineteenth century’.1 With
this famous quote, Roy Porter succinctly highlighted the lack of attention for the mad
in the period before psychiatry was born. And he was right, there is much to say
about this group, certainly so in the Netherlands. Let us consider, for instance, the
case of Janneke Maertens from the city of Rotterdam. In a notarial request from 1659
initiated by her husband, the honourable Reijngebrecht van der Zee, close friends
and neighbours made statements about the situation he and his wife had endured for
over 12 years. They declared that Janneke had been completely without senses for
years; so much so, that she no longer recognized anyone. The neighbours also
pointed out that Reijngebrecht had spent copious amounts of money during this time
on medical treatments both in Rotterdam and Delft, but these had not improved her
situation. Eventually, she was admitted to the Rotterdam asylum for life.2 Over a
century later, in 1776, another notarial testimony tells the story of one Jacob Marau
from Utrecht. At the request of his wife Maria Puppelman, their landlord Hendrik
Moerman and Doctor Jan van Goudenbergh both declared that Jacob had been
bedridden and out of his senses for years. The situation had deteriorated so much
‘that he could not go without help and constant observation, just as a small child, and
was therefore in no state to administer his own affairs’.3
These two vignettes offer a glimpse into how madness was described, how
it influenced the daily lives of citizens in early modern Dutch cities, and how people
tried to deal with this phenomenon. In the Netherlands, research into these stories of
the early modern mad has been limited and considered challenging because of the
lack of sources. This thesis will – for the first time – look into what can be said about
the early modern mad and their caregivers in Amsterdam, Rotterdam and Utrecht by
using the stories from the notarial archives and a variety of other sources.
Early modern madness does speak to the imagination. Solitary confinement
in dark cells of asylums seen in horror movies or the more romantic view of the
wandering town lunatic found in novels are just two of the stereotypical images that
1

Porter, Madmen, 1.
SR, 18 Archieven Notarissen Rotterdam, inv. nr. 675, akte nr. 49, p. 95 (19 May 1659).
3 UA, 34-4 Notarissen Utrecht, inv. nr. U248a013, akte nr. 27 (5 October1776).
Original: ‘Jacob bij continuatie is bedlegerig en buiten redensgebruik. Zo dat hij bij
aanhoudentlijkheid moet worden geholpen en geobserveerd als een kind en dus buiten staat om enige
directie over zijn zaken waar te nemen.’
2
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have found their way into our collective memory. Yet, do these images correspond
to the reality of the mad in the early modern urban environment? As the two
examples at the beginning of this introduction have already suggested, the daily
reality of living with the mad was a much more complex matter. The question of
how to deal with the mad was something that families, policy makers and
communities were – and are still – struggling with. This thesis uncovers the daily
reality of madness in early modern cities of Amsterdam, Rotterdam and Utrecht and
identifies who the driving forces were in providing care for this group. By
concentrating on everyday questions of a both practical and emotional nature, this
thesis is foremost an analysis of madness in a social and cultural context. Thus, it
aims to discern who the mad were and who were involved in the care process by
reviving the previously lost and silent voices of the mad and their caregivers. In
bringing these voices to light, we can determine what type of agency the different
people involved had and what roles they played in the growing system of care, in
which multiple institutions were established and the admission numbers rose during
the seventeenth and eighteenth century. Gaining insight into their motivations, the
different care options and interactions between the different actors – these all
improve our understanding of the social and cultural conventions of dealing with
madness. By addressing the agency of these different parties, it becomes possible to
answer the main question of this study: how can the increase of the systems of care
for the mad in Amsterdam, Rotterdam and Utrecht in the early modern period be
explained and which driving forces were behind this increase?
Researching madness in the early modern cities means that urban society
and its structure is a crucial factor in this study. How urban societies coped with
people who deviated from the norm in any way, shape or form has always been of
interest to historians, mainly because it not only gives insight into those deviating,
but also about those not deviating: hence, about society and its shared moral values.
In other words, the way madness was defined was a direct result of the existing norms
of what was considered normal or socially and culturally acceptable behaviour.
Therefore identifying when behaviour became a problem and localizing who took
the initiative to deal with these problems of madness contributes to our
understanding of the experience of madness in these societies and early modern
society as a whole.
The early modern urban community was characterized by a complex system
of care in which many actors came together and the community played a key role.
As a rule, the majority of insane individuals were dealt with privately: that is, in the
home. However, the growth of the urban care system and the institutions that housed
2

the mad in the seventeenth and eighteenth centuries also indicates an increase and
shift towards public involvement and responsibility. Exploring a matter that was
intrinsically private – such as madness – yet at the same time highly visible and
public requires a more nuanced approach when it comes to defining such terms as
private and public: an explanation about how they are used in this thesis would be
beneficial at this point. First of all, the terms private and public used in the previous
sentence indicate a certain emotional value. In this usage, private is indicative of
those thoughts and feelings not to be revealed to a larger group and is thus contrary
to public, which involves many people. The second kind of definition I would like
to reflect on is the use of the terms private and public in regards to care. In this study,
the division between the two will be made by the agency of the group that decided
on the care. Therefore private care is defined as the care that was given to the mad
from within the ‘community of care’ (family and social network), whereas public
care concerns the care that was provided by the governmental or judicial authorities.
This line is, however, not always clear-cut; often all parties needed each other to deal
with the mad in urban society. Nevertheless, the distinctions made in this thesis
between private and public care are not arbitrary. By bringing together these intraand extra institutional stories, this thesis seeks to fill a (major) gap in Dutch
historiography.
Historiography of madness
Madness has been a field of interest for historians for a long time and the history of
psychiatry and madness has gone through different phases in recent decades.4 The
focus in scholarship has mainly centred on grand historical narratives, beginning
with the early writers of the history of psychiatry who situated its history in the
context of a linear and purposeful progress. Scholars mostly discussed stories of
medical triumph and the birth of psychiatry in the nineteenth century, without paying
much attention to the human(e) and social aspects that lay beneath the history of
psychiatry. In this regard, Michel Foucault’s theory on the great confinement of the
mad, presented in his book Folie et déraison: Histoire de la folie à l'âge classique
(1961), has had a major influence on the field to such an extent that no work on the
history of madness can go without mentioning his contribution. The great
confinement theory has, however, triggered many reactions, the main criticism from
historians being the inadequate use of only a limited number of sources.

For a more elaborate overview of the historiographical changes see (for example): Houston, ‘A latent
historiography?’, 289-310.
4
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In the 1980s, a group of scholars sought to lead the history of psychiatry in
a different direction, which instigated a new historiographical tradition. Both
historians and social scientists entered the field, often inspired by new sociological,
cultural and anthropological approaches. These scholars challenged those grand
narratives that only related stories about linear purposeful progress; instead, they
integrated other disciplinary approaches to the field, thus providing new insights into
patients, doctor-patient relationships and the discursive ‘framing’ of diseases. One
of the main protagonists of this development was Roy Porter, who advocated the
study of medical history ‘from below’.5 Eschewing the Foucauldian framework,
Porter enriched the field of medical history with new insights and countless books
and articles that have remained popular up until the present day. In her survey from
2010, Medicine and society, Mary Lindemann concluded that it was no longer
sufficient to write medical and psychiatric history as ‘an epic or romantic story of
spectacular breakthroughs and embattled pioneers’. According to her, it ‘needed to
account for all the greater social, cultural, and economic forces affecting Europeans
from roughly 1500 to 1800’.6 I agree fully with this conclusion and this thesis
engages with this scholarship and builds on its line of argument.
In the Netherlands, research into the history of psychiatry and madness does,
however, remain limited, especially with regard to the history of early modern
madness. The historiography of the past decades has mostly focused on the history
of psychiatry after the nineteenth century, with an emphasis on institutional and
treatment histories.7 Most influential for the field have been the contributions of
Joost Vijselaar, who has conducted extensive research on the medical, institutional
and, more recently, on the forensic developments of psychiatry in the Netherlands
with a main focus on the nineteenth and twentieth century. Vijselaar also frequently
discussed the changing mentalities in thinking about madness, thus advancing the
field significantly.8 Influenced by Porter’s call (amongst others), Dutch scholars
have also shifted their research focus; for example, Marijke Gijswijt-Hofstra, Pieter
Spierenburg and Ranne Hovius have advocated for and worked on understanding the
history of psychiatry and mental health care in its social, political, economic and
cultural context in various centuries.9 Furthermore, the research of Harry Oosterhuis,
Porter, ‘The patient’s view’, 175-198.
Lindemann, Medicine and society, 3.
7 For example: Oosterhuis and Gijswijt-Hofstra, Verward van geest en ander ongerief.
8 For example: Vijselaar, ‘Eudoxus over de krankzinnigheid’, 109-112; Vijselaar and Bolt, J.L.C.
Schroeder van der Klok; Vijselaar, Het gesticht and Vijselaar, De magnetische geest.
9 For example: Gijswijt-Hofstra et al. (eds), Psychiatric cultures compared; Spierenburg, Verbroken
betovering and Hovius, Vogels van waanzin.
5
6
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Jessica Slijkhuis, Timo Bolt and Leonie de Goei on the emergence of psychiatry and
specific specialisations and trends in psychiatry in the Netherlands have been of
tremendous meaning for the expansion and development of the historical field.10
Gemma Blok has also contributed appreciably to the field by concentrating on
uncovering personal stories of professionals, carers and the outsiders in psychiatric
care in several of her books, thereby changing the twentieth-century research on this
subject.11
Research into madness in Dutch early modern society, nonetheless, has
remained a rather unexplored area of scholarship, with the exception of a few general
works and historical studies about the dolhuyzen (asylums) in the Netherlands.12 One
of the few scholars who did focus on the early modern period was Inge Mans in her
book, Zin der zotheid, in which she researched five centuries of cultural history of
care for the mentally disabled.13 Insightful research has also been carried out by Hans
de Waardt. Even though he did not focus specifically on madness, his work on the
influence of (irregular) healers, ideas about possession, and spiritual healing in the
early modern period has been of great importance for our understanding of informal
medical markets.14 Likewise, Frank Huisman’s book about the early modern medical
market in Groningen has enhanced our knowledge about how this market and its
players functioned.15 However, more comprehensive research into the daily reality
of the mad and their caregivers has not yet been carried out. The aim of this study is
to address this particular deficiency in Dutch historiography of madness and to
connect Dutch research to trends in international scholarship.
One of the international trends in recent research on the history of madness
is the increased focus on families as research units, since families are considered to
have been of vital importance for the management of madness and the care for the
mad. Historians of psychiatry have consequently sought to uncover their voices and
10

For example: Oosterhuis and Slijkhuis, Verziekte zenuwen en zeden; Oosterhuis and Gijswijt-Hofstra,
Verward van geest en ander ongerief; Bolt and De Goei, Kinderen van hun tijd and De Goei, De
psychohygiënisten.
11 For example: Blok, Baas in eigen brein; Blok, Achter de voordeur and Blok (ed.), Gender en gekte.
12 General works: Vijselaar (ed.), Dolhuizen-madhouses; Van den Berg, Rijp voor paviljoen III;
Brinkgreve et al. (eds), Voor gek gehouden; Binnenveld et al. (eds), Een psychiatrisch verleden and
Van der Leen, Geschiedenis van het Pest- en Dolhuis.
BA and MA theses: Van Dijk and Mak, ‘Geevende alle blijken van volcomen gekheyd’; Van Loon, Een
andere samenleving; Aan de Kerk, Verstoten of verzorgd and Manteufel, ‘Zullen wy [...] malkanderen
de hant niet bieden’.
13 Mans, Zin der zotheid.
14 Amongst others: De Waardt, ‘Witchcraft, spiritualism, and medicine’, 369-391 and De Waardt,
Duivelse bezetenheid.
15 Huisman, Stadsbelang en standsbesef.
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actions in the archives.16 Patrizia Guarnieri, Akihito Suzuki and Joost Vijselaar, for
instance, have all shown that, in the nineteenth century, the family was closely
involved when it concerned the care of their mentally disturbed family members.17
The importance of family care in the early modern period has also been studied and
emphasized by Suzuki’s research on household and extramural care in England in
the eighteenth century and (more recently) by Elizabeth Walker Mellyn’s work on
mad Tuscans and the families.18 Both scholars have shown that the family in the
early modern period played a vital role in society: not only as a crucial part of the
care system but also as a disciplinary network that defined behaviour as acceptable
or unacceptable. The current study examines the agency of this group by focusing
on families and their understudied role in dealing with madness.
Apart from families, recent research has focused on extramural care. To go
beyond the asylum walls and assess the experience of madness in society has been a
pivotal task for early modern historians, mostly because asylum care in this period
was still underdeveloped and small-scale. As a result, most of the insane were cared
for outside institutions. Finding these alternative care options, such as home care,
boarding out and private confinement, has been one of the main aims for medical
historians in recent years. Still, due to the scarcity of sources, scholars have not yet
been able to grasp the full significance and magnitude of this phenomenon of
informal care. Nonetheless, the studies that are available on early modern social
networks have broadened our view on the functioning of communities in early
modern cities and have revealed a much larger variety of social informal care.19 For
the first time, this study uses the notarial archives to uncover this world of extramural
care for the mad, expanding its boundaries significantly and filling a major gap in
the Dutch research field.
These two historiographical developments – a focus on family and
extramural care – have also stimulated an interest in the history of emotions.20 This
is not surprising when considering that dealing with sickness (and especially mental
illness) was a highly emotional process for both the afflicted and their caregivers:
the combination of these fields makes for a promising research endeavour.
Previously also discussed in: Aan de Kerk, ‘Strategic voices of care’, 67.
Guarnieri, ‘Madness in the home’, 312-330; Vijselaar, ‘In and out’, 277-294 and Suzuki, Madness at
home.
18 Suzuki, ‘The household and the care of lunatics’, 153-175 and Mellyn, Mad Tuscans and their
families.
19 For example in the volumes: Horden and Smith (eds), The locus of care and Bartlett and Wright
(eds), Outside the walls of the asylum.
20 Bound Alberti (ed.), Medicine, emotion and disease and Carrera (ed.), Emotions and
health.
16
17
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Nevertheless, establishing a method of analysis for the emotions expressed in textual
form in early modern sources poses many challenges. After all, primary sources do
not present a direct reflection of emotions, but are the representations of emotions.
As Jean Starobiski puts it, ‘the history of emotions, then, cannot be anything other
than the history of those words in which the emotion is expressed’.21 Still, these
expressed emotions reflect social and cultural sentiments and can therefore be seen
as an essential part of the history of madness. By investigating expressed emotions
and their functions, this study ventures into the fields of emotional history and
broadens its premises in the context of dealing with madness.
Early modern urban history provides a third important context for this
research. The care for the mad intersected with many different urban structures but
most directly with the social fabric of urban society and its poor-relief system. In
early modern Amsterdam, Rotterdam and Utrecht, social networks were important
for two reasons. Firstly, these networks were vital in creating the rules, norms and
values, which the citizens of these cities needed to adhere to. Secondly, the social
network was essential in creating and providing public facilities that proved crucial
in times of need, as Manon van der Heijden has shown.22 Looking out for others and
being part of the care system of the mad also relates to the urban poor-relief system.
During the early modern period, the cities in the Dutch Republic went through
several developments, which led to a major increase in the development of the urban
poor-relief system, both in terms of numbers and capacity.23 The public care for the
mad was concentrated for a large part in this existing care system. Therefore, relating
the care for the mad to the poor-relief system is pertinent.
The incorporation of all these different research fields within this
investigation of the day-to-day life of the mad, required me to make choices with
respect to methodology, which are addressed in the next section.
Methodology: terminology, cities and sources
Uncovering the daily lives of the mad can only be achieved by extensive research
into the archives; subsequently, this research not only has a strong focus on primary
sources but is also largely directed by them. This thesis does not aim to provide a
comparative or completely comprehensive analysis of all available evidence, but
Matt, ‘Recovering the invisible’, 41-56, p. 43.
More information about the importance of the social network: Van der Heijden, Civic duty and Van
der Heijden et al. (eds), Serving the urban community.
23 More information about this growth and the importance of the urban poor-relief system can be found
for example in: Spaans, Armenzorg in Friesland; Van Wijngaarden, Zorg voor de kost; Van der Vlis,
Leven in armoede; Schmidt, Overleven na de dood and Boele, Leden van één lichaam.
21
22
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seeks to build on material from three particular cities (Amsterdam, Rotterdam and
Utrecht) to paint a balanced and nuanced picture.
A study of madness requires some further clarification regarding the use of
terminology. This is especially so because, in both past and present, different terms
have been used to describe people with mental problems. In this thesis, I employ the
term ‘madness’ – in Dutch krankzinnigheid – instead of the more contemporary,
common use of the term ‘mental illness’. This choice is made for several reasons.
The first and main motivation for using madness is that, in the early modern period,
it was the term commonly employed by both medical professionals and common
people. To use a more neutral term such as mental illness for the seventeenth and
eighteenth century seems, therefore, to be anachronistic and shaped by our current
medical perspective, thereby changing the connotation of the term as it was used
during this time. Andrew Scull aptly captures this reasoning in the following quote:
‘Madness has a much broader salience for the social order and the cultures
we form part of and has resonance in the world of literature and art and of
religious belief, as well as in the scientific domain. And it implies stigma,
and stigma has been and continues to be a lamentable aspect of what it means
to be mad.’24
The term ‘madness’ thus respects the period under scrutiny and, importantly, also
points to the stigma it created over time.
Under the group of ‘mad’, I also include a sub-group of people who were
identified in the early modern period as ‘simple-minded’. This was a group of men
and women with mental problems who were mentioned regularly in the sources;
however, the terminology used to indicate these people was different to the ‘mad’
and thus distinguished them as a separate entity. 25 In the historiography, the mad and
simple-minded were often studied separately; for the purpose of this study, several
types of mental problems have been considered to obtain a larger source corpus,
which necessarily includes a wider variety of people. As with the term madness, I
chose to use the term simple-minded because it does justice to the many terms used
in the early modern Dutch sources.26 Still, over time, many different terms have been

24

Scull, Madness in civilization, 14.
In chapter two, I elaborate on all the different terminologies for both madness and simple-mindedness
used in the sources, the behavior specified and their connotations.
26 Terms such as: innocent, simple and stupid or idiotic were all used to define this group.
Original terms used: innocent, simpel and onnozel.
25
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used to identify this specific sub-group, such as idiots, mentally retarded or people
with an intellectual disability. Yet, because all of these cause problems of
anachronism, I have disregarded them in this study.27 In discussing the sources, I try
to stay as closely to the original text as possible, which means that someone or
something is defined as mad in this thesis whenever someone is referred to as ‘mad’
by his or her contemporaries in the sources.28 Crucially, implicit in accepting this
approach as the way to define who was mad (and consequently who was selected for
this research), is also the notion that, in general, ‘people did not describe friends and
neighbours as incapable simply because they were different, but because they
displayed persistent and pronounced patterns of dysfunctional behaviour’.29 By
choosing this more pragmatic approach to the sources, the aim is to prevent any form
of retrospective diagnosis or engagement in a philosophical discussion about the
definition of madness.
That madness was both a social and cultural construct implies that the terms
must be interpreted in a period-specific way and given their proper historical context.
Even though I do not engage in philosophical discussions about exactly what
madness is, the stigma that comes with the use of this term is important to address.
This can be achieved by looking into public mentalities about madness. Descriptions
of the mad and their behaviour give a broad impression of what was seen as mad.
Yet, to get a better grasp of early modern views on madness and their accompanying
preconceptions, we will need to understand the ideas that underpinned this kind of
thinking. In the absence of a contemporary equivalent of the Diagnostic and
statistical manual of mental disorders (DSM), the popular lay opinion played a
crucial role in defining preconceptions about madness.30 But what influenced these
views? The answer to this question would justify a thesis in its own right: I therefore
limit myself here to some general remarks.
Of great influence on this public mentality in the early modern period was
the idea that the state of the body correlated with the state of the mind. Subsequently,
in treating people for illnesses, the physical symptoms needed to be equated with
someone’s mental or moral state of being.31 This made perceptions of health and
sickness numerous, intertwined and complex. The most influential medical theory in
See for example: McDonagh, Idiocy and Goodey, A history of intelligence and ‘intellectual
disability’.
28 Only when the sources indicate that there were reasons to doubt the reference, I have disregarded
them or will mention this explicitly while discussing them.
29 Houston, Madness and society, 2.
30 Elmer, ‘The care and cure of mental illness’, 228-256, p. 234.
31 Raber, ‘The common body’, 99-124, p. 105.
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early modern Europe was the Galenic humoral theory, also known as humoralism or
the concept of the four humours. Humoralism was a model for explaining the
workings of the human body and assumed that health (physical and mental) was the
result of a perfect balance in the body between the four essential elements: black
bile, yellow bile, blood and phlegm. This theory dated back to ancient Greece and
involved a complex set of interactions between the balance of each of the bodily
humours, with diet, activity and climate. The Galenic theory also described four
types of personalities that were all the result of an excess of one of the four humours.
Excess blood would lead to a sanguine temperament, black bile to a melancholic
temperament, yellow bile to a choleric temperament and phlegm to a phlegmatic
temperament. Other factors such as cold and heat, moisture and dryness, time of day,
season, country and city life, place of birth and many more also needed to be
considered to determine the exact composition of one’s personality and her or his
susceptibility to illnesses.32
In addition to medical ideas about the origin of madness, madness was also
prone to particular negative stigmas. One of the most persistent of these was the idea
that madness was God-given and a form of punishment for bad, sinful behaviour.33
However, it is remarkable that the sources on which this study relies, did not express
the idea of punishment for sin in relationship to madness.34 What the sources did
show was that, due to the disruptive and strange behaviour the mad could display,
someone’s reputation in society could be damaged. This not only affected someone’s
social status, but also economic status, especially if someone was not seen as capable
of handling financial matters. This loss of status and capability could also influence
someone’s legal and consensual rights status.35 In the judicial system, this could even
result in being declared mad or non compos mentis, which had both positive and
negative consequences: positive in the sense that someone was no longer held
responsible for their actions and negative in the sense that the person in question lost
the right to decide for him- or herself. Rab Houston’s work, Madness and society,
has mapped these consequences but concluded that, in the end, one forfeited more
rights than one gained.36 More specifically, if declared mad by the judicial system in
the Dutch Republic, one was deemed incapable of making decisions for oneself and
was put under guardianship of others. Furthermore, people who were declared mad
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could no longer be held responsible for their actions, a notion that would have major
repercussions on the ideas of punishment for this group.37
Cities
In selecting the cities for this research, several factors were taken into consideration.
The choice for Amsterdam, Rotterdam and Utrecht was mainly influenced by the
availability of promising archival collections. First and foremost, these three cities
all have a notarial archive which is accessible (or partly accessible) and searchable
via keywords. Secondly, each city also had an asylum with a relatively wellpreserved archive. In addition, the cities were selected because they had a distinct
urban character and underwent different developments during the seventeenth and
eighteenth century.38 Combining the information from all three cities ensures that
this thesis is more representative while, at the same time, providing a more in-depth
foundation for analysis.
The periodization of this research is closely linked to the availability of
sources. Because the sources were sometimes scarce for particular periods, choosing
a broader time frame allowed for a wider net to be cast during the archival research.
Related to that reasoning is also the fact that the notarial archives have been made
searchable only for limited time periods and (in some cases) also with a special focus
on only one particular period of time.39 Additionally, the use of both materials from
the seventeenth and eighteenth century has made it possible to cautiously define
certain long-term developments. As a starting point, I use the beginning of the
seventeenth century, mainly because the availability of sources before this period
was even scarcer and from the seventeenth century onwards more sources became
available. Using 1795 as an endpoint for my study is mostly related to the fact that
the proclamation of the Batavian Republic on 19 January 1795 brought about
changes in the organization of medical and institutional fields.
Sources
One of the main methodological challenges in this research was the selection and
use of sources. The sources – or the lack thereof – have often been identified as one
of the main obstacles for uncovering the social reality of madness, which also partly
explains why this type of research has not been conducted before in the Netherlands.
37
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To gather sufficient information from the sources, I have conducted in-depth archival
research in Amsterdam, Rotterdam and Utrecht: collecting and analysing a wide
variety of primary sources including institutional, legal, poor relief, medical,
governmental and personal documents. This resulted in a significant corpus for each
city.40 It is, however, important to stress here that the source corpus for the eighteenth
century is larger than that of the seventeenth century: in some cases, this might also
influence the analyses and comparisons between the longer-term developments. This
difference in corpus size can be explained by the rise of urbanization and therefore
bureaucratization in the eighteenth century, which resulted in an improved and more
thorough administrative urban system. Furthermore, it is important to keep in mind
that, even though combining sources like notarial documents, admission requests and
legal documents will provide a more inclusive picture, all sources are still the product
of selection, bias and distortion.41 Because most of the sources used for this research
are scattered over time and vary in quantity, the main focus has been on conducting
a qualitative analysis. However, several quantitative patterns from both the notarial
archives and admission documents have been utilized to develop a demographic
profile of the mad.
In selecting the sources concerning madness, it was important to tread
carefully and several factors have helped in this process. By having researched over
300 notarial documents, about 2,000 admission requests, not to mention hundreds of
other governmental, judicial, medical and ego documents, I developed selection
criteria specifically based on a sensitivity for the expressions commonly used in
these cases. In the following section, I briefly reflect on my search through the
archives and indicate which source types were included in this research and discuss
their advantages and shortcomings.
Notarial documents
The use of the notarial archives from Amsterdam, Utrecht and Rotterdam has made
it possible to conduct research that not only considered the history of civic
institutions, but also the extramural experiences of madness. For a long time,
research into this phenomenon was deemed unachievable. Yet, as early as 1992,
Herman Roodenburg had called upon Dutch historians to use the notarial archive for
their historical research because of its ability to provide insight into the personal lives
of individuals.42 Nevertheless, few Dutch medical historians or historians of
40
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psychiatry have used this archive in their research thus far, primarily because most
of those archives were not easily accessible, let alone searchable using keywords or
topics. Recent digitalization projects in Dutch archives, which include new search
methods or index cards, have created exciting new opportunities for research.
The notarial archives from Amsterdam, Rotterdam and Utrecht have all been
made searchable using keywords. However, because the notarial archives are not
evenly disclosed for the whole period of this project, a little over 50 per cent of the
310 notarial documents were drawn up in the first half of the eighteenth century.43
Although this should be taken into consideration when analysing the sources, they
provide us with remarkable new research opportunities into the world of extramural
care for the mad. In the notarial archive, we can find multiple source types, including
testimonies, procurations, contracts, testaments, agreements and appointments of
guardians. All these documents reveal different aspects of dealing with madness and
therefore complement each other. Particularly noteworthy is the fact that we
encounter people from different social and economic backgrounds. This quality
allowed me to broaden the scope of this research and investigate the differences
between urban groups. The notarial documents also contained information about
people who lived in neighbouring villages and towns and therefore also tell us
something about the accommodating role of the city.
In working with notarial documents, it is important to keep in mind that they
were drawn up by a notary, that there were costs involved in the process, and that
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they were usually made for a particular purpose. Documents were supposed to be
drafted in a particular way and protocols had to be followed regarding tone and
vocabulary. This affected the way agreements and testimonies were drawn up and
the language that was used. Keeping these factors in mind during the analyses of the
sources was essential, but it did not mean that the information given was less
valuable. For instance, the fact that there were costs involved in drawing up a notarial
document is of some importance because it meant that people might have taken the
necessity of it more seriously. It was difficult to find out how much drawing up a
notarial document or admission request cost; however, by looking at the
administration of a notary and government costs for seals (to make the documents
official), some estimates could be made. For example, drawing up a notarial
testament would have cost about 5 guilders, a notarial testimony generally 16 stivers:
only when it was defined as a large testimony with many witnesses were the cost
higher. In comparison, the costs for an admission request (depending on the number
of suppliants) were between 5 and 9 stivers, thus being significantly lower.44
Economic historians have established that the average daily wage of a day labourer
in the period between 1644-1780 fluctuated between 10 and 14 stivers, making the
average price manageable for most people. 45
Determining the purposes of the notarial documents was not always evident,
as this was not always explicitly stated [in the source]. In the healing contracts,
procurations and testaments, the intentions were usually made explicit; however,
especially in the testimonies the goals of the initiator(s) were not always clear. For
some cases, we can only speculate on their meaning and motivation. Because notarial
documents had a certain legal authority and these testimonies were sometimes added
to the admission requests to elaborate on someone’s situation (and to emphasize the
need for an admission), we can at least establish that these documents did have
considerable meaning.46 In analysing all notarial documents, I identified four main
goals for drawing up these documents in the cases of madness. The main reason was
institutionalization, which is made explicit in multiple testimonies by emphasizing
44
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the risk of escalation of the situation if someone was not locked up. These
testimonies were regularly added to an admission request. A second reason for
drawing up a document was to limit the legal power of a mad family member and
gain control over this person, her or his money and belongings. A third reason for
drawing up notarial wills in particular was to arrange and secure the future care of a
mad family member. Lastly, the documents were used to make the distinct claim that
the behaviour of this person was a result of madness to prevent legal problems and
avoid reputation damage. 47
Institutional sources
The second set of rich source material constituted institutional records, particularly
those of the three city asylums. Because the archives of the three asylums have
survived to a large extent, much information can be derived from them. Despite some
differences between the asylum archives in terms of types of sources and density,
combining them sheds light on how these institutions were run. In addition to these
institutional sources from the asylum, other essential sources include those of the
cities’ hospitals, houses of correction, leper houses (leprosaria), plague houses, work
houses and old-age homes. These different types of institutions housed the mad and
their records not only disclose information about institutional life, but also about
community care and the involvement of families during the period of admission. For
example, families were not only the main driving force in making the admission
request: if they were able, they paid or did laundry for the person in confinement and
sometimes even actively requested the release of their relatives.48
From these institutional archives, the copious amounts of admission requests
made for the insane are of great relevance. An analysis of the large number of
admission requests has revealed that – in most cases – additional information about
someone’s situation was given to prove the urgent need of the admission, meaning
that these documents are insightful in revealing the lives of the mad in society.
Furthermore, these sources were also particularly useful in this research because they
helped to define the moment when madness became a public problem and which
types of behaviours were seen as problematic. The notes in the margin of these
requests disclose the involvement of doctors and poor-relief organizations, discuss
finances and conditions for admission, and specify why and how the distribution of
patients amongst the institutions was managed. Since most of these requests were
47
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directed to the city officials, the urban government became involved in the process
of institutionalization. These sources also highlight the vital role of these officials:
they were the ones who decided whether or not someone could be admitted.
Therefore researching the institutional sources was crucial in bringing together both
the public and private care provided for the mad in urban society.
Other sources
In research about the mad in the early modern period, various historians have used
court and legal records, poor relief, or religious/parish administration, all of which
have helped them to better understand how madness was defined, what types of
behaviour caused problems and what types of arguments were made in their
defence.49 For this research, I also consulted and included these other types of
sources. The search through the archives did not always generate useful information;
nevertheless, combining bits and pieces from these archives was essential for the
wider understanding of dealing with madness.
My search through the judicial archives of the different Dutch cities and the
provincial courts of Utrecht and Holland has established that the judicial authorities
were very influential when it came to deciding on the intersection of madness and
criminality. The 16 cases from the courts, which were all different and unique in both
form and content, particularly show the importance of the judgement from these
authorities in the question of guilt and need or severity of punishment for someone
afflicted with madness in the criminal system. The main involvement of the judicial
authorities was found the city archives and demonstrated the role they played in the
requests made for confinement (either in a house of correction or private facility) for
which they had to give approval.50 The number of sources found in the judicial
archives were few, but they most certainly add to the comprehension of dealing with
madness and the accountability of the behaviour from this group.
Compared to existing studies on (especially) the English care for the mad by
parish and poor-relief organizations, the Dutch parish and poor-relief administration
seems more limited regarding the services they provided for the mad.51 In the Dutch
Republic, the Reformation greatly affected the way in which poor relief was
49
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organized. The United Provinces became a multi-confessional society, in which each
religious community had its own church, administration, charity and poor-relief
system. Furthermore, religious institutions were not the only ones providing poor
relief: the local government also provided, or forced someone else, to pay for those
poor who were not part of a particular religious community. This would suggest that
an abundance of information about how these different religious groups dealt with
the mad in their midst would exist. Unfortunately, a broad search of religious
archives has not yielded much information. However, what was found were the
frequent discussions about which organization was responsible for the payments of
treatments or admission of the mad and the practice of boarding out the mad
parishioners with private persons or clergy by several church boards.
As one of the main aims of the current research is to uncover voices of all
parties involved in dealing with madness, the voices of the mad themselves were also
of great significance. Other historians have had similar aims, but uncovering these
voices of the mad in the early modern period has proved to be a particularly
challenging undertaking. Some progress has been made by researching rare personal
sources, such as diaries and letters.52 Unfortunately, in the Netherlands, few ego
documents have been preserved and texts containing descriptions and experiences of
madness are even less common. Hypothesizing about why this would have been the
case, when considering that the Dutch Republic had a relatively high literacy rate,
provokes several possible explanations. For example, this lacuna could have been
caused both by the fact that diary writing in this period was not yet popular in the
Republic and by the existing stigmas about madness that refrained people from
writing to others about their mental problems. Nevertheless, this extensive archival
research has uncovered around 20 documents that do seem to capture the rare voices
of the insane. In addition, a register of autobiographic documents from the sixteenth
to the beginning of the nineteenth century has made it possible to locate additional
ego documents.53 To complement these sources, I have also used several early
modern medical handbooks and looked into government regulations concerning the
treatment of the insane to facilitate this research with a broader outlook on early
modern madness.
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To organize the documents collected, gain greater comprehension of the
material and discover certain patterns, the sources have been entered in a database
system called NVivo.54 This digital programme allows users to organize, store and
retrieve data. Because it has been designed for qualitative research in the social
sciences, Nvivo is also well-suited for historical research. A particularly useful tool
in NVivo is the possibility to code the sources, as this made it possible to identify
the different themes that the sources revealed. This coding procedure has helped to
direct the focus of the research and the outline of the thesis. By combining all the
sources from the different archives and organizing them in a database, this research
has incorporated the experience of madness both inside and outside the walls of the
asylum for the first time in the Netherlands.
Outline
This thesis will start with a chapter that maps the developments of the urban care
system in Amsterdam, Rotterdam and Utrecht. For all three cities an overview is
given of urban developments during the seventeenth and eighteenth century,
concentrating on factors that impacted the cities’ systems of care such as: population
growth, economic situation, structure of the city government and guild and civic
initiatives. Furthermore, this chapter reflects on the institutional system of care and
delves into the different institutions in the cities that housed the mad. Explaining the
development of these systems of care in the cities, their institutions and the function
they provided allows us to place the Dutch situation within an international context.
Research into the life of the mad cannot go without some reflection on who
the people researched and identified as mad in this study were. This is the focus of
chapter two. Firstly, I consider the demographic characteristics of this group,
observing factors such as: gender, age and social and economic profile. Thereafter,
the different terms used to describe the mad during the early modern period are
investigated as well as the specific behaviour linked to these labels. Finally and most
importantly, this chapter will study the rare voices of the mad and reflect on the
agency they had in handling their own condition and the display of selfdetermination in their care.
In chapter three, the focus will shift from the mad themselves to the people
who cared for them outside of the institutions. In this system of private care, it is the
family that played one of the most important roles in both providing and arranging
care. By extracting the voices of caregivers from the different sources, their
54
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involvement and agency becomes clear: interestingly, a larger community of care is
also revealed. Besides these families, we find a larger social network of neighbours,
friends, employers and employees who participated in dealing with madness in the
urban space. Examining these different groups and the ways they were involved in
this private care allows us to appreciate how the mad were handled and also to
observe the social ties in early modern urban cities. Private care existed in many
different forms including home care, boarding out, medical or non-medical care and
private confinement: all of which will be explored in this chapter. Yet, what if all
these private care options were exhausted and madness became a public instead of a
private problem? Seeing what type of behaviour or what circumstances tipped the
balance and caused a breaking point is the final topic discussed in this chapter.
The fourth chapter moves the centre of attention from private to public care.
Exploring how people ended up in the public care system (consisting of institutions),
this chapter seeks to answer questions such as: which people were involved in
organizing institutional care? And what was the goal of incarceration? This will lay
a foundation to understand what part these institutions played in dealing with
madness. Additionally, the role of the urban authorities – namely the burgomaster
and judicial authorities – is researched and explained. Their role in public care
becomes clearer when we analyse how people were distributed amongst the different
urban institutions and the reasons that were used to justify their decisions. Lastly,
this chapter reflects on the asylums and the question of whether these were places to
die, places of cure or places of care. By painting a picture of how life in the asylums
was organized, issues about care, cure and abuse as well as the push and pull factors
surrounding these issues are addressed.
In the final and concluding fifth chapter, I discuss the changes and
developments that occurred during the two centuries researched in this thesis. Shifts
in medical paradigms influenced the function of medical professionals and medical
theory during the process of care and cure. These changes put into perspective, and
even downplay, the role attributed to the nineteenth century as turning point in the
history of psychiatry. Furthermore, the increase of emotional expressions in the
sources during the eighteenth century requires some more contemplation on this
phenomenon. To use these emotional expressions and especially the expression of
compassion to investigate and unpack the motives of the people who expressed them
brings us closer to the motivations and strategies of caregivers. Chapter five
concludes by bringing together all elements of the research in a reflection of how the
urban care system was used in dealing with the mad. Analysing ideas about
bureaucratic agency, growing institutionalization, moral economy and the
19

humanitarian narrative and combining these with the changing ideas about madness
in the early modern period reveals the complex reality of early modern day-to-day
life of the mad and the people involved in caring for them. This reflection ultimately
provides an answer to the question of how the increase of this system of care for the
mad can be explained and what the driving forces were behind this increase. In
answering this crucial question, this thesis accomplishes a three-fold task: firstly, it
addresses a significant gap in Dutch historiography; secondly, it outlines what place
this particular Dutch history has within an international perspective; and thirdly, it
demonstrates the relevance and utility of Dutch sources and connects them to the
international field.
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CHAPTER ONE
A PLACE FOR ‘UNHAPPY OBJECTS’
The development of urban care for the mad in Amsterdam, Rotterdam and Utrecht.

Historians agree that, between the thirteenth and eighteenth centuries in most
western European cities, major changes in the organization of public facilities took
place.55 In the early modern period, intricate systems of care began to develop and
these systems became a vital part of the urban structure and society. Simultaneously,
this system was closely related to the care that was provided for the mad in the cities.
Several factors influenced the way in which these systems of care were formed and
how they functioned. Factors such as economic growth and urbanization influenced
many western European cities in this period, but all countries – even cities – had
their own idiosyncrasies in the development of systems of care. Thus, while the
eighteenth century saw the rise of the private mad-business in England and the
establishment of state-driven hospitals generaux in France, the Dutch situation
remained a mix of local institutional care and a private medical care market.
Especially in the cities, these systems consisted of many different types and many
different groups of people were involved. For instance, the local urban government,
guilds, neighbourhood associations, church organizations and citizens all took part
in providing care and support for those in need. Within this growing system of care,
there was a special place for the mad. The Dutch Republic (1588-1795) was
renowned for this elaborate urban system of care.56 Telling in this context were the
many foreigners who commented on and admired the social (institutional) facilities
of cities.57 The fact that the social provisions were mentioned so often showed that
it was something quite remarkable in the eyes of foreigners; moreover, this
admiration demonstrated that the Dutch system differed from the systems they were
familiar with at home.
This chapter maps the development of the urban system of care during the
early modern period and the place of the mad in this system. Care for the mad was –
and has always been – subject to change and differed across cities, countries, and
time. As such, the first section of this chapter explains how several different factors
have played a role in the development of the system of care for the mad in
Amsterdam, Rotterdam and Utrecht. By combining several factors such as economic
55
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growth, population aggregation, government expansion and civic initiatives it
becomes possible to place them within the necessary context required to understand
how the care system in the cities was organized and how it fitted in the urban civic
society.
Institutions were an important part of the urban care system and also the
most prominent part of the care for the mad. Therefore, the specific institutions that
housed the mad is the focus of the second section of this chapter. Many archival
sources concerning the mad dealt with the people who needed to be (or were)
institutionalized. This section delves into the question of why and how the several
institutions (that cared to the mad) developed in Amsterdam, Rotterdam and Utrecht
in the seventeenth and eighteenth century. Looking at their foundation and their
position in the care for the mad offers an insight into their function in society.
In general, we can say that there were many similarities in the system of care
in the early modern cities of the Dutch Republic; but, of course, there were also urban
differences. For the three cities, I aim to emphasize these urban differences as much
as possible, not only in this chapter, but also throughout this thesis. This chapter is
mainly based on secondary literature both on the social systems of care and the
historiography of the three cities.58 It is complemented with primary sources on the
foundation and development of the institutions.
System of care: Amsterdam, Rotterdam and Utrecht
The system of care had always been an integral part of the urban landscape in the
Dutch Republic; however, the amount of poor-relief initiatives and care institutions
grew significantly during the period under study. Demographic changes of the
sixteenth and seventeenth centuries did much to influence the provision of care – the
delivery of care – which began to take a more structured form. In turn, this new
structure changed the organization of care: that is, how this care was delivered.
Factors such as urbanization, economic growth and religious reform thus forced a
reallocation of communal services in early modern towns of the Dutch Republic. 59
This subsequent mixture of private and public interests had the effect of involving
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more and more people in the urban care system. Thus, the provision of early modern
amenities was carried out by both the urban government and civic initiatives. This
created unclear or overlapping boundaries between private, public and ecclesiastical
initiatives.60 However, these distinctions were much more evident when it came to
the handling of the mad. As we will see in the following chapters, the private and
public parties had their own role to play as the system depended more on
communication and cooperation between the communal and bureaucratic system.
The development of these systems of care was part of wider societal
changes. According to Mary Lindemann in her book, Medicine and society in early
modern Europe, four factors in particular initiated the public investment in urban
improvement: economic prosperity, population aggregation, government expansion
and guild development.61 In Amsterdam, Rotterdam and Utrecht, these four factors
were all present during the seventeenth century and influenced the way city
governments and their citizens invested in their system of care.
Economic prosperity
During the early modern period, the economic position of the newly founded Dutch
Republic grew rapidly, especially in the provinces of Holland between 1580-1670.
Amsterdam’s economy grew exponentially, profiting from the fall of Antwerp in
1585 and, thus, becoming the trade capital of the world. Clé Lesger characterized
Amsterdam in this period as the most important trade ‘gateway’, in which merchants
ruled the city and the pursuit of new profitable opportunities was universal.
Amsterdam functioned as a staple market for information and, combined with its
trade function, this resulted in a growth of different industrial sectors in the city.62
Yet, Amsterdam also had its periods of economic difficulties. Especially in the
eighteenth century, from 1730-1795, a period of economic stagnation emerged,
which turned into economic downfall by the end of the century.63 An explanation for
this trend (amongst others) was the increase of international trade in cities abroad,
such as London and Hamburg, which affected Amsterdam’s position and instigated
the collapse of several industries such as the tobacco, silk and industrial sector.
However, in comparison to other cities in Holland, Amsterdam’s economy was less
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effected by the economic downturn, thanks to governments subsidies, the monetary
market, trade with the colonies and diversification of the industries in the city.64
In both Rotterdam and Utrecht, a different economic pattern emerged in
accordance with their different economic markets. Rotterdam’s economy was both
specialized in trade and industry, resembling Amsterdam to some degree. Still,
overall Rotterdam underwent a different economic development than other cities in
Holland in the eighteenth century.65 Upon examination, we find that, although
Rotterdam did encounter stagnation, it did not suffer significant economic decline:
the city even went through a period of economic growth in the last half of the
eighteenth century, thus deviating from the national trend. Utrecht, on the other hand,
was not a maritime hub but a more provincial town. Due to its central location, it
was influenced by two spheres: the seafaring and trade provinces in the west and the
land provinces to the east. This combination imbued this city with a distinctive
character.66 For instance, Utrecht was well-known for the fact that it had a larger
population of wealthy and elite citizens than many other cities. Other contributions
also made Utrecht economic situation unique: during the national disaster year of
1672 (rampjaar), Utrecht was occupied by French troops and, in 1674, it was struck
by a hurricane that caused much damage and drove the city into economic crisis.67
Nevertheless, the economy of the city remained relatively stable until the 1730s,
when the downfall of the industry sector resulted in great employment losses. Yet,
this crisis was relatively small in comparison to the problems in ‘real’ industry cities
such as Leiden and Delft. The reasons for this were varied: Utrecht was not
exclusively dependent on the textile industry, but still focused for a large part on
agriculture, an industry less effected by the international developments in trade.68
The three cities thus show differences in their economic profile, but all three
benefitted economically from the Golden Age of the seventeenth century. In the last
quarter of the seventeenth century, economic stagnation and even decline set in,
instigated by wars over power, religion and trade routes, all which affected the Dutch
economy in the following century. Despite all this, the overall increase of economic
prosperity in the seventeenth century provided financial means for the funding of
urban facilities. These economic developments were therefore essential to kick-start

64

Ibidem, 262-265.
Bonke, De kleyne mast, 96.
66 Rommes, Oost, west Utrecht best?, 11-12.
67 Ibidem, 13.
68 De Bruin et al. (eds), ‘Een paradijs vol weelde’, 326-327.
65

24

investments in the urban system of care and also to keep it running in the eighteenth
century.
Population aggregation
The economic boom and the developing trading industry attracted many people to
the Dutch Republic and especially to its cities. This resulted in a marked population
growth during the early modern period (see Table 1.1). Because death rates exceeded
birth rates, population growth was instigated primarily by immigration. Economic
opportunities drew economic migrants both from the rural hinterlands and abroad
(mainly Germany and Scandinavia) to the cities in the Dutch Republic. Pragmatic
policies on religion also attracted many to the Netherlands. These religious migrants
included persecuted Protestant minorities and Jews from the Southern Netherlands,
Spain, Portugal, France and the German states. This inflow of religious refugees
confirmed the image of the Dutch Republic as a society ‘of all nations’.69
Amsterdam was by far the largest city in the Dutch Republic and
experienced an exceptional population growth during the seventeenth century,
caused mainly by the influx of immigrants.70 Amsterdam was, therefore, an atypical
city in the Dutch Republic, registering over 200,000 inhabitants in the second half
of the seventeenth century. The growth of Rotterdam took off a little later: it grew
from a medium-sized town of about 8,000 in the mid-sixteenth century to 50,000 by
the end of the seventeenth century.71 Thus, Rotterdam remained significantly smaller
than Amsterdam in terms of size and population.72 It is striking that the population
numbers in Utrecht remained rather stable at about 25,000. No large migration took
place and the city itself did not expand noticeably during the seventeenth and
eighteenth centuries. The many monasteries and empty churches were re-used and
either changed function or were torn down. On the vacant plots, new housing was
built in such a way that Utrecht could expand within the limits of its own city walls.
In contrast, early modern Amsterdam and Rotterdam were both forced to expand
beyond their original city walls due to significant population growth.73
The towns of the Dutch Republic, and especially Holland’s towns, were thus
attractive destinations for migrants (both national and international): people were
drawn to the cities. As a result, the Dutch Republic became the most urbanized
Janssen, ‘Migration’, 49-66, p. 49 and 52.
See Table 1.1 about population growth and Prak, ‘Overleven in de Gouden Eeuw’, 8.
71 Bonke, De Kleyne mast, 249.
72 See Table 1.1 population growth.
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society of the seventeenth century in Europe and arguably also in the world.74 The
urbanization levels reached an average of approximately 20 to 30 per cent (of the
inhabitants living in a town) with the exception of towns in the province of Holland,
where the urbanization levels were as high as 60 per cent during the seventeenth
century.75 In comparison to other European regions that experienced economic and
demographic growth, such as France and England, the urbanization level of the
Dutch Republic was exceptionally high.76 This can be explained by its strategic
geographical location, which created growing economic opportunities and
stimulated migration from both within and outside the Dutch Republic.
Table 1.1
Amsterdam
Year
1600
1622
1650
1670
1705
1732
1795
Population
65,000 104,932 175,000 219,00 200,000 239,866 217,024
Rotterdam
Year
1600
1622
1650
1670
1705
1732
1795
Population
13,000 19,500
30,000
45,000 48,000
56,000
53,212
Utrecht
Year
1600
1623
1650
1670
1705
1748
1795
Population
25,000 30,000
30,000
30,000 25,244
32,294
Population growth: Amsterdam, Rotterdam and Utrecht. Estimate numbers based on the work
done by Jan Lucassen (IISG) and Peter Lourens, organized by Filipa Ribeiro da Silva (IISG).

Government expansion
The Netherlands had a long tradition of providing institutional custodial care at a
local level. An organized system of (institutional) charity provided by the Catholic
Church and municipality had been part of the urban fabric for centuries. During the
Reformation, the Protestant Church closely allied poor relief with religious reform
and took over the task of the Catholic Church as providers and regulators of charity
and care. As regulators, the Protestant Church organized almsgiving and distribution
of means to the poor but also financed some institutions especially for their own
community. Providing care was thus a prominent task of the Church; but, during the
seventeenth and eighteenth century, urban governments became increasingly
Prak, ‘Urbanization’,15-31, p. 16 and 30.
Ibidem, p. 17 and Van der Heijden, Civic duty, 85.
76 Van der Heijden, Civic duty, 8.
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involved with offering this kind of social care and public provision. For example, the
urban governments began to interfere with the institutional care provided, dictating
who could be admitted and appointing city physicians, doctors and apothecaries who
provided care for the poor. The motivations behind this intervention were manifold.
The republic’s political system, in which the local government became more
important and powerful, combined with the factors of urbanization and population
growth, increased the need for bureaucratization (in the form of regulation and
administration of government activities). This changed the social structure of cities,
which (in turn) instigated the need for a stronger governmental role in the provision
of care. The reasons for this change were complex; however, being able to better
regulate and control the inhabitants and keep the city free of undeserving poor and
deviants were important aspects. In addition, the European fear – and reality – of
plague and epidemics prompted the establishment of administrative mechanisms and
the need for different local measurements at approximately the same time across all
Europe’s cities.77 Urban governments thus began to fulfil a crucial role in the
management of the city and also took on more responsibility for the social welfare
of their citizens.
In the Dutch Republic, the change in the organization of care resulted in the
local authorities (the burgomasters and magistrates of the cities) becoming key
figures in this care policy. A large part of the urban care system was comprised of
the urban institutions that shaped the Dutch Republic on all levels of society, such
as hospitals, asylums and workhouses. 78 This institutional system formed part of the
poor relief, punitive, and medical-care systems of the cities and here, we also find
the mad. The councils of these cities had direct and indirect control over these
institutions.79 They founded, supervised and financed these facilities; they also
decided on the admission, distribution and differentiation of the institutions in the
city, which provided them with a central position in the process of
institutionalization. The burgomasters, magistrates or (in some cases) court officials
became involved because they were the ones who needed to legally approve most
admissions. Furthermore, the right and ability to appoint town physicians and
surgeons reinforced the position of the town council as care providers.
Multiple factors accelerated the structuring of the urban care system.
Importantly, the reallocation of communal tasks to the urban authorities, which
occurred in the early modern period, initiated the centralization and increase of civic
77
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administration. Additionally, it allowed for clearer allocation of public tasks and, to
some extent, a shift from private or ecclesiastical care to public care.80
Guilds and civic initiatives
The last defining factor that Lindemann identified concerned guilds. Guilds have
been extensively researched, including the part they have played in the provision of
public security, economic regulations and public welfare.81 However, in terms of
specific care of the mad in the Dutch Republic, the guilds did not contribute in any
major way. Civic and religious corporations seem to have been more important
players, not to mention individual citizens who participated alongside governments
in providing public facilities.82 Religious initiatives have been mentioned earlier; in
general, this meant that if someone belonged to a particular church community, that
church provided (to some degree) certain support facilities. Most commonly, the
church (community) provided poor relief or, in the cases of the mad, paid for
admission into institutions or arranged for them to be boarded out with a fellow
church member.83 However, individuals could also, and did, provide social
provisions in the early modern local community. Frequently, they did so by means
of financing support systems of care. Even though the state and the Church were
greatly involved in providing care for citizens, the citizens of those cities paid for
most of this care through either taxes or alms.84 Maarten Prak therefore characterized
these citizens as ‘active agents shaping the life of their community – and their own
lives as well.’85
A specific civic initiative that deserves some extra attention in regards to the
care of the mad was the role played by several wealthy benefactors in the foundation
of the asylums. In both Utrecht and Amsterdam, a financial gift from such a
benefactor led to the establishment of an asylum. To understand the underlying
causes and rationale of the people and societies that built these institutions, we need
to look into what motivated the benefactors who took these initiatives to establish
them. Donations bequeathed by wealthy citizens in wills (or otherwise) to benefit the
poor, sick and needy were commonplace in European countries throughout the later
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medieval and early modern periods. Charity alms-giving was employed by this group
to confirm both their social and financial capital but also to acknowledge religious
obligations, such as the care of destitute members of society. By performing this
form of charity, people fulfilled their Christian and civic duties and gained respect
in their community. The ultimate form of charity-giving was founding one’s own
civic institution: such a project therefore became a prestigious undertaking. Both
private founders and city governments took pride in this task, which led to the
development of a type of institute that was to be characterized by foreign travellers
in their travel logs as ‘castles of care’ (zorgpaleizen).86 One English visitor to the
Amsterdam asylum commented on the exterior of this institution in 1662, declaring
it ‘so stately that one would take it to be the house of some lord’.87 This showcased
the role of these care institutes as prestige projects which contributed to the image
and status city governments and urban citizens wanted to portray.
The establishment of the system of care in the Dutch Republic was
influenced by many different factors impacting the structuring, financing and
allocation of the system. The shift in who was responsible for providing care – in
which the urban government became increasingly involved – sparked a dynamic
restructuring of the public system of care, which would increase its bureaucratic
reach as a result. Additionally, the financing of the system of care was fundamental:
one could even say that it literally shaped its establishment, due to the way in which
charity, bequests and donations were regarded as social/religious duties for public
and private parties. Even though we see some variations between the cities in the
early modern period, this urban system of care became more elaborate and well
organized in all of them. An important part of this system of care concerned the
several specialized institutions that took care of the poor, the sick and the needy,
respectively. Looking into which of these institutions housed the mad will therefore
give us more insight into this system of care and how it provided for this group.
Institutions for the mad
Institutions were an essential part of the urban care system in the early modern cities
of the Dutch Republic. These institutions were not only vital as care providers, but
also as ‘archive makers’.88 They [were distinct from the urban environment in that

86

De Volkskrant,
https://www.volkskrant.nl/wetenschap/de-zorgpaleizen-van-de-17de-eeuw~be0d8452/ [13 February
2019].
87 Israel, The Dutch Republic, 358.
88 Prak, Republikeinse veelheid, 26.

29

these institutions were located in the cities and, in many cases, they therefore not
only] generally catered for the city inhabitants but were also available to people from
neighbouring communities and rural areas. During the seventeenth and eighteenth
centuries, more specialized institutions were founded: many facilities specified the
groups of people they catered for or reassigned themselves to a specific purpose.
Although specialization may have been evident, as we shall see, it was not always
easily manageable. In studying the care for the mad in the early modern period, the
historiographical focus has been on asylums and asylum care. Still, asylums founded
in this period were not the only places that housed the mad. Indeed, they were placed
in many more institutions in Amsterdam, Rotterdam and Utrecht. In the following
section, the most important institutions that accommodated the mad are discussed.
Asylums (Dolhuyzen)
At the end of the Middle Ages, the first asylums were founded in several European
countries. These specialized institutions had first emerged in the Arabic world as
early as the eighth century. The first asylum in the Netherlands was founded in
s’Hertogenbosch in the fifteenth century. In 1442, Reinier van Arkel left a statement
in his will, that a part of his inheritance should be used to found an institution for the
mad.89 Relatively soon after, in 1461, an asylum was established in Utrecht: for the
rest of the northern Low Countries, this example was not followed for more than a
century. In 1562, Amsterdam became the third city in the Northern Netherlands to
establish an asylum. One explanation for this delay was the fact that multiple other
institutions in these cities – plague houses, leprosaria and hospitals – had fulfilled
the task of caring for the mad until that time. Yet, between 1550 and 1650, at least
14 references were made regarding foundations of separate wards or institutions for
the mad in the Dutch Republic. This suggests an increased need to confine this group
separately.
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Figure 1. Utrecht Asylum 1661. Print: Abraham Rademaker, 'At the
asylum of Utrecht', from Topografie van Nederland, 1661,
Universiteitsbibliotheek Leiden.

Figure 2. Location of Utrecht asylum. Print: Anonymous, 'Map of
Utrecht', from Joan Blaeu, Atlas van Loon, 1649 (artwork in the public
domain).
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The foundation of the asylums in the Dutch Republic followed two trends.
The first was the establishment via a donation from a wealthy benefactor. This can
be seen in the foundation history of the Utrecht and Amsterdam asylums. In
Utrecht, the benefactor, Willem Arntsz, donated an amount shortly before his death
to the governors (regenten) of the Saint Barbara and Saint Bartholomeus hospitals
on the condition that, within a year after his death, they would build a house for the
poor mad.90 On January 26 1461, the asylum was ready for its first patient. The
building was located on the corner of the Lange Nieuwstraat and the Agnietenstraat
with room for six people.91 The story of the foundation of the Amsterdam asylum
confirms the social and religious significance of such bequests. The story tells us of
a wealthy woman called Christina Boelens, who was attacked by a mad woman
during her pregnancy. The latter grabbed her by the throat but Christina escaped
and later vowed (together with her husband Hendrik Pauluszoon Boelens) that, if
their baby was born healthy, they would ask the city government for a place to
build an asylum. After the birth of their child in 1561, Hendrik donated 3,000
guilders for this purpose.92 The town council provided a plot, where the Ursula
cloister had been previously located, on the Kloveniersburgwal. However, the
donation was insufficient to establish the asylum: after deliberation, the town
council donated the rest of the money and, in 1562, the asylum opened, consisting
of 11 cells.93
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Figure 3. Amsterdam Asylum 1617. Print: Anonymous (J. van
Meurs?), ‘The Dolhuis after Its Renovation and Extension of 1617’,
from O. Dapper, Beschrijvinge van Amsterdam, Amsterdam 1663
(artwork in the public domain).

Figure 4. Location of Amsterdam asylum. Print:, Anonymous, ‘Map
of Amsterdam in the Netherlands’, from Joan Blaeu, Atlas van Loon,
1649 (artwork in the public domain).
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The second trend that can be discerned was the incorporation of the asylum
within other existing institutions. The creation of the Rotterdam asylum is a case in
point. It became part of the plague house, which was founded in 1599: ten years later,
a couple of cells for the care of the mad were built into this institution. Thereafter, it
became known as the Pest- en Dolhuis (The Plague and Madhouse).94 When, from
1662 onwards, plague epidemics became less frequent, the function of the house
slowly changed from plague house to primarily an asylum for the mad.95 Still, it was
not until 1716, when the city decided to build a special plague house on the outskirts
of the town, that the building in the Hoogstraat became exclusively an asylum. It did
however not stay an exclusive institution for long because, from 1754 onwards, the
institution collaborated with the house of correction called Padua, and a special ward
was founded within the walls of the asylum called Kleyn Padua. In this ward, the
mad who were admitted in the house of correction were placed here to separate them
from the other people who displayed unwanted and immoral behaviour.96
The urban government was closely involved in all these processes of
foundation. In Amsterdam, they donated additional money for the establishment and,
in Rotterdam, permission was given by the burgomasters to integrate an asylum
within the plague house. This permission or help from the city government illustrates
its awareness and sensibility towards dedicated places of care for the mad. In the
early modern period, the growth of cities necessitated increased urbanization and the
subsequent need for a more structured city life. In this environment, the problems
this group caused became a more pressing matter for urban governments.
Noteworthy too is the fact that, looking at Figures 2, 4 and 6, which show the location
of these asylums on the map, all were located within the city walls. This clearly
demonstrates that these institutions and the mad living within them were – literally
and figuratively – still very much part of the urban society.97
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Figure 5. Rotterdam Asylum 1790. Print: Jan Bulthuis, ‘The Dolhuis,
Hospital and Old Women’s House in Rotterdam The Netherlands’
(artwork in the public domain).

Figure 6. Location of Rotterdam asylum. Print: Anonymous, ‘Map of
Rotterdam in the Netherlands’ from Joan Blaeu, Atlas van Loon, 1649
(artwork in the public domain).
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The asylums of Utrecht, Amsterdam and Rotterdam were originally
constructed for a specific group of people: the urban poor insane who were citizens
of the city and needed to be locked up. Who really ended up in these institutions
during this period, however, changed and depended on the institution. For instance,
the requirement of someone needing to be poor to qualify for admission was
quickly abandoned because the institutions needed to be, for the most part, selfsufficient. Consequently, if richer citizens wanted to make use of the institution and
they were willing to pay for it, they were rarely refused. This financial
consideration was also the reason behind the admission of proveniers in the Utrecht
and Rotterdam asylum.98 The requirement that people needed to be official citizens
(poorters) or inhabitants of the city in question for a set amount of years before
they could be admitted in the asylum could also not be upheld. With the growth of
cities and their inhabitants, not to mention the high number of migrants, the
pressure on the asylums to admit more people grew. Inevitably, non-citizens,
immigrants, and foreigners were admitted during the seventeenth and eighteenth
centuries. Furthermore, admission policies also differed amongst the cities. In
Amsterdam and Utrecht, for example, the asylum usually only accepted the
‘raving’ mad and frequently denied access to the more docile mad. In Rotterdam,
by contrast, the institution also housed plague victims, proveniers and soldiers.
And, because of the later collaboration with the house of correction, the Rotterdam
asylum sometimes also housed unmanageable individuals and other social
deviants.99
The three asylums constantly struggled with the availability of space and
were forced to expand their capacity multiple times. Looking at the original size of
the asylums (with only room for six to 11 people) and comparing this with the
population of the cities, it seems obvious that demand quickly outgrew capacity. The
main cause of this was the rapid population growth during the seventeenth and
eighteenth centuries. Combined with the parallel factors of urbanization and the
increasing need to remove ‘dangers’ and deviants from the cities, it is hardly
surprising that the sources show the constant effort of the governors to expand these
institutions. In Amsterdam, the asylum quickly became too small and, in 1615, the
complex was expanded by an additional 17 cells to a total of 28 cells. In 1637, a
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second expansion was already necessary and, again in 1703, which increased the
number of cells to 53. Still, because of the increase of the Amsterdam population in
this period, this was not nearly enough to contain all the mad. A final expansion
followed in 1765, after which the asylum could house up to 90 people.100 In Utrecht,
expansion was also constant and, in 1660, the institute was enlarged to make room
for 45 people. The issue of the lack of rooms, however, remained; peoples’ request
for admission were frequently turned down.101 The literature on the Rotterdam
asylum also recalls several extensions of the building in the eighteenth century.102
Mart van Lieburg has estimated the amount of people that were cared for by warden
(binnenvader) Jan Brouwer and his wife to be somewhere between 30 and 50 during
their employment from 1679-1703.103 This is a significant increase from the six cells
they started with in 1609.
Financing the asylums was a continual burden throughout the duration of
their existence. The governors constantly had to cope with a lack of resources and,
on multiple occasions, the city government needed to step in to keep the institutions
running.104 In the eighteenth century in particular, all three asylums struggled with
their finances, becoming ever more dependent on the help of the urban government.
As a result, the government became closely involved with the management of the
institutions. The asylums accumulated their money through gifts, alms and
admission fees. The gifts and alms were generated through the organization of
lotteries, regular collections and during the annual fair days. On fair days, people
could visit these closed institutions and take a look at the inhabitants for a certain
sum.105 The largest part of the income, however, was derived from admission fees or
inheritances left to the asylums for admissions.
Eventually, only a small portion of the mad ended up within the walls of the
asylum, due to the limited capacity of these institutions during the seventeenth and
eighteenth centuries. Furthermore, because the main task of the asylum was to house
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the raving mad, they usually rejected people with milder forms of madness as not
suited for their institution. So, this group of mildly mad people needed to be housed
somewhere else and a multitude of other institutions took in these groups. Which
institution they ended up in varied between the cities, and these differences can
probably be explained by variation in both the size of the cities and the availability
of the remaining institutional sources of each city.
City hospitals and plague houses (Gasthuizen and Pesthuizen)
The early modern hospitals (Gasthuizen, literal translation: guest houses) were an
important part of the system of care in the cities and had existed from the Middle
Ages onwards. Before becoming an institution for the poor (and) sick, these hospitals
housed many different types of people; for example, travellers, vagabonds,
proveniers, invalids and the needy.106 Hospitals were institutions of charity in which
the primary criteria of admission were as likely to be economic and social as they
were medical.107 In the early modern period, the hospital’s function changed
significantly and they became places where only the sick were admitted. In general,
with the exception of Amsterdam, hospitals accommodated the mad; but, because
their facilities were not equipped for the raving mad, who needed to be bound and
locked up, this group was generally transferred to the asylum. The more docile mad
with physical ailments were generally transferred or referred from the asylum to the
hospitals and plague houses. These plague houses and wards were part of the hospital
system and founded during the several plague epidemics when it became apparent
that the sufferers needed to be separated in order to prevent contamination. Many
cities, subsequently, had these plague houses, which not only contained those who
suffered from the plague, but also treated a mix of other infectious and
dermatological diseases.
In Rotterdam, the asylum originated inside the existing plague house and,
therefore, the institutions were closely connected. This combined function probably
also explained why no traces of the mad can be found in the archives of the city’s
hospital (Stedelijk Gasthuis). The archive of the Rotterdam asylum did reveal some
information about admission to the city’s hospital. Several transfers show that the
hospital, in this case, was not deemed the best destination for the mad.108 In contrast,
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Utrecht, probably due to its former status as seat of a diocese, had as many as 18
hospitals. Unfortunately much of the records of these institutions has not been kept
and only a few traces of the mad who were held in these institutions were found in
resolution books from the asylum. These few comments refer to the fact that the St.
Laurens hospital, the St. Anthonis hospital and the St. Bartholomeus hospital all
housed the mad and that those mad who could not be held in the hospitals were
transferred with some regularity.109 Besides this information, we find an agreement
made between St. Bartholomeus and St. Barbara hospitals and the asylum in 1583 to
the effect that both hospitals would pay a certain amount to the asylum per year. In
exchange, the asylum would take in all the patients from the hospitals who needed
to be locked up or tied down.110 Utrecht did not have a plague house, which was
rather uncommon for medieval and early modern cities and it was only in 1520 that
one of the city’s hospitals was specially assigned for the care of this group, but no
mention of the mad being housed here can be found.
The most information about the mad in hospitals and plague houses was
accessible for Amsterdam. Here, one of the largest institutions that housed the mad
was the plague house or Buitengasthuis, which was part of the city’s hospital
infrastructure and consisted of the Binnengasthuis and Buitengasthuis (the ‘inside’
guesthouse and the ‘outside’ guesthouse). The last was located on the outskirts of
the city, on a vacant plot at the current Overtoom and was originally founded in 1635.
After the last outbreak of the plague in Amsterdam in 1664, the building was used
to shelter patients with all sorts of infectious and foul diseases such as scabies,
typhus, dysentery and syphilis.111 The Buitengasthuis also housed the mad.112 The
institution was a square building surrounded by water and trees. Its idyllic
appearance was often praised in descriptions of the city and it was even called ‘a
royal palace’.113 The building had four wards, one for the mad, one for the simpleminded and two for other (kinds of) patients. In these special wards, the men and
women were separated.114 This facility only had a limited number of cells for the
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mad, similar to the ones in the asylum; understandably, because they also housed
many other patients who benefitted from peace and quiet, the institution was not
suited for housing the raving mad. In sum, the hospitals were thus seen as places for
people suffering from physical ailments; but, in some plague houses special facilities
were provided for the mad. The mad were kept here until they caused too much
hindrance for the other users of the institution.
Houses of correction (Verbeterhuizen)
Houses of correction began to appear during the late sixteenth century and were
intended as institutions where people could imprison family members who displayed
unwanted and immoral behaviour or who suffered from madness. We can subdivide
these institutions into city houses of correction and private houses of correction. The
difference between them was that the city houses were managed or rented out by the
city government while the private ones were owned by individuals. The latter,
nonetheless, still had to adhere to the rules and regulations of the city government,
making them semi-private institutions, which would give them a unique position in
the medical market. Admission into these houses was generally accessible for the
higher and middle classes because a significant amount of money had to be paid to
the warden. However, in the city houses of correction, the poor were sometimes also
admitted – at the cost of the city.115
Due to the clientele this institute catered for, the living conditions were
generally relatively decent, and money could buy you almost anything from coffee
and tobacco to books and writing supplies. To get someone admitted into these
institutions, either the burgomasters and/or the court needed to provide consent. This
permission was given for a set period of time, usually one or two years, after which
a new approval for an extension had to be requested for someone to continue to
remain locked up. The same process counted for an early release. In general, the
warden of the institution was asked for advice in cases of both admission and release.
It is important to stress here that the houses of correction were not places where
people were sent as a kind of punishment by the government. On the contrary.
However, there has been a debate amongst historians as to what extent these houses
were used by the urban elites to get rid of their unwanted relatives or spouses.116
Telling in this regard is that several people preferred to have their relatives admitted
in houses of correction outside their own city of residence. This could be explained
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in three ways; placing someone further away avoided stigma and gossip, the family’s
place of residence was ill-equipped for the task, or the reputation of an institution
elsewhere made this choice attractive.117
Unfortunately, in Amsterdam, no archive from this institution has survived.
Nevertheless, by combining several archives, we do know that a city house of
correction was located on the Weteringschans and the mad were cared for there.
Amsterdam was relatively late with the foundation of a house of correction. In 1694,
the city government bought the location for this purpose and resold it to two
entrepreneurs, who they also appointed as wardens. In 1695, the first person was
admitted.118 The house was specifically meant for ‘melancholic, mad or other
persons who are not capable to administer their own person and goods to house them
in the institution and if possible cure them.’119 That this policy was actually carried
out can be discerned in the admission requests found in the archive of the Shout and
Schepenen from Amsterdam, which stressed the incapability of inmates to administer
their affairs and the possibility of cure for the mad while being locked up.120 The
Amsterdam house of correction was resold to the city in 1718 and was subsequently
rented out to the wardens. These wardens did not all show the most admirable and
appropriate behaviour; for example, in the beginning of the eighteenth century, one
warden was fired for immoral relations with a female inmate and another
reprimanded after the escape of two inmates. This resulted in a sharpening of the
rules and regulations for the wardens by the court officials in 1737: since that time,
no more scandals or complaints can be found in the archives.121
Like Amsterdam, Utrecht does not have an archive for the houses of
correction and it is only through notarial archives and the asylum, court and old city
records that we can gather information about the three private houses of correction
(de vurige kolom, het huis van gemak and Rustwijck). Most informative are the
documents from the Court of Utrecht, which contain reports of an inspection carried
out by court officials, rules and regulations for the houses and their keepers, and
comments from and about the detained.122 Rather striking was the visitation report
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from October 1749, in which four women incarcerated in huis Rustwijck complained
about the unbearable nuisance they endured from a couple of mad inmates, who
caused them to suffer from sleep deprivation. Not only did the women ask for a
solution for this problem, they also wanted to be separated from these people.123 This
request shows that, even in institutions specifically meant for the mad, their care did
not always fit easily into an institution that also cared for other people.
In Rotterdam, the main house of correction was called Padua and was part
of the workhouse of Rotterdam. Already by the beginning of the seventeenth century,
several attempts were made by the city government to found a workhouse in the city.
Eventually, in 1663, the institution was established, located on the Korte Hoogstraat.
In this workhouse, a special ward was opened in April 1706, which was separated
from the rest of the institution. The ward consisted of cells intended for men and
women of the urban middling sort, who needed to better their lives: in this ward also
people with mental problems were admitted.124 This section of Padua grew quickly
and around 1736, due to overcrowding of the house of correction, a new ward was
needed. It was called Kleyn Padua or Malta which became integrated into the asylum
and was specifically meant for the mad who were admitted into the house of
correction. This new additional ward relieved Padua of this group, and [preventing
the problem of other inmates being annoyed by this group], as was the case in
Utrecht, reinforced the asylum as the place for the mad.
Disciplinary institutions (Tucht-, Werk-, Rasp- or Spinhuizen)
Disciplinary institutions became common in the cities of the Dutch Republic at the
beginning of the seventeenth century, following the example of Amsterdam, which
opened its first such institution in 1596.125 These penal institutions were meant for
the punishment of, amongst others, beggars, vagabonds, prostitutes and petty
criminals who were usually confined here on the authority of the court or urban
government. The idea behind incarceration [in these institutions] was rehabilitation:
the making of moral citizens through hard physical labour. The urban governments
in the Dutch Republic were relatively early with the establishment and legitimization
of these types of institutions and the workhouse model was developed more fully
here than in England.126 Even though the institutions were not intended for the mad,
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in some cases, they would end up in these disciplinary institutions in all three cities.
Because these institutions were not especially equipped for this group, their
admission caused tension between the governors of the disciplinary institutions, the
governors of the asylum and the family members of the mad. In the archives of all
three cities, the requests for the transferal of this group can be found, which could
indicate that admission into one of the institutions was initially based on certain
behaviour that was displayed and not on the cause of this behaviour.127
In Amsterdam, three types of penal institutions were established: the
Rasphuis (the institution for men), Spinhuis (the institution for women) and the
workhouse. Remarkable was the fact that in both the Spinhuis and Rasphuis in
Amsterdam, a special secret ward existed. In this ward, people could be admitted at
the request of their family members. This process resembled the admission into
houses of correction and supposedly these wards also functioned as a place for the
confinement of the mad.128 Primary sources for these institutions in Amsterdam,
however, do not show that many mad were kept here. Only scarce material on this
particular subject reveals the life of the mad in these places. Most of this material
deals with the transfer of this group out of the institution because of the nuisance
they caused and the danger they posed for other inmates and vice versa.129
The workhouse in Rotterdam was founded in 1663 by the urban government
but, quickly afterwards, it was rented out to a warden and became part of the house
of correction.130 The archive from the Rotterdam workhouse reveals nothing about
its mad inhabitants. This can be explained by the fact that the workhouse and house
of correction were a combined institution in Rotterdam; therefore, it was not the
workhouse, but Padua and (later) Kleyn Padua that were deemed the places for this
group of people. In the archive of the Rotterdam asylum, however, requests for
transfers from the workhouse to the asylum can be found, perhaps for the same
reasons as those mentioned above.
In Utrecht, a workhouse was founded in 1615 after a bequest in his will of
1602 by Evert van de Poll, a lawyer of the Staten van Utrecht. Unfortunately, no
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archive of this institution has survived, but some traces can be found in other
archives. In particular, one request made by the warden of the Utrecht workhouse to
the burgomaster of the city of Utrecht was interesting because it dealt with another
problem of keeping the mad in the penal institutions.131 In this request from 1699,
the warden asked for financial compensation for the cost incurred for the
confinement of mad Aefken Michielsen. Aefken was sent to the workhouse but had
been unable to provide for herself through physical labour ‘due to a defect in her
senses’.132 The warden of the workhouse was compelled by the court to pay for her
maintenance and he did so until her death half a year later. However, now he was
requesting compensation. This case shows two important aspects regarding life in
the disciplinary institutions. First of all, it was important that the confined were able
to perform manual labour; second, it became a financial problem if this could not be
carried out. However, if the behaviour of the mad was mild enough that it allowed
them to live and work in the disciplinary institution, they were probably allowed to
remain and therefore no mention of them would be made in the communication with
other parties. The lack of source material could be partly explained by this.
Leprosaria and proveniers houses (Leprozen- and Proveniershuizen)
Many medieval cities had leprosaria or leper houses, usually located just outside of
the city walls. This type of institution existed in all three cities. Archives for the
leprosaria can be found in both Amsterdam and Rotterdam. As the name suggests,
these institutions were originally built for the purpose of housing lepers; however,
contamination rates for this disease diminished and were almost non-existent after
the sixteenth century. Consequently, the houses were transformed to proveniers
houses. In these houses, people – usually the elderly – could buy themselves a place
– usually for life – as a form of life insurance or retirement plan. In both Amsterdam
and Rotterdam, these houses also admitted the simple-minded.
The leprosarium in Amsterdam was located outside the Sint Antoniespoort:
the exact date of its foundation remains a mystery.133 From the seventeenth century
onwards, this institution became a place that mainly housed proveniers. It is not clear
at what point this change occurred because the archive lacks information from the
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early seventeenth century. What the sources do show was that, besides the
proveniers, the leprosarium also took in the simple-minded.134 Depending on the
amount of money that was paid for admission, these people were either admitted into
a private accommodation or assigned a place in the wards for simple-minded men or
women.135 An extensive look through the late seventeenth- and eighteenth-century
sources show that this Amsterdam institution only admitted the simple-minded
because, unlike the mad, they could function within the daily routine of the
institution.136 In general, this meant they should not display aggression or cause
commotion and were capable of caring for themselves on a minimum level.
The population of the simple-minded in the leprosarium in Amsterdam was
never very large, between 21 and ten people in the period 1675-1810.137 It is,
therefore, rather peculiar that, after a long history of financial problems in 1749,
when the governors asked for financial support from the burgomasters, they decided
that the leprosarium should be transformed into a house for the simple-minded. This
decision was the result of a major struggle between the city government and the
governors with the existence of the institution at stake. This conflict was resolved in
1751, when an agreement was made that forbade the leprosarium to take in any more
proveniers, because the city government wanted to centralize care for the simpleminded.138 However, by 1759, the governors began again with the admission of
proveniers: we can conclude from this behaviour that centralization of the care for
the simple-minded was – at that moment – a less pressing issue for the Amsterdam
city government.
In Rotterdam, the leprosarium likewise changed during the sixteenth century
into a proveniers house. Yet, it was not until 1670 that the house was completely set
up as a proveniers house and the name of the institution changed to reflect this new
direction. This did not mean that the house only took in proveniers: it also admitted
the simple-minded. Indeed, the proveniers house was famous for its care and cure of
children with scabies and other dermatological conditions, who were treated as in
and out patients.139 Unfortunately, very little is known about the care for the simpleVan E., ‘Het Leprozenhuis te Amsterdam’, 85.
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minded: the archive divulged only a couple of admission contracts.140 What we learn
from these was that families had purchased a place for life for their simple-minded
family members for a significant sum. Nonetheless, the institution could still remove
someone from their halls, if they were unable to obey the rules of the house or acted
inappropriately.141 This type of regulation can also be found in the Amsterdam
leprosarium and reinforces the idea that this was only a place for the docile simpleminded and not for the raving mad.
Orphanages and homes for the elderly (Weeshuizen and Oude Mannen- and Vrouwen
huizen)
The last group of institutions in which the mad were cared for were orphanages and
homes for the elderly. In the archives of Rotterdam and Amsterdam, the mad can be
found in these houses, too. [Surprisingly, the search through the archives of the
orphanages themselves did not result in any useful material.] What can be deduced
from the small amount of information gathered was that the orphanages took in
simple-minded children. However, the orphanage was not an institution that could
house (raving) mad children, or simple-minded or mad young adults. These
limitations become apparent in the admission request made by the governors of the
Rotterdam orphanage to the governors of the city’s asylum and best illustrated by
the admission request made for Margarita Alexanders in 1742.142 In this request, the
governors of the orphanages stated that they took in Margarita in 1722 with the
understanding that she could stay until she was 22 years old. She was now already
25 and, yet, she still lived in the orphanage; moreover, because of her ‘innocence’,
she would never be able to sustain herself. As her mental incapacity caused problems
in the orphanage, they asked the burgomaster of Rotterdam to relieve them of their
responsibility. The burgomasters allowed this and Margarita was transferred to the
asylum on the condition that the governors of the orphanage remained responsible
for paying for her maintenance.143 Not all requests had such positive outcomes: we
can also find examples of similar requests being declined. The governors of the
Amsterdam asylum, for example, simply refused to take in the simple-minded from
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the orphanages, because they ‘judged this to be counterproductive for the person in
question’.144
Only in Amsterdam do we find references to the mad and simple-minded
being cared for within an elderly home. The Amstelhof was founded in 1681 by the
Reformed diaconate and located between Nieuwe Keizersgracht and the Nieuwe
Herengracht, where the Hermitage Museum is currently based. Originally, this house
was founded for widows and single women over the age of 50, who had been
members of the Reformed church for more than ten years and had been living in
Amsterdam for at least 15 years.145 Despite the seemingly restrictive admission
requirements, the institution quickly became crowded: one of the problems was the
large number of sick and mentally disturbed elderly women who had taken residence
in the Amstelhof. To deal with the problem of mentally disturbed women who caused
hindrance to other residents, one of the basements was remodelled and made into a
gekkenkelder (mad basement), later called the zwakkekelder (weak basement). In this
basement, there was room for 48 women and they were locked in this specific part
of the house when they were not able to remain in the common rooms. A female
warden (zwakkebewaakster) was appointed and responsible for the daily care of this
particular group of women.146
In the three early modern cities, the mad can thus be found in many different
institutions. Bringing together all the information about these institutions and the
place of the mad in them has shown that the institutional system was of great
importance in the care for this group in the urban environment. How exactly people
made use of these institutions and which role they had in the care of the mad is
examined further in chapter four of this thesis.
Conclusion
In the cities of Amsterdam, Rotterdam and Utrecht, an elaborate system of care came
into existence during the early modern period. The development of this system was
part of wider religious, social, cultural, economic and political changes in the urban
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environment and was prompted by different factors; namely, economic prosperity,
population growth, increasing involvement of the government and guild/civic
initiatives in organizing care. During the seventeenth and eighteenth centuries, the
system of care expanded significantly and became integral to the lives of the cities’
inhabitants. In this system, private and public interest became intertwined; therefore,
communication and cooperation between all parties was essential for the system to
function.
One of the most important parts of this system for the organization of care
for the mad was the urban institutional system. As the second section of this chapter
outlined, the city asylums were of particular interest in this regard: not only were
they great archival makers, but these asylums were the only place specifically
intended to house the raving mad, who needed to be withdrawn from society. During
the seventeenth century, increasingly specialized care for various socially vulnerable
groups was provided, such as the poor and the sick: the mad also had their own place
in this system. However, while specialized care multiplied, so too, did the number
of institutions involved with the care for this group. We have seen that the city’s
hospitals, leprosaria and even old-age homes could – at some point or another – have
special facilities for the mad (or simple-minded). Not all these houses were
specifically intended for this group, of course, but when the sources tell us that the
mad could indeed be located in these various houses, it demonstrates that different
types of madness had their own place in the institutional system and multiple options
were available to the inhabitants of the cities. The important questions of how these
people ended up in these institutions, in what ways they were distributed among
them, and what day-to-day life in these institutions looked like are addressed more
fully in chapter four. In the next chapter, we focus on who the mad people were.
Exploring their demographic characteristics and the terminology used by
contemporaries to describe the mad and their behaviour will prove insightful in the
quest to know more about this diverse group of people. Significantly, the following
chapter will also search for the rare voices of the mad themselves to reveal how they
handled their condition and what type agency they had.

48

CHAPTER TWO
WHO WERE THE MAD?
Looking at the mad, descriptions of madness and practices of
self-determination

‘They called me mad, and I called them mad, and damn them, they outvoted me.’147
This remark, made by English novelist Nathaniel Lee (c. 1653-6 May 1692) after
being incarcerated in Bedlam for five years, exemplifies that madness was very much
in the eye of the beholder. Lee’s statement also illustrates that defining madness in
the early modern period – as well as today – was a challenge because madness is a
concept that greatly depended on cultural and social factors. Nowadays, the medical
classifications from the well-known Diagnostic and statistical manual of mental
disorders (DSM) are considered the norm when listing the criteria for mental illness;
however, in the early modern period, no such clear description existed.148 Uniform
measures to determine madness were thus not specified, neither in the medical world
nor in society.149 As such, ‘deviating from the norm’ may have been the only general
feature to define madness in the early modern period. This is reflected in our sources,
where someone was described as mad when he or she acted out, neither taking into
consideration nor understanding, the social, moral and cultural etiquettes and
behavioural norms. As we will see, these classifications come back time and time
again in the documents.
Specifying who the mad were is, therefore, essential for a thesis concerned
with the position of the mad in early modern Dutch cities. Hence, who were the mad
is the central question in this chapter. This question has occupied historians of
madness and psychiatry for decades. Much discussion has been raised around
questions such as how to define this group, who were the people deciding who was
mad, how reliable are the sources discussing this, what terminology should be used
and how should we interpret the voices of the mad.150 To prevent any form of
retrospective diagnosis or engagement in a philosophical discussion about the
definition of madness, I define someone or something as mad whenever someone is
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described as such by his or her contemporaries in the sources.151 This pragmatic
approach also has its flaws; for example, are the people described as mad really mad?
Equally important is the opposite question of why were those who could be classified
as mad not labelled as such? However, due to the lack of context and detail in early
modern sources about the specific nature of the madness, these questions remain
difficult to answer. Nevertheless, because people did not generally go to the great
lengths (and costs) involved in having an official document drawn up without
specific reasons, fraudulent situations seemed to have been mostly countered. Aside
from this, the system also implemented many checks and balances to prevent
wrongful accusation and incarceration of the mad. Keeping the specified definition
mentioned above is therefore, in my opinion, the best to maintain in this thesis.
To answer the question of who were the mad, a demographic profile and an
overview of the social and economic background of this group is first outlined in this
chapter. Unfortunately, not all the sources provide much or even usable information
on these factors; however, through combining many different source types and the
information they provide on gender, age, marital status, origin, faith and socioeconomic status, we can make some general remarks. The focus of the chapter then
shifts to the question of how the mad are described in the sources. Analysing the
terminology used to describe these people and the behaviour that was marked as mad
will give us insight into who or what was defined as mad. In the final part of this
chapter, the seldom-heard voices of the mad take central stage. Exploring these
voices to see what the mad themselves had to say about their mental state, their care
and their lives will help to fill these gaps in the Dutch historiography.
The mad
In the most recent overview work on the topic, Madness in civilization, Andrew Scull
has stated that: ‘The mad, then as now, were found in all ranks of society, old and
young, male and female alike’.152 In the historiography about early modern madness,
remarkably little attention has been paid to the demographic characteristics of the
mad. For the most part, this is due to a lack of sources that could provide this
information. Yet, perhaps equally important, this is also due to the fact that historians
of psychiatry have often had a different research focus. With the occasional
exception, more interest has centred on the cultural and social construction of
madness and less on the mad themselves. Fortunately, in both the works by Michael
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MacDonald and Jonathan Andrews and Andrew Scull about the private healer
Richard Napier (1559-1634) and ‘mad-doctor’ John Monro(1716-1791), some
demographic characteristics were provided.153 Their research has, for that reason,
become a starting point for this analysis. Nonetheless, because the clientele of these
two private physicians originated mostly from the higher and middle echelons of
society, they were not completely representative in comparison to the mad
population from the sources of Amsterdam, Rotterdam and Utrecht.
In this research, getting a comprehensive picture of the mad has been
difficult for multiple reasons, the most important one being that the documents used
were not uniform in the type of information they provided. Unlike patients files from
the nineteenth and twentieth centuries, the sources from the early modern period are
not adequate for giving complete and distinct information about the background of
the mad. Still, a more general overview can be given, more specifically regarding
gender, age, marital status, origin, religion, profession and financial payments for
treatment, care or institutionalization.
Gender
Gender and madness have been a theme in the history of psychiatry for quite some
time now. Most scholars contend that women more often than men suffered from
mental illness.154 In the introduction of the collected volume, Sex and seclusion, class
and custody, which deals with the perspectives on gender and class in the history of
British and Irish psychiatry, Jonathan Andrews and Anne Digby have argued that:
‘Gender perspectives on the history of […] psychiatry and asylums were
once dominated by a somewhat exclusive focus on women; on distorted, if
not misogynistic, psychiatric constructions of femininity, and of specific
female-directed treatment; on the creation of mental illness as a
predominantly feminine disorder and on male-orchestrated abuse of women
and chauvinism within psychiatry and psychiatric institutions.’155
This biased image, however, cannot be supported by the early modern sources from
the three Dutch cities studied in this thesis. Information about gender was collected
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from 2065 people who were described as mad.156 The majority, 1045, were male and
1020 were female. This indicates that, with only a slight differentiation, the balance
between men and women was relatively equal.
In contrast, the research results about the patients of the English healers,
Richard Napier and John Monro, did show an overrepresentation of women.157 In
Napier’s patient notes, MacDonald found a significant difference between the
number of male and female patients treated and speculated on the reasons for this.
He mentioned the psychological frailty of women, the early modern gender roles and
the overrepresentation of females in the cities as possible explanations.158 Theories
about the psychological frailty of women can be found in many early modern
medical treatises. In these books, the physicians explain this phenomenon generally
by the different humoral complexion of the woman and to the discrediting of the
‘wandering womb’.159 This resulted in the general belief that women were by nature
more susceptible to madness than men.160 Additionally, the pressure to perform
according to gender roles often weighed more heavily on women than men in early
modern culture. It was expected that women obey a man: first a father, later a
husband, brother or guardian. Additionally, they were, in general, held to higher
moral standards than men.161 This notion often relates back to their psychological
frailty and the fact that woman were usually blamed for the ‘fall of man’.
The difference between the outcome of this research and that of Napier’s
and Monro’s patients may be explained by the fact that, in this research, the sources
vary: not only patient records of private practitioners were used. Taking a closer look
into the two main source types; namely, notarial documents and admission requests,
can therefore be a rewarding exercise. The notarial documents from the three cities
encompass a group of 314 people: the majority of 197 were men and 116 were
women.162 The opposite gender trend was found in the admissions from the three
asylums for the periods 1640-1680 and 1740-1780. These totalled 848 people, 393
156
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were men and 442 were women.163 The discrepancy between genders might be
explained by the goals of the different source types. If we take into consideration the
possibilities (as described above) that the asylums admitted more women because
they were the largest group living in the city and were more vulnerable to economic
hardships, then their slight overrepresentation in the admission requests is
explainable. On the other hand, because the notarial documents were used more often
to record events of an aggressive nature, which then endangered the environment of
the person in question, one would expect to find men more frequently in these
documents. Thus, an analysis of the gender of the mad from Amsterdam, Rotterdam
and Utrecht does not support the general assumption that women suffered more from
madness than men and, indeed, shows a more equal representation of both.
Age
Each age category comes with its own mental challenges and examining the age
division of the mad would therefore be worthwhile investigating. The age of the mad
was, unfortunately, not often mentioned in the sources: of the 2065 people, only 348
had their age noted. Table 2.1 below shows that, of the 348 people, 169 were male
and 179 were female. A salient point to note here is that the percentages in the age
table show a similar age pattern to that presented by MacDonald about Napier’s
patients.164 The largest age category in this research were people aged between 2029 years, making up 122 people and 35.1 per cent of the total 348. Remarkable in
this respect is the fact that, in recent research into the age of onset of mental
disorders, this same age range was indicated as the period in which most mental
illnesses first appear.165 One of the explanations for this, as already analysed by
others, was that in this age category, young adults went through multiple life
changes. These changes were all connected to the transition from childhood to
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adulthood, and issues such as financial independence, marriage and child-rearing
could bring about anxieties and cause mental turmoil.166
If this was the case, an examination of the marital status of the mad could
tell us more about who the mad were. When Michael MacDonald talked about the
marital status of Napier’s patients, he started with a statement about the effects of
marriage on the mental health of men and women, suggested that marriage was a
paradise for men and a purgatory for women.167 As a result, MacDonald argued that
more married women and more single men would have been struggling with mental
problems. Napier’s patient files confirm this hypothesis and show that the largest
group of patients were married women.168 It is striking that, while writing on the
same topic, Andrews and Scull began with a different claim; namely, that single men
and women were affected more by madness. However, this was not really the case
and, for Monro’s patients, married women also dominated in his records.169 In both
books, however, the authors note the physicians’ lax manner of recording their
patients’ marital status: the same can be said about the sources in this research.170
Information about the marital status of someone was not standard recorded
information in the early modern sources. Establishing an answer to whether marital
status had any bearing on madness is therefore difficult, even though we could look
at the involvement of marital partners in the process of care by the mentioning of
spouses in the sources.
In Table 2.1, more pertinent observations about age can be made. For
example, it shows that only a small percentage of the people in this investigation
were classified as children: only 6.9 per cent fall in the 0-19 age range. The reason
for this low percentage could be explained by the fact that children suffering from
madness were more likely to be kept at home as they posed less danger to their
environment. Consequently, they do not (or only sporadically) appear in the sources.
Exceptions in these cases are the wills that were drawn up by parents (caring for their
child at home) who, in this way, arranged for their child’s future care. The percentage
of people above the 60-years age bracket was also small. One of the more
straightforward explanations for this could be that life expectancy in this time was
significantly lower; on average, life expectancy was between 28-32 years.171 This
must have led to a lower percentage of elderly in early modern society. On the other
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hand, the specialized facilities for this group, such as hofjes and homes for the elderly
could have kept this group, to some degree, out of these sources and (therefore) this
research.

Table 2.1
Age

City

Men

Women

Total

0-19

Amsterdam

7

7

14

0-19

Rotterdam

3

2

5

0-19

Utrecht

4

1

5

14

10

24

Total
20-29

Amsterdam

43

54

97

20-29

Rotterdam

9

9

18

20-29

Utrecht

4

2

6

20-29

Hof van Holland

0

1

1

56

66

122

Total
30-39

Amsterdam

31

34

65

30-39

Rotterdam

5

5

10

30-39

Utrecht

2

3

5

38

42

80

Total
40-49

Amsterdam

20

17

37

40-49

Rotterdam

6

3

9

40-49

Utrecht

2

2

4

40-49

Hof van Holland

1

0

1

29

22

51

Total
50-59

Amsterdam

12

17

29

50-59

Rotterdam

1

5

6

50-59

Utrecht

4

0

4

17

22

39

Total

Percentage

6.9

35.1

23

14.6

11.2

55

60-69

Amsterdam

6

7

13

60-69

Rotterdam

0

4

4

60-69

Utrecht

0

1

1

6

12

18

Total
70-79

Amsterdam

6

3

9

70-79

Rotterdam

1

1

2

70-79

Utrecht

0

1

1

7

5

12

Total

5.2

3.4

80-89

Amsterdam

0

0

0

80-89

Rotterdam

2

0

2

80-89

Utrecht

0

0

0

Total

2

0

2

0.6

Subtotal number of
patients

169

179

348

100

Age of the mad: Amsterdam, Rotterdam and Utrecht.

Geographical origin
In almost all the sources, the place of residence or birth was recorded. People mostly
came from one of the researched cities. Yet, in a couple of cases, people came from
other countries or places in the Dutch Republic. This was remarkable because, as
seen in chapter one, most urban institutions were (at least initially) unwilling to take
in people from outside their city borders.172 That several people from outside the
cities were present in the sources, again emphasizes the important regional function
of these bigger cities in the management of the mad. Of the people who did not
originate from Amsterdam, Utrecht or Rotterdam, most came from the neighbouring
villages and towns such as: Maarsenveen, Vreeswijk, Vleuten, Ruwiel, Cuijlenborg,
Kamerik, Gorinchem, Klaaswaal, Kralingen, Wageningen, Geertruidenberg,
Delftshaven, Overschie, Alkmaar and Abcoude. Remarkably, the sources mention
people coming from other cities such as Haarlem and Delft even though both had an
asylum of their own. Speculating on the meaning of this, it seems plausible that
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family or friends brought someone to another city to prevent stigma by placing them
outside their place of residence and thus out of sight of prying eyes.
Equally interesting is that the sources recorded information about the
different countries where people originated from, revealing traces of European
migration. These foreign-born newcomers came from Germany, Belgium, England,
Denmark and Scotland. All these different nationalities can also be found in the
book, Migrantenstad, by Erika Kuijpers. In her work, she explains the different
migratory movements to the Netherlands and distinguishes the push and pull factors
of these types of migration.173 Consequently, it is not surprising that these groups
were identified. In recent years, much more research has concentrated on the link
between migration and mental health issues. In her book, Migration and mental
health, Marjory Harper has argued that migrants were an important group in the
research of mental health because ‘the dislocation or isolation caused by the absence
of networks, coupled with uncertainties about identity, could destabilize not just
modern transients but also those who simply migrated from A to B in much earlier
years.’174 Unfortunately, research in this field has mainly focused on the period from
the nineteenth century onwards and little is known about the early modern period.
Still, some of the general arguments about why immigrants were more prone to
mental health problems also seem to be applicable to this period. It was particularly
health issues such as higher rates of post-traumatic stress disorders in refugees and
the sense of dislocation and isolation that created problems for this group.175
Additionally, immigrants were ‘at-risk populations’ because they lacked a familial
network and were often among the poorer inhabitants of a city.176 The same issue
can be found in the early modern sources. In chapter one, it was shown that migrants
were also admitted into the asylums during this period; but, another remarkable
source that showed the most explicit presence of foreigners was the Cipiersrekening
of the poor prisoners from Amsterdam. In this bill, 41 people who were labelled mad
were locked up under the city council building. Twenty of these people came from
another country and four from another town in the Dutch Republic.177 Of the 20
foreigners, four people were actually transported back to their home country on
authority of the Amsterdam burgomasters. In most of these instances, they were put
on a boat and placed under the supervision of the captain. The relatively high number
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of immigrants in this particular source probably has to do with the nature of the
source. Because this was the bill of the officer of justice for poor prisoners, these
people belonged to the lowest strata of society and thus did not have a social network
to fall back on. Those mad people with a social or family network who could care
and vouch for them would have more likely been cared for at home or in other
institutions in the city that were better suited to their needs. Consequently, when
creating turmoil in the city, they were locked up by the jailer (cipier).
Religion
Specifying religious affiliations on the basis of the sources was complicated. The
faith people worshipped was almost never mentioned explicitly. Still, traces of
church membership could be found when a particular religious community became
involved in the payment of care or signalling of a problem. Based upon the
interference by various diaconates, church elders and poor-relief officers from the
different religious communities, some observations can be made. The involvement
of the church communities was a form of poor relief, which was organized in a
relatively splintered fashion in Amsterdam, Rotterdam and Utrecht. All religious
communities (e.g. Reformed, Lutheran, Catholic and sometimes Jewish) were
responsible for the care of their own poor and consequently also their poor mad.
Therefore, many of the representatives of the different religions in the Dutch
Republic appear in the sources, more so since (due to pragmatic considerations), a
tolerant attitude towards several different religions was maintained in the Dutch
Republic.178 Nonetheless, it is important to keep in mind that many of the inhabitants
did not become full members of a church and not all church communities were able
or allowed to organize themselves in official ways.179
The most prominently involved church was the official or ‘public’ Reformed
church. This is not an unexpected discovery as, during and after the Dutch Revolt,
the Reformed religion became the privileged religion in all three cities. The Dutch
Reformed Church community was therefore the largest community in all the cities,
and its representatives often became involved, especially when the payment for
institutional care needed to be arranged. Besides the Reformed Church, the Catholic
Church and Catholic poor organization also played a pertinent role in the care of the
mad. It is interesting to note that the Catholic Church had a greater presence in
Utrecht: this most probably had to do with the fact that the city held the former
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bishopric seat and therefore had more Catholic inhabitants.180 Other minority groups
can also be found in the source corpus, including the Church of England, Lutheran
Church, French-speaking Reformed Church and the Church of Scotland. The
population of the mad thus reflects the great variety of different religious convictions
that was common for the Dutch Republic at this time.181
Only sporadically do Jews appear in the sources. Jews were allowed to settle
in the three cities and Amsterdam had a relatively high percentage of Jewish
citizens.182 The poor-relief and care facilities within the Jewish communities has
been researched by, for example, Tirtsah Levie Bernfeld, but still little is known
about the care for the mad within these communities in the Dutch Republic.183 In his
book about the Sephardi diaspora in Western Europe, Yosef Kaplan explains that, in
Amsterdam, members of the Portuguese-Spanish Jewish community who had
become mad were placed in the care of Ashkenazi Jews. These caretakers cared for
the mad in their home for a fixed salary from the municipal treasury of the
Portuguese-Spanish Jewish community. The amounts paid to the caretakers
fluctuated; most likely, the payment was proportional to the severity of the behaviour
of the person in question.184 According to Kaplan, this was done to prevent them
from going to the asylum. This situation lasted until at least 1730, when Jews were
also sent to municipal institutions.185 In the admission requests for the asylums, only
one person mentioned as Jewish is found – in the Utrecht archive in 1774. However,
this person was aided by the Anglican diaconate because he had been recently
baptized into the Anglican Church.186 In the notarial archives, only the Jewish
Portuguese trader Isaac Rodriguez is found. He had initiated two notarial testimonies
to describe the state of mind of his mad wife, Rica de Souza Britto.187 Rica was the
only Jewish person recorded in the notarial archives, with the exception of the
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treatment contracts made by the Jewish physician, Joseph Celle, to cure people from
madness.188 Lastly, one more Jewish man can be located: this time, in the archive of
the Court of Holland. Mordechay Levy was arrested for murdering Levi Barentsz
Polak during a fit of madness in 1715.189 Keeping the care of their own mad within
the community and in a domestic environment explains why the Jewish are
underrepresented in the sources. From the sources, we can learn that religious
affiliation of the mad was varied and little about specific different groups can be said
because of the limits of the material used.
Socio-economic profile
The information in the sources regarding social and economic profiles is limited and
fragmented. Still, by combining two socio-economic indicators, (for example,
professions and economic situation) some insights can be gained. Looking at the
information about the professions of the mad and/or people in their social network,
it becomes possible to draw conclusions about their social status and place in society.
Furthermore, explicit information about someone’s economic situation or the
amounts paid for care and cure by their family or social network were sometimes
recorded, and these details can provide clues about the economic position of the mad.
Profession
To use profession as an indicator of social status requires some clarification. In 176
cases, information about professions or a former profession was recorded: either for
the person afflicted with madness or for people in the afflicted’s social network.
Most of these professions can be classified as occupations belonging to the lower or
middle classes. According to the developed scheme, Historical International
Classification of Occupations (HISCO) Tree of Occupational Groups, these
professions mentioned can be categorized into four major groups: service workers,
production and related workers, transport equipment operators and, lastly,
labourers.190 The professions specified in the sources included (amongst others): a
pastry chef, a tailor, a carpenter, a day labourer, a shopkeeper and a miller.191 Men
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were overrepresented in the sources but some working women could also be found.
Most of these women were house servants – this profession was mentioned 18 times
– but some were employed as wet nurses and even a tradeswoman was recorded.192
Interestingly, in most cases where a woman’s profession was mentioned, these roles
were fulfilled by single women, both younger and older. Thus, we see that women’s
professions here concerned a particular social group, one that was especially
vulnerable when it came to hardship. On the other hand, household employees were
also regularly asked to testify, so this might compromise the image slightly.
What also stands out when analysing the professions is that some more cityspecific professions can be identified in the documents for each of the different cities.
For example, in Amsterdam and Rotterdam, seafaring-related professions were
mentioned on 15 occasions. This is naturally due to their position as harbour cities;
however, because the job titles mentioned were sailors, barge captains or
dockworkers, we can establish that these were not the highest earning jobs in the
field.193 For Utrecht, soldiers were mentioned more often in the sources compared to
the other cities: namely, seven times. In all likelihood, this was related to Utrecht’s
central role as a location of military interest and, subsequently, the (relatively) large
garrison stationed there.194 One last point worth looking into is the frequent mention
of medical and judicial professions. Not only doctors, surgeons and a pharmacist,
but also a burgomaster, schouten (bailiffs), a lawyer, a notary and a court usher were
recounted.195 Speculating on why these types of professions were mentioned, it
seems most logical that, because these professions were generally placed in a higher
social position, sometimes had judicial power and were recognized as experts
concerning the subject of madness, their voices in the sources as witnesses would
have empowered the authoritative value of the sources.
When we come to analysing what this information about professions can
reveal about the social-economic position of the mad, only general comments can be
made mostly because we have to tread very carefully when combining information
about both the mad and their social network. We can say with certainty that the
people mentioned in the sources originated mainly from the lower and middle social
strata. Drawing other hard conclusions, however, is not possible due to the lack of
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information and the fact that even within professions, great differences could exist
in terms of wages and success of people in their jobs.
Economic situation
It was not uncommon for people to address their economic situation explicitly. This
was particularly the case when people were in poor financial condition and expected
to benefit from emphasizing their limited resources. Thus, the sources often noted
that someone was poor, had spent all their financial means, or was already supported
by a poor-relief organization. These declarations can be found in many different
forms; most commonly, they were recorded in admission requests, where people
specified that they were unable to pay for the admission of their loved ones. The
admission request made by the widow Jannetje Kelderman is a case in point. Jannetje
classified herself as being in indigent circumstances because her daughter Jannetje
Kieviet had been admitted to the asylum about a year ago: she had only been able to
pay for her upkeep because friends and family had helped her out. Now they refused
to help her with the payment for another year and, since her daughter had not
improved, she asked the burgomasters of Amsterdam to allow a prolongation of the
confinement pro deo. To underscore her miserable state, several neighbours testified
and confirmed her story.196 The fact that pro deo requests were made or that the
different poor-relief organizations and religious communities were frequently
involved in discussions about the payment for care, shows that a significant amount
of people in this study belonged to the lower echelons of society. It is also noteworthy
to add that people were very rarely labelled as poor in the notarial documents;
however, in the other sources used, this percentage is much higher.
The sources also provide details about the actual amounts that were paid for
admittance to an institution or treatment by a doctor or surgeon. These care and cure
fees could differ greatly, from just 30 guilders to thousands. The former was the
minimum amount that needed to be paid annually in the Utrecht asylum. Almost all
the asylums had a set minimum that needed to be paid for care, but not all were strict
in keeping to this demand. Most payment agreements for the institutions varied
between 80 to 200 guilders per year and sometimes a one-off fee of 30 to 50 guilders
was required as an entrance fee.197 In some cases, admission for life was arranged:
for those admissions, a sum between 1500 and 2500 guilders was paid, sometimes
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supplemented by the inheritance of a caregiver or the person admitted. The fees, even
though they varied, could not be afforded by everyone.198 For the private sector, less
information was available about the amounts of money that were paid for care. In
five doctor contracts from the Amsterdam notarial archive, amounts between 150
and 300 guilders were listed for the services of physician Joseph Celle.199 These were
no small amounts: this indicates to us that his clientele hailed from the middle and
higher classes. In the notarial documents, some amounts paid for or intended for the
future care of a mad family member were mentioned, but these also vary greatly:
from 1400 guilders (paid for care for life) to 70 guilders paid annually.200
The mad in this research represented all social layers of society, with the
exception of the highest classes, who had their own means to facilitate private
options of care and do not (or rarely) appear in the sources. 201 As mentioned earlier
in the chapter, these findings do not completely resonate with similar research into
the patients of Monro and Napier: due to the use of institutional records, the lower
strata could have been overrepresented in this research. The notarial documents and
admission requests researched in this thesis were predominantly drawn up by the
lower and middle classes of the urban population and, therefore, these people are the
most prominent.
Describing the mad: terminology and behaviour
The way in which madness was described in early modern sources is telling for how
contemporaries understood, explained and regarded madness and the mad. The
following section examines in more detail the terminology used by families, friends,
neighbours, governments and others in the social network to describe the mad and
their behaviour.

Economic historian Jan Luiten van Zanden established in his book, Arbeid tĳdens het
handelskapitalisme. Opkomst en neergang van de Hollandse economie 1350-1850 (Bergen 1991) 137,
that the average daily wage of a day labourer in the period between 1644-1780 fluctuated between 10
and 12 stiver. However in the book, Nederland 1500-1815. De eerste ronde van modern economische
groei (Amsterdam 1995) 202, written by J. de Vries and A. van der Woude, they estimate the average
day wage to be between 12 and 14 stivers.
199 SAA, 5075.X Archief Notarissen, inv. nr. 10700, 210 (23 December 1739), inv. nr. 107002, 228 (
22 June 1740), inv. nr. 10702, 314 (19 August 1740), inv. nr. 10702, 372 (19 September 1740) and inv.
nr. 10703, 463 (17 November 1740).
200 For example: UA, 34-4 Notarissen in de stad Utrecht, inv. nr. U110a003, akte nr. 88 (20 February
1690) and inv. nr. U118a006, akte nr. 198 (16 October 1728).
201 We encounter the upper class more sporadically in the notarial archive, identifying them by their
names, the large amounts of money they offered for medical treatment, private care or confinement and
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Terminology
In general, the terminology used to describe the mad in the early modern Dutch
Republic is quite diverse and often seems rather random. A similar pattern has been
observed in other European countries.202 Often multiple terms were used in the same
document and regarding the same person. To bring more specific meaning to these
diverse terms remains a complicated matter, but some distinctions can be made. For
example, we can distinguish between terms used for the mad and for the simpleminded: the latter category was usually described as ‘innocent’, ‘simple’ or
‘foolish’.203 Less frequent terms such as ‘weak in the brain’, ‘childlike’ or ‘stupid’
were also utilized.204 For the mad, a much broader variety of terms was employed,
but most frequently the term ‘mad’ (krankzinnig) was used. Other commonly used
terms included: ‘not capable of using one’s reason’, ‘insane’, ‘without senses’ and
‘troubled in the brain or mind’.205 Some terminology was also directly related to
social behaviour such as ‘afflicted with evil madness’, ‘frenetic’, ‘maniacal’,
‘melancholic’, ‘raving’ and ‘furious’.206 It is noteworthy to add here that, from the
eighteenth century onwards, medical terms became more frequent. People described
someone (for example) as ‘suffering from a brain disease’, ‘having raging fevers’
and as a ‘hypochondriac’.207
If we look at the terminology, most telling is the specific vocabulary people
added before the actual term of madness was mentioned, such as: inflicted with,
suffering from, visited by, troubled with, attacked by, void of or hurt in. This
particular framing of madness shows how people thought about the origins of
madness. In particular, these constructions demonstrate that people thought that
madness was something that could befall you, either by an accident, misfortune or
by a divine power. Regarding the last concept, the sources do not reveal much about
belief in godly interference. The only two types of references that can be found are
the expression such as: ‘It has pleased the Lord to visit him with madness’ and ‘he
202
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will heal from this ordeal if it pleases the Lord’. This type of reasoning was
something also often seen when people talked about sickness in the early modern
period. Remarkable in this context is that possession as an explanation model for
madness was never mentioned. We do find a few cases in the Amsterdam notarial
archive, however, in which someone’s condition was described as a religious
delusion.208 According to Rab Houston: ‘Religion was not used as an omnibus
explanation nor as a universal indicator of mental problems during the seventeenth
or eighteenth centuries’.209 The sources for the Dutch cases seem to confirm
Houston’s thesis. Still, because religion was central to people’s daily lives in this
period, it did play a role in statements about mental conditions. It offered not only
one of the explanation but was also part of the cure to the medical and common
man.210
It is worth mentioning that the vocabulary used for the mad was not
particularly gendered and the same terms were employed to define both men and
women. The social position of someone could influence the diagnosis given but, in
general, contemporaries felt that the same mental infirmities could affect both men
and women of all ranks of society.211 Despite the fact that the terminology was so
varied and sometimes even simplistic, lay people were capable of making rather fine
distinctions between types of incapacity: these distinctions were also made when
they discussed the behaviour of the mad.212
Mad behaviour
People generally identified madness on the basis of particular behaviour. According
to Mary Lindemann: ‘Madness could be read in the face, in rolling unfocused eyes,
twisted features, vacant stares but also on the body more generally.’213 These types
of changes in the physical appearance of the mad, however, were rarely mentioned
in the Dutch sources. Even so, certain behavioural patterns were used when this
group was described. In the introduction of this chapter, I stated that acting out, not
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taking into consideration or understanding, the social, moral and cultural etiquettes
and behavioural norms were used as classifications for madness. As Rab Houston
has remarked, keeping within these conventions meant an awareness of the body,
respect for close family, proper behaviour in public places and knowing one’s place
in society.214 In the sources from the Dutch Republic, all these conventions (or, more
aptly, the lack thereof) can be found as indicators of mad behaviour. In the following
paragraphs, these behaviours and the differences between the descriptions given of
the mad and the simple-minded will be analysed.
A difference in behavioural pattern was an important line that marked the
distinction between the mad and simple-minded. English philosopher and physician
John Locke (1632-1704) once described the difference between ‘idiots’ and
‘madmen’ by pointing to their capacity to use reason. According to him, ‘idiots’ were
(to a degree) deprived of reason. The mad, by contrast, were able to use their reason
but used the wrong ideas and propositions to form them.215 In the Dutch sources, the
behaviour of the simple-minded generally did not cause immediate problems or
dangerous situations for society. Their behaviour was classified as childlike,
implying that they could not work or could only perform simple tasks and needed
supervision. Thus, they were not able to live without the help of others. A case in
point was the notarial testimony made about Abraham Jansz. who was an orphan,
placed in the orphanage in Rotterdam at the age of nine. In this testimony made on
the authority of the governors of the orphanage, multiple people declared ‘that they
had always known, because of the way he behaved, that Abraham was not right in
the head’.216 This became apparent when it was discovered that he was unable to
learn how to read and write; furthermore, since he was not capable of learning a
profession, he would never be able to provide for himself.217 This posed a problem
for the governors because Abraham had reached the age to leave the orphanage but
was not able to live independently. Significantly, this example also reveals that
simple-mindedness was frequently identified as something that was a congenital
malformation or something that happened to someone after an accident.
The mad, in contrary to the simple-minded, were typically associated with a
temporary loss of control, which occurred more suddenly or could befall someone.
This loss of control could result in aggressive behaviour, a (sudden) change of mood
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and the making of incomprehensible decisions. Usually madness caused great and
immediate problems for the person involved and his or her environment and the
behaviour patterns involved here were causing danger, disturbance and inability to
take care of oneself. Instigating dangerous situations was probably the most
frequently mentioned behaviour in the sources when describing the mad. In the
notarial testimony about Albert van Heerden, all these behavioural markers can be
found. At the request of Albert’s wife, Margareta van Udem, five neighbours and his
surgeon declared that Albert had been acting as a mad person for the last couple of
weeks and sometimes became enraged, cursing, threatening and insulting many of
his neighbours.218 Albert also chased his wife and children out of their home in the
middle of the night and caused such commotion on the street with his mad, violent
behaviour ‘that hundreds of people gathered in the streets and in front of his
house’.219 Finally, the neighbours stated that the situation had become so severe that
living in the same house or in proximity of Albert had become impossible, mainly
because he had threatened to kill and run a knife through his wife, children, and some
of the witnesses. Thus, the sudden change in behaviour, which then escalated and
caused danger and hindrance to many, typified the mad in this period.
What stands out in the sources is the frequent comment on the combination
of madness and the excessive use of alcohol. On 40 occasions, the consumption of
alcohol was mentioned in the sources concerning the mad: 25 of these cases concern
sources from Amsterdam. One such example is the notarial testimony made about
Wibe Cornelisz.. In this source, drawn up on request of his wife, five people stated
that Wibe had lost his sanity. Wibe had bought houses and ships without having the
money, consequently accruing a huge debt along the way. He was also a hazard in
handling fire and had become aggressive and verbally abusive. At the same time, he
also abused alcohol; for example, he had spent 170 guilders in one day on food and
brandy when he went on a trip with a prostitute.220 Significant in this regard is that a
clear distinction was always made between madness and alcohol abuse.221 That the
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two were nonetheless intimately connected and regularly went hand in hand and even
aggravated the behaviour of the mad was also affirmed in medical discourse about
alcohol use and addiction in the early modern period.222 This link between alcohol
and madness in the sources, therefore, does not seem odd. A telling example of this
is, when talking about the different types of madness, was that the famous
seventeenth-century physician Johan van Beverwijck (1594-1647), who described
drunkenness as a ‘maniacal fury without fever’.223
After having researched who the mad were and how they were classified,
the next section focuses on the voices of the mad in the sources. These rarely heard
voices reveal how the mad themselves thought about their condition, how they
handled themselves and sought care during this process.
Voices of madness
In 1985, Roy Porter made his call for a medical history from below, encouraging
colleagues to write a more patient-oriented history.224 Since then, many historians
have sought to recover the voices of these previously silent and marginalized groups
and have made great progress with this. Nevertheless, in a reflective article on this
call in 2016, Bacopoulos-Viau and Fauvel stated that ‘after thirty years the silence
of the mad still reigns.’225 The mad have proved to be a complex group to define and
an even harder group to extract stories from. Searching for their voices has therefore
been a strenuous task, both because of the limited availability of sources left by this
group and the nature of their condition. In this, they differ from the sufferers of
physical ailments because, due to their lack of reason, the insane often lost control
over themselves and their affairs and had little direct say about their treatment.226
Porter’s A social history of madness can still be seen as an unparalleled effort, in
which the thoughts and feelings of the mad were explored through their
autobiographical writings.227 This and other studies have given us a glimpse of the
substantial role patients could play during their own illness and in negotiating their
cure. The still relatively new field of oral history has, since the turn of the
millennium, made some progress in recording and analysing the voices of
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madness.228 In regards to the early modern period however, a lack of sources and
autobiographical writings has brought about a silence, one that scholars find tough
to breach. In the Netherlands, the sources have only been studied sporadically,
notably, the study by scholars of some correspondence, including that of Jan
Swammerdams (1637-1680) and Caspar Barlaeus (1584-1648), both who wrote
about their episodes of melancholy.229
In this section, the voices of the mad take centre stage. These voices shed
even more light on the people behind the label ‘mad’ and show how they reflected
on their condition and managed their treatment and life. By investigating these rare
individual statements, I aim to provide a broader insight into the motives and actions
of this (thus far) silent group of people. It should be noted that, because the number
of sources was so limited, the voices of these mad people are not entirely
representative and we have to tread tentatively in discussing them. Still, these
sources present remarkable new information and help to make the first attempt at
filling a major gap in Dutch historiography. The existence of such a gap is, according
to Porter, no surprise and partially to blame on notions of embarrassment and
diplomacy, which have undoubtedly played their part in silencing the mad.230 The
stigma on madness, as discussed previously, could thus have played a role in
suppressing these voices here just as the legal status of the mad played a significant
role in early modern society.231 To be declared non compos mentis and to be
overruled by others in decision-making was a serious matter – both then and now –
and resulted in limited access to the voices of the mad.
Proving yourself sane or insane
Most of the sources in which the voices of the mad appeared were drawn up either
to prove sanity or insanity and the need for help. Proving your sanity was directly
linked to being in control and able to decide for yourself. As Porter describes in his
book, Madmen: ‘For people judged insane but trying to prove their sanity, the very
act of putting pen to paper, ‘composing’ a testament, was clearly significant in itself
– evidence surely of “composure”.’232 This can also be seen in the Dutch sources;
for example, in the elaborate notarial testimony made at the request of Cornelia
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Grave.233 In this source, she claimed to be completely sane, after her mother had
lured her to Rotterdam under false pretences and intended to have her admitted in an
institution for the mad. With this testimony, Cornelia tried to prove that the claim of
insanity was completely irrational: she had several family members and household
employees supporting her, stating that she was – and had been – sound of mind,
reason, memory and of indisputable comportment. Moreover, she wrote that she
upheld her good name and had always acted responsibly, which was now placed into
disrepute by her mother’s claim. The case of Cornelia shows that false accusations
could be harmful for the accused and needed to be countered. In another notarial
testimony, made on the initiative of Leonart Leonartz. van Ceulen, we see that,
although the reasons for drawing up a testimony to claim sanity can be similar, the
circumstances could vary.234 In his testimony, it was made clear that Leonart had
been mad for a couple of years but had recently been cured. One of the witnesses
stated that Leonart had come under his care and supervision during his fit of madness
three years ago, but that he had completely recovered and was again able to use his
reason and was therefore discharged in June 1673. The need to prove his total
recovery and the frankness Leonart displayed about his period of madness raises
questions about the perceived stigma on madness and the specific use of this
document in this light. Even though the circumstances of both cases were different,
drawing up these documents was apparently carried out from the necessity to prove
the person in question was able to use their reason, to administer their own affairs
and, simultaneously, to protect his or her good name.
Claiming sanity and putting pen to paper sometimes led to the opposite of
the intended result. Incoherent writing, for instance, could elicit a stronger conviction
of someone’s insanity. In the last years of his life, the former Amsterdam
burgomaster Coenraad van Beuningen (1622-1693), who had become mad, wrote
several letters filled with religious prophecies and ravings.235 These letters were so
full of incomprehensible ideas that they proved to many that he had (now) definitely
lost his mind. Whether this was also the case for lawyer Johan Herll is also a question
in point. Herll wrote several letters to the court to prove his sanity and demanded
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release from the Utrecht asylum on 23 April 1666. Johan was incarcerated on the
authority of his brothers Thomas and Arnold Herll, who had purchased him a place
for life in the Utrecht asylum for the amount of 1500 guilders.236 This action initiated
a series of letters of objection from Johan, which have been kept in the Utrecht
archive.237 In these letters, he protested against his incarceration and simultaneously
questioned his brothers’ motives. That his brothers were scared of his writing
abilities became clear from a letter written by one of them saying that Johan had
always been able to express himself well through writing but that his madness
presented itself in other ways.238 With his letters, Johan managed to force the
governors of the asylum to justify themselves regarding his admission in front of the
court and town council.239 The burgomasters judged that Johan was ‘harmed by this
incarceration because they could not see any signs of madness in him’.240 This ruling
resulted in a bureaucratic discussion about who was responsible for the authorization
of this incarceration. Eventually, the story did not end well for Johan: after his escape
from the Utrecht asylum by climbing the wall, he vanished only to be found two days
later, murdered in Zuilichem.241
Although rare, cases can be found in the archives where people wanted to
prove they were insane or claimed a moment of temporary insanity. This latter claim
can be found in two revocations from the notarial archives. The first comes from
Anna Bosschaers, who revoked an accusation she had made before the judicial
authority in Rosmalen. In this document, she accused her nephew, his wife and
children of doing her wrong and keeping her in Rosmalen against her will. Yet, in
the revocation, Anna stated that she had been without reason and affected in her
senses at the time the accusation was drawn up and that they had only acted out of
love and in her best interest.242 In the second revocation, Johan Pieter Geraeds
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declared that ‘he had been physically unhealthy and unsound of mind for a while
now’.243 He continued by stating that he wanted to revoke his promise of marriage
to Petronella Muyckens that he had made during his indisposition. A couple of days
before this notarial document was drawn up on January 11 1706, he had spent a night
with Petronella; but, due to his mental indisposition and the large intake of alcohol,
he could not remember signing the marriage agreement. Now having come to his
senses again, he let the notary draw up this revocation.244 The judicial system dictated
that official documents could only be signed by people who were sound of mind and
lack of this sense of reason was cited by Anna and Pieter in both revocations. Both
felt that their statements or agreements were not made with their full consent. It
seems difficult to determine, however, whether these were really events in which the
persons in question had become mad or just regretted a decision. Nevertheless, the
fact that they made the statement about their mental health does say something about
how these claims were used.
In court cases from the Courts of Utrecht and Holland, this compos mentis
question became an even bigger issue and could mean the difference between life or
death. Claiming temporary insanity could, in these cases, help the accused in
reducing his/her sentence, but it could also backfire if deceit was discovered.245 In a
court case of Klaas van der Berg, accused of the murder of his ten-year-old neighbour
Mietje, the big question was: did Klaas cut Mietje’s throat during an episode of
madness or not?246 This question was of great importance because a guilty verdict
would mean a death sentence for Klaas. To answer this question, the Court of Utrecht
had multiple people testify and they also interrogated Klaas. During several
interrogations, Klaas declared that he had no recollection of the murder and did not
know whether he had committed the crime. However, because other people said he
did, it must have been so. Asking for mercy he described himself as ‘a sad person
who was man one day but mad the following’.247 When asked about the day of the
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murder, he recollected that he had drunken Dutch gin (jenever) in the morning, which
caused him to be unsound of mind. Eventually the court ruled that it was proved that
Klaas had been mad for a significant time and had committed the murder during this
mental state; so, he was non compos mentis at the time. They sentenced him to
imprisonment for life, paid for by himself, so that he would never be able to hurt
anyone ever again.
The final form in which the claim of insanity was made by people was when
they wanted to get help from the authorities. This call for help can be found in three
notarial attests from Amsterdam made on the initiative of the person in question. In
these attests, the neighbours of two women and one man declared that all three
suffered from a loss of their reason and senses, were poor and physically and
mentally unable to provide for themselves and for these reasons were in dire need of
help.248 Most noticeable in these three attests was that the initiative was made by the
persons suffering from madness, which at the same time might make us doubt the
severity of their condition: they were, after all, still able to have a notarial testimony
drawn up. Besides this, it is also striking that the stories were framed in the same
way. In all three cases, madness had befallen on them, which deteriorated their
standard of life and this miserable situation would definitely result in disaster if
nothing was done.249 Making this a larger social issue and framing the attests as a
cry for help was therefore key and showed how the urban poor, struggling with
madness, could use their agency to get help from the government or welfare
organizations.250
Self-determination
To prove yourself sane or insane was one form in which the voices of the mad
showed true. But, from the eighteenth century, several documents uncover a new
concept; namely, the actions of the mad to manage their own illness. This selfdetermination has been identified as a modern trend encouraging self-development
of patients suffering from mental illness.251 But, the four cases uncovered in this
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research revealed that this was a concept that came into force much earlier. In
reviewing the four cases, I will show that in the Dutch Republic in the eighteenth
century these people were using their agency to control and manage their illness
process.
The four cases can be divided in two categories; admissions requests for
oneself and the organization of future care in the case of loss of sanity. For the first,
two examples can be given, one from the Rotterdam asylum archive and one from
the Amsterdam notarial archive. In the case from Rotterdam, Lijsbet Lievens, who
was a widow and wardeness of the orphanage in Rotterdam, made an admission
request for herself.252 In this request she wrote that ‘she was struck by such an
extreme feeling of dejection that she feared and worried she would fall into some
sort of accident’.253 In order to prevent such unfortunate events she requested to be
admitted into the asylum until she had recovered from her sombre and depressed
thoughts. The fact that someone wanted to be helped by the government was not
new. It was, however, remarkable that in this case, Lijsbet pleaded for herself without
any extra witnesses. She talked about her own condition, her fears and what she saw
as the solution. These reflections were very rare and also limited in form, but they
do tell us something about the experience of madness by Lijsbet. Identifying her state
of mind as disturbing and dangerous for herself and others could be interpreted as
self-reflection and her action accordingly as self-determination.
The second example involved Ameldonk van der Voorst, who terrorized his
family and the household staff during his fits of madness. The notarial testimony was
drawn up on the request of his wife and eight (ex)household employees made
declarations about the extreme behaviour of Ameldonk.254 They described him as
being possessed with extreme thoughts for several years, which went hand in hand
with a malicious temper. This resulted in his household being in a constant state of
alertness for his possible violent outbursts. In these outbursts, he considered himself
a prophet who lived amongst devils and threatened that he would sacrifice his wife,
children and household employees. He often drank too much during these outbursts,
making him completely delirious. To keep safe during these episodes, everybody
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locked themselves in their rooms out of fear for abuse. They also feared great
disasters, which were bound to happen if Ameldonk was not quickly locked up
somewhere. The testimony described an extreme situation in this household, but
most striking were the final sentences of the document. In this part it became
apparent that Ameldonk had certain moments of lucidity in which he had stated:
‘That his family should not hope for improvement of his condition, because he would
only deteriorate. He realised that this would only result in even greater discomfort
for his household and left last Tuesday to Delft where he had himself committed to
the house of correction.’255 That Ameldonk took the responsibility for his condition
during a lucid period and had himself incarcerated in Delft again showed that, even
in madness, people used their agency and self-determination to handle their
condition. Because both Lijsbet and Ameldonk had themselves admitted, it evokes
questions about the role and image these institutions had, which is further discussed
in chapter four.256
The second category shows a different phenomenon; namely, people taking
preventative measures in the case of becoming mad. Both cases were notarial
procurations found in the notarial archive of Utrecht and resemble each other on
multiple levels. In 1723, Maria Langle (an elderly woman) authorized Alexander
Carel Phillips van Wachendorff to take care of her and organize her affairs in the
event that she lost her memory or senses. She explicitly stated that, if this should
happen, Wachendorff needed to ensure that ‘her friends or others would not remove
her from the city but that she would reside in her current house during the ordeal.’ 257
In the other procuration from 1764, Jacoba van Henghel, an old spinster who was
sickly of body but completely sane, stated that she had been limited in her senses
some time ago. During that period, however, she was so affected by it that she was
in no condition to administer and govern her goods or herself. In the event that the
condition returned, she wanted to prevent interference from random people regarding
wardship over her goods or herself. So, Jacoba appointed her two sisters Aletta and
Clasina as wardens. Together, they were responsible for Jacoba’s care and
administering her affairs and goods. In return, they would receive revenue from all
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Original: ‘Dat zij niet hoefden te denken dat hij beter zou worden maar alleen maar erger en dat hij
ook beseft heeft van het zware ongemak hij op zijn huisgezin heeft en dat hij afgelopen dinsdag naar
Delft is vertrokken om zich daar in het beterhuis te besteden.’
256 See also: Chapter four, 108-122.
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Maria’s assets and properties. In addition to this, she also appointed them
testamentary executors in case of her death.258
An in-depth analysis of these two cases reveals two important points. First
of all, both procurations were made by elderly single women who possessed a certain
amount of wealth. In the second example, this wealth is detailed, as Jacoba listed all
her assets and properties.259 Maria did not explicitly mention assets but she did stress
the housing issue, implying that it held some value. Furthermore, because there were
no official male legal representatives (such as a father or husband) in the event they
became mad, these women might have felt more urgency than others to arrange this
care.260 The second pertinent point is the fact that these women put their wishes in
writing in the event that they lost their senses. For Jacoba, it had been clear that she
had already struggled with madness before but, in Maria’s case, this is not clear,
which keeps us wondering about her background story. Their fear about the future if
they lost their senses motivated these women to have these procurations drawn up.261
Speculating on this further, it might also be that Jacoba and Maria had come across
other people who, as Maria described it, had ‘lost their memory’. Witnessing the
consequences of this may have motivated them to act for themselves. Thus, taking
one’s life in one’s own hands and managing how those around them should act,
seemed to be an ultimate act of self-determination for these women.
Notwithstanding the fact that there were only four cases regarding selfdetermination, this element remains important in regards to integrating the voices
and actions of the mad into the greater story about madness. Simultaneously, the
cases mentioned above prompt many questions, which these limited sources cannot
answer. Despite these limitations, what these individual statements do show is that
agency of the mad should not be overlooked and that, from the eighteenth century
onwards, the mad in the Dutch Republic were not only aware of this agency, they
were using it.
Conclusion
This chapter focused on the question of who the mad were and explored how they
were described and what type of agency they had in early modern Amsterdam,
Rotterdam and Utrecht. Specifying who the mad were, however, remains a
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complicated question to answer. Nonetheless, general remarks can be made about
the representation of this group in the sources. The prominent image arising from the
sources is that the mad population in all cities consisted of an equally distributed
group of men and women. Most of these were aged in their early adulthood and
stemmed from the middle and lower echelons of the society. The majority of the mad
originated from the cities researched; but, the sources also reveal that certain
migratory trends of the early modern period in that surrounding areas were
represented in the group. By combining the information from a large group of
sources, we are thus able to sketch an image of the demographics of this much
understudied group. Significantly, this chapter has also shown that, compared with
demographic statistics from other countries – derived mostly from either the patient
list of one specific physician or one asylum – it is precisely this combination of
different sources that results in a more comprehensive image.
This chapter also explored the terminology and behaviour used to describe
this group of people by their contemporaries, who did make distinctions between the
mad and simple-minded. To indicate either madness and simple-mindedness,
multiple terms were used – seemingly interchangeably – making it hard to
differentiate between a specific term and the related behaviour. It was possible,
however, to discern certain patterns regarding terminology; namely, that deviating
from the norm in behaviour were indications often used to determine madness. One
important difference established between the two categories in the sources was that
simple-mindedness referred to people who were without reason and therefore unable
(either now or in the future) to take proper care of themselves. The mad, on the other
hand, were seen as having temporarily lost control over their reason and
consequently acted out, mostly in a dangerous manner (either physically or morally)
for themselves or others. This clear delineation between the two groups fits with the
general image in the historiography; by focusing on this practical definition of
madness and using this definition in selecting the sources, a more thorough idea can
be formed about this group and behavioural norms in urban society.
This study is thus the first in historiography to have concentrated on the
voices of the mad in the Netherlands during the early modern period. In doing so,
this research has shown that this group definitely had some type of agency . The
sources demonstrate that the mad used their agency to reflect on their own condition
and acted accordingly. What stands out in these documents is that most declarations
were made by the mad during periods of lucidity (or assumed lucidity) – as we saw
in the admission requests made on the initiative of three Amsterdam residents. This
may seem an odd observation; however, putting pen to paper while suffering
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extremities of madness was something that remains rare, especially for this period.
Still, this small corpus illuminates the voices and actions of the people in question:
they clearly exhibited agency and had a central role in the process of dealing with
their affliction. The mad, therefore, frequently utilized this agency when they needed
help or recognition by the government or judicial system, whether that be an
approval for incarceration, release from an institution, for financial help or simply to
gain and maintain legal authority.
In the following chapter, the analytical focus is directed towards the private
care for the mad and the voices of the family and social network. Exploring how care
was arranged within society, who were involved and which types of care were
available will further help to understand how the daily reality of the mad and their
caregivers was shaped in the cities.
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CHAPTER THREE
INTERVENING WITH MADNESS
Private care: community of care and treatment options

‘Madness is the most solitary of afflictions to the people who experience it; but the
most social of maladies to those who observe its effects.’262 This quote from Michael
MacDonald reflects the enormous impact madness has on the family, friends and
neighbours of a person afflicted. This is still true today, but was most certainly also
true for the family members of a certain Jannetje Anseaux living in Amsterdam in
1701.263 Jannetje’s husband, brothers and children declared in a notarial testimony
that, to their great grief and deep sadness, Jannetje had been afflicted with a gloomy
personality and an illness of the brain after giving birth four years earlier. Ever since,
she had had a terrible temper, did not want to talk to anybody, locked herself in her
home, suffered from various delusions, abused her husband and prevented him from
doing his work. The abuse and obstruction affected his breadwinning abilities,
causing great harm to the whole family.264 This testimony is significant in that it
reveals the voices of the caregivers who dealt with and cared for Jannetje during her
episode of madness. But, equally important, it also shows that the document was
drawn up to both address the problems caused by Jannetje’s behaviour and to explain
how this affected the daily living situation of her caregivers. The caregiver’s voice
can therefore help to understand how the mad were cared for outside the institution
and the impact their behaviour had on the people close to them.
In the early modern period, madness was primarily dealt with in a private
setting. Care in the community existed long before the establishment of institutions
for the mad; in addition, these institutions also had a limited capacity – only being
able to provide care for the worst and most dire cases. Private care was thus the rule
and institutional care the exception. Despite its prevalence, this important intricate
system of private care has been and remains an understudied area of the history of
madness. In their edited volume, Outside the walls of the asylum, Peter Bartlett and
David Wright have argued that three factors have contributed to this neglect: firstly,
that for a long time, practicing physicians dominated the historiography; secondly,
that the focus of researchers has been on the institutional and anti-institutional
discourse; and thirdly, the fact that sources laying bare this phenomenon were hard
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to find.265 In the Netherlands, little to no research has been done into this type of care
in the early modern period.266 What we do know about private care in the early
modern care system in the Dutch Republic can be derived from research that has
focused on physical, and not mental, illnesses. Despite this lack of research, edited
volumes on the task of healing and care and cure in the early modern period have
shown the importance of care within the domestic environment.267 Indeed, historians
have agreed that sickness and dying were social occurrences in this period that
directly and intimately involved family and the social network.268 These conclusions
have consequently triggered the thought that this type of care and social involvement
must also have been essential in dealing with madness. Yet, mainly because madness
was associated with stigma and thus mostly considered a more private matter,
researchers assumed that sources revealing this phenomenon were not available.
Nevertheless, by reading between the lines and using multiple source types, the
world of private – extramural care – for the insane does disclose itself.
By reaching beyond the narrative of the institutional story alone and further,
by integrating the institutional story with that of the extramural, this thesis offers
insight into the daily reality of this type of care in three Dutch cities in the early
modern period. The aim of this chapter is, therefore, to show how private care for
the mad was organized. Firstly, I examine the groups that were involved and what
their role was in this involvement. Secondly, the chapter explores the different care
and cure options that were available to the early modern inhabitants of Amsterdam,
Utrecht and Rotterdam. Finally, the chapter concludes with an analysis of the
development of madness from a private to a public problem: significantly,
identifying the circumstances that would eventuate into the request for admission
into an institution and expose the delicate balance between the behaviour of the mad
and the coping skills of the caregivers.
Community of care
In early modern cities, the sense of community and its involvement with problems
such as poor relief, sickness and death was high. In the case of private care for the
mad, the support was organized within a broad community of care, in which different
people participated and multiple care options existed. The term ‘community of care’
Bartlett and Wright, ‘Community and its antecedents’, 1-19, p. 2-3.
For the modern period, there is more research into this phenomenon. For example:
Vijselaar, ‘In and out’, 277-294.
267 For example: Marland and Pelling (eds), The task of healing and Gijswijt-Hofstra (ed.), Op zoek
naar genezing.
268 Dekker and Roodenburg, ‘Sickness, healing and death’, 69-82, p. 79.
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has been used in many different contexts but has generally indicated a type of care
that was organized in the community.269 In this research, the community of care will
be defined as the group of people who were involved with the care of the mad in
urban society and the different care options they provided. The people who were
involved with this system of private care can be found in the sources as both initiators
and witnesses testifying about a particular situation. This group consisted of family
members, friends, neighbours, employees, tenants and even professional carers
(either paid or unpaid). Considering the fact that these groups were, in most cases,
typically the ones who were directly affected by the behaviour of the mad (and had
to deal with it as a result), this was not surprising.
Everybody in the community of care played their own part. It is important
to stress that they also had their own intentions and goals when putting their voices
to paper. Because people had different goals in mind when they drew up or testified
in the sources, it is essential to take this into consideration when analysing the stories.
To increase our understanding of this extensive caregiving community, the main
objective of the first part of this chapter is to analyse who belonged to this group,
why they got involved, and how.
Family care270
Madness was mostly dealt with in a family setting (at home). This was not
remarkable, given that the family was the primary social unit for people to fall back
on in times of need. As economic, social and emotional units, families were an
essential part of the social fabric of the early modern city.271 Yet, who was considered
family and which family members were involved in the care of the mad? Over the
last few decades, different ideas about what the term ‘family’ entailed in the early
modern period have been discussed.272 Terminology such as the nuclear family, the
extended family and the household unit have all been used to indicate the different
compositions of a family. To begin, the nuclear family, consisting of a (married)
couple and their dependent children, was – and still is – regarded as the basic social
unit. This concept differs from the extended family, which includes (aside from the
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nuclear family) other relatives such as aunts, uncles, grandparents and cousins. This
differs again from the idea of a household unit, which refers to a house (residence)
and its occupants, who may or may not be related to each other by blood or marriage.
For instance, a household unit might encompass a merchant, his family and their
employees (servants, workers etc.). To bring together the different definitions of
family and also to connect them to the practice in which they were used in this period,
Naomi Tadmor has coined the term, ‘household-family’. This household-family
consists of the head of the household and all his dependents, thereby including both
family members and household staff in the unit.273 Tadmor adopted this term to
explain the custom of extending familial care to those who lived under one roof in
this period.
Although multiple definitions can be used, for the purposes of this study,
primary care was mostly in the hands of the nuclear family: usually parents and
spouses. However, a broader range of relatives can also be found in the sources such
as: children, siblings, aunts, uncles, cousins, nieces and nephews. These sources
indicate the involvement of the extended family in the caregiving process. Although
Tadmor’s concept of the household-family is certainly applicable, it will not be used
to define family in this thesis. Rather, this group would be better classified as part of
the larger social network for two reasons: first, because they did not have the same
legal agency as family members; and second, because they fulfilled a different role
in the care of the mad. As the following paragraphs will reveal, sources show that
there were important differences between the nuclear family and the extended
family, with the former playing a more active role and being more closely involved
than the latter.274
Parents and spouses
Parents and spouses were the family members who were primarily concerned with
the care of the mad: around 40 per cent of the notarial documents were drawn up on
their initiative. As key players in the nuclear family, it does not seem odd that parents
took this initiative. Children were the legal responsibility of their parents and as long
as they lived in their household, these parents functioned as the main caregivers.
Providing for children until they were deemed sufficiently responsible to attend to
their own affairs and earn their own living was normal. Consequently, parents
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remained important because children with mental problems either never reached this
state of independence or fell back into incapacity during an episode of madness. 275
However, parental responsibility did have its limits. Akihito Suzuki has stated that,
even though parents cared for their mad offspring, they rarely helped lunatic children
who had gotten married.276 Suzuki’s conclusions would suggest that, when children
left their parental house to marry, they distanced themselves from their original
nuclear family and started a new one with their spouse. Hence, one nuclear family
precluded the other. By marrying, these children (in a way) also proved their
independence ‘enough’ to warrant parental distance.
Of course, the bond of marriage was strong in the early modern period,
which explains why the engagement between man and wife was of great importance
when we look at the care for the mad.277 It should be noted that the Dutch sources
also contain combined statements from parents and spouses together, meaning that
the rigid division suggested by Suzuki does not fully apply here. Instead, both parents
and spouses were involved in the day-to-day care for the mad and their voices were
the most prominent ones in the sources. They typically acted as initiators of the
notary documents, consequently showing their agency and revealing stories about
their private lives, struggles and home care.
The importance of parents in caring for the mad becomes particularly clear
in the extensive corpus of notarial wills, as these documents include specific
regulations to ensure that mad offspring would remain cared for after their parents’
death. For instance, in her testament from 1603, Jannetje Jacobsdr. appointed two
testamentary executors who needed to guarantee that all her beneficiaries (her
children) received 92 guilders each and that all her other possessions would be sold
and invested in annuities to support her simple-minded son Jacob until his death.278
Another will reveals that Heijndrick Evertsz. even arranged for his ‘innocent’
daughter Geertgen Heijndricks to be cared for by her cousin for a certain sum – still
to be agreed on.279 These two examples do not necessarily signify, however, that
family care was present in every family or available to everyone.
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In the sources, we find not only migrants who lacked the support of their
family, but also ‘locals’, such as the Amsterdam-born and raised, Selena Arnouts,
who could not count on her family network.280 In Selena’s case, the testimony drawn
up by her neighbours narrated that a couple of months after Selena’s mother had
died, her father left Amsterdam, leaving her alone and penniless. According to the
testimony, she was a ‘simple-minded young woman’ who was unable to take care of
herself, wandered the neighbourhood like a (stereotypical) town lunatic, and slept in
improper places such as lavatories and doghouses.281 She quickly became a victim
of mockery and abuse: ‘Almost on a daily basis her clothes were ripped from her
“full-grown woman’s body” by local boys and rabble, causing great turmoil in the
neighbourhood’.282 The testimony was made pro deo, which meant that these
neighbours collaborated as a community to arrange shelter in a government
institution for Selena, paid for by the government, thus showing the involvement of
a broader social network. It is unclear as to whether this initiative was taken out of
compassion for Selena or because they wanted to take her off the streets and end the
upheaval in their neighbourhood. Nevertheless, this example shows the crucial role
parents and spouses played in looking after the mad; for Selena, their absence clearly
had a detrimental effect. Selena’s case also tells us about importance of focusing on
the larger social network, which will be discussed later in this section.
What is remarkable in the sources made by both parents and spouses was the
significant time people invested in managing the madness of their child or partner
privately, before undertaking other steps. A case in point was an admission request
made for Jacob Buijs.283 In this request, Jacob’s parents, Barend Buijs and Louisa
Pfeiffer, declared that their 20-year-old son had become troubled in his brain four
years after a severe illness. In the past years, ‘they had, as far as their limited
economic means allowed this, invested their money in order to cure Jacob but
without any results so far.’284 During the four years of Jacob’s ailment, he had also

280

See also: Chapter two, 52-53.
SAA, 5075 Archief Notarissen, inv. nr. 6050, 977 (5 February 1710).
Original: ‘Dat zij simpel en onnozel is.’
282 Ibidem.
Original: ‘Dat Selena dagelijks als een gek en mal mens langs de straat loopt en zo door de jongens als
andere kwaadaardige mensen werd geplaagd, getrokken en gesleurd met als gevolg dat dit dikwijls
uitmond tot een schandaal in de buurt.’
283 SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 955 Stukken over
opneming, staten van verplegingskosten en van eigendommen van verpleegden 1581-1792, Admission
request for Jacob Buijs (22 January 1789).
284 Ibidem.
Original: ‘Dat de supplianten voor zo verre hun gering vermogen heeft toegelaten hebben
281

84

become more aggressive and less manageable at home; subsequently, Barend and
Louisa had to ask for help more and more frequently. The duration of this situation
– four years – in which both Jacob’s condition and his parents’ ability to help
deteriorated, was not uncommon for this period. Nor was the statement Jacob’s
parents made about having employed all their economic means at their disposal
before finally asking for institutionalization.
The fact that spouses fulfilled the task of initiator of action in a substantial
number of the sources shows their commitment as main caregivers alongside the
parents. High spousal involvement was not uncommon at this time. Perhaps, this was
a consequence of a strong sense of marital responsibility or simply the intimacy that
came from the close proximity that marked all social relationships in this period.
That both husbands and wives played the same role in this process is noteworthy
because it says something about the relationship between the genders and their
authority. In this regard, research about the role of women in early modern Dutch
cities has often classified women as relatively independent and able to provide for
themselves.285 When it came to the care of their mad husband, the power and
responsibility of these women is clearly revealed by the sources: both in that they
were the main initiators of action and that they took over certain legal tasks from
their mad spouse. For example, there is the case of Maria Ben, wife of surgeon
Joannes Boshuijsen, who acted as the seller in a sale contract because her husband
was without his senses.286 Another example is the case of Maertien Cornelis van der
Knap, who negotiated with her neighbour about estate boundaries because her
husband had been admitted into the Rotterdam asylum. 287 One final instance that
reveals the extent to which women could take over traditional male roles is that of
lime vendor Aegje Simons. She gave permission to her daughter to marry Jan de
Marree because her husband (whose task this would normally be) had been mad for
several years.288
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Extended family
In his article on lunacy in seventeenth- and eighteenth-century England, Akihito
Suzuki commented that, ‘outside the immediate family, the help of kin was almost
non-existent.’289 The sources from Amsterdam, Rotterdam and Utrecht, offer a rather
different picture of family care and the involvement of the extended family. Even
though the extended family was less involved than either parents or spouses, other
family members do appear regularly in the sources. Siblings, aunts and uncles, even
children initiated the drawing up of documents, testified in them, and took on the
care for a mad family member. In the case of the notarial will of Johanna Jacoba
Ploos van Amstel, she had insisted that her inheritance was used to provide her mad
sister Isabella with ‘the proper care for a lady of her standing’.290 She also explicitly
stated that her sister could not be confined in one of the houses commonly used in
such cases, which implies that she wanted to make sure that her sister remained cared
for in a private setting.291 Another revealing case is the contract from 1702 between
Daniel Chabain, his wife and two their adult daughters on the one side and a certain
Marc Bellanger on the other. In this contract, the care of the hypochondriac and mad
Margaretha Chabain, who was Daniel’s sister and Marc’s wife, was arranged for the
duration of her life. Her brother and his family committed to care for Margaretha in
their household for a set amount of 35 soldis per week: all paid for by her husband.292
Other family members, such as nieces, nephews and cousins, were also
involved when they testified about the situations of the mad. Here, the difference
between initiating action and testifying in the sources provides us with a useful
distinction in the roles people played. In the case of extended family, their
involvement as initiators mostly occurred when the mad could no longer count on
the help of a parent or spouse. These cases usually included people who were single,
widowed, or when the parents passed away or were otherwise unable to care for
them. In these situations, the caretaking responsibilities shifted to the extended
family also as a result of the shifting of legal roles: being next of kin, they now
became the legally responsible parties. The role of testifier was different to that of
initiator, but no less significant. Indeed, the act of testifying was of great importance
because the voices of these witnesses reflect the gravity of the situation and added
weight to the document. Testifiers differed from initiators in the sense that they did
Suzuki, ‘Lunacy in seventeenth- and eighteenth-century England’, 450.
UA, 34-4 Notarissen in de stad Utrecht, inv. nr. U242a003, akte nr. 75 (2 March 1764).
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not initiate action but assisting the initiators in the process, thus having a different
agency.
Besides the family, a much larger group of people could get involved in the
care of the mad. The social network, consisting of neighbours, friends, employees,
tenants, employers and (professional) carers was also regularly involved in these
situations. Distinctions between initiator and testifier can in these cases also help to
categorize and distinguish the roles of the different people in the social network.
Social network
As already mentioned in the first chapter, the growing urban community was a place
in which people lived closely together and were therefore part of each other’s
lives.293 Such close proximity created a strong sense of community and, hence, the
nuisances caused by the mad were very much present in the public sphere.
Consequently, madness – just like illness and death – was also seen as both a private
and a social problem and the larger social network inevitably became involved. In
this regard, the social network functioned both as a system of social support and of
social control. More specifically, these groups assisted in a variety of situations but
they also dictated certain social and cultural conventions. Hence, this network
decided what types of behaviour were (and were not) acceptable in society and,
together with the family, formed a disciplinary network guarding these boundaries.
Within this social network, neighbours and friends were the two groups that
were most frequently represented in the sources in the roles of initiator and testifier.
This tells us that these social groups exercised a certain authority. Indeed, the
structure of early modern Dutch cities meant a strong neighbourhood connection
and, in many cases, also a strong social network. Both conditions were essential for
survival in this period; more importantly, these conditions also dictated the norms
and values of these cities. Interestingly, it is especially the neighbours who were
influential in this context. In her book, Civic duty, Manon van der Heijden has
stressed the vital role of neighbourhoods in civic matters. For example, in some
cities, neighbourhoods became formalized organizations with responsibilities such
as keeping the peace and acting as intermediary between urban government and
citizens. However, most of the help from this group was based on unofficial rules
and unwritten moral standards.294 In cities where there was no official structure,
neighbourhoods served on an informal level to regulate conflicts, preserve public
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order and deal with all kinds of irregular behaviour.295 Individual neighbours also
helped each other in cases of illness and financial disaster: Hilde van Wijnwaarden,
has even suggested that help from neighbours had more meaning than that of the
family in this period.296 In her study, Van Wijnwaarden has shown that neighbours
played both a significant part in providing primary support and in the judgement of
who was entitled to poor relief.297
How this dual role of ‘support and control’ was practised is illustrated by the
testimony made on the initiative of the neighbours of Amsterdam surgeon, Joannes
Rentmeester, dated 1704.298 They declared that, ever since the preceding winter,
Joannes had suffered from a saddening accident in his brain that had affected his
intellect and caused him to lose his mind and the ability to conduct his own affairs.
After the accident, he caused major disturbances to his neighbours, especially at
night because he ‘raged and yelled like a mad person, keeping the whole
neighbourhood awake’.299 He was also a threat to himself and had attempted suicide.
It became apparent that he was completely incapable of taking care of himself when,
on multiple occasions, his neighbours had found him in bed covered in his own urine
and faeces and had to clean him up and put him in dry clothes.300 This example
showed the duality of the role played by neighbours. Firstly, we see that Johannes’s
neighbours are genuinely concerned for his well-being and, as caregivers, the
neighbours exhibit support. Secondly, we also see the neighbours apply rules and
boundaries, wanting to put a stop to the nightly disturbances, which reflects concern
with their well-being: an explicit show of control.
When it comes to discussing the second social group – that of ‘friends’ –
using this term in the early modern context requires some explanation. The word
‘friend’ had many different meanings in the seventeenth and eighteenth centuries
and could therefore refer to multiple styles of relationships.301 In his research about
friendship and survival in the early modern period, Luuc Kooijmans has argued that
friendships were of key importance due to the way early modern society was
organized and how social cohesion was established.302 This conclusion suggests that
an overlap between the function of friend and neighbour existed and Kooijmans even
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went so far as to claim that both terms were used synonymously. The sources,
nonetheless, seem to show that the reality was more complex. 303 In the documents
researched for this study, the relation between people and the mad were described
rather precisely and the distinction between friends and neighbours was made
regularly. Typifying someone as friend or neighbour did mean different things;
neighbours could also be friends who lived in close proximity and friends could fulfil
the same role as neighbours but lived elsewhere. Just like neighbours and family
members, friends also took the initiative to have documents drawn up and thus could
have certain authority in the care for the mad.
Other groups that belonged to the community of care included employees
and tenants who, by living with the mad person or resided in the same house, had a
close involvement with the situation. These groups also acted regularly as witnesses
and are represented in the sources. However, unlike other groups mentioned above
(family members, neighbours and friends), these groups never took the initiative to
draw up a document. Speculating on why this was the case, it seems most plausible
that the dependent financial position of this group played a significant part in this
decision.
Other smaller, but influential groups in the social network were also found
in the sources. Medical professionals were also part of the community of care in that
they testified about the treatment they administered or gave their professional
opinion about someone’s condition. Once in a while, employers also pop up in the
sources, mostly to testify to the incapacity of someone to work for them. 304 In the
literature on dealing with the mad in England, parishes were also mentioned as active
agents in coping with the problem of lunacy. They were typified as part of a grey
area between domestic and institutional care: ‘Lunatics who could not be coped with
by a household did not automatically suffer institutionalization, and parishes often
played an important role in keeping lunatics out of institutions, by making use of
parish nurses and boarding people out.’305 Research into the organization of poor
relief in several Dutch cities has also indicated similar involvement by different
religious communities.306 However, the extent of their involvement remains hard to
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define from the sources as these communities mainly appear when payment was
needed for a mad person within their community and only in some cases, when they
provided other types of care such as boarding out.
Why were these parties involved?
People got involved in the care for the mad for multiple reasons and these reasons
were usually closely related. First and foremost, people cared for the mad not only
because they felt the responsibility to do so, but also because they had (in some way)
a social connection to the afflicted person. Again, it is pertinent here to distinguish
between people who were involved through the initiation of action or by testifying.
The former group undertook action to change or handle a situation. They did so, for
instance, because they could be held legally responsible for the actions of the mad –
as was true for parents and spouses. The latter group – the testifiers – were those who
took no action but were prepared to support those who did. They did so for various
motivations; but most often to help strengthen the weight of the documents by
emphasizing the severity of the situation.
People also got involved for more practical reasons: especially the disruptive
and dangerous situations caused by the behaviour of the mad was the primary
motivation behind involvement. As seen in the second chapter, the behaviour of the
mad could cause many social problems, particularly damage, not only to the
relatives’ reputation, but also the neighbourhood’s.307 People thus became
committed to keeping the mad safe and to guard the social and moral boundaries of
the urban environment. The prominent presence of all the caregivers can (to a large
extent) be explained by their personal interest in handling the situation, either
practical or emotional. Moreover, by addressing the behaviour and taking the proper
measures to help the mad, they were able to deal with this private and yet social
problem, by curbing any negative social consequences deriving from it.
The people who never initiated a document to be drawn up but only testified,
did so on the request of someone else who needed these statements to support a case.
This was often the situation when medical professionals or household staff and
tenants testified. The importance of their voices becomes clear when looking at the
testimonies given by a tenant and several household employees, a maid and two wetnurses in the notarial document concerning Rica de Souza Britto (first mentioned in
the preceding chapter).308309 Made on the request of Rica’s husband, the witnesses
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testified to her behaviour in the house. All stated that they were aware of Rica’s
situation because they lived or worked in her house. Rica was afflicted with a violent
form of ‘evil madness’ and her anger was mainly directed at her own husband and
children. Rica had, for instance, sworn to slit her husband’s throat, hit him over the
head with a stick, threatened to burn down the house and had delusions about the
devil who had taken possession of her body. The real breaking point however,
happened in the middle of the night when Rica had come out of her bed and banged
on the door of her husband’s room, screaming that she wanted to kill him. He did
not open his door and she left. In her rage, she went to the room shared by the maid,
the wet nurse and Rica’s children and threatened to do the same thing to them if they
did not open their door. When the maid opened the door, Rica called out to her: ‘Give
me a butcher’s knife, I will knock down his door and slit his throat with it’.310 After
the maid gave her the knife, she again tried to enter her husband’s chamber but, after
this proved unsuccessful, she eventually calmed down. Rica’s condition thus resulted
in a clearly unsafe situation in which everyone in the household feared for their lives.
The staff members and tenant all stated that it was no longer possible to live under
the same roof as Rica. The witnesses further emphasized this by stating that
precautions needed to be taken to prevent a great disaster.311 Undeniably, these
voices were instrumental in assisting the family to change a dangerous and
unsustainable situation. In this specific case, Rica’s husband took the initiative but
the testimonies from the tenant and his employees were crucial in the undertaking of
concrete actions.
How were the mad cared for?
How a mad individual was cared for and managed depended on many factors: to a
considerable extent, these were family factors. Decisions were made based on the
financial resources of the carers and those of the deranged person, the deranged
person’s age, marital status, domestic arrangement and the behaviour of the
individual: all factors which restricted the options available.312 Yet, as a rule, care
consisted of keeping the mad at home for many years. During this time, the family
tried to fit him or her into the ‘normal’ daily routine for as long as possible. The
sources tell many stories of people being kept at home during their fits of madness
310
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for longer periods of time that range from weeks to years. We also read about the
simple-minded being cared for by their parents for the duration of their whole life.
The testimonies that describe the struggles of families reveal that keeping the mad
at home was not always the best solution. In many cases, the situation gradually
escalated: madness became a serious social problem when the caregivers were no
longer able to handle the care charge within a domestic setting.
Since the documents were drawn up when care in the domestic context
failed, families that could boast successful home care do not (or to a limited extent)
have a voice in the sources. Consequently, the voices most often relate stories of
precarious situations and breaking points. Another difficulty of the limitations of the
sources was that they (in general) say little about day-to-day care and focus on the
moments of escalation. Only in a few cases can a glimpse be caught of the daily
interactions. To take one example, the testimony made about Willem van der Voort
on the request of his wife, Maria Ros, sheds some light on this. The witnesses
recounted the story of Willem in the period from September 1706 until January 1707
in which he was typified as ‘not completely in control of his senses, not behaving as
a human being who had his senses’.313 The witnesses, consisting of a friend, a tenant
and an employee, stated that Willem had been sitting in a chair shivering, drooling
and crying at everything anyone said to him. On another occasion, Willem was
sitting in the kitchen wanting to smoke his pipe but, because his pipe was empty, had
trouble lighting it. He then stuffed his pipe with lettuce and again tried to light it –
without success. The witnesses also declared that his simple-mindedness often
resulted in rage, cursing and threatening his children and wife. These half-comic,
half tragic glimpses into home care explicitly demonstrate the reality of such a
commitment: it was unpredictable, perilous and heartrending.
Even within the home, multiple options for care were available and the mad
who were kept within the private care system were not all cared for in the same
manner. Home care was the option most often used to begin with and for longer
periods of time, if the situation allowed for it. Other care options were then explored
if the behaviour of the mad person required more attentive supervision. In these
cases, the first step was usually supervision by a carer, either paid or unpaid. When
researching this option of extended home care, it was striking to see that many people
mentioned in the sources the assistance they had from others in guarding the mad in
their house. Extended home care could come from other family members,
313
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neighbours, friends or household staff. For example, in the notarial testimony from
Amsterdam made on the initiative of the blood friends (bloet vrienden) of Nicolaes
van Renselaer: these two men declared that they had been guarding Nicolaes in shifts
during his stay in his mother’s house on the Keizersgracht.314 During these shifts,
they noticed the condition Nicolaes was in, described as ‘without senses’ and
dangerous because he tried to escape the house on multiple occasions.315 People were
also paid for guarding the mad, as becomes clear in an admission request for the
correction house in Amsterdam. Here, the wine merchant Wouter van Tijsen
revealed that he had hired a man to constantly watch his mad wife, Maria Laurens.
Maria had lost her senses six weeks prior and displayed such behaviour – tearing
apart her clothes, attacking other people and making it impossible for him to earn a
normal living – that he was forced to hire paid help to keep her safe.316
Guarding the mad was not the only way people tried to keep the mad safe
within the home. Locking people up in their homes, or in a room, and constraining
them was also employed to manage the mad. In Rotterdam, Jacob Casteleijn asked
for permission to keep his son, Jan, in his home. Jan ‘had been visited by a major fit
of which medical professionals judged that this would worsen and lead to raging
madness. Because of his madness Jan needed to be locked up and his father asked
permission to, for as long as possible, first lock him up in his own home.’317 Locking
someone up or constraining them was used in the home as a last resort to keep people
from hurting themselves and others. What is striking about this story is that
permission was asked from the authorities before reverting to incarceration within
the home. Clearly, madness did not immediately allow infringement of one’s
personal rights of freedom. In fact, constraining and binding someone by the hands
and feet was a major step; in 1781, Marcus van Seventer explained why he felt he
was forced to physically constrain his daughter Marianna. Two witnesses testified
that Marianna had been robbed of her senses for a long time and that this caused
great rage and evilness to such an extent that Marcus had been obliged to bind her
314

The term blood friends (bloet vrienden) refers to relatives.
SAA, 5075 Archief notarissen, inv. nr. 3610, 293 (17 September 1670).
316 SAA, 5061 Archieven Schout en Schepenen, inv. nr. 1259 Register der door schepenen
geconfinieerden met de requesten 1686-1695, Admission request for Maria Laurens (26
November 1692).
317 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 178 Requesten met appointement inzake
opneming van krankzinnigen 1654-1712, Admission request for Jan Casteleijn (26 April 1706).
Original: ‘Is bezocht met een zwaar overval dat na het oordeel der doctoren Helvetuis en Spegt ende
chirurgijn Asbergen van tijd tot tijd erger werd tot een razende dolheid van dat hij met langer kan
werden bewaard maar dient te werden opgesloten dat hij suppliant eerst geerne zouden proberen in
zijn huis en dat niet kunne te boven komen ja een publiek huis.’
315

93

by hands and feet and keep her locked in the house to prevent hazards.318 The fact
that permission was sometimes requested (and granted) for the physical constraint
of the mad contradicts the image of random cruelty that has perpetuated notions
about handling of the mad in the early modern household for years.319 Indeed, these
measurements to ensure both the mad person’s safety and personal rights points to a
more nuanced understanding of madness.
Boarding out: non-medical, medical and private institutions
If keeping someone at home and providing care in that setting was no longer an
option, the mad were sometimes boarded out either to non-medical or medical carers.
In most cases, this care was provided within a household atmosphere, but there was
also the option of admission into private or semi-private institutions (houses of
correction).320 The type of care strategy chosen depended on several factors, such as
the behaviour of the mad and the resources of the main caregivers and the mad
themselves. The larger the financial resources, the better the chances that the care
for the insane remained in the household sphere. Providing lodging and care for the
mad was also regarded as an acceptable way of earning a living and a regular practice
for people. A good example of this can be seen when, in 1767, the city doctors from
Utrecht were evaluating the situation of the mad Grietje Boll and stated that ‘she
should not be admitted to the asylum, but was more an object that needed to be
boarded out with people who took in such simple subjects.’321
A noteworthy part of the history of boarding out of the mad in the Low
Countries can be traced to the Belgian city of Geel, whose own community of care
had evolved over a period of 700 years.322 Already in the thirteenth century, people
had come to Geel with their mad family members to implore the city’s patron saint,
Saint Dymphna, for assistance. Soon the increasing numbers of pilgrims who came
318
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to Geel could not be accommodated and people in the village and county began to
provide shelter. From the seventeenth century onwards, more and more people began
to be boarded out in these ‘boarding families’, which had gathered fame, providing
care and shelter to the mad.323 In the Dutch Republic, no such village existed but
people were transported to Geel from the Netherlands.324 The sources from
Amsterdam, Rotterdam and Utrecht do, however, provide a better understanding
about the widespread system of boarding out in this period, even though, they also
leave many questions unanswered. In most sources, the information about boarding
out was often limited to one sentence, which simply stated that someone had been
boarded out, making it more complicated to determine how this care was organized
than the fact that it happened. Sometimes, further details could be gleaned, such as
where the person had been boarded or to whom, but often these details themselves
lead to more questions than understanding. Even simple information about the
precise costs for this type of care and what the day-to-day life of a lodger looked like
remain hard to establish with only limited information.
Non-medical care
The history of boarding out of the mad reveals a story of both coincidence and
convenience. In the Utrecht archives, sources about private care were more extensive
than for the other two cities. This source material allows us to delve into non-medical
care of the mad, which consisted of boarding someone out with a private person.
This person then had the task of watching over and caring for the mad. In a notarial
testimony of 1783 about a certain Leendert Sonnenberg, a declaration was made by
Adrianus Nijpoort, who had taken Leendert as a boarder for the last year and a half.325
He stated (on the request of Leendert’s guardians) that Leendert had been unable to
use his senses for several years but, in the last six months, his condition has worsened
and he had become completely mad, displaying aggressive and dangerous behaviour.
Therefore, Adrianus deemed it necessary that Leendert would immediately be placed
under careful supervision and be detained. This example demonstrates that boarding
someone out could last for a long period (in this case, a year and a half), but also that
boarding out in the private setting was not necessarily suitable for the raving mad.
Church communities and the poor-relief organizations in the cities only
interfered sporadically and, as the sources indicate, mainly when payments had to be
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made for the care of the mad. Still, these religious communities occasionally became
involved with boarding people out in the homes of individuals, as the following
example demonstrates. In the admission request for Maria Jansen, made by the
regents of Utrecht’s Almoners’ Chamber (Aalmoezenierskamer), it was stated that
she was boarded out by the widow Mansvelt who lived at den Achterweg. Since
Maria’s behaviour deteriorated and she had become completely enraged, the widow
was compelled to bound her hands and feet. The regents decided it was no longer
possible to keep her in private care and requested admission into an asylum. 326
Several incidences can also be found in Rotterdam’s archives that show a preference
for non-medical private care. For instance, Catharina Vettekeuken – who had been
mad and incarcerated for three years in a house of correction (Kleyn Padua): her
uncle Cornelis Rees asked for Catharina’s discharge with the intention of boarding
her out to a good and capable home of a resident.327 This last case is of specific
interest to us because it not only demonstrates a preference for private care when
possible, but also that people could return to urban society after confinement in an
institution.328
It is important to state here that there seemed to be a difference between
boarding someone out and having someone locked up with a private person or in a
private institution. With boarding out, people were put under someone else’s care
and supervision, which did not mean that they were locked up. If it were deemed
necessary to confine someone, it would seem that special authorization was needed
by the town council.329 Whether this strict division was always kept in practice can
be called in question; yet, especially in the second half of the eighteenth century, the
burgomasters of Utrecht tried to enforce more supervision regarding practice of
incarceration by inspecting the institutions and implementing regulations.330 Again,
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this counters the image of an arbitrary system of care in which the mad could be
randomly locked up by family or legal guardians without any oversight or control on
this practice.
Medical care
Hiring a medical professional in the form of a physician, surgeon or ‘irregular healer’
to cure and care for the mad was also possible in the early modern Dutch Republic.331
These medical professionals usually took in the mad, which was not odd because
patients staying at the doctor’s house during treatment was common practice in this
period. In the sources, there was often mention of one or several cure options being
exercised but, unfortunately, none of the sources provide much information about
the precise way the treatment was administered and whether the treatment was
successful. What the different sources do show was that medical professionals were
part of the private ‘mad’ business and that the options for care and cure were much
more elaborate on the medical market than might be expected in this period.
A special find in this research was a group of five medical contracts from
the notarial archive of Amsterdam. These were made between the physician, Joseph
Celle, and the relatives of five mad people. 332 While analysing these contracts, all
from the 1740s, a few things stand out. First, all patients were categorized as
suffering from a brain disease and no details were given about how this manifested
itself. The most obvious explanation for this was that the contract was not perceived
as the proper place for noting this detail. Usually, before doctors entered into a
contract with patients, a consultation took place so the doctor could assess the patient
and decide whether he wanted to take this patient into his care.333 The actual contract
was a formalization of a positive outcome of this first consultation and was,
therefore, perhaps not the place to describe the affliction in detail. The contracts
further stated that Celle would treat, care for and keep the patient at his home during
the period of treatment. A second interesting feature of these contracts was the
payment. Payment arrangements varied, but often an amount of approximately 5
331
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guilders was paid weekly with an additional payment ranging from 160 to 300
guilders.334 The first half of this amount was paid on entering into the contract and
the second half after the patient was cured. These prices establish that Celle’s
clientele came from the more affluent classes because such amounts could not be
afforded by the lower or even middle classes. The third and most remarkable aspect
of these contracts was the agreement that, if the patient had been cured but during
his or her life would relapse, Doctor Celle was obliged to treat the patient once again
without receiving any additional payment. The fact that this relapse ‘danger’ was
calculated into the cost and the contract tells us something about ideas held
concerning the nature of these ‘brain diseases’.335
Not only physicians were involved in the care and cure of the mad: surgeons,
too, were found regularly in the sources. We see, for instance, in the judicial archive
of the Schout and Schepenen in Amsterdam, a request made by the guardians of the
mad Henricus Bott to transport him to Maarssen and have him board with and treated
by a local surgeon there ‘for his frenzied state’.336 The two most plausible
explanations as to why the guardians wanted to move Henricus to Maarssen could
be that that they either wanted to move him from sight to prevent stigma, or, the
expertise of this surgeon was renowned and sought after.
On the medical market, yet another group was involved; the irregular
healers. These ‘healers’ claimed to be specialized in taking care of and curing the
mad but were not officially trained and registered at the Collegium Medicum or
surgeons’ guild. This group is only rarely mentioned and just two examples were
found in the sources to confirm their existence. In a notarial document from 1639,
we discover that Nicolaas Agges, described as a ‘master of the mad’, was in the
business of curing the mad. For this purpose, he had built several ‘dark houses’ on
his property located on the Engelse Pad in Amsterdam, where the mad could be
held.337 In the rest of the testimony, a story about the baker, Wessel Wesselsz., was
Luiten van Zanden, ’De economie van Holland’, 566. He calculated that the average wage of a
labourer in Holland in the early modern period was between 250 to 300 guilders a year, thus not leaving
much scope for extra expenses.
335 SAA, 5075.X Archief Notarissen, inv. nr. 10700, 210 (23 December 1739).
Original: ‘hersen ziekte’.
336 SAA, 5061 Archieven van de Schout en Schepenen, inv. nr. 1259 Register der door
schepenen geconfinieerden met de requesten 1686 -1695, Request for Henricus Bott, p. 56 (5 April
1692).
Original: ‘Hendrick Bott is te Oude Maersen ten huisse van zekere chirurgijn omme aldaar enige
frenesie te werden gecureerd.’
337 SAA, 5075 Archief Notarissen, inv. nr. 706B, 59 (26 November 1639).
Original: ‘Meester van krankzinnigen’ and ‘Dat Nicolaes Agges curerende personen die
krankzinnig zijn waarvoor hij donkere huisjes heeft bij zijn huis op het Engelse Pad waar
334

98

told: he had become mad and was brought to Agges to be cured. Wesselsz. was
described as mad and aggressive and he was brought to Agges, his hands and feet
bound in shackles. Once he was placed in the little house, he remained chained to a
pole for the duration of a month.338 This example reveals much about the existence
of this type of ‘medical’ help and how it was arranged. Not only do we garner
information about the circumstances in which Wesselsz. was kept, but also the
location of these little houses, built outside of the original city walls. These points
are quite significant: cases of mad people being cared for outside the cities walls and
in this type of care can also be found in Utrecht and may also suggest that removing
someone from the urban centre was one form of harm prevention.339
The second example of the involvement of this group of healers was a source
in which an octroy was granted to Hendrik de Graaf by the provinces of Holland and
West Friesland so that he could sell his medicine to cure ‘people, who because of
illness, epilepsy, or angry imagination, were being touched in the senses in such a
way that they had lapse[d] into lunacy and madness’ in these regions.340 This
document specifically stated that he was neither a doctor nor a surgeon; nevertheless,
he was granted permission to sell his medicine anyway. He was also allowed to cure
the mad in his home in Beverwijk. What makes this document even more
extraordinary was that it also specified that he could lock the patients in his care in
his home for the purpose of cure – as long as the magistrates of the city or village
were informed and had complied with the incarceration. Again, the knowledge and
requisite agreement of government bodies in the confinement of patients contradicts
the horror image of random incarceration in the early modern period. The position
of irregular healers in the medical market in the Dutch Republic was a special one:
they were only allowed to practise with permission from the local authorities;
although, in many cases, they also knew how to get around these regulations.341

mensen kunnen logeren.’
338 Ibidem.
339 Another example of care outside the city walls: UA, 709-4 Archief van regenten van het
Krankzinnigengesticht, inv. nr. 2522-1 Resolutiën van de broeders van het Dolhuis (sedert 1820
huismeesters en regenten) 1593-1737, Transfer of Anna Gouslijn (17 January 1647).
340 SAA, 27-1 Archief van het Collegium Medicum, inv. nr. 65, Akte van octrooi door de Staten van
Holland en West-Friesland verleend aan Hendrik de Graaf voor de behandeling van zwakzinnigen,
1722.
Original: ‘Waardoor hij genas zodanige menschen die door siekte, toevallen, of quade
imaginatien of verbeeldingen in het verstand waren geraakt so dat dezelve in meijmeringe sinnelooshijt
ja selfs in dolligheijt waren vervallen.’
341 De Waardt, ‘Op de grens,’ 29-46, p. 30.
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Private confinement
Locking someone up in the private care system for the mad could either be done in
the household, by individuals or in private or semi-private institutions for the mad
(houses of correction). As noted in chapter one, two types of these institutions can
be distinguished: municipal houses of correction and private houses of correction.
The difference between the two is that the municipal houses were managed or rented
out by the city government and the private ones were privately owned.342 The private
madhouse business was rather significant in England and Scotland; in the
Netherlands, only patchy information about this type of practice can be uncovered.
The houses of correction in the three cities were monitored by either the
burgomasters (mayors), the vroedschap (city council) or the schepenen (aldermen)
and can best be described as semi-private institutions. Most information about these
institutions was found in the archive of Utrecht; unfortunately, the archives of the
house of correction in Amsterdam and Rotterdam yielded little information due to
the former’s lack of transmission of archival material and the latter’s integration with
the city’s asylum. The sources from Utrecht, which all dated to the eighteenth
century, were diverse; however, combining them with the limited information from
the other two cities does give insightful information about how these houses worked
and the clientele they catered for.
In Utrecht, not anyone could start up a house of correction or keep people
locked up. Special permission was necessary for this and regulations needed to be
obeyed by the wardens of such establishments.343 The sources from Utrecht disclose
that the city had multiple private institutions and the government took the initiative
to inspect these houses of corrections to ensure that all ran smoothly. As a result, the
sources contain information on the organization of the houses and who was allowed
to be admitted. In a 1749 visitation report on the institutions, it was specifically stated
that the houses were also meant for ‘people who missed the proper use of their senses
and reason and, as a result of this, were unable to govern themselves or were a danger
to the people around them’.344 In the same account, the aldermen made it very clear
that one of their greatest concerns was the fact that the houses were frequently used
342

See also: Chapter one, 38-40.
UA, 702-7 archief van het gerecht, inv. nr. 3279 Rapporten, besluiten, reglementen en verslagen
van visitatien betreffende de verbeterhuizen, het toezicht daarop en de
formaliteiten, nodig voor het plaatsen van personen daarin 1749-1767, Regulations for the warden of
the houses of correction with incarcerated in Utrecht (1771) and Regulations for the process of
admission (22 July 1775).
344 Ibidem, Report after visitation of the houses of correction (11 October 1749).
Original: ‘Dat persoonen, die ‘t gebruijk van hun verstand en reden missen en daar door of zig zelven
niet konnen erneren, of voor zig en hun mede mensch gevaarlijks zijn.’
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to lock people away for life. However, these houses were not designed for this
purpose.345 They therefore advised the city government to keep a stricter eye on this
misuse and to ensure the rights of those incarcerated, either via governmental or
private channels. These rights were, for example, the ability to write letters to family
or friends on a monthly basis and attend a religious service on Sunday (if they were
with reason).346
The visitation reports and extracts from the resolutions of the burgomasters
and vroedschap from Utrecht were insightful in obtaining a better sense of how life
in these houses was organized. For instance, in the visitation report of House
Rustwijck, made in 1749, we read of four women (incarcerated at the time)
complaining about some mad fellow residents. These women had trouble getting
their night’s rest and asked for a solution.347 In another example, an extract from the
resolution of the burgomasters and vroedschap of Utrecht, dated February 1 1768,
specifications of who and how the mad could be kept with other individuals was
provided. In this extract, permission was given to the widow of Gerrit van Zwol and
her daughter Christina van Zwol to accommodate and keep (in their house in the
Groenesteeg) people who ‘due to their simpleness and madness (although without
fury or rage) were in need of safekeeping’.348 They were, however, responsible of
ensuring that their neighbours would not suffer any hindrance from this practice. The
Van Zwols also needed to provide a list of people incarcerated and their condition
every three months; moreover, at all times they were to allow inspections by the
government bodies to check that they maintained all regulations. These last two
regulations also applied to the institutions and not only private houses and was a way
for the city council and the aldermen to supervise these establishments and keep up
to date about who was incarcerated and where. It is interesting to note that, again,
345

Ibidem.
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346 Ibidem.
347 Ibidem.
348 Ibidem, Extract from the resolution of the burgomasters and magistrates of Utrecht (1 February
1768).
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the sources mention that this private option was not particularly suited for extreme
cases of madness.
The cost for incarceration with private persons or in houses of correction
was difficult to determine. Only a couple of amounts were mentioned in the
sources.349 Sums between 25 and 500 guilders per year were specified, which meant
that the lower classes would not have been able to pay for this type of care. And yet,
this does not preclude their access to these institutions either. To return to the
resolution concerning the Van Zwols, they were also obliged by the burgomasters to
take in people who were given into their custody by the Almoners’ Chamber or
diaconate.350 Even though these ‘acts of charity’ certainly occurred, the main users
of the houses of correction were people from the middle classes. The more wealthy
generally did not use these facilities but arranged their own care in private, as was
the case with Martinus Wilhelmus Laurentius Schaap.351 The simple-minded
Martinus Schaap, who had inherited the fortune of his mother Catharina Maria
Blauw and a manor in Abcoude, popped up in the archive of the Court of Holland
because his stepfather had committed fraud with Martinus’s will to obtain his
fortune.352 From the documentation about his case, we know that Martinus was cared
for privately in the homes of several pastors, by the household staff in the county
estate in Abcoude, and at the house he owned in Amsterdam.
An examination of these different private care options – both within and
without the home – has shown us that there were many opportunities available. And
yet, we have also seen that the raving mad were deemed unsuitable for this type of
care. Exploring this boundary, that is, exactly when madness became a public
problem instead of a private one, seems to be the next logical step to pursue in this
chapter.
Breakpoint and balance: from private to public problem
As a rule, people were kept in private care as long as possible. There were various
reasons for this: it was the cheapest, the most socially accepted and the most
349

This was also the conclusion Pieter Spierenburg made in his book The prison experience.
Spierenburg, The prison experience, 231.
350 UA, 702-7 archief van het gerecht, inv. nr. 3279 Rapporten, besluiten, reglementen en verslagen
van visitatien betreffende de verbeterhuizen, het toezicht daarop en de
formaliteiten, nodig voor het plaatsen van personen daarin 1749-1767, Extract from the
resolution of the burgomasters and magistrates of Utrecht (1 February 1768).
351 Spierenburg, The prison experience, 233.
352 NA, 3.03.01.01 Archief Hof van Holland, inv. nr. 5421.7 Stukken inzake Gerard van Otelaar, notaris
te Haarlem, wegens het maken van een testament voor iemand die
krankzinnig was, ten behoeve van diens stiefvader (1730).
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culturally expected option. However, living with a mad person sometimes grew to
be impossible and care of this person became a public problem instead of a private
one.
To explain how this shift came about and what constituted the ‘breaking
point’ for caregivers (which usually ended in a request for admission), Joost
Vijselaar has employed the concept of balance between draaglast (burden) and
draagkracht (coping capacity). So, the balance between the behaviour of the mad
(burden) and the available coping skills of the caregivers (coping capacity).353 By
using this paradigm, Vijselaar argues that the delicate balance between the two was
disturbed when either the condition of the mad worsened or the coping strategies of
the family and the community of care deteriorated. This instigated action from the
caregiver’s and madness at this point became a public problem instead of a private
one. Vijselaar had originally developed this concept to explain the increase of
admissions in nineteenth-century Dutch asylums; nonetheless, his idea about the
shift in balance is also applicable to the early modern period.354 From the diverse
early modern source types, the various behaviours of the mad that disturbed this
‘balance’ can be distinguished. The reasons for such a disturbed balance can be
divided roughly into social and economic issues. This division is, however, not a
strict one; many of the different problems co-existed and, combined, led to an
untenable situation.
Social problems were most frequently mentioned in the sources and could
influence both the burden or coping capacity side. Often, this resulted in the claim
that it had become impossible and/or dangerous to live with the mad person in
question. This claim was usually the outcome of a combination of factors: the level
of violence someone displayed, the amount of disturbance they caused in the urban
public space, and the fear experienced by the people around them. A combination of
all these factors can be found in the testimony made about Jan van Bemmel on the
request of his brother-in-law in 1702.355 Fourteen people testified and declared that
Jan was completely out of his mind. Medical professional physician Anthonij van
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Thiel even declared him ‘untreatable’ and other witnesses elaborated on his
behaviour.356 Jan caused great disturbances in the night when he screamed, raged
and threw bricks from his window into the street, keeping everybody in his
neighbourhood awake. Jan lived with his sister and her husband and had also thrown
a brick at her head, who – as a result of this – went into early labour. He also suffered
from delusions and acted like a complete lunatic in public and was consequently
avoided by others on the street. He started fights in public and even threatened to rob
and kill the maid working in the grocery shop during one of his frenzies.
Subsequently, everybody in his household feared for their life and nobody in his
proximity felt at ease.357 This story reveals the escalating momentum of
circumstances over a period of a year and a half. His family tried to get him the usual
medical treatment and boarded him out. But, after all else failed and his behaviour
deteriorated, his sister and her husband were no longer able to take care of him within
the domestic sphere.
Jan’s aggressive behaviour was not unique; the sources reveal that the level
of violence was often quite severe. Of course, it is not a surprise that this was an
important aspect to mention in the testimonies. By emphasizing the level of
disturbance and danger, contemporaries tried to convince others of the need for
action, often in the form of institutionalization. In most testimonies, it was stressed
that someone regularly made or caused a scene in public and subsequently created
great disturbances in the urban environment. Being too much of a burden to others
was thus classified as unacceptable social behaviour. A perfect example of this can
be deduced from the negative reactions of neighbours in the case of Jacob Jacobsz.
Kloot. On September 5 1706, Jacob’s neighbours declared, on the request of his wife
Lijsbeth Dirks, that they all knew that Jacob had been afflicted with blindness and
that he was simple-minded. Further, they argued, he had recently also become insane
and that this was accompanied by problematic behaviour. He ripped and tore apart
everything he could get his hands on and he tried to escape his home by climbing
through the window, which caused great scenes because (probable due to his
blindness) he repeatedly fell onto the street: ‘Jacob also regularly walked around the
neighbourhood naked with only a sheet wrapped around his shoulders. When this
happened, his neighbours – who were appalled by his behaviour – escorted him
home. Some even scorned and mocked him on his way, which caused even greater
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scandal.’358 In addition to this, Jacob could not be trusted around fire since he messed
up the fireplace and threw all sorts of objects into the fire. Because of this last issue,
the neighbours feared he would start a fire and cause great harm to others.359
Fear for the safety of the family and environment were not the only reasons
to draw up a testimony. The fear, also, that someone would hurt him or herself or
commit suicide was reason enough to undertake action. In 43 cases, people
mentioned attempted suicides and, in 121 cases, the fact that the mad were a threat
to themselves was recorded. An example of this latter issue is the notarial testimony
initiated by the two sisters of Abraham Abrahamsz. Meulenaar. The sisters had
several of their brother’s neighbours testify that Abraham had struggled greatly with
dark thoughts for over a year and a half. For some time now, he had locked himself
in his room and was living his life as a wild and ferocious man. Sometimes he did
not eat or drink for several days and they could only conclude that he was completely
insane. Because of his behaviour, he ‘could not be trusted to keep himself safe’ and
they feared that he would shorten his own life.360 In another example, the husband
of Magdalena Susanna Mathes also undertook action to protect his wife from
harming herself. The maid and a tenant declared that Magdalena ‘became afflicted
with melancholia and gloominess’, ten weeks prior.361 This caused her such
desperation that she could no longer bear any company or take care of herself. She
could not be left alone because she had already tried multiple times to end her life
and this had only been prevented because she was monitored day and night. The
witnesses thus deemed it necessary that she be secured in a safe place to prevent
further accidents.362 Dealing with these threats of suicide must have been a
complicated dilemma for families. In the eighteenth century, although moral
judgement and legal prosecution of suicide caused by mental illness was softer, a
taboo still rested on the issue.363 The power of such taboos can also be seen in the
sources; for example, in a case from the Court of Holland where a document was
made up to prove that one unfortunate person’s suicide was actually committed
358
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during a period of madness. As such, the person could be classified as non compos
mentis, thus avoiding the religious and legal implications of suicide.364
Undertaking action and making use of agency was also employed when
economic problems arose. These problems revealed themselves as issues of either
income or expenditure and could affect the balance on both the burden and coping
capacity sides. The most basic economic problem from the view of household
economics can be understood by looking at the appeal made by Annetje Roek to the
burgomasters of Amsterdam. In her request, she had asked for free admission into
the leprosaria for her husband because he has become afflicted with madness.
Because of his behaviour, living conditions had become untenable at home and he
could no longer fulfil his duty as the main provider of his family. The family had
therefore fallen in financial trouble and she was no longer capable of looking after
him all day because she was a poor woman with two children to feed.365 Income was
not the only concern: expenditure could also cause economic problems brought about
by outrageous purchases by the mad and leading to financial and legal trouble.
Contrary to other problems, this excessive spending did not always lead to a request
for admission but, more often, resulted in a request for the transfer of administrative
control of money and goods to force the person to stop wasting money and save the
family from impoverishment.
It is evident that the community of care played a vital role in the care of the
mad. In particular, evaluating who had the agency to decide on the care of the mad
was an important factor in understanding how people dealt with madness in this
period. Our distinctions between those who took agency and those who validated
that agency have been helpful in discerning the various social expressions of support
and control discussed in this chapter. By exploring the factors that instigated the
breaking points and by discussing the abundance of care options in the private care
market, we find emphatic evidence that the caregivers with agency – the initiators –
were the most influential in deciding on the care. They were the ones who determined
how the care should be provided when someone was incapable of making choices
themselves and when assistance was needed from the urban governments.
Significantly, by taking this agency, caregivers took on the position to judge when
364
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madness became a public problem and no longer a private one. In doing so,
caretakers also decided on the moral and social boundaries that could not be crossed
within the private setting.
Conclusion
The private care system for the mad was large and intricate. Families played the lead
role in this system. However, besides the family, a much larger community of care
–neighbours, friends, employees, employers, household staff and (paid) carers – was
involved with the mad in the private sphere. This social network functioned as a
system of social support and social control, both assisting in care and laying down
boundaries of acceptable and unacceptable behaviour. Within the private care
system, many different care options were available for the mad and – as this chapter
has shown – these were implemented in multitude of ways. Both medical and nonmedical treatment and care options had their place in the market. In many cases,
these treatment options were used simultaneously or consecutively by the caregivers.
The private care system was not always successful, however. Sometimes, private
care options failed, creating a fatal shift in balance between the condition of the mad
and the coping strategies of the family and the social network. The breaking point
that this shift instigated pushed the problem of madness out of the private sphere and
into the public realm.
This chapter has also done much to dispel the notion that private and/or
home care for the mad was a horror story. On the contrary, the sources reveal that
involvement, prudence and a meticulous search for the right type of care was usually
implemented. The careful nature that characterizes the Dutch private care system
may be a result of a number of factors. Firstly, in contrast to England, the Dutch
private care market outlined a different image than the explosive rise of private
institutions that marks the English. In the Dutch Republic, the available care options
were small-scale initiatives and houses of correction (often semi-private institutions)
that were still controlled by government or judicial authorities. Secondly, the locus
of care was mostly in the hands of the family, which was not a passive bystander.
Rather, the family was a powerful unit that negotiated with its environment and the
authorities over the need for action and the care options – often from a position of
power.366 Thirdly, when the family was out of the picture, neighbours or friends –
the strong social network – were able to take over this role of power. They also had
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the agency to exert the power of decision and to collaborate with the authorities via
unofficial organizations and in the guidance given by those (unspoken) moral norms
and values. It is apparent that caregivers always took an active role in dealing with
the problem of madness in the urban environment of Amsterdam, Rotterdam and
Utrecht. They also kept this role during the process of institutionalization, which will
be the focus of the next chapter.
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CHAPTER FOUR
INSTITUTIONALIZING THE MAD
Public care: admissions and institutional life

In 1790, an admission request was made to the burgomasters of Amsterdam by Jan
Wijman to have his wife, Susanna van Leeuwen, admitted to the asylum or plague
house. In this request, Jan stated that his wife ‘had been visited’ with madness nine
months ago: her behaviour had worsened and he feared for tragic consequences if
she was not properly kept.367 The statement was accompanied by a notarial
document, recording the commentary of two of Susanna’s guards on her situation.
They stated that her disposition was violent and that at least two or three people were
needed to guard her and prevent her from hurting herself. The guards elaborated
further, saying that her condition fluctuated between severe aggression and calmer
behaviour, but now it had come to an extreme.368 When the burgomasters received
Jan Wijman’s request, they asked the advice of the governors of the asylum about
the case. In response, the governors sent their institution’s doctor to Susanna’s home
to have her evaluated. As a result, a visitation note from Doctor Ottens was added to
Wijman’s original admission request. Ottens declared that he had found Susanna to
be mad and a danger to herself and everybody around her and required
incarceration.369 The completion of this whole process of admission took only a
couple of days; in the end, the burgomasters gave their permission to admit Susanna
for one year on the condition that Jan could come to an agreement with the governors
about the payment. Susanna was eventually admitted on April 9 1790 but soon
afterwards, on May 12, her husband made a new request – this time for her release.
This request was granted by the governors and less than a week later, on May 16
1790, Susanna died at home.
Susanna’s story shows the multiple parties involved in the process of
admitting someone to an eighteenth-century urban institution. Her journey also
reveals the interaction between these parties. Moving from private to public care
meant that more parties became involved, particularly the urban authorities:
367
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burgomasters, magistrates, institutional governors and other judicial authorities. In a
majority of cases, permission from these parties was needed to have someone
admitted, indicating that incarceration of the mad was taken seriously and followed
a particular protocol. Furthermore, Susanna’s case outlines the considerations and
questions that these different parties addressed, such as: under what circumstances
was someone eligible for admission, who paid for the admission and to which
institution did someone belong? Because the authorities had an important say in
these matters, the power balance shifted from the main caregivers to the authorities
as soon as an admission request was made.
In this chapter, public care is considered to be care provided with the
involvement of urban authorities in the non-private institutions where the mad were
kept, such as asylums, hospitals and leper houses.370 The institutional history of
asylums and public care for the mad is much more developed than the history of
private care in the early modern period. This is mainly because the institutions and
urban government have left more archival material and are therefore a more
accessible topic for historical research. Influenced by a triumphalist way of writing
medical history, analyses of these sources have resulted in an early historiography in
which these pre-modern institutions have been portrayed in very negative terms. As
historian Patricia Allderidge has stated, asylums were used as a historical cliché, and
characterized as hell holes where ‘things were awful for most people most of the
time’.371 From the 1980s onwards, early modern historians began to question this
narrative; in doing so, they revealed the different asylum histories, in different
European countries.372 For example, in England, the infamous ‘Bedlam’ was the only
government institution and, thus, can hardly be considered the prime example for the
general treatment of the insane in that country. On the other hand, the private
custodial mad business had flourished in England since the late seventeenth
century.373 In Spain, we see – as early as the Middle Ages – small-scale urban
institutions for the mad being built; meanwhile in France, larger-scale institutions
that could accommodate a broad range of marginalities took in the mad from the
seventeenth century onwards.374 In the Dutch Republic, we find a system that was a
combination of sorts, where both local government-run and (semi-)private
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institutions were of importance and had their own place in society. This dichotomy
grew from an infrastructure that had already been in place for a long time in which
well-organized institutional charity was provided by the church or municipality.375
The following chapter aims to contribute to Dutch historiography by placing
the history of institutions for the mad in the Dutch Republic in a broader perspective.
The first section focuses on both the interaction between the different parties
involved and the changing power balance that emerges during the admission process.
In analysing the shift in power from the community of care to the authorities, the
research allows one to consider the roles of different people in dealing with madness
during this period. The second section examines – for the first time – the distribution
system that was in place in the cities. This examination makes it possible to relate
this study to the general discussion about the insanity of place and the place of
insanity in urban society.376 Section three explores daily life in the asylums of
Amsterdam, Rotterdam and Utrecht. In this regard, we use the sources to delve into
the personnel who worked at these asylums, factors of reciprocation, the types of
care provided in these places and various (pre)conceptions about abuse. The last
section on the negative image of the asylum draws more substantial conclusions from
the sources to answer the main question of this chapter: were these asylums places
to die, places of cure or places of care?
The admission process
As the example of Susanna showed, the admission process was influenced by many
considerations and different parties were involved. In the previous chapter, we saw
that the transition from private to public care generally encompassed a ‘breaking
point’. When the mad could no longer be held within the urban community, a request
for admission could be made to the burgomasters or governors of local institutions.
The main caregiver (most often family), who defined the problem and who decided
on the time and measure of intervention, usually requested confinement for a person
with socially disruptive behaviour.377 When this happened, the balance of power
shifted from the community of care to the authorities. After all, they made the final
decision on the request and decided whether the situation was severe enough to
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377 Manteufel, ‘Zullen wij […] malkander de hant niet bieden’, 14.
376

111

incarcerate someone. This shift in the power balance made the relationship between
the different parties one of dependency.
To obtain a better idea of the power balance shift and the relationship
between the community of care and the authorities, it is important to understand the
admission process itself. The admission procedure consisted of multiple stages; it
customarily started with a request from the main caregivers to the urban government
(burgomasters/magistrates) or governors of the institutions. These requests were
drawn up by a clerk or notary and (more or less) had the same layout.378 This began
with a formal protocol, introducing the initiator and the person for whom the request
was made. Then, the situation was explained and a statement given, outlining what
was requested. The sources themselves make it possible to obtain more insight into
this element of the procedure: not only do we have the request itself; in the margins,
the process of decision-making has also been registered. Most requests kept in the
archives were directed to the burgomasters or magistrates of the city. In general, they
in turn, asked the governors of the intended institution for advice in the decisionmaking process. In most cases the governors of the asylums were involved because
the cases concerned the mad; hence, they either conducted the evaluation themselves
or asked the institution’s physician or binnenvader (sometimes also called
huismeester) to make further enquiries. The goal of this was to establish whether
someone was eligible for institutionalization and whether or not the institution was
considered the best place for this purpose.
Requests made directly to the governors were usually less formal than those
made to the burgomasters and could even be made in person to the binnenvader or
moeder or during the governors’ meetings. This informal approach could also
explain why we have less information about this type of admission requests. In the
former case, the binnenvader or moeder passed on the request to the governors, who
then decided how to act. In the decision-making process, the governors needed, in
most cases, agreement from the burgomasters to incarcerate someone, which brings
the urban authorities back into the ‘power balance’ equation. The fact that the normal
procedure of admission into the institutions required consent from one or more
parties is interesting; firstly, because it shows that these admissions were not random;
and secondly, because it shows that certain people were deemed fit to make a
judgement on these questions.
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Family played the largest role during this stage but also neighbours, friends and charitable
institutions regularly made these requests. As seen in the previous chapter, admission
requests for the houses of correction were made to the judicial authorities.
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The admission process is also significant because, for the first time in the
shift from private to public care, we witness the direct involvement of the urban
government. The burgomasters became involved because they often decided on the
admissions: this had not always been the case but, with growing bureaucratization,
they became increasingly involved. Furthermore, many of the institutions were part
of the city’s institutional system, giving the burgomaster the final authority. 379 In
general, the approval of urban or judicial authorities was needed as adults could not
be incarcerated in government institutions on the authority of their family alone.380
Thus, burgomasters had both direct and indirect control over the admission. The
direct involvement was relatively straightforward: they had the final say (after
caregivers had already undertaken action). The indirect involvement of the
government is less apparent but no less important. This indirect control is revealed
in the fact that burgomasters created the option of institutionalization in government
organizations. As a result, the burgomasters may have exercised more agency in
dealing with madness by contextualizing madness as a social problem and by
contributing financial aid to the solution. In some ways, this contradicts the general
idea that it was only from the nineteenth century onwards that the government had
an increasingly larger role to play in the dynamics of madness.381
The content of the admission requests could differ greatly in terms of
specific information provided by the initiator. For instance, the content could be as
limited as ‘person X is mad’ and needs to be admitted; alternately, some requests
contained elaborate stories about the precise condition of person X, including the
duration of the condition, the types of behaviour displayed, and the socio-economic
situation of person X. From these more extensive requests, an abundance of
information can be extracted. Indeed, we not only uncover the underlying reasons
for the admission requests, but also the circumstances within which
institutionalization was seen as the solution to the problem of madness. No matter
whether the request was a few lines or filled pages, the final step in these requests
was always the same: asking for permission to admit someone into an institution.
Sometimes, a specific place was requested – but not always. In either situation, the
authorities ultimately decided on where someone was admitted.
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Reasons for admission
From the admission request, much can be learned about the reasons for admission.
Joost Vijselaar has looked into the types of behaviour that have instigated a process
of institutionalization in the Netherlands in the nineteenth century. 382 He identified
four main reasons for admission: causing social disturbance, being a danger to
others, being a danger to oneself and needing care and treatment.383 These four
general considerations can also be discerned in the admission requests from the
seventeenth and eighteenth century. In this period, it was especially being a danger
to the environment and not being able to take care of oneself that most frequently led
to admission. In their requests, initiators often placed the emphasis on the
impossibility of living with and caring for the person in their custody. For example,
when Symen Staal wanted his wife Maria Barents to be admitted to the Amsterdam
asylum, he stated that ‘with great sadness’ he had experienced that his wife (after
giving birth to a son) had become troubled in the brain and that this was accompanied
by madness.384 This condition was of such a severe nature that she was extremely
dangerous to herself and others: she needed to be restrained on several occasions and
could not be left alone around fire. Because Symen was a labourer with three children
to feed and, realizing that his wife needed to be looked after day and night, he knew
he was no longer capable of caring for her. A visit from the asylum physician
confirmed Symen’s reasons for the request and he concluded that Maria needed to
be admitted into the plague house (as opposed to the asylum) because she did not act
in an aggressive or evil manner. The burgomasters therefore decided to give their
approval for admission into this house.385
As pointed out, the reasons for admission – as defined by Vijselaar above –
did not change significantly over time. The same main reasons for admission remain
applicable for the two centuries under study. This can be explained in part by the
acuteness of many of the situations revealed in the admission requests: often,
institutionalization was seen as the only solution. As chapter three demonstrated,
when the behaviour of the mad could no longer be handled in the privacy of the
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383 Vijselaar, ‘In and out’, 277-295, p. 282.
384 SAA, 342-7 Archief van beide Gasthuizen, inv. nr. 1263 Stukken betreffende verpleging en
verpleegden, 1595-1795, Admission request for Maria Barents (6 August 1779).
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385 Ibidem.
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home, madness instantly became a social problem. Institutionalization thus became
an answer that could guarantee the safety and social order of the urban environment.
Still, simply mentioning the reasons for an admission in a request was not enough to
guarantee admission. First, an assessment needed to be made to support these claims.
Assessing the admission
The urban government had the final say about these admission requests thanks to
their authority on all municipal matters. In 1722, for instance, the burgomasters of
Rotterdam not only compelled the asylum governors to admit the mad Jan Kamel
into their institution, they also forced them to provide care and pay for his stay.386
Despite the considerable display of power shown in these matters, the urban
government did not make the evaluations regarding admissions themselves. Instead,
they turned to others for advice in assessing the situation. In the story above about
Symen and his wife Maria, we learned that it was the asylum physician who judged
that Maria needed to be admitted. Crucially, he added that she should be sent to the
plague house and not the asylum because she behaved in a particular way. The task
of the burgomasters or magistrates in the request process was generally to seek
advice such as this from the governors of the intended institution. This advice was
usually given in the form of an evaluation, which could be carried out by the
governors, by the ones who were in charge of the daily care in the institutions
(binnenvaders or huismeesters) or – as we saw with Maria – by the institution’s
physician. The binnenvaders or huismeesters were most probably asked because of
their experience with the mad and their knowledge of the current vacancies in the
institutions. However, from the eighteenth century onwards, the decision-making
process became more influenced by evaluations given by physicians. Even though
the asylums already employed physicians in the seventeenth century, it was in the
eighteenth century that they became a more important factor and were consulted for
most of these admission requests.387
Apart from a few, rare exceptions, the mad themselves had no say in the
admission process.388 It can however still be argued that – to some degree – the mad
had an influence on the admission process during the evaluator’s visit. In some of
these visitation reports, there is evidence that physicians or other evaluators engaged
in conversation with the inflicted. For example, we read about the melancholic Gerrit
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Weggelte, who was evaluated by Doctor Schaaf in 1768: ‘Totally sane, non-violent,
sometimes complaining of an inner emotional battle; advised that the mother should
give it a little more time.’389 We can further speculate that, during these visits, the
mad could influence the admission advice by portraying (or not portraying) certain
behaviours; that is, if they still had any control over their behaviour. This advice was
always given with a certain precision and caution: this is substantiated by the
sources, which show that multiple visits were made or different doctors became
involved in the decision-making process when evaluators found it difficult to
pronounce a judgement.
What also stands out in these sources is that, in many of the different
admission requests, a certain time period for the duration of the admission was
specified. This time period varied from as short as a couple of months up to a year,
or simply for the duration of the ailment. This time specification was usually
suggested by the applicants of the admission and decided upon during the
assessment. The suggestion of hope for improvement of the condition in these time
specifications implies that admission for ‘life’ was, in general, not the customary
standpoint for these incarcerations.
Payment for admission
What the admission requests revealed was that the question of payment for
admission was an important aspect of the request process and a complicated one.
Discussions about payment can be found in the margins of many admission requests,
but separate payment requests for these admissions were also frequently made.
Payment requests were usually made by the social network if people were unable to
pay the admission fee and could be submitted either in combination with an
admission request or separately. These payment requests were addressed to the
burgomasters (called pro deo), poor-relief institutions, the governors of the intended
institution or church communities. The questions involved with the discussion about
the payment for admission, such as who was responsible and what needed to be paid,
was handled differently by the authorities in each of the towns. Nevertheless, by
researching the writing in the margins of the requests, clues as to how they arranged
payments can be found.
389
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In the admission process, all the different groups in the community of care
could become involved with payment of the institutional care of the mad. If the
family could afford to pay for this care, it usually did: friends or neighbours also
contributed in some cases. Yet, in view of the fact that the institutions we are
discussing can be classified as social urban institutions, we should also consider that
they were mostly intended for the poor. As such, payment was frequently a problem
and could often not be afforded by the group initially responsible for doing so. In
these cases, we see the payment request being made or the religious groups and poorrelief organizations becoming involved. This was not strange, because relief for the
poor was conditioned by religious and moral factors as much as by socio-economic
and political ones. Indeed, their ethics of collective responsibility in the face of social
problems made them important groups in this issue.390 Who eventually held
responsibility for payment thus varied, and these arrangements were very significant.
Particularly in Utrecht, the debate over who was responsible to pay for a particular
individual was often extensive. For example, nobody was admitted into the Utrecht
Asylum before the financial aspects of the agreement were settled. In regards to the
poor, this usually meant that the burgomasters forced the Almoners’ Chamber
(Aalmoezenierskamer) to cover the costs of those who could not fall back on other
possibilities because they (for instance) did not belong to one of the churches.391 In
Amsterdam and Rotterdam, on the other hand, some sources show that destitute
people who were unable to pay and did not belong to a church were admitted on
orders from the burgomasters, making the institution responsible for the costs. This
demonstrates that the burgomasters had the final say in who was responsible for the
payment to the institution that cared for the mad in question.
If it was decided who was responsible for the payment of the admission, the
next issue was coming to an agreement about the amount that needed to be paid. To
begin, we can look into the payments made by the family and social network. In
general, if the family was in some way able to contribute to the payment, they were
obliged to do so. The next step was to come to an agreement with the governors of
the institutions about the amount. Prices for admission were not fixed but were
usually charged according to a private person’s financial situation: the amounts,
therefore, vary greatly.392 Still, in the institution’s archives, different ‘standard’
Huguet-Termes and Arrizabalaga, ‘Hospital care for the insane in Barcelona’, 83.
The Almoners’ Chamber (Aalmoezenierskamer) was an organization in charge of the care for the
poor people who did not belong to or claim help from the local church community, parish or guild.
392 These amounts vary for sums as large as 1500 guilders for a lifelong admission, but also range from
500 to only 30 guilders per year. In addition, we also see sums paid per week or month.
390
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amounts for admission can be found. For example, the amount that was paid yearly
in the asylums of the three cities was around 100 guilders and in Utrecht, a standard
fee of 30 guilders was charged when someone was taken in.393 If no money could be
paid, other strategies were employed by the asylums. For instance, if people could
not pay for the admission themselves, they could provide a guarantee commitment
for this payment from a second party such as friends, neighbours or a distant family
member. Remarkably, as part of the (payment) conditions for some of these
admissions, arrangements had been made in which family or friends pledged to do
the laundry of the person incarcerated and to provide them with the proper clothing
and bedding.394 This would occur not only when people were unable to pay but also
as part of the general payment agreement. For the poor-relief institutions and
diaconates, different payment criteria applied because they enjoyed a special position
in the cities. These groups cared for specific people (the poor) and had therefore
come to special agreements with the institutions about the amount to be paid for
people under their responsibility, which was usually less that the normal fee.
Unsurprisingly, the payments again varied per city and per organization. Standard
amounts can be found for charitable organizations, such as poor-relief organizations,
church parishes and communities; but within this standard, the cost ranged between
approximately 30 to 80 guilders a year.395
Admission numbers
When looking at the asylum admission numbers from the seventeenth and eighteenth
century, the information from Amsterdam and Utrecht shows a clear increase of
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SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 926 In- en uitgegane stukken
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Carinue (18 April 1692).

118

admissions in the two asylums.396 Although Rotterdam’s numbers are not as
impressive as its counterparts, they too indicate an increase in admissions in this
period. According to Pieter Spierenburg, hard economic times in the second half of
eighteenth-century Netherlands fuelled admission requests in all strata: everywhere
the numbers of requests were rising and the applicants’ arguments all stressed the
financial risks involved with problematic behaviour.397 Nevertheless, the economic
situation was not the only explanation for the increase of admission requests as all
three cities experienced different economic fluctuations and, yet, all asylums dealt
with an increase in numbers. This phenomenon is not limited to the Netherlands,
either. In England, where the economic situation was much better in the eighteenth
century, an increase in the incarceration of the mad in the private mad business
occurred as well. Arguably, the accessibility of the institutions has played a role in
this increase, in which an increase in supply (development of government
institutions) may have increased the demand. This trend can also be seen in the
nineteenth-century Netherlands: new and larger asylums were built, but institutions
constantly struggled with overpopulation and ever-increasing admission requests.398
Table 4.1 below lists the asylums admission numbers for two 40-year periods. In
order to establish these numbers, I used a sample of 40 years in both the seventeenth
and eighteenth century from the administrative sources of the asylums in all three
cities. Unfortunately, the register from the Rotterdam asylum was very incomplete
for the eighteenth century, compromising the image of the change in the admission
numbers. Therefore, in the table the numbers from Rotterdam are included but
marked in red and the information from Amsterdam and Utrecht will be used as the
guideline to provide a general image about the admission increase. Table 4.1 shows
an exponential increase in admissions numbers in both these cities: for Amsterdam,
the numbers have more than tripled in the eighteenth century.
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Table 4.1
1640-1680
1740-1780
83
296
Amsterdam
81
123
Utrecht
164
419
Total
399
252
14
Rotterdam
416
433
Total
Asylum admission numbers: Amsterdam, Utrecht and Rotterdam. Numbers were collected
from: SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 951-954
Krankzinnigen-boeken: 1640-1745, 1700-1765, 1726-1792, 1746-1792, UA, 709-4 Archief
van regenten van het Krankzinnigengesticht, inv. nr. 2522-1 and 2522-2 Resolutiën van de
broeders van het Dolhuis 1593-1786 and SR, 230-01 Archief van het Pest- en Dolhuis, inv.
nr. 158-161 Registers van opgenomen krankzinnigen 1619-1833.

Previously we have already ascertained that economic factors cannot wholly
account for this increase in admission numbers and that other factors such as
accessibility and supply should also be considered. By looking at the growth capacity
of the asylums in Amsterdam, Utrecht and Rotterdam, we can discern that, even
though their capacity grew, this was not enough to keep up with the increasing
demand.400 Consequently, institutions were compelled to stop admissions or were
forced to house people in less than ideal situations, such as rooming two people in
one cell. Another possible explanations why the asylums could not keep up with the
demand for admission was the fact that many of these spots had already been bought
up by proveniers. It is interesting to note that, in the asylums of Utrecht and
Rotterdam, proveniers were mentioned more frequently. In Rotterdam in 1662, the
burgomasters even had this practice investigated and eventually concluded that: ‘The
asylum was an unsuitable institution to house this group of people. The institution
had become overcrowded with proveniers, and it was felt that these persons, who in
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For Rotterdam the admission numbers for the eighteenth century were thus incomplete due to gap
of information in the register for this period, but also the number for the seventeenth century deviates
significantly from those of Amsterdam and Utrecht. Speculating on the reasons for this gap it was
remarkable that in contrast to the Amsterdam and Utrecht asylum in Rotterdam we see a much higher
number of people leaving the asylum after only being admitted for a short period of time during the
seventeenth century. Which could indicate that the changing around of patients was much higher in
Rotterdam explaining the difference in the amount of admission being made.
400 See also: Chapter one, 36.
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some cases had never even been mad, did not belong to the institution.’401 Why then,
were asylums admitting this group? The most probable reason for this was financial,
because the sums paid for this type of admission were high.402 However, during the
eighteenth century, the custom of provenierschap in the asylums had slowly run its
course: the financial gain had decreased, the institutions were overcrowded and
asylums were no longer perceived as places to provide this service. Further
explaining these problems of admission numbers and the discussions about who
belonged where can best be illustrated by looking into the requests for transfers
between institutions made by family members and the governors.
Distribution
Requests were regularly made by governors of institutions or family members to
transfer someone from one institution to another. The involvement and agency of the
urban government can, therefore, also be found in the distribution of the mad among
institutions. During this distribution process, urban authorities were in charge and
made decisions in collaboration with the governors as to whether someone was to be
transferred and where to. It is striking to note that judicial authorities from smaller
towns and villages around the three cities regularly requested transfers of the mad
from their care to an institution, which underlines the function of these cities as hubs
in the care of the mad.403 Significantly, these transfer requests show a clear
differentiation amongst the institutions in function and care level for the mad.
Until now, scholars have not addressed distinctions between the different
patient groups (that is, grouping according to the severity of madness) that were
housed in these cities’ institutions. A close analysis of these differentiations can
therefore be very insightful both in the context of dealing with madness and also in
the placement of these different government institutions within urban society. If we
recall, the first chapter of this thesis explored the different institutions in which the
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SR, 230-01 Archief van het Pest- en Dolhuis, inv.nr. 1 Resoluties van de Regenten van het Pest- en
Dolhuis 1639-1744, Advice about the non-suitability of the asylum for the many proveniers who were
not mad (16 September 1662).
Original: ‘Dat het dolhuis niet alleen zeer onbekwaam is omme een proveniers huis daarvan te maken
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machtig is ende daarbij jong van jaren in dien volgende de regenten van dit huis gants ondienstig ja
ten hoogsten schadelijk is den suppliant in het zelve huis te nemen.’
402 The amounts paid varied but were substantial: sums in excess of thousands of guilders were no
exception; additionally, inheritances were promised after the death of a patient in many cases.
403 For example: SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 178 Requesten met appointement
inzake opneming van krankzinnigen 1654-1712, Admission request Claartie Pieters (1710).
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mad were incarcerated. This analysis revealed interesting elements in terms of
distribution; for instance, that some institutions had special accommodations for the
mad or had a mission statement that specified the types of mad who could be
admitted there. Especially in Amsterdam, there were many institutions that had
special accommodation arrangements for the mad or simple-minded.404 For Utrecht
and Rotterdam, however, the information about the care of the mad in different types
of institutions is more limited. Nonetheless, by combining the evidence, a general
image can be formed.
Relocation or (in some cases) removal from an institution was, as a rule,
requested when someone was no longer considered to belong to that institution. This
custom simultaneously shows that the institutions had their own target groups and
that the urban population knew about this. Another reason for relocations requests,
especially those originating from institutional governors, had to do with a lack of
space. Overall, the urban institutions struggled with the number of admissions
requests and endured a chronic lack of space. How frequently these relocations
occurred is hard to estimate. In the archives, around 60 of these requests have
survived; however, because of the sporadic preservation of some archives, this does
not necessarily tell us something about the frequency, only that relocations did take
place in this period and between different institutions. These surviving requests can
still reveal a great deal about the function of the institutions and what type of
madness they housed.
All the institutions had their own target population and were categorized
accordingly. Of course, these divisions were not set in stone, but replacement
requests for certain people characterized as mad do reveal some particular
distinctions. In Amsterdam, Utrecht and Rotterdam, the asylums were the only
institutions equipped and particularly intended for the raving mad. Their layout with
cells, called dolhuisjes, was specifically designed for this group. The function of the
asylum as a place for the raving mad becomes clearer when we look into a request
made by the governors of the Amsterdam plague house in 1780.405 In this request,
the plague house governors asked the burgomasters to authorize the transfer of
Kunigunda Lehner to the Amsterdam asylum. The governors had stated that (on the
authority of the burgomasters) Kunigunda, who had lost her mind, had been put into
their care. In the following year, Kunigunda’s circumstances deteriorated and she
404
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had become completely mad and needed to be incarcerated to prevent harm to herself
or others. During her rage, she tore the clothes from her body, leaving her naked.
With winter coming shortly, locking her up in the cells intended for the insane in the
plague house had become impossible because those cells were too cold. The only
option left was to lock her in a box-bed or closed bed (bedstee) in the ward intended
for sick women, but because she raged and yelled day and night, she bothered the ill
who needed their rest to recover. The governors saw no alternative other than to put
this case to the attention of the burgomasters and to ask them to authorize
Kunigunda’s transfer to the asylum, which was intended for these kinds of ‘unhappy
objects’.406 The burgomasters judged that Kunigunda was indeed no longer suitable
for the plague house and approved her relocation to the asylum.
The asylums also made requests for the transfer of people who they regarded
as ‘not mad enough’ for their institution. In 1774, the governors of the Amsterdam
asylum asked permission from the burgomasters to transfer three women to the
plague house, because the former was overpopulated.407 They wrote to the
burgomasters that they only had one cell available and did not have the required
space if any admission requests (by more suitable patients) were made. They selected
three patients who, according to the inspections made by asylum employees, could
be moved to the plague house.408 The first patient, Carlotta Johanna Lansberg, was
very unhealthy and had a head ailment. Because of her physical health problems, the
governors thought she would be better off in the plague house. The second patient
was Aaltje Ouderheimers: the governors believed it was important that she remain
incarcerated but she had shown no signs of aggression, rather an apathetic character
and regularly refused food. The third patient, Trijntje Teunissen, initially transferred
to the asylum from the disciplinary institution (Spinhuis) was deemed a fit candidate
to move to the plague house because she showed the same (relatively) mild
behaviour as Aaltje. She was therefore not a suitable patient for the asylum. The
burgomasters approved the request and the three women were transported to the
plague house.409 This request demonstrates the position of the plague house as an
406
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institution with an intermediate function: a similar role can also be seen in the plague
houses in Rotterdam and Utrecht.410 In this respect, Carlotta’s case may again be
pertinent: the comment on her physical illness could also reflect the notion that the
plague house was considered the best option for people afflicted with both mental
and physical problems.
One of the preconceptions about the distribution of the mad was that large
quantities of mad were placed in the so-called disciplinary institutions (Tuchthuizen
and Werkhuizen).411 However, transfers were made from the disciplinary institutions
to the asylum, demonstrating another reality, perhaps. The disciplinary institutions
were not intended for the mad but – sometimes – they would be incarcerated there.
The struggles that ensued between the governors of the disciplinary institutions,
governors of the asylums and the family members of the mad can still be traced in
the archives of all three cities. Most frequently found in the sources were requests
made to relocate someone from the workhouses to the asylums because of the
nuisance he/she caused and the danger posed to other inmates.412 The request made
for Dirckje Huijbrechts by her sisters in Rotterdam in 1680 is a case in point. The
sisters explained that Dirckje had been admitted to the workhouse (Padua), but her
behaviour had gotten so out of hand and she caused such riots that she could no
longer be dealt with in this institution. They further argued that it was also extremely
dangerous to release her from confinement in light of the safety of other people on
the street and because of the fear that she would start a fire. So, her sisters and the
warden of the workhouse realized that the only solution was confinement in the
asylum.413
Another reason for transfer from a workhouse to an asylum was used in the
request by the family of Hester Moot, made in 1675. The family explained that, in
1674, Hester had been confined to the workhouse on provision of the court because
of her madness. She was housed there amongst beggars and other rabble and, instead

van dit godshuis opgesloten moet blijven, is zeer lusteloos en weigert dikwijls om voedsel te gebruiken.
Trijntje Teunissen is den 22ste augustus uit het spinhuis
ingebracht, en is volgens de rapporten van onze suppoosten (voor zoverre de ondervindingen van die
weinige dagen haar opgeeft) precies als de voornoemde Aaltje.’
410 See also, Chapter one, 33-38.
411 Spierenburg, The prison experience, 253-255 and Spierenburg, Zwarte schapen, 70-87.
412 SAA, 347-1 Archief van regenten over het Spin-en Nieuwe Werkhuis, inv. nr. 1 Protocol op de notule
1782-1795, p. 39 (3 June 1785) and p. 42 (29 July 1785) and inv. nr. 13 Ingekomen- en minuten van
uitgegane stukken 1792-1806, Request for the transfer of Wilhelmina Gaaij (7 September 1798) and
Doctor’s visitation and judgment (18 September 1798).
413 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 178 Requesten met appointement inzake
opneming van krankzinnigen 1654-1712, Admission request for Dirckje Huijbrechts (26 July 1680).
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of improving her state of mind, the provocations and mockery from the other
inhabitants only worsened her condition. Her family feared that if she stayed in this
workhouse, she would never be able to come to her senses again. Consequently, they
asked the burgomasters to place her in the leprosarium or plague house, ‘because the
workhouse was no place for the mad’ and Hester had never hurt anybody as a result
of her madness.414 Again, this request demonstrates that disciplinary institutions
were not deemed equipped to care for this group.
Relocations for this particular type of patient group raise an obvious [very
interesting] question: how did they know whether someone was criminal or just
mad? The real dilemma was, of course, finding a suitable place for someone who
was both. A prison system as we know it today was not yet in place in the early
modern Dutch Republic. As punishment, people could be incarcerated in disciplinary
institutions but – as seen above – these were not fit places for the mad. Nonetheless,
mad people being incarcerated by the judicial authorities can be found in the sources.
As shown in chapter two, in Amsterdam, the mad were sometimes kept in the
basement of the town hall and this practice was also found in Utrecht and
Rotterdam.415 People were only kept there for a short time: usually because of the
necessity of a quick confinement when someone posed an immediate danger to
society.
A good illustration of the mingled boundaries between mad and criminal
(and the resulting incarceration issue) is the transfer Carel Frederik Frentsz. who was
incarcerated in the boeien after he had displayed ‘outrageous behaviour towards
decent citizens’.416 He was duly taken prisoner by the public prosecutor; however,
because Carel’s behaviour was judged to be the result of madness he was transported
to the asylum, on order of the burgomasters, and not prosecuted. The case shows that
the penal system was not the first choice for the care of the mad. Carel’s transfer to
the asylum also reveals that people at the time had certain ideas about what was
criminal behaviour and what was ‘mad’ behaviour and the appropriate treatment for
each. This was not surprising if we reflect on how the penal system was used in this
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time: in general, long-term punishment via restriction of freedom was not common
in the early modern period, with the exception of the workhouses.417
As a rule, the leprosaria, old people homes and orphanages in the three cities
only admitted the simple-minded (not the mad). Even so, these institutions employed
strict rules and regulations for this group. Those admitted needed to be able to
function within the daily routine of the institution; that is, they should not display
fits of aggression or cause much commotion and be capable of caring for themselves
on a minimum level. These were hard requirements and a few examples from
journals kept by the governors of the Amsterdam leprosarium serve to illustrate this.
In 1777, Governor van den Broek paid a visit to Mrs Bicker to inform her about the
recent violent behaviour of her simple-minded son, Michiel Wijnants: his conduct
meant that he could no longer be cared for at the institution. Mrs Bicker reacted by
arranging for her son’s admission to the plague house through the burgomasters.418
Again, this case tells us something about the clientele of the plague house and the
intermediary nature of this institution. Maria Helena Peters, who was admitted to the
ward of simple-minded women in the leprosarium of Amsterdam was also judged by
the governors as an ‘unsuitable object’ for the house.419 She could not be brought to
any form of reason; nor could her vicious behaviour be tamed by the caregivers and
because of this she disrupted the peace. Her guardians were summoned to the office
of the governors where they were told that the institution ‘had employed all its
options in order to calm Maria down, but this had failed and that, according to their
agreement, Maria was to be removed from the institution within eight days.’420
Again, this example shows that strict codes of conduct were implemented and that
the governors were only willing to provide housing for a specific group of simpleminded. Similar transfers from orphanages and diaconate institutions can also be
found in the archives, in which the same reason was always given: the houses were
not equipped to deal with the behaviour that was displayed.
417
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The differentiation between these institutions provided a guideline for
admissions but, most of the time, the urban authorities made the final decisions about
admission and distribution. Clearly, the urban government played a central role in
the system of institutionalization of the mad. Equally important in this matter is the
fact that the general public knew about the diversity between the institutions and
used their knowledge and agency to get someone transferred to an appropriate place.
Differentiation was therefore a vital mechanism for all levels of society in housing
the mad, even though lines could sometimes be blurred. Nevertheless, with the
growth of the institutions and the increasing pressure on them to admit more
(appropriate) patients, it seems that distribution became a more pressing matter.
Because the asylum was the only place designed specifically for the mad, the next
section examines the institutional life of this particular institution.
Institutional life in the asylums
The early modern asylum has long been haunted by a very negative image: as
institutions of abuse and horror, where the mad were not treated but imprisoned in
dark cells until their death. Patricia Allderidge, in her article, Bedlam: fact or fantasy,
has characterized this idea in a very insightful manner, as she writes: ‘In seventeenthand eighteenth-century practice, the madman in confinement was treated no better
than a beast; for that was precisely what, according to the prevailing paradigm of
insanity, he was.’421 In an observation from 1777, a military medic from France gave
a completely different, more positive, image about these institutions. He described
the Amsterdam asylum as the following: ‘This type of institution should function as
an example for whom is interested in them. I believe it impossible to visit a more
moral or well-kept home […] the unhappy people are only kept in their cells until
they’ve calmed down [.…] And they are well cared for, even the worst ones.’422 This
statement suggests that the image of the asylum as a place of horror might not be
accurate; this negative stereotype needs more research and nuance. An examination
of the functions of these institutions will not only help form a better idea of the daily
life in these institutions, but will also help to answer the real question that underlies
the negative image of the asylum: to what extent were these asylums places to die,
places of cure or places of care?
The asylums expressed their own function to the public most prominently
through rhymes and poems placed on their building walls. On the facade of the
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Amsterdam asylum, for example, two little rhymes placed above the entry gate
stated:
‘Dit Godshuys is gesticht uyt liefde, milt van aert,
En toomt de Dolheyd, die zichzelf noch niemant spaer.’
and
‘Die met crankzinnichheyt syn begaeft,
Die werden hier, gespyst ende gelaeft’.
[‘This godly house was founded from love, of a nature mild.
And tames insanity, who leaves neither himself nor anyone undefiled’
and
‘Those who were with insanity gifted,
Were here with food and drink uplifted’]
Looking at the meaning of these inscriptions, we can firstly state that they gave an
accurate indication of the general care provided. There was no medical care with the
specific intention of curing madness; however, the residents of this house were
removed from the outside world, looked after and kept safe. The fact that medical
care was absent was not remarkable; before the end of the eighteenth century,
European hospital care of the insane tended to be custodial, rather than medical.423
In Rotterdam, the function of the asylum was formulated in another way with a poem
that highlighted several aspects of the institution:
‘Hier wordt de woedende Krankzinnigheid betoomt,
Daar ze in den kerker brult, dat ieder schrikt en schroomt;
Hier wordt de Onnoozelheid geleid met zagte zeelen,
Die als een simpel kind al mijmerend loopt spelen;
Hier wordt de Dronkenschap en snoode ontugtigheid
Besteed, beteugeld en tot beterschap bereid;
Dus moet de reine Deugd dit heilzaam oogmerk prijzen,
Maar hij, die nimmer valt, behoeft niet op te rijzen.’424
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[This is where raging madness is controlled,
Where it screams in the dungeon and spooks all, even the bold;
Here innocence is guided with ropes mild,
One who ponders and plays like a simple child;
Here the drunkenness and evil vices are boarded,
Being subdued and to improvement ordered;
So, the virtue of this goal must be praised,
But he whom never falls never has to be raised.’]
This poem alludes to the more mixed composition of the Rotterdam asylum and also
emphasizes a moralistic reading. In the aforementioned rhymes from the Amsterdam
asylum, the focus was directed more towards the Christian charity aspect of the
institution, as seen in the first line, ‘This godly house was founded from love’.
However, for Rotterdam the disciplinary aspect is given precedence. For example,
the poem refers to drunkenness, fornication and the willingness to choose virtue; this
seems to fit more with the character of the houses of correction than those of the
asylums which – if we recall – were intended for the raving mad. How then, can we
explain the existence of this type of poem on the exterior of the Rotterdam asylum?
The most probable explanation is the connection the asylum had with the house of
correction (Padua) in Rotterdam, hosting within their walls the special ward Kleyn
Padua.425 An interesting side note for this poem which links it to the house of
correction is the reference to the use of restraints, indicated by the term ‘zagte
zeelen’. Historian Mart van Lieburg indeed has taken this phrase as proof that the
Rotterdam asylum used force on its inmates.426 However, to conclude from this poem
alone (no other sources being recalled by Van Lieburg) that restraining someone was
common practice seems a little farfetched.427 In short, what these poems and
inscriptions have in common is that they clearly show the function of asylums as
places of care, in which people were withdrawn from society for their own and
society’s benefit.
Management and personnel
The governors managed the asylums and were in charge of the administration of
these institutions. In most asylums, the group of governors consisted of regenten and
425
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regentessen, males and females (respectively) from the urban elite and appointed by
the burgomasters. This position can be considered as a kind of charity work for the
upper classes: governors were usually not paid wages. Still, there were enough
people who wanted to fulfil this position, as the role provided them with prestige and
the possibility of other more lucrative functions.428 In the asylums, the regentessen
were responsible for the household administration of the institution, which included
tasks such as buying household effects and monitoring the personnel. The regenten
were responsible for most of the larger administrative decisions, such as extensions
and remodelling of the institutions, hiring personnel, assessing admissions requests,
deciding on releases and bookkeeping. Regenten were also obliged to report to the
urban government. To fulfil these tasks, both the regenten and regentessen met
regularly; the frequency varied but, in most asylums, the regents gathered once a
week. The decisions made during these meeting were registered in the minutes,
which offer a glimpse into how these institutions were ran and who was involved.
How daily life in the asylum was managed can be outlined by a variety of
sources. In particular, the resolutions of the governors’ meetings from the three
asylums reveal much information about the daily struggles of the institutions. In
addition, these sources also document the appointment of employees and show who
participated in the daily care of the mad. In all three asylums, the people who were
most intensively involved with the mad were the binnenvader and moeder and some
of their appointment contracts can be found in the minutes of these meetings. Several
things stand out in these contracts: the binnenvader and moeder were usually a
couple and appointed as such, meaning that if one died, the other could not always
stay on. The contracts also reveal how much they were paid: this sum varied between
150 to 300 guilders a year.429 This was not a well-paid job; however, it did have some
appealing secondary conditions. Food and accommodation were often included in
the appointment, for instance. These small details tell us three important things about
the job: firstly, that people who held these jobs were not always qualified; secondly,
that there were always people willing to do this job; and thirdly, that these positions
were often filled for the duration of someone’s life.
More interesting still is the insight the contracts give into the tasks of the
binnenvader and moeder. Even though these tasks could differ per asylum, in
general, they were quite similar. The contracts stated that they were obliged to take
428
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care of the mad, providing for food, ensuring a clean living space and personal
hygiene.430 In a contract from 1788 in Rotterdam, the level of care required is clearly
prescribed:
‘[The binnenvader and moeder] needed to offer their help to those
unhapp[il]y incarcerated, they needed to treat them correct[ly] and take care
of them. They were not allowed to abuse the inmates and also needed to
supervise and make sure that the other servants and maids kept to these rules,
and otherwise report this to the governors. The binnenvader also had to
check the whole asylum twice a day to make sure everything was in good
condition.’431
This last task not only included checking the building and personnel, but also the
inmates. In this regard, the binnenvader and moeder had an important role in
assessing the condition of the mad. Through daily observation of the different
inmates, the binnenvader and moeder determined whether incarceration was needed
or whether someone’s condition had improved, whether special care was needed or
whether someone could be released. Within the walls of the asylum, they were the
eyes and ears of the governors. One very unique source from the archive of
Rotterdam is the diary from binnenvader Jan Brouwer (employed from 30 June 1679
until 12 November 1703).432 This record revealed information about his daily life as
part of the institution. Quite remarkably, Brouwer recorded that some of the inmates
of the asylum were used as personnel and helped with the upkeep of the building and
daily tasks.433 This could only be done if their behaviour would allow for this,
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illustrating much about the attitude towards the inmates and the purpose of their stay
in the institution: rehabilitation with the view of reintegrating into society.
Besides the binnenvader and moeder, more people were employed to run the
asylums. For example, all asylums hired maids and servants to assist the binnenvader
and moeder with their domestic tasks, including cooking, washing and maintenance
of the house. Cooking and providing the inmates with proper nutrition was an
important part of the daily care of the insane. Interestingly, very specific
documentation concerning the weekly food plans (showing what types of food were
provided to the inmates) exists for all asylums.434 What stands out in these weekly
lists is the variation the asylums had to offer: an inmate’s diet consisted of meat, fish,
grains and vegetables and contained a relatively high nutritional value for this period,
particularly in comparison to what the lower classes were accustomed to.435
Arguably, for most of the people incarcerated, this was a step up from their normal
diet.
In the seventeenth century, physicians and surgeons began to be employed
by the asylums to treat the inmates for any physical illnesses. In Amsterdam, a
contract dating from 1733 with surgeon Stollenkamp gives us some indication about
the tasks and salary associated with this role. Stollenkamp was paid 100 guilders for
one year and dedicated himself to treating the inmates, preparing their medication,
shaving the mad (at least four times a year or as the governors wished), and visiting
inmates every morning during periods of extreme cold.436 In the eighteenth century,
the asylum physician became increasingly involved with assessing the severity of
the condition of people for whom an admission request was made.437 From the
resolutions of the governors of the Amsterdam asylum, we also learn that a doctor
was appointed without a contract; however, in 1777, an annual sum of 150 guilders
was paid to a doctor who treated the inmates for physical ailments. The salary that
the physician and the surgeon received for their work was thus a set amount per year.
This amount was not high for these professions: physicians and surgeons therefore
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must have had supplementary incomes. Still, occupying this function provided some
kind of prestige and also a steady income.438
Medical care
As noted briefly above, providing medical care for the mad was not one of the main
tasks of the asylum. This did not mean that medical care was completely absent. The
employment of asylum physicians and surgeons shows that medical care was
considered important (again countering the negative image of asylums as horror
houses). Nonetheless, the asylum physician and surgeon were not employed to cure
the mad from their mental condition, only from physical ones. Still, medical care for
the mental conditions of the inmates did occur in the asylum when requested by
family members. The previous chapter showed that, in the early modern medical
market, cure options were indeed offered to those disturbed of mind.
That treatment was an option when incarcerated is demonstrated in the
request made by Elizabet Vlek in 1732 to the burgomasters of Amsterdam: she
wanted her son Abraham treated in the asylum by a physician called Joseph Celle.439
Elizabet explained that her son had already been incarcerated in the asylum for four
years: his situation had not improved and she could not imagine him getting better
without the help of a competent physician. Because she herself was a poor woman,
she could not pay for the services of the physician or the prescribed medications. The
only hope she had left was that her son could be treated by a physician and – with
God’s blessing – would be cured and able to pick up his old profession (as a surgeon)
and provide for the household. She had also heard that another inmate, Abraham
Lameer, also incarcerated in the asylum for a long time, had been treated by Doctor
Celle and had recovered in such a way that he was released and could now administer
his own affairs again. Thus she asked the burgomasters to authorize Celle to treat her
son in the asylum (at their cost).
In the minutes, a comment was made about the further course of action
concerning this request, namely that the burgomasters approved the request and that
Joseph Celle could examine Abraham Vlek in the asylum to see whether it was

Nieuwenhuis, ‘De teloorgang van een beroepsgroep’, 60.
SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 955 Stukken over opneming, staten
van verplegingskosten en van eigendommen van verpleegden,1581-1792, Treatment request for
Abraham Vlek (June 1731).
Doctor Joseph Celle was the same physician for whom several treatment contracts were found in the
archives, see chapter three, 85.
438
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possible to cure him from his madness.440 This request is interesting because it
reveals a variety of elements about institutional life. One significant element brought
to light here is the notion of ‘being cured’. Clearly it could be done under the right
conditions. Implicit in Elizabeth’s tale is also the positive expression of both cure
and care: cure is possible and care – medical and non-medical – does have an impact
on the condition of the mad. Additionally, sources show that families or the
community of care stayed involved and informed about the conditions of their loved
ones. Ultimately, this house was not intended as a place to spend your life, but only
a period of time until the situation improved.
Inside and outside: push and pull factors
Asylums were not institutions closed off from urban society: they were very much a
part of it. Even though the inmates were locked inside, several push and pull factors
influenced their stay in these institutions. Looking into the connection the inmates
had with the outside world will also help to understand the function of these
institutions within the larger urban fabric.
Both from inside and outside the institution, there were factors that kept the
incarcerated connected to ‘real life’ and the outside world. The most telling evidence
in this regard is the simple fact that family members could visit their (mad) relatives
inside these institutions. Although no official policy documents about this can be
found in the archives, the general sense can be derived from other primary
documents. For instance, in the minutes of a governors’ meeting for the Rotterdam
asylum, a request was made by Margareta Willemina Tips on May 31 1776 to regain
the right to visit her brother Gosewijn Tips. This request shows that visits
occurred.441 In the archive of the Haarlem asylum, further evidence of visitation
rights can be found. In 1686, Jacques Pietersen (husband to Maria Leenderts, who
was admitted to the asylum) had lost the right to visit his wife by himself because of
his ‘display of affection’ for her during these visits, which upset her after he left.442
Visits were not the only way the incarcerated could have contact with the
outside world. As mentioned earlier, doing the laundry for someone inside was often
part of the payment agreement for these institutions. This meant that some sort of
440

Ibidem, inv. nr. 924 Resolutieboek, beginnende met den Jaare 1720, Visitation Abraham Vlek by
Joseph Celle p. 8 (5 September 1731).
441 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 2 Resoluties van de Regenten van het Pest- en
Dolhuis 1773-1790, Request from Margareta Willemina Tips to be able to visit her brother again (31
May 1776).
442 Van Loon, Een andere samenleving, 47-49.
Original: ‘Zijn genegentheijt voor haar te verteren.’
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contact was ensured between the people incarcerated and their family members (or
whoever did their laundry). In contrast to the stereotype image of the asylum as a
kind of prison, visitation rights and connections with the outside world (via bringing
and collecting laundry) highlight the reciprocal function of the asylum. Family and
caregivers were very much involved with this group and consequently had eyes in
the asylum and on the situation of the mad. This interaction demonstrates that
caregivers and family had an awareness over what happened in the asylum, how the
people were treated and whether the condition of the incarcerated had worsened or
improved.
It is therefore also no surprise that, as a consequence of this, there were not
only requests made for admission but also many requests for release. In this regard,
family members usually asked for a release when the situation had improved and
they wanted to try private care again at home. In the Rotterdam archive, we find
many of these release requests made to the governors. In all these cases, the
governors relied on the expertise of the physicians and the binnenvader and moeder
to decide about someone’s release. For example, in the case of Sara van Beveren,
her friends made an admission request in 1731 because she had been visited with a
‘heavy internal battle of thoughts and innocence’.443 They requested admission into
the asylum and for the administration of her goods and the care of her children to be
put in someone else’s hands.444 This request was granted on December 29 for the
duration of one year. Only six months after her admission, a new request was
submitted stating that Sara, with the blessing of the Lord almighty, had again come
to her senses and her friends now asked for her release from the institution.445 This
was approved on the condition that the administration of her goods would still stay
in the hands of the curator for the remaining six months.
The practice of requesting for release can also be found in the archive of the
Amsterdam asylum, the krankzinnigenboeken: books which contain the
administration of the admissions and releases for this institution. Here, we find
multiple admissions that end with release requests from family and friends, always
with the statement that – due to the improvement of the situation of the incarcerated
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SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 192 Requesten met appointement en bijlagen
inzake opneming, continuering en betaling van het verblijf, en ontslag van personen wegens wangedrag
in resp. uit het Beterhuis ‘Malta’, gericht aan het College van de Weth 1725-1795, Admission request
for Sara van Beveren (1 December 1731).
Original: ‘Is bezocht met een zware strijd mimeringh en innocentie.’
444 Ibidem.
445 Ibidem, Request for the release of Sara van Beveren (June 1732).
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– they wanted to resume private care at home.446 What is striking, however, is that
caregivers were not the only ones to make release requests: asylum governors also
requested the release of those incarcerated. This reinforces the impression that the
governors also had insight into the condition of the mad in their institutions and
undertook action when someone could be labelled as cured. It is quite likely that
these petitions were made by governors when caregivers were absent; but we can
also attribute their intervention to the more practical need for space.
Temporary release from the asylums could also be granted, a custom
comparable with the modern day practice of furlough. Two examples of this are
found in the sources. The first comes from Amsterdam: in 1781, permission was
granted to three inmates (two men and a woman), whose condition had improved
during their stay in the asylum, to leave the house during the day and come back at
night for a period of 14 days.447 The second source comes from the Utrecht asylum:
in 1668, Cornelis Rodesteijn was permitted to ‘leave the institution, after a period in
which he had the freedom to move in and out of the institution, in order to earn his
own money.’448 In addition, the sources also showed people regularly displaying a
pattern of leaving and entering the asylum multiple times over the years. Such was
the case with Cornelis van Oosterhout, who had been admitted to the Amsterdam
asylum eight times over a period of 25 years before dying there in November of
1776.449 This pattern of going in and out of the asylums perfectly illustrates
connection between society and asylum and the different push and pull factors the
asylums dealt with in this period.
Negative image of the asylums
The negative image of the early modern asylum, which I briefly mentioned in the
introduction of this chapter, was based on generalized assumptions. The previous
section has shown that life in these institutions was capable of variety and certain
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SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 951-954 Krankzinnigen-boeken:
1640-1745, 1700-1765, 1726-1792, 1746-1792.
447 Ibidem, inv. nr. 924 Resolutieboek, beginnende met den Jaare 1720-1791, Permission to leave the
institute during the day for three inmates (7 August 1781).
448 UA, 709-4 Archief van regenten van het Krankzinnigengesticht, inv. nr. 2522 Resolutiën van de
broeders van het Dolhuis (sedert 1820 huismeesters en regenten) 1593-1737,
Permission for Cornelis Rodesteijn (14 March 1668).
Original: ‘Ende is als doen Cornelis Rodesteijn toegestaan hem uit het huis te mogen
begeven, de welke enige tijd vrijheid hadden gehad om in ende uit te gaan vermits den zelve vermeende
hem buiten kosten van het zelve huis te komen generen.’
449 SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 951-954 Krankzinnigen-boeken:
1640-1745, 1700-1765, 1726-1792, 1746-1792.
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liberties; for some, it was even a place of healing and rest. Dominant preconceptions
about asylums – people never left alive, inmates were abused and no care was
provided – were not evinced in the sources. Many of these assumptions are based on
the idea that people dumped their unwanted family members in these institutions: as
this chapter and the previous demonstrate, this was not the reality. Getting someone
admitted was a long and elaborate process: many parties were involved and needed
to cooperate for a successful request. In an attempt to shed light on the preconception
that people never left asylums alive, admission records from all three asylums were
collated to reconstruct admission numbers in the houses for the periods 1640-1680
and 1740-1780. When we look at these numbers (see Tables 4.2-4.4), it becomes
clear that the percentage of people released from the asylum was almost always
higher that the population that died in the asylum.450 In a study about the way the
mad were handled in the early modern period in the Utrecht asylum, a similar
overview was made for the period 1730-1799 that also confirms this trend.451
Consistent numbers and the practice of release requests (see previous section)
demonstrate that most people stayed only temporarily in these asylums. This claim
can further also be underlined by the fact that, in numerous admission requests,
incarceration was requested for only a limited period of time.
Table 4.2
Amsterdam

1640-1680
Amount
34
2
47

Percentage
(%)
41.0
2.4
56.6

1740-1780
Amount
158
15
123

Percentage
(%)
53.3
5.1
41.6

Released
Transferred
Deceased
Unknown
83
100
296
100
Total
Admission outcomes: Amsterdam. SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis,
inv. nr. 951-954 Krankzinnigen-boeken: 1640-1745, 1700-1765, 1726-1792, 1746-1792.

450

In the case of Amsterdam, these numbers are relatively complete, but in both Utrecht and Rotterdam
for one of the periods this information was incomplete. In the case of Rotterdam, the registration was
incomplete in numbers and in the case of Utrecht, no information about this was given for the 81
admissions in that period. Because this information is administered and extracted differently for all the
cities these numbers are biased but can give a general image.
451 Van der Weyde, ‘De behandeling der krankzinnigen in vroeger tijd te Utrecht’, 5010.
The research shows that in this period (from the 234 people admitted) 89 were released, 36 died and
the remainder is unknown.
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Table 4.3
Utrecht

1640-1680
Amount

Percentage
(%)

1740-1780
Percentage
Amount
(%)
36
29.3
Released
0
0
Transferred
8
6.5
Deceased
79
64.2
Unknown
81
100
123
100
Total
Admission outcomes: Utrecht. UA, 709-4 Archief van regenten van het
Krankzinnigengesticht, inv. nr. 2522-1 and 2522-2 Resolutiën van de broeders van het
Dolhuis 1593-1786.

Table 4.4
Rotterdam

1640-1680
Percentage
1740-1780
Percentage
Amount
(%)
Amount
(%)
127
50.4
Released*
2
0.8
Transferred
79
31.3
14
100
Deceased
44
17.5
Unknown
252
100
14
100
Total
*In this number 18 people who escaped from the asylum are also included.
Admission outcomes: Rotterdam. SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 158161 Registers van opgenomen krankzinnigen 1619-1833.

A second misconception had to do with the notion that people who were
locked up in asylums suffered continuous abuse: physically and mentally. In fact,
the asylums were mainly used for rather extreme cases of madness; in the eyes of
contemporaries, the asylum was best equipped to deal with this particular group. In
his research of the Rotterdam asylum, Mart van Lieburg has claimed that the asylum
had an array of means of coercion at its disposal, such as whips, chains and
straitjackets.452 Nonetheless, little to no signs of use of whips or physical punishment
can be found in the archives studied. Indeed, some of the sources even suggest the
contrary, especially if we revisit the contract for the binnenvader and moeder, which
clearly states: ‘They are not allowed to abuse the inmates and also needed to
452

Van Lieburg, Gilden, gestichten en gezondheidszorg, 57.
See also: Chapter four, 109-110.
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supervise and make sure that the other servants and maids kept to these rules, and if
not need to report this to the governors’.453 Still, a couple of cases showing the use
of chains and other restraint devises can be found. In the Utrecht asylum, the minutes
of the governors show the extraordinary case of Dragonder (his real name was never
used) who was admitted in the institute on 28 April 1788.454 Almost two years later,
this person was again mentioned because, on multiple occasions, he had wrecked his
room, torn his clothes and broken the chains that were used on him, costing the house
over 250 guilders in reparation. The document states that ‘he possessed a
unexplainable strength with which, even now being bound in iron shackles on both
hands and feet, he managed to wreck and tear apart everything he got his hands on
driven by an untameable, more evil-than-mad character and a lust to break and
destroy things’.455 This mainly caused financial problems for the institution and
‘after having exhausted all the more gentle options without result’ the huismeester
now asked for compensation for the cost and/or a transfer from the asylum.456 In
Amsterdam only one eyewitness account mentioned the use of chains and only in the
sense that the noise of the chains disturbed the neighbourhood. 457 Of course,
restriction in terms of freedom was part of these institutions but none of the sources
describe hurting or whipping the mad, especially not as a type of punishment.458
453

SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 2 Resoluties van de Regenten van het Pest- en
Dolhuis 1773-1790, Appointment of binnenvader and moeder (22 February 1788).
Original: ‘Art.22. De binnevader en binnemoeder zullen aan de respective geconfineerdens alle hulp
en soulagement in derzelver ongelukkige omstandigheden moeten toebrengen en zelver ongelukkige
omstandigheden moeten toebrengen en dezelve in alle ordentelijkheid behandelen en voorts zorg
dragen dat dezelve door elkanderen of door de knegts of meiden niet mishandeld worden en in gevallen
zulks tot hunnen kennis mogt komen, daarvan aanstonds aan de praesis der regenten verslag moeten
doen teneinde bij regenten alsdan daromtrent zoodanig zal worden gehandeld als zij zullen oordeelen
te behooren zullende de binnevader en binnemoder ten minstens twee maal des daags ’t geheele huis
door moeten gaan om te vernemen of alles in goede orde is.’
454 Vijselaar and Bolt, J.L.C. Schroeder van der Kolk, 25-26 and UA, 709-4 Archief van regenten van
het Krankzinnigengesticht, inv. nr. 2522-3 Resolutiën van de broeders van het Dolhuis (sedert 1820
huismeesters en regenten), 1787-1827, Permission admission
Dragonder (28 April 1788).
455 Ibidem, Statement about Dragonder behaviour and damages he caused (29 March 1790).
Original: ‘Dat eene onbegrijpelijke kragt bezit end at onaangezien hij zelfs als nu met ijzere boeijen
aan handen en voeten gesloten is door zijne ontembare en meer kwaadaartige dan krankzinnige verniel
en breeklust noch dagelijk met breken en stukken scheuren doorgaat.’
456 Ibidem and Negotiations about financial compensation (20 April 1790 and 27 April 1790).
Original: ‘Dat ook alles is aangewend om door zagtheid gemelde Dragonder te tragten tot bedaren te
brengen, maar dat alle hulpmiddelen daar omtrent ook tevergeefs zijn geweest.’
457 Pley and De Boer, ‘De razerny’, 273. However, the accuracy of this account can be called into
question because a couple of years before this account, the town council and the governors of the asylum
discussed the sound-proofing of the cells and claimed that nothing could be heard.
458 In the archive of the leper house in Amsterdam, punitive measurements (such as a big log of wood
chained to someone’s leg – blok aan het been), can be found in the recollection of three simple-minded
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Restraints were only mentioned as an option to prevent the afflicted from harming
themselves, others or property and was thus used as a last resort when the other more
gentle ways had not managed to calm someone down.459 In general, the worst cases
were locked in their cells, while the calmer residents could wander freely around the
institution and its courtyards.
Abuse, however, could exist in multiple forms. In the archive of the
Rotterdam asylum in the governors’ resolutions of December 12 1662, a report was
made about the terrible state the mad were in. Governor van de Walle stated in this
report that all the simple-minded and mad who were staying in the house were in a
bad state and full of pests.460 This situation was the result of a long period of
misconduct by binnenvader Willem Jansz. who, in drunken rages, displayed violent
behaviour, cursed at the other employees, insulted the governors and failed to
manage the asylum according to his contract.461 When Willem was fired, the report
was made and the governors decided to order the new binnenvader and moeder to
clean all people in the institution, wash, repair or replace their clothes, shoes and
sheets.462 This neglect can also be seen as a form of abuse because the incarcerated
were in a dependant situation. Still, while the circumstances might make modernday Europeans shiver, they were more common during this period and these
unhygienic conditions were generally prevalent in poorer neighbourhoods of all
cities where people lived in small spaces and in higher density.
In the different archives of the asylums, no further cases of abuse (with the
exception of neglect) can be found. In the archive of the Amsterdam plague house,
one sexual abuse case was documented. In a notarial testimony, binnenvader
Hendrik Alderling was accused in 1785 by binnenmoeder Maria Assis of sexually
abusing a female inmate in the plague house. Maria declared to the regents of the
inmates, who were punished for aggressive behaviour, running away and stealing. SAA, 369-4 Archief
Leprozenhuis, inv. nr. 306 Resoluties, later notulen van regenten. 1747 -1789, Entries about: Hendrik
Nagelhout (26 July 1775 and 5 October 1775), Michiel Wijnants (9 January 1777) and La Marche (17
January 1787).
459 In the thesis of Erik van Loon on the Haarlem asylum, he mentions also only one case in which
someone was restrained. In my opinion, this observation about Josijntje Dirx, who was bound to her
bed after she had attempted suicide by banging her head into the wall of her cell with such force that
her skull was cracked open, can be seen as additional proof of the fact that restraint was not carried out
without considerable reason.
Van Loon, Een andere samenleving, 55.
460 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr.1 Resoluties van de Regenten van het Pest- en
Dolhuis 1639-1744, Notice about the terrible state the mad are in (12 December 1662).
Original: ‘Dat hij ondervonden hadden dat zo wel de innocente als dolle zeer ongehavent ende vol
ongedierte waren waarop gedelibereerd zijnde.’
461 Ibidem, Notice about the misbehaviour of binnenvader Willem Jansz. (May 1662).
462 Ibidem, Notice about the terrible state the mad are in (12 December 1662).
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hospitals that on the afternoon of August 13, while looking for Hendrik, she entered
his room and caught him with his pants down on top of the patient Clara Kips, who
was admitted in the plague house because she was simple-minded. When the two
saw Maria, Clara ran out of the room and Maria said to Hendrik: ‘What do you think
you are doing? There are better men than you hanging from the gallows; you are
taking advantage of the mad’: after this pronouncement, she left the room.463 Maria’s
testimony resulted in Hendrik Alderling’s dismissal.464 Even though this was the
only example found in the archives about this type of abuse and we must be cautious
about making larger claims, specifically because the archives that have been handed
down are not always complete and it could also be that cases like this one have
purposely been left out for the reason that they could do damage to the reputation of
the institution.
Another type of abuse was wrongful incarceration. In chapter two, the case
of Johan Herll was discussed, who pleaded for his release after being (in his view)
wrongfully incarcerated in the Utrecht Asylum for life by his brothers.465 We can
also find a case in Rotterdam where the sister of Gosewijn Tips accuses Gosewijn’s
ex-wife and family of wrongfully incarcerating Gosewijn in the asylum to obtain
wardship over his money and possessions for their own benefit. She was also
convinced that her brother was not insane and was therefore helping him get out of
this situation. She tried to regain access to her brother via the Court of Holland (in
an earlier section, I discuss her request to the governors of the asylum about this)
and tried to arrange a new agreement over the wardship of Gosewijn’s possessions,
which was granted to her by the court.466 What stands out in both these examples
was that a family dispute was at the core of the issues and that the authorities were
willing to intervene and help straighten things out.
One type of mistreatment of the mad, often stressed in literature, was the
opening of the asylums during the yearly carnivals. During this period, visitors paid
an entrance fee of two stivers to see the inmates. This practice had become customary
463

SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 1059, In- en uitgegane stukken
rakende het algemeen bestuur vóór 1795, Declaration from ziekenmoeder in the pesthuis Maria Assis
about the ziekenvader Hendrik Adelijn (2 September 1785).
Original: ‘Kaarel wat begind gij daar, daar hangen er beeter aan den galg als gij, houd gij het met
gekkinnnen.’
464 Ibidem, inv. nr. 1019 Notulen-Boek wegens het Gast- en Pesthuys, 1634-1795, Note about the
discharge of binnenvader Hendrik Alderling (24 August 1785).
465 See also: Chapter two, 63-64.
466 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 17 Ingekomen stukken en minuten van
uitgaande brieven van de Regenten van het Pest- en Dolhuis en van de Commissie uit de Raad, 16551819, Several documents concerning the admission of Gosewijn Tips (1776).
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mainly due the revenues it provided: the asylums were always struggling for money
and this delivered much-needed extra revenue. Normally, the houses were closed off
to the general public and could only be visited by either family members or the rich
– mainly physicians – who were willing to pay a good deal of money to see the inside
of these institutions and their inmates. But during the yearly carnival ‘opening’,
everybody who could afford the fee had the chance to visit the mad. One such visitor
to the Amsterdam asylum described this as a spectacle in which the mad were driven
to outbursts by the visitors, who were not satisfied to simply observe these sad
creatures but also felt the need to taunt them. 467 In all three cities, this practice
provoked discussion to a greater or to a lesser extent about the possible negative
effects this asylum ‘open day’ had on the inmates. In Utrecht, the discussion can be
retraced in the archive of the asylum and the burgomasters. In an extract of the
resolution of the burgomasters from February 26 1759, a report was discussed about
the possible abolition of the carnival practice. The advice was that opening up the
asylum to visitors should be abolished but also that the (financial) considerations of
the governors of the institution needed to be accounted for.468 The burgomasters
followed this advice but decided on adjournment: the actual abolition of the practice
was pronounced on May 14 1781 – 22 years later. This decision was finally taken
because the burgomasters felt that ‘the Dolhuis kermis (asylum carnival) was often
misused for sin and inappropriate behaviour and with this, the mad, instead of being
treated with the proper compassion and sympathy, were teased, ridiculed, harassed
and abused in such ways they would recede into rage’.469 Because of ‘their great
wisdom and fatherly compassion, the burgomasters implemented the measurements
necessary to protect the unhappy people, who were visited by God, from the sins and
abuse and ensured they were left in peace; therefore they prohibited the unruly
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Van den Berg, Rijp voor paviljoen III, 16.
UA, 709-4 Archief van regenten van het Krankzinnigengesticht , inv. nr. 2530 Extract uit de
resolutiën van de Vroedschap betreffende de voorgenomen afschaffing van de Dolhuis-kermis (26
February 1759) and UA, 709-3 Archieven van regenten der Vereenigde Gods- en Gasthuizen, inv. nr.
1832 Stukken betreffende een geschil tusschen de regenten van het gasthuis en die van het Dolhuis over
de verpleging in het Dolhuis van een dischgenoot van het gasthuis, 1666/67, Request from the
governors of the Utrecht asylum to the burgomasters (7 October 1583).
This shows the financial need and hardship of the institution even with the revenues from the carnival
and admission fees.
469 UA, 709-4 Archief van regenten van het Krankzinnigengesticht, inv. nr. 2526-1 Brieven en stukken,
ingekomen bij Huismeesters en regenten, 1752-1828, Extract from the resolution of the burgomaster
(14 May 1781).
Original: ‘Dat aangemerkt de zo genoemde dolhuis kermis grotelijks misbruikt wordt tot
zonden en ongebondenheden en bij zonde de krankzinnigen in plaats van medelijdig beschouwd en
behandeld te worden zo geplaagd, bespot, getergd en mishandeld worden dat ze in razernije vervallen.’
468
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carnival opening of the house.’470 The governors’ ongoing discussion also shows
what circumstances were taken into account in the decision-making process; but
ultimately, the well-being of the incarcerated in the asylum was the decisive factor.
Why this practice was not abolished until late in the eighteenth century could have
to do with the changing perceptions influenced by Enlightenment thinking.471 In this
regard, the mad were increasingly seen as deserving humane assistance and the
notion of the salubrious institution and surroundings were an important part of this
humane approach.472
A final and third preconception that boosted the negative image of asylums
was that no care was given in these institutions. However, sources from previous
paragraphs convincingly demonstrate that care was certainly provided to inmates.
Doctors and physicians offered care for physical ailments, mental care could be
given on request and basic care such as food and a clean shelter was provided by the
staff. The fact that people were only locked in their cells or restrained for their own
protection further demonstrates the character of the house. In addition to these
elements, sources also highlight the importance of patient observation in the asylums
and also at the time of admission. Observation was used to indicate certain
behavioural patterns and was an essential indicator of someone’s condition (and
possible improvement). This supervision shows that admission was only granted if
no other option was possible and that release was the general goal. The environment
in which people were kept in the asylum – in relative seclusion and with minimal
stimulus – testifies to the fact that these institutions used the experience of
incarceration itself as a healing method, just as the famous Doctor Phillip Pinel did
in France.473 That the condition in the asylums might have not been as terrible as
often claimed and seen as places of care is illustrated by the fact that, sometimes,
people even tried to admit themselves into these institutions, as seen in chapter
two.474
If one reflects on the information from the asylum archives, it is possible to
both discredit and nuance the negative image these institutions have endured over
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Ibidem.
Original: ‘Edel achtbare naar derzelver hoge wijsheid en vaderlijke mededogen zodanige middelen
gelieven te beramen waar door die zonden en baldadigheden geweerd werden ende ongelukkige van
god bezochte mensen in vrede en rust gelaten werden en kon het zijn de ongeregelde kermis geheel
afgeschaft mocht worden.’
471 Vijselaar and Bolt, J.L.C. Schoeder van der Kolk, 32-33.
472 Oosterhuis and Slijkhuis, Verziekte zenuwen en zeden, 26-27.
473 Shorter, History of psychiatry, 10-12.
474 See also: Chapter two, 65-67.
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the years. In the context of the early modern period, the early modern asylums in the
Dutch Republic were truly places of care, cure and security in which the inmates
were held until they recovered enough to go back into society.
Conclusion
Researching the admission process for the mad in early modern Amsterdam, Utrecht
and Rotterdam has shown that incarceration was not an arbitrary process. Instead, it
was a complex system that necessitated close collaboration between the community
of care and the urban authorities. As this chapter has revealed, the community of care
(mostly family) used their agency to instigate incarceration via an admission request
or a legal complaint, which would then bring the public authorities into play. The
urban government and judicial authorities thus became involved at the last stages of
this process of dealing with madness: when the situation had become unbearable and
someone was no longer able to function within urban society. Such intervention was
necessary to get someone admitted into an institution because they were the only
ones who had the authority to do this. Hence, private and public parties addressed
the behaviour of the mad in a manner that was mutually beneficial.
The entire incarceration process – from the admission request to the release
– reveals much about the conditions of asylums as places of care and cure; and
indeed, as places of death. Admissions were not taken lightly and assessments were
always made to evaluate the severity of the affliction and the subsequent suitability
of the institution. Precautions were taken to ensure that the type of care was matched
as much as possible to the person in question: different types of madness and mental
retardation had their own place in the different institutions; likewise, the people
involved, whose task it was to supervise, evaluate or diagnose the condition of
inmates also positively determined the care and (sometimes) cure of their charges.
They reviewed the person in question, advised on the course of action, assessed the
necessity of admission and also the right place of admission. This clearly
demonstrates the elaborate process of incarceration of this group.
The negative image of institutional care and especially of asylum care as a
place of horror and incarceration for life, has been significantly nuanced and even
disputed by the sources. These early modern Dutch asylums were not institutions
that were closed off from society but, on the contrary, part of urban life. The care
provided was up to date with the standards of society and only rarely were
recollections of abuse of any form found in the sources. Moreover, the sources
revealed a positive image: the mad were kept for limited periods of time in the
asylums and they were cared for and could receive visits from their relatives. These
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people (alongside the employees) observed the situation of the mad and functioned
as an extra layer of control: their agency went a long way to influence daily reality
in the asylums. This collaboration between the private and the public sphere was
ultimately the key in handling this social problem and for safeguarding people in the
institutions, the private and public space. Collaboration only worked when people
saw eye to eye in matters concerning madness. Therefore, in the final and concluding
chapter, the changing attitudes towards madness, the framing of madness and using
the system of care will be the focus.
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CHAPTER FIVE
FRAMING MADNESS
The changing conceptions of madness and their strategic use in the urban system of
care

‘In some ways disease does not exist until we have agreed that it does, by perceiving,
naming, and responding to it’, wrote Charles E. Rosenberg in the introduction to the
collected volume Framing disease.475 In this work, several historians have reflected
on how illnesses were framed and how social and cultural perceptions influenced
ideas of them. ‘In our culture, the existence of a disease as specific entity is a
fundamental aspect of its intellectual and moral legitimacy’, Rosenberg argued. ‘If
it is not specific, it is not a disease, and a sufferer is not entitled to the sympathy [...]
connected with an agreed-upon diagnosis.’476 In the process of defining illness, many
different actors, including the person in question, doctors, families, friends,
neighbours, social institutions, employers and government, have all looked for ways
to frame the (biological) event in terms that made sense to them and served their own
ends. Many physical – but also mental – diseases therefore came to be defined,
redefined, and renamed over the course of several centuries. Tracing this process of
framing madness can consequently help to understand how illnesses were viewed,
defined, changed and used in the past.
How madness was framed in the seventeenth and eighteenth centuries and
if, how and why this changed during this period, is the focus of this final chapter.
Assessing these shifts is, to some extent, speculative because of the limited quantity
of sources for the seventeenth and eighteenth centuries.477 However, as this thesis
has demonstrated, we can ascertain some important foundational points of departure.
Firstly, in previous chapters of this thesis, it has been identified who the mad were
and what type of care was provided for them in the urban environment and by whom.
Secondly, by placing the daily reality of care for this group on the centre stage, it
becomes clear that many different parties became involved and had to work together
to arrange the proper care. How madness was framed was an essential component in
understanding how madness was viewed in the early modern period and these
frameworks were used to arrange the proper care for the mad. In concurrence with
Rosenberg’s arguments, interaction and consensus between all the different parties
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was essential in this process of defining and using the framing of madness
strategically. This interaction between the different parties involved, however, was
not a static, top-down process; rather, the interaction was, for a large part, conducted
from bottom-up initiatives.
To answer the main question of how did the framing of madness change and
why, this chapter is divided into three parts. The first two sections reflect on two
distinct changes in the general understanding of madness during the early modern
period: the process of the medicalization and the growing expression of compassion.
These two shifts can be identified as important points of debate and interest in
research into the history of madness. Moreover, as we have seen in the course of this
thesis, they are also evident in the sources from Amsterdam, Rotterdam and Utrecht.
By examining these two trends and understanding how people framed and viewed
madness, a more comprehensive image of the position of this group in the urban
environment can be discerned. In the third part of this chapter, I assess how the
framing of madness was used by people in the urban care system. In this final
concluding section, I also reflect on analyses from previous chapters and bring them
together to answer the main question of this thesis, what and who the driving forces
were that instigated the growth of the urban care system for the mad.
Medicalization of madness
Medicalization has been a long and ongoing process in which human conditions and
problems have come to be defined and treated as medical conditions and, thus,
become the subject of medical study, diagnosis, prevention and treatment. This
process has been studied extensively in the history of medicine. In this regard,
historians of psychiatry have traditionally emphasized the importance of the
nineteenth century as a turning point, when asylums became places of cure instead
of care and the discipline of psychiatry was born. Yet, long before this shift took
place, doctors, patients and families likewise tried to explain, cure and predict the
outcome of mental afflictions. Their methods were not always standardized or
always based on science but were rather founded on a combination of theories and
folk cures. The early modern period was characterized by great changes in science,
medicine and medical mentalities. New ideas about how the body worked and what
caused illnesses emerged, changing the way in which people thought about
madness.478
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Medicalization spread through a complicated process, which was not only
instigated top down but also bottom up: by developments in the medical marketplace
and by ordinary men and women. In addition, as this chapter explores, broader social
and cultural factors also influenced medicalization.479 Traditionally in
historiography, the process of medicalization has been studied by focusing on the
changes in the ideas about illnesses in medical treatises and the development of new
treatments. In this section, this dominant focus will be reviewed in multiple ways;
firstly, by reflecting on the medical ideas about madness in two medical treatises that
are exemplary for a shift in medical thinking in the early modern period; secondly,
by looking at the actual involvement of the medical professions in treating and
diagnosing the mad; third and finally, by researching the changing, more medical
terminology used for madness and the people suffering from it. Focusing on all three
key aspects will provide a more complete view of these changes and their
significance in daily life.
Early modern medical ideas about madness
The early modern period marks a much-studied shift in the way that the body was
probed, examined, charted and diagnosed by scientists and medical practitioners.480
In the seventeenth and eighteenth centuries, medical knowledge did not yet have the
exclusive character it acquired from the nineteenth century onwards; many people
had access to some kind of medical knowledge.481 But, even though medical
knowledge was constantly developing and was more accessible to a larger number
of people in this period, ancient and popular beliefs about sickness and health
remained fairly constant among the broader population.482 For example, the Galenic
humoral theory long remained the most influential medical theory and also shaped
public mentalities about madness.483 Galenic theory worked from the idea that the
state of the body was correlated with the state of the mind. This meant that, in treating
people for illnesses, the physical symptoms needed to be equated with a mental or
moral state of being.484 Medical writers therefore also echoed ideas about the need
to resist and restrain the passions for the good of one’s mental, moral and physical
health, on the one hand, and about their potential use in the relief of diseases, on the
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other.485And although new ideas and explanations for sickness emerged in this
period, the transition process from one idea to the other was very complex and the
boundaries between ‘old’ and ‘new’ notions were not distinct.486
In many ways, madness was (and had remained) a condition that was
difficult to define by the medical professionals. Since antiquity, doctors had written
about its occurrence and reflected on its origins and the possibilities for cure. In the
medical treatises from the Dutch Republic discussing madness, the general Galenic
medical discourse of this period can be found; however, we can also find a particular
shift from a Galenic-inspired model to a moral treatment cure model. To show how
this medical discourse about madness in the Dutch Republic shifted, two medical
books – one from the seventeenth and one from the eighteenth century – will be
discussed in detail. Even though these works were very different in character, (one
became a bestseller written by a famous physician, the other a more limited print
edition from a professor of philosophy, mathematics and astronomy) the two works
exemplify the transition process from one medical tradition to the other.
The first book was called Schat der Ongesontheyt (Treasure of
unhealthiness), written by Johan van Beverwyck in 1642.487 Van Beverwyck was a
famous physician in the city of Dordrecht, where he was employed by the urban
government as city doctor and teacher of anatomy. Van Beverwyck showed a keen
interest in the changes and new developments in medical science and was widely
regarded, and indeed presented himself, as a modern physician of his time. 488 Van
Beverwyck wrote the Schat der Ongesontheyt as part of a trilogy. The goal of this
series was to educate a large audience on how to prevent sickness, maintain health
and cure illnesses. This noble cause probably also explains why he wrote the book
in the vernacular (and not in Latin): something uncommon in medical scholarly
literature at the time. The book became immensely popular and was reprinted eight
times between 1642 and 1660. For this reason, his work is often used to indicate the
general medical view of the seventeenth century.
Of interest for this research is the section that Van Beverwyck specifically
dedicated to illnesses of the head. Here, he first explained the anatomy of the brains
and then discussed more common ailments, such as headaches. A rather large
section, 113 pages, was dedicated to different forms of madness. He divided these in
several distinct categories including forgetfulness, rage (a subsection of rage was
Dixon, ‘Patients and passions’, 22-52, p. 34.
Raber, ‘The common body’, 99-124, p. 100.
487 Van Beverwyck, Schat der ongesontheyt.
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drunkenness, which he saw as voluntary madness), frenzy, melancholia (with a
subsection dedicated to folly love), lunacy and lunacy caused by wild animals
(rabies).489 His grouping of madness thus shows that these subcategories were
thought of as different in their indication and origin.490 For all these categories, Van
Beverwyck explained the symptoms, speculated on their possible origins, and
explained different treatment options. For this, Van Beverwyck used a Galenicinspired medical model. For example, he claimed that the main cause of madness
was a lack of balance between the body and the four humours.491 The treatments he
prescribed also consisted of classic Galenic cures and included nutritional advice,
purging, and bloodletting: all designed to restore balance within the body. Strikingly,
Van Beverwyck diverges from this traditional Galenic perspective in his discussion
on melancholia:, he noted: ‘When every other treatment option has failed and strict
admonitions have had no effect, one should try to follow the deranged lines of
thought of the afflicted and then deceive them’.492 The treatment option of following
the ‘deranged lines’ of thoughts of the mad, which Van Beverwyck mentioned here
only briefly, was seen as one of the main cure options proclaimed in the new, moral
treatment theory, which can be found in the second book.
This second book is called Eudoxus over de krankzinnigheid (Eudoxus about
madness), which was written anonymously and published in 1791.493 The choice for
this book requires some additional explanation, as, in comparison with Van
Beverwyck’s best seller, this 172-page treatise may seem less relevant.494 However,
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in one of his articles, Joost Vijselaar has shown the importance of this work as
evidence for the existence of a ‘management of the mind’ theory in the Netherlands
in the late eighteenth century: something that other scholars have traditionally placed
much later.495 Significantly, Vijselaar has argued that the writer of Eudoxus was
Bernardus Nieuhoff.496 Nieuhoff was a respectable scholar of his time, a Spinozist
and a representative of the Dutch Enlightenment movement. He was appointed
professor of philosophy, mathematics, and astronomy at the University of
Harderwijk in 1774 and, even though Nieuhoff had no formal medical training, he
expressed some strong opinions about dealing with and treating the mad. Nieuhoff’s
goal was to inform people about how the mad experienced their illness and establish
more empathy and compassion for them.497 This explicit appeal for compassion was
something still unusual at that time; in this sense, Nieuhoff could even be called a
pioneering ‘sympathy entrepreneur’.498 In his book, Nieuhoff argued that madmen
were not without sense or reason, as was believed in earlier times. Rather, they were
people who reasoned in the right way but whose reasoning was based upon false
assumptions.499 Therefore, the afflicted were not raging beasts but people who
needed (and were entitled to) help to rid them of their false preconceptions.500
According to Nieuhoff, there were two treatment options that could enable
this cure. The first one consisted of a gentle form of guidance provided by a
professional physician. During the treatment, the bond of trust between patient and
physician was of the utmost importance because the physician first needed to try to
engage in the world of thoughts of the mad. When a level of trust and understanding
was established, the physician had to slowly replace these irrational and false
assumptions with different ones and thus change the patient’s reasoning back to
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normal.501 The second form of treatment he distinguished was a form of coercive
manipulation in which an element of shock was implied. In order to illustrate this
treatment, in which the threat alone of inflicting physical pain was usually enough
to bring someone back to their senses, he gave multiple examples of physicians who
had successfully used this coercive technique; amongst them, the famous Herman
Boerhaave (1668-1738).502 In both treatment options, Nieuhoff emphasized that the
focus needed to be on the interaction between the patient’s body and mind. The ideas
of Nieuhoff related and (to some degree) preceded the moral treatment that was made
popular by and regarded as the invention of the French physician Phillipe Pinel
(1745-1826).503 Therefore, this work is of great interest because it contradicts the
common narrative about the medicalization process of madness in Dutch
historiography, which maintains that these types of changes in thinking about
madness – clearly present in Nieuhoff’s work from 1791 – only emerged in the
Netherlands in the first half of the nineteenth century.504
Van Beverwyck and Nieuhoff indicate a change in medical scholarship and
thinking in the Dutch Republic. In line with international tendencies, they
demonstrate a clear shift in the way of thinking about madness and the medical
treatment of the mad: from a Galenic medical view to an interpretation in which
madness was increasingly seen as an condition requiring understanding and a
different approach. No longer were humoral treatments and locking up the mad in
the hope of recovery the dominant methods; instead, reasoning with the mad and
understanding their thoughts was seen as the key to their treatment. Combining this
trend with the increasing call for empathy and compassion eventually resulted in the
first signs of the moral treatment method in the Dutch Republic.505 In many European
countries and in North America similar shifts took place.506 Most commonly
mentioned in relation to this shift, in which the moral treatment was implemented
and the chains of the insane were supposedly broken, were two physicians: the
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Frenchman Phillipe Pinel and the Englishman William Tuke (1732-1822). In reality,
while these men were at the forefront of the movement, it was a much more
complicated process, involving many more people.507
Involvement of medical professions
Another important indicator of the process of medicalization was the involvement of
medical professionals or medical associations, such as the Collegium Medicum, in
the treatment and judgement of the conditions of the mad. In her book, Inge Mans
has stated that, already from the sixteenth century onwards, medical professionals in
the Dutch Republic became more involved in the process of curing, explaining, and
judging the necessity of incarceration in the case of madness.508 This increased
involvement of medical professionals can be explained by several developments, the
most significant being the growth of medical interest in madness and the growth of
the medical profession as a group on the medical market. These developments
combined – that is, the increased interest of this new, specialized group – also
illustrates the position of medical professionals in the process of diagnosing and,
consequently, how other people now saw madness as a sickness. In this research, the
archives showed an increase in this medical involvement from the mid-seventeenth
century onwards, which correlates with the start of this trend in other European
countries.509
In the Dutch sources, three specific changes can be distinguished in this
regard. The first is that medical professionals were more frequently asked to help
cure the mad. In the Dutch Republic, there existed a rather diverse and flourishing
medical market in which consumers had a variety of options when seeking care or
cure. This also meant that the involvement of the medical world in the daily life of
the inhabitants of Amsterdam, Rotterdam and Utrecht was considerable. For
example, if we recall back to chapter three, both the medical contracts of Dr Joseph
van Celle and healing arrangements with some unschooled healers demonstrate that
families and the social network looked for medical help and different cures on the
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medical market.510 The extent of the involvement of these medical professionals in
the cure of the mad is difficult to determine since only 26 documents, plus five
healing contracts, can be found in which medical treatment is mentioned explicitly.
From this number, 23 documents were drawn up in the eighteenth century and eight
in the seventeenth century. The main reason why medical treatments were mentioned
in the sources was to prove that everything had already been done in the quest to
cure the mad but without the desirable effect. In the admission request for Pieter
Berenger in the Rotterdam asylum, his brother Henry declared that ‘Pieter had
already been treated by a doctor of medicine, a surgeon and a apothecary but that it
had all been in vain.’511 The surgeon and apothecary also separately declared that
they have given him ‘several medicines and used many treatment options to instigate
recovery but that his frenzied state had not diminished.’512 Unfortunately, the sources
do not reveal the types of medical treatments these people received, which leaves us
guessing as to what the popular cure options were.
The second trend that can be discerned – and proves the growing
involvement of the medical professionals – concerns the many testimonies in which
doctors, surgeons and apothecaries testified about the condition of the person in
question. From the end of the seventeenth century, an increase in the sources with
medical professionals that testified can be established: this trend continued into the
eighteenth century. Sometimes, this involvement went hand in hand with medical
statements about the treatments previously implemented or accompanied a statement
that someone had been examined and found to be mad. What this visitation process
entailed can be found in a testimony from Utrecht drawn up in 1679.513 In this source,
three doctors declared that they had visited Francois Wilhelmi (on the request of
Pieter la Burch) and had found him ‘in an upset and baffled state in his senses and
often even delirious.’514 They had come to this conclusion after a conversation with
Francois, lasting about two hours, in which they had found him repeating himself,
510
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talking incoherently and often contradicting himself as senseless people do. This
rather elaborate evaluation about Francois’s specific condition and the fact that it
was made by no less than three medical professionals show that this group played an
important role in judgement over someone’s state of mind.
The judicial archives also confirm the important role of medical practitioners
in judging madness. In the Court of Holland archive, medical practitioners were
involved in five out of 13 extant cases: one from the seventeenth century and four
from the eighteenth. In the case concerning Martinus Wilhelmus Laurentius Schaap,
a certificate signed by three doctors was presented as evidence of Martinus’s simple
and innocent state of mind.515 Medical doctors Bojer, Van Bronkhorst and Gaubius
declared that they had visited Martinus Schaap ‘multiple times in the previous year
and had found him in the same simple state. He was without sense and was forgetful
in answering questions that were asked just before and he had made many ridiculous
gestures.’516 It is striking that in this certificate the doctors also speculated on the
cause of Martinus’s state of mind, diagnosing his ailment as ‘natural or stemming
from his birth, unless it becomes apparent that after his birth he had been subjected
to a strange change, such as fever, a strike or musings about a certain thing of which
his mental state was the immediate effect.’517
The third trend that becomes evident from the sources was that the medical
practitioner connected to the institutions and the city doctors had a more prominent
task in evaluating the conditions of the mad. Chapter four explained that the asylums
had both a surgeon and a doctor in their employment: from the second half of the
eighteenth century, we can also identify an increasing involvement of the institution
physician in determining whether a person was eligible for admission or release.
Most of the assessments about the decision of admissions were written down in the
margins of the admission requests, stating that a consultation and judgement by the
physician had been requested. In general, these statements were relatively short and
515
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sparse. Still, they do signal an altering in the admission process, which now needed
a medical assessment. This change began at the end of the seventeenth century and
became increasingly common in the eighteenth century.
In addition to the institution’s physician, the city’s physician and the
Collegium Medicum became more involved in reporting on and deciding about the
need for admission in the eighteenth century. For example, in the annex of the
admission request for 30-year-old Catharina Thomas, the city physicians of
Rotterdam declared to have visited her and deemed it absolutely necessary that she
be incarcerated in a silent and dark room if there was to be any hope of improvement
of her suicidal state. This statement resulted in the order on16 July 1668 from the
burgomasters to admit her to the asylum.518 In the archives, we can find proof of how
meticulous this process of admission was and that, in some cases, the medical
professionals also advised against an admission. In a recommendation from June 28
1762, attached to a request made for the admission of Hendrikje Kemmen by the
bailiff and several neighbours, the physician of one of the quarters of Rotterdam,
Van Stuivezand, stated that he had examined this woman and found no signs of
madness; but, to the contrary, she had answered his questions in a very civil manner.
The process continued, however, because of the manifold complaints made by
neighbours. Consequently, the full Collegium Medicum (probably meaning the
board) also examined the woman: again, they found no signs of madness. They
concluded by advising that she was not suited to be confined in the city’s asylum and
this advice was followed by the city government.519
The three trends have shown that, even though the medical professions had
always been involved in dealing with madness, their engagement in dealing with this
madness, both in cure and advising about admission or release, increased
significantly from the late seventeenth and eighteenth centuries onwards. This
increase indicates that something changed in how people thought about their status
and expertise in handling the problem of madness on multiple levels. Looking further
into why this was the case is the focus of the next section, which concentrates on the
changing (medical) terminology used for madness and people inflicted with
madness.
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From object to patient
The terminology used to describe the mad was varied and complex.520 From the
sources in the eighteenth century, we can observe an increase in the use of medical
terminology in cases of madness by both the medical professions and the lay
population, testifying or requesting. This demonstrates an important change in the
way madness was framed. One of the most telling changes was the increase of the
term ‘patient’ when indicating the mad. Looking into the connotation of the word
patient, the early modern dictionary (the Middelnederlandsch Woordenboek by
Verwijs and Verdam) defined the word to mean ‘sufferer’ and was often linked to
illness: a patient was thus someone suffering from an illness.521 We see the word
patient used especially in the documentation from the asylums but also in the notarial
testimony from Rotterdam about the innocent Jacobus de Voogd.522 In this
document, a doctor and surgeon both make declarations about the changing state of
Jacobus from innocent to mad and dangerous for his environment. They concluded
with the statement ‘that this patient needed to be incarcerated in a competent
institution in order to prevent disasters as much as possible and for the sake of his
cure and improvement’.523 The fact that the term patient was specifically used in this
testimony meant that his mental state was seen and/or framed as suffering from an
illness. Thus, medical professionals were the ones who decided that Jacobus’s
condition required medical treatment.
When reviewing the terms used for mad people, it was remarkable to see
that, contrary to the word patient, terms such as ‘object’ and ‘subject’ were also used
regularly in the sources – well into the second half of the eighteenth century – when
referring to the mad. These terms indicate a more distancing approach in addressing
this group, not relating to any medical meaning. An unusual case from 1770, even
shows that the term ‘unhappy creature’ was used by the doctor and city-employed
surgeon, Van Cuijlenborg, to indicate the mad Hillegonda Vroeijesteijn who, in a fit
of rage, had wounded her own neck.524 The great variety of terms used, subsequently,
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See also: Chapter two, 57-59.
Instituut voor de Nederlandse Taal,
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522 SR, 18 Archieven van de Notarissen, inv.nr. 3901, akte nr. 87, p. 353 (29 May 1770).
523 Ibidem.
Original: ‘Attestanten zodanig voor kwam dat denzelve patient tot voorkominge van andere
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requires some caution when reflecting on the overall shift in terminology.
Implicating that just the use of the word patient was indicative of a major change in
the way people viewed madness would be jumping to conclusions. Indeed, the use
of both patient and object to address people with mental problems illustrates that the
reality was much more complicated and many different perspectives on madness coexisted in the eighteenth century. All the same, the growing use of the term patient
showed that the definition of madness was becoming more nuanced and more related
to the notion of suffering from an illness.
Many specifically medical or medically inspired terminologies were used,
not only for the person in question, but also for ailments. Medical terms such as
melancholic, frenetic and hypochondriac were used in the sources to describe the
conditions of the mad.525 A similar development can be observed in the
aforementioned book by Van Beverwyck, where different types of madness were
indicated by different medical terms. The use of these terms in the testimonies and
requests establishes that the meaning and characteristics of these conditions were
familiar to the people who used them. Moreover, this usage demonstrates that a
simplified version of academic medicine was mainstream medical knowledge to
urban inhabitants, reflecting the way they wanted to frame the problem of madness,
namely, as something that had a medical origin. In a couple of other documents, the
person afflicted was described as visited by a brain disease or as having suffered
from a indisposition of the brain.526 The word disease clearly implies that the person
was suffering from an illness: again, this correlates with the increased use of the
word patient.
The use of medical discourse by laymen and women to try and explain how
madness had come about was another notable change. Several sources state that the
madness had been the result of an evolving physical illness. This development is
illustrated by the case of the 26-year-old maid Catharina Coenraads. In 1789, her
employer drew up a notarial testimony to have her admitted to the Amsterdam
asylum. The employer, a certain Maria Eedberge, testified that Catharina had fallen
Requesten, vonnissen, overeenkomsten enz. betreffende de opneming van krankzinnigen in het gesticht
1770-1789, Admission request for Hillegonda Vroeijesteijn (29 October 1770).
Original: ‘Ongelukkig schepsel.’
525 For example: SAA, 5061 Archieven van de Schout en Schepenen, inv. Nr. 1259 Register der door
schepenen geconfinieerden met de requesten 1686 -1695, Admission request voor Maria van der Lip
(14 January 1687) and ibidem, 5075 Archief Notarissen, inv. nr. 6476, 733 (23 September 1703).
526 For example: SR, 18 Archieven van de Notarissen, inv.nr. 588, akte nr. 104 p.165 (8 December
1654) and UA, 703-a Stadsbestuur van Utrecht, inv. nr. 460 Requesten aan het vroedschap houdende
verzoeken om machtiging om personen in een verbeterhuis op te sluiten 1700-1712, Request for Maria
Boesere (18 October 1709).
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ill but, in the last week, this illness had caused Catharina to be troubled in her brain
and put her in such a state that she no longer could be left alone.527 This explanation
of how Catharina’s madness came about links both mental and physical ailments and
reinforces two notions: firstly, that mental and physical ailments were connected;
and secondly, that the condition was seen as an illness.
Notwithstanding the changes in terminology for the mad and their ailments
that can be found in the sources, it was still a specific choice to use either one or the
other. The question that arises therefore is why were people more inclined to use this
medical terminology from the eighteenth century onwards? I would like to suggest
that medical terminology and reasoning were used as a strategy to affirm that
madness was an illness because of the benefits this had for the people who drew up
the document as well as for the afflicted themselves. Using medical terminology was
beneficial for the family and social network for two reasons. First of all, by using
such terminology, they could make an eligible claim that the behaviour of this person
was the result of an illness and, thereby, prevent reputational damage. Secondly,
medical terminology enabled them to appeal to the government for help with their
caregiving tasks. The admission request drawn up for Jannetie Jans van Heukelum
in 1708 can be used to exemplify both reasons.528 In this testimony, Jannetie’s
husband, mother and neighbours all stated that she had been subjected to the illness
of rage and madness for about a year and that the only reason no disasters had yet
occurred was because of the help of the neighbours in watching her and the will of
God. Furthermore, her behaviour deteriorated daily and she had attempted multiple
times to murder her children and to hang herself, drown herself, or jump out the
window: several neighbours even had to remove the pantyhose or rope from her
neck. She had, consequently, caused much unrest in the neighbourhood and a
growing fear arose of her starting a fire.529 Because Jannetie’s behaviour was also
brazen and morally problematic, the family and neighbours tried to prevent public
shame and loss of reputation for themselves and for her by distinguishing her as ill.
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SAA, 342-6 Archief van het Dol- of Krankzinnigenhuis, inv. nr. 955 Stukken over opneming, staten
van verplegingskosten en van eigendommen van verpleegden 1581-1792, Admission request for
Catharina Coenraads (January 1789).
Original: ‘Welke enige dagen geleden met ziekte bezocht zijnde die ziekte te gevolgen heeft gehad dat
sinds het laatste passerende week zij getroubleerd is geworden in de hersenen met welk van dag tot dag
zodanig verergerd.’
528 SR, 230-01 Archief van het Pest- en Dolhuis, inv. nr. 178 Requesten met appointement inzake
opneming van krankzinnigen 1654-1712, Admission request for Jannetie Jans van Heukelum (2 July
1708).
529Ibidem.
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Simultaneously, they tried to get help from the government in providing the proper
care for this victim of a mental illness.
From Jannetie’s case, we can thus surmise that people classified and framed
madness quite deliberately as an illness because they benefited from its effect on
social discourse. This social context dictated to what extent the family and the mad
were held accountable for their actions, whether they were entitled to help, and to
what extent people felt compassion for them. As a result, people such as Jannetie’s
family helped to bring about the medicalization of madness.
Emotions expressed530
A second development that demonstrates a shift in the framing of madness was the
increase of emotions and compassion expressed in the sources from the eighteenth
century. Because the sources in this research revealed the voices of the mad and their
caregivers, these documents not only deal with practical motivations, but also with
the sentiments of their makers. As such, they offer the opportunity for a collaboration
between the fields of medical history and the history of emotions. The sources
capture the intimate reality of dealing with madness: hence, it is not surprising that
they also contain emotional expressions. What causes major challenges when
analysing these emotional expressions is the differences in use of terminology of
emotions, emotional etiquettes, explanations for emotions and thoughts about
emotions in the pre-modern period when compared to our current interpretation.
Many scholars have been dealing with these problems; for instance, Steven Mullaney
in his work on the subject has observed that the word ‘emotion’ did not become a
term for feeling until about 1660.531 Instead, words such as ‘passion’ and ‘affection’
were used, although these could (in fact) have multiple meanings, depending on the
context in which they were used.532 Furthermore, ideas about emotions were totally
different to modern notions and highly influenced by the humoral theory, which tied
someone’s humoral constitution to certain emotional and personal characteristics. In
addition to this problem of terminology, working with sources primarily in their
textual form poses a challenge because these words are not a direct reflection of
emotions, but are rather the representations of emotions. Nevertheless, these
expressed emotions do have a particular meaning and reflect social and cultural

Re-edited version of part of an article published in History of psychiatry: Aan de Kerk, ‘Strategic
voices of care’, 66-78.
531 Kern Paster, Rowe and Floyd-Wilson (eds), Reading the early modern passions, 2.
532 Ibidem.
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mentalities. Looking into these emotions can tell us more about the use and meaning
of their expression in cases of madness.
When people talked about madness, different types of emotions were
expressed. Expressions of fear were found most frequently in the sources and can be
relatively easily elucidated in the explanations given for the behaviour of the mad.
Fear was usually expressed in recounts of the extreme levels of violence used and
during the speculation on potential disasters such as causing fires and suicide. An
example of this is seen in the admission request for Susanne Consul from 1742. In
this document, it was explicitly stated that, due to her long-lasting heavy melancholic
and sad state, which had devolved into complete insanity, ‘her whole family
constantly feared for and lived in anguish of the possible disasters that could
happen.’533 This is just one of the many examples of this type of direct expression of
fear that could be found in abundance in the notarial documents and admission
requests.
A second emotion expressed was shame. This was, however, mostly
expressed much more subtly and indirectly and can be explained within the context
of (potential) reputational damage as a result of the behaviour of the mad. One of the
few cases in which shame was directly expressed was the admission request made
for the mad Cornelis Vergeer. Multiple admission requests were made by family
members and guardians to confine (and keep confined) Cornelis for many years: first
in the leprosarium of Dordrecht and, later, in the asylum, section Kleyn Padua, in
Rotterdam.534 In one of the admission requests from July 1741, Cornelis’s
stepmother and uncles stated that, even though treated by a medical professor, he
still had fits, during which he made no sense and made offensive gestures as if he
was simple in the head. Besides this, he also laughed without reason or became
extremely angry, swearing and cussing at people without cause. His behaviour had
already lasted for months and worsened daily, forcing them to declare that they ‘were
very worried that Cornelis in his fit of rage would, to the family’s sadness and shame,
kill or wound a family member or somebody else who was forced to interact with
him or that he would set a fire that would lead to the total ruin of his friends and
fellow citizens’.535 This case is striking both because the documentation about
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RA, 230-01 Archief van het Pest- en Dolhuis, inv.nr. 180 Requesten met appointement, bijlagen en
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Cornelis’s case was very elaborate but also because his family members explicitly
stated that his madness and the behaviour he displayed could cause them shame.
Reflecting more on the expression of shame, we can tentatively conclude
that, by documenting and labelling the behaviour of these people as the result of
madness, the community of care tried to avert public shame for themselves. By
having a notarial testimony or an elaborate admission request drawn up, the family
or social network could distance themselves from the behaviour of the mad. This
desire also relates to the previous section about the use of medical terminology. To
explicitly label someone as afflicted with an illness, his or her behaviour could be
causally linked to the illness, guaranteeing that the family, social network or the
person afflicted could not be held accountable: madness was a problem that could
happen to anybody and, thus, made them entitled to help. Often, underlying these
expressions of shame, was the desire to limit reputation damage. Because someone’s
greatest good in the early modern society was her or his reputation, people did
everything in their power to be proclaimed honourable citizens and avoid any form
of public shame.536 Since the mad lost their sense of cultural and social convention,
their socially unaccepted actions could inflict severe and irrevocable reputation
damage. Causing hindrance and commotion in the neighbourhood – especially
displaying the naked body or engaging in promiscuous behaviour during fits of
madness – could evoke this shame and loss of reputation, which tainted everyone
close to the afflicted.537 Still, naming the behaviour as medical and (in a way) ‘airing
out the dirty laundry’, helped to reduce reputational damage because the stigma was
now linked to madness and not to the individual(s). Openness about the shameful
behaviour of the mad combined with a re-framing of the behaviour as the result of a
condition could therefore be seen as an effort to move past the shame and stigma of
madness and strategically putting the focus elsewhere.
Expressions of compassion can also be found in the sources. Even though
utilized less frequently, the use of terms indicating compassion increased during the
eighteenth century. The emotional expression of compassion in the sources can be
discerned in the use of specific emotionally charged words. The most important of
these words include terms such as sadness, unfortunate, wretched, commiserate,
Original: ‘Dat de supplianten ende hun verdere bloedverwanten ten uiterste beducht zijn dat denzelve
Cornelis nu of dan in zijn kwaadaardigheid de een of andere van zijn familie tot droefheid en schande
van dezelve of andere die met hem noodzakelijk moeten omgaan wel mochten te neer leggen of andere
werkelijke wonden toebrengen ofte wel enige tijd brand stichten tot totale ruine zo van zijn vrienden
als medeburgers en inwoonders van de plaatse.’
536 Van de Pol, Het Amsterdams hoerdom, 67- 84.
537 Van der Heijden, Misdadige vrouwen, 67-68.
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grief, and sorrow.538 In this thesis, over 300 notarial testimonies and about 2,000
admission requests were researched; only a small percentage, namely 157 of the
documents from Utrecht, Rotterdam and Amsterdam, contain these expressions of
compassion. Despite their rarity, they remain remarkable for their emotive power.
Families and the social network directly incorporated these expressions of
compassion into the testimonies when they made statements about the ‘great
sadness’ they felt for the person in question and her or his situation. Identifying this
kind of compassion is very interesting and resonates with the ideas of philosopher
Martha Nussbaum, who studied compassion extensively in her book, Upheavals of
thought. In Nussbaum’s work, she concluded that compassion was present when a
situation was thought of as severe, befallen upon someone and the person in question
was deserving. Therefore, to deserve compassion, one needed to be innocent to one’s
faith.539 Other early modern historians have also researched compassion in this
specific period and have come to the conclusion that this emotion stemmed from a
spiritual foundation and displaying compassion was an act of charity.540 The
distinction between deserving and undeserving instigated by Calvinist and humanist
visions was especially important in this regard because it determined not only who
got help but also what kind of help.541 These are interesting conclusions because it
tells us something about the thoughts people had regarding the origin of madness.
By showing compassion to the ones afflicted with madness, people recognized that
it was a condition that emerged separately from the guilt or sin of the afflicted person.
In other words, madness was not thought of (in these cases) as punishment for sinful
or unvirtuous behaviour.
Still, most of the testimonies were made without any emotional expression
and seem quite formal. To illustrate the difference between the documents with
emotional expressions and those without, two examples will be given, both from
parents who requested admission for their mad son. The first example occurs in
1772: Jan Schouten declared that he had the ‘bad fortune’ that his son Jan Schouten
junior had gone out of his mind several weeks ago and that this state of mind was
accompanied by frenzy and even malice. The situation had escalated to such an
extent that, to prevent disaster, he needed to be guarded by at least two men. His
father therefore concluded that it was extremely necessary to incarcerate his son and
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asked permission to confine him in the asylum.542 Permission was granted and his
son was confined in the asylum of Utrecht. The second example is the request of Arij
Kleij and his wife Annetje van der Maen, drawn up in 1761. In contrast to Jan
Schouten, they began their request by stating that, ‘with intense grievance of their
soul, it had pleased the almighty God to deprive their youngest son Jan, who lived
with them, of his senses’.543 Jan Kleij had been in this state for over a year and
because of their own old age and there was no one else to guard and take care of Jan
(apart from a daughter who also lived with them), they requested authorization ‘to
confine their son until God had relieved him of his ailment’.544 Their request was
approved and Jan was confined in the workhouse of Gouda in 1761 but transferred
to the Utrecht asylum in 1767 where he became a ‘patient’ because of his persistent
madness.545 The difference in expression of both parents when they talked about the
conditions of their sons is striking to say the least. Where Jan was quite
straightforward in his testimony, Arij and Annetje expressed grief, made repeated
references to God’s will and elaborated on their own situation. Looking at both cases
raises questions about why these expressions of emotion were used in one case but
not in the next, especially because both get the same authority to confine their sons.
The increasing frequency of expressed compassion in the notarial
documents and admission requests from the eighteenth century requires some further
explanation. To begin, several factors may have played a role. One explanation could
be that, due to the fact that the source material was more elaborate for the eighteenth
century, it compromises the image we have of the preceding seventeenth century for
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UA, 709-4 Archief van regenten van het Krankzinnigengesticht, inv. nr. 2635-2
Requesten, vonnissen, overeenkomsten enz. betreffende de opneming van krankzinnigen in het gesticht,
1770-1789, Admission request for Jan Schouten (February 1772).
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which less information was available and therefore a comparison not possible.546 The
increase in expressions of compassion could also be seen in the context of changing
mentalities and customs in the eighteenth century. With the birth of Enlightenment
culture, the way people thought about social problems in their society and the
secularization of the world changed and brought different types of rhetoric and
reasoning into fashion. The aforementioned idea of showing compassion to indicate
that madness was an affliction that anybody could get is an example of this change
in reasoning. Interesting to note at this point was that the same rhetorical reasoning
and emotional expressions used in the notarial documents and admission requests
were also present in the admission requests to get people admitted into houses of
correction.547 This could possibly indicate that this formulation of emotion was a
type of rhetorical strategy that had come into fashion in this period. A final factor for
the increase in emotional expressions could be the increase in the number of
government institutions available for the mentally disturbed. This availability
combined with a growing role of the urban government to act as a problem solver
for these types of social issues could have influenced people’s willingness to request
their help.548 By using emotional expressions, they proved that they deserved help
and appeal for compassion from the public and government to receive help.
In short, by looking at the development of emotional expressions in these
sources, it is possible to propose that emotional expressions – especially framing and
formulating the testimonies in a certain way – were employed as a rhetorical strategy.
Families and the social network may have utilized these emotions to obtain outside
help and secure an understanding of their situation. They did this because they
benefited from the effect this had on the social discourse, which dictated the extent
to which the family and the mad were held accountable for their actions, the extent
to which they were entitled to receive help, and the levels of compassion that other
people felt for them. How these developments in the framing of madness and the
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corresponding rhetorical strategies were used in dealing with and arranging care for
the mad will be discussed in the next section.
Using the urban care system
The final section of this chapter reflects on how the system of urban care was used
by the inhabitants of Amsterdam, Rotterdam and Utrecht in dealing with madness
and the mad in their city. Applying the knowledge about how the framing of madness
was strategically utilized in organizing and asking for care will show with even
greater clarity how the intricate system of care worked and depended on the
collaboration and consensus between the different parties that have been discussed
in this thesis. To begin, the discussion in the third chapter about the private system
of care showed that the family was the main driving force in arranging care for the
mad; however, sometimes, they needed a larger social network, thus creating a
community of care. Subsequently, when people asked for care in the public system,
the urban authorities also became part of this community of care.
If we recall back to the discussion of this urban care system in the first
chapter, it was established that this system grew significantly in the early modern
period and was sparked by several different factors.549 During this time, the urban
government became increasingly involved in the care for its citizens; consequently,
the options available in the urban care system grew. The most prominent sign of the
expansion of this system for the mad was the rising availability of places for this
group in urban institutions, especially in the asylums. Additionally, the increasing
admission requests and population numbers in the asylums in the eighteenth century
not only show the growth of the system in terms of the literal expansions of these
institutions, but they also indicated that people knew their way in and around the
system and wanted to make use of this urban system. But what and who were the
driving forces behind this increased demand on the system of urban care?
To answer this question, the many different factors that have already been
discussed separately in the preceding chapters now need to be considered as a
synthesized whole. The first factor was the identification of who the mad were;
namely, mostly men and women from the lower and middle strata of society who
lived (generally) in the cities under study. If we combine these details with a second
factor – the terminology and behavioural characteristics that were used to describe
this group – a general idea of who were labelled as mad can be ascertained. This
information further helped to identify a third factor: which types of behaviour or
549
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circumstances instigated the need for care and help. From all the individual examples
used in this research, some general conclusions can be drawn. For example, people
who were not able to take care of themselves, caused nuisance on a regular basis,
and who needed to be protected for the sake of themselves and/or others formed the
largest group of mad that required care. At first, the options in the private care system
were explored and utilized by the community of care in searching for help for their
mad loved ones. These options included caring for someone at home, arranging
future care in wills, getting someone medical treatment, organizing guards or
restraint within the home to guarantee safety. How long this care could be kept within
this private setting depended (for a large part) on the balance between the coping
capacities of caregivers and the behaviour displayed by the mad. At some point,
however, the private care system was unable to cater to the needs of the community
of care or the more extreme cases of ‘raving’ madness. This left a gap in the provision
of care for the mad, which – to a great extent – the urban care system would fill.
Nevertheless, this alone does not explain the increase of the use of the care system
in the eighteenth century. To determine the driving forces behind this increase, it is
necessary to explore two points: what circumstances in society increased the use of
the urban care system, and who instigated the use of this system.
Driving forces: What?
Economic downfall and financial hardship have often been mentioned as one of the
driving forces behind the increase of institutionalization, because more people
needed the support of the urban government and poor relief.550 Likewise, in the
sources from this research, one of the reasons frequently given by people to ask for
help from the public system of care (mainly institutionalization) was of an economic
nature. Indeed, the many admission requests made by the caregivers mention these
economic considerations, often alluding to their own (disadvantageous) economic
situation.551 Often these petitioners stated that they had spent all their money on care
and cure, that they could not manage financially anymore without the income of the
person afflicted, or were limited in their own breadwinning abilities due to the
responsibilities they had taken upon themselves. The fact that these government
institutions and the city-employed physicians and surgeons were cheaper, was
undoubtedly an important aspect in this call for help. Because the research group in
this thesis consisted mainly of people from the poor and middle echelons of society,
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they were arguably more prone to economic hardship. This is especially applicable
during the eighteenth century, in which economic stagnation made these classes
more dependent on the system of care. Still, if we recall from chapter one, not all
three cities under study were equally affected by economic downfall. Rotterdam, on
the contrary, even experienced a period of growth during the eighteenth century.
Nevertheless, even in this city, both the number of admission requests and the size
of the asylum grew.552 A similar occurrence can be found in England: this country
also experienced a growth in the institutions and admission numbers in the
eighteenth century and this was during a time of economic prosperity.553
Consequently, while one can conclude that the (generally declining) economic
situation most likely contributed to the increase in the use of the urban care system,
this factor does not fully account for the increase.
Another reason given for the increase in the use of the urban care system
was the growing population number of the cites.554 This would seem quite apparent:
more people meant that more people would make use of the facilities offered in the
urban care system. Additionally, due to increased urbanization and population
growth due to migration, more people in the cities lacked a support network (family
and community) and therefore became more dependent on the public urban care
system. Especially the province of Holland became highly urbanized, evident in the
population increase in Amsterdam and Rotterdam. However, the migration influx
dropped in the eighteenth century, which also affected the population numbers in the
cities. When analysing the population numbers over time, a growth in both
Amsterdam and Rotterdam in the seventeenth century can be discerned but – then –
a decrease from the second half of the eighteenth century. In Utrecht, no significant
population growth took place at all during the period under study.555 Therefore, citing
population growth as a factor to explain increased use of the urban care system is
problematic, especially for Utrecht, since this city showed no major population
growth but still an increase in the admission requests made for the mad and multiple
expansions of the asylum. So both the decrease in the population numbers in
Amsterdam and Rotterdam from the mid-eighteenth century, combined with the
stable population numbers of Utrecht throughout the whole period seems to suggest
that population increase was not the main driving force for the growing dependence
on the urban care system.
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Cultural changes cannot be overlooked when we come to consider what the
driving forces behind the increase of the urban care system could be. As this thesis
has touched upon, these changes in society influenced the way the system was
perceived and how it was used. In this context, notions of deserving and undeserving
were important. The previous two sections about the medicalization and the
expression of emotions showed that madness in the eighteenth century became seen
as something that was not necessarily linked to guilt or sin but could happen to
anybody. This prompted a new reaction; namely, that this group was deserving of
help and care.556 This new attitude stimulated an increase in labelling someone as
mad; subsequently, more people were open about the problems this caused because
asking for government help became more acceptable. Furthermore, the
medicalization of madness also enforced the idea that this condition was an illness:
one that could be cured if the right treatment was implemented. The image of the
institution, explored in chapter four, was also an important aspect in this cultural
change. Having established that the asylums in this early modern period were, in
fact, seen as institutions of care and cure and not as places of horror, clearly affected
the way people thought about them. These changing cultural circumstances and ideas
in society about the mad, the origins of madness, and the asylum as a place for the
mad all encouraged people to use the urban system of care and, therefore,
simultaneously instigating a growing need for it. People became more accepting of
the mad and emphasized the shared social responsibility for these people. Therefore,
these cultural changes seem to have been the main driving force for the increase of
the willingness to call on the urban care system in the Dutch Republic.
Still, looking into the what of the question is only one side in understanding
the origin of this increase. The next section therefore explores the human side,
looking into the agency of the different actors involved and establishing who exactly
were behind these driving forces asking for care?
Driving forces: Who?
This thesis has shown that, at different times in the process of caregiving, different
people have had the primary agency of deciding on the type of care that was
provided. Still, it can be concluded that the agency of the family was of paramount
importance. This group had the legal power to decide over the person in question
and took the initiative to get this person care: either within the private system or in
the public system. Their agency is revealed via the admission requests they made.
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The family can consequently be seen as both the main caregiver and as a disciplinary
network that decided when the behaviour of a mad family member needed to be
addressed. In most cases, when the family was absent, the agency shift to the larger
social network consisting of mostly neighbours and friends, who then took over the
role of family to arrange care for someone. One of the most striking finds of this
research has been the few voices of the mad themselves, revealed when they took
control and managed their own illness process, thus showing their own agency as
well. However, this could only be carried out as a preventive measure in periods of
sanity or lucidity. The urban authorities also had agency, usually when the family or
social network was absent or after the request for external help was formulated by
the private parties to the public care system. Because the urban government
(burgomasters and magistrates) and the legal authorities had the right to make the
final decision about admission into institutions, this agency was also considerable.
Still, the family was the main driving force in asking for care and in
instigating the use of the urban care system. Nevertheless, various actors took over
this role at times and, hence, these groups also needed each other to arrange care in
the process of dealing with madness. For example, while the family remained the
‘prime mover’ in the cycle of admitting a mad family member into an institution,
other agents were vital to the process: the social network remained crucial to confirm
claims of madness and likewise, urban authorities to grant admission. The very
intricate collaboration that this co-dependence created resulted in a more intensive
and extensive use of the urban care system, in which each agent was fundamental to
the whole.
Besides agency, another way to discern who the driving forces were behind
the increased use in urban care is to investigate who paid for the care of the mad.
Various agents determined the funding of care and the public facilities in the early
modern urban environment.557 In chapter four, when discussing the admission
process, it became clear that, if the family was in any way capable of paying for the
care of its mad family member, it was held accountable for this. This accountability
could even come in the form of services; for example, doing the laundry for the
people who were institutionalized.558 Not only the family was involved in paying for
the mad, but the inhabitants of the city were indirectly involved because they
sponsored – for a great part – the public system of care via almsgiving.559 By
facilitating the urban care system, the urban government, too, was involved in the
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foundation of the institutional system and thus involved in paying for the costs. The
urban government also became concerned with, or even dictated, civic and religious
organizations’ poor relief to pay for admission costs in the institutions; however,
these groups also sponsored the boarding out of their poor mad adherents. When we
‘follow the money’, it can be concluded that different parties were involved in paying
for the care of the mad. Unsurprisingly, in most cases, the families were held
responsible for the payment of the care and needed to pay for this when they had the
money to do so. It was only when they could not afford to or if they were not involved
in the process that the larger community of care (social network, urban government
and different religious or non-religious poor-relief organizations) would step in.
Again, this revelation confirms the strong position of the family as the main driving
force.
The previous two paragraphs strongly suggest that the answer to the question
of who the driving force was behind the increase of the urban care system was family.
The family was responsible for arranging care, keeping the situation in check and
deciding when it was time to institutionalize someone. The family also paid for this
if possible, either in money or kind. Still, in the development of the urban system of
care, it has been a long-held scholarly understanding that the increase of admission
into the institutions was implemented top down by the urban governments and not
bottom up as the ‘family’ answer implies. This top-down theory argues that the
foundation of these institutions was part of the larger aim of the government to
provide institutional care for its inhabitants in an attempt to pre-empt the disturbance
caused by the growing population of unwanted (poor) citizens: the mad were seen as
part of this group.560 However, to understand the true driving force behind the growth
of this public system, one cannot simply look at the notion of ‘supply’ that this theory
encourages: the ‘demand’ side must also be taken into consideration. This research
has shown that institutionalization of the mad was not an arbitrary act and that, in
most cases, requests were made for admission. Hence, people asked for help from
the public system of care. Again, the family was the initiator in most cases,
requesting admission into the asylums or other urban institutions. As such, in my
opinion, both the bottom-up demand (from family and other social units) as well as
the top-down supply (from governmental and urban organizations) need to be
addressed by scholars to fully answer the question of who instigated the increase of
admissions and growth of the institutions.
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Arguably, answering this question seems to parallel the proverbial chicken
and egg situation: did the increase of the urban care system instigate more requests
or did the increase in the number of requests instigate the growth of the system? Still,
in the case of madness it was established that the initiative of action generally came
from within the community: people living with the mad asking the urban government
or judicial authorities for help when the situation was no longer tenable. This
relationship could allude to a new way of perceiving the city; perhaps, the population
started to ‘imagine’ the city, represented by the city government, as a problem solver
and therefore as an important element in their daily lives. This would obviously have
had an effect on how madness was dealt with. In particular, the families, social
network and (on some occasions) the mad themselves grasped their ‘bureaucratic
agency’ to play this governmental system and use it to their advantage, as Tim
Hitchcock and Bob Shoemaker called it in their book, London lives.561 These authors
have identified this involvement as ‘a creative and imaginative agency of shared
intent, composed of individual actions motivated by individual circumstances but
exercised collectively and often publicly as a result of common experiences and
shared understandings’.562 In terms of this thesis, ordinary people could influence
social policy through this bureaucratic agency by both playing and confronting the
system. Thus, they would bring about an increase of the urban system of care in the
process.563 Using bureaucratic agency as a concept for understanding the sources, we
see that most initiatives of action came predominantly from the bottom up and
entailed calling on urban facilities, government, and society at large to act, innovate,
and help in dealing with the mad.
Overall, the family can be identified as the main driving force when it came
to the care of the mad. Therefore, the family stood at the centre of the urban system
of care.564 This was not new, the family always had – and still has – an important
role in the care of the mad. The question remains, however, as to why the ‘voice’ of
the family became more and more prevalent in the sources from the eighteenth
century. The cultural changes that took shape during this time were, in this regard,
most influential as they altered the way people thought about madness. Moreover,
these cultural changes shifted the way people thought about the entitlement of the
mad to healthcare with the result that care for the mad became more of a public health
problem.
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When considering these two driving forces – family and cultural shifts in
perceiving madness – the conclusion to be drawn is that the urban system of care
was reactive. Indeed, the community of care (mainly the family) is found to be the
active party, taking initiative to put the problem of madness on the public agenda.
Still, for these changes in mentality to be implemented in day-to-day life, a consensus
among private and public parties had to be reached about who was entitled to help
and what kind of help. In fact, consensus over these issues was crucial in determining
the use and development of the urban care system because, even though the family
was clearly the primary power, many other actors had agency at different times in
the process of care for the mad. Subsequently, collaboration at these crucial moments
was paramount and, to achieve this, a consensus among the various parties needed
to exist. In the final part of this chapter, research into how this collaboration and
consensus came into being is explored.
Collaboration and consensus
An essential element in the growth of the urban care system and the use of it was the
fact that the different parties involved needed to interact and collaborate to establish
proper care. To explain how this worked, the early modern city can be viewed as a
micro-organism, consisting of many actors who must work together to overcome
certain problems in their society. In her book, Civic duty, Manon van der Heijden
offers a novel view on public services in the early modern Low Countries and reflects
on the way all types of responsibilities were shared by central and local governments,
private and public individuals, ecclesiastical and secular groups and individual and
corporate initiatives.565 Van der Heijden’s point of view is central in relation to the
argument put forward in this thesis, as seeing these cities as civil societies, in which
the shared interest of the different actors involved was crucial for the systems of care
to work, helps to understand the intricate relationship between them.
One of the most important of these shared interests between the city
government and the urban population was guaranteeing the liveability of the cities
and safeguarding its inhabitants. Having researched the breakpoint that instigated the
shift from private to public care and the reasons that initiated institutionalization, it
has become apparent that these issues were of great significance in dealing with the
mad. Although the same pattern of reasoning can also be applied to earlier periods,
the increase of urbanization and population levels during the seventeenth and
eighteenth century in the three cities studied has made these issues more prominent
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for this period. In addition, the fact that madness was increasingly perceived as a
public health problem was also an interest shared by the city government and the
urban population. In this regard, the resulting call for a public need for a solution did
not mean a governmental solution, but – as Van der Heijden also seems to suggest –
a truly civic one: that is, a collaborative solution involving the input of both private
and public parties for the benefit of city and citizen.
In order for this collaboration to work, a consensus needed to be established
between the different actors about who comprised the group of mad, why they
needed (or deserved) care, and what type of care was entailed. This consensus was
established by a shared public mentality about these questions. For example, we saw
in the previous two sections that both the medical discourse and the use of emotional
expressions were identified as rhetorical strategies, used by families and the social
network to label madness and to legitimate care for this group. By framing the
condition of madness in certain ways, these groups anticipated making use of the
growing systems of urban care. For these rhetorical strategies to be successful,
however, they needed to be accepted by all the various actors. Additionally, a
consensus was also needed regarding which types of behaviour had no place in
society and how to deal with those people displaying this conduct. This type of
consensus shows the role of the community of care as a disciplinary network.
Therefore, both the use of rhetorical (emotive) strategies and the categorization of
certain behaviours as social or anti-social reveals much about the public mentality of
a society and showed that consensus was essential for the working of the whole care
system for the mad. We can [immediately] appreciate the implications of this kind
of consensus by recalling the process of institutionalizing a mad person. More
specifically, both the family and the urban authorities had to agree upon what
constitutes intolerable behaviour. Additionally, the rhetorical strategies used by
families had to be understood and accepted by all parties.
Examining the use of the urban system of care for the mad – what and who
were the driving forces behind the increased development of this system – has shown
that cultural changes and the family were the most important factors behind this
push. Nevertheless, because the system involved a variety of actors who (at certain
times) also possessed the power to decide on the care for the mad, collaboration and
consensus between all those involved in the process of care was of utmost
importance. In fact, the urban care system could only work when consensus was
reached about who was eligible to receive help and what that help entailed.
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Conclusion
This final and concluding chapter has examined two major developments in the
framing of madness over two centuries to address the question of why the use of the
urban care system for the mad increased. In doing so, and by bringing together
conclusions from previous chapters, we have established a more comprehensive and
nuanced understanding of how the mad were dealt with in the early modern cities of
Amsterdam, Rotterdam and Utrecht.
Using the sources to trace the increase of medical discourse and the use of
emotional expressions illuminates how madness was seen, analysed and framed in
the early modern Dutch urban communities. In regards to medical discourse, we have
seen how the mad were increasingly referred to as patients, which influenced general
perceptions of them as victims of their illness. We have also seen how medical ideas
about the cure for this disease had changed and how medical professionals became
increasingly more involved in dealing with madness. Both these discoveries show
how the medicalization of madness was brought about in this period. In the use of
emotional expressions – and especially that of compassion – sources from the
eighteenth century reveal that madness was increasingly framed as an arbitrary
illness that came about without the guilt of the person in question. People benefitted
from the effect this had on the social discourse about madness: although still present,
the stigma attached to this illness had lessened to such a degree that an empathetic
rapport could be established between public and private parties. Thus, families used
these emotions to acquire outside help for the mad and gain understanding for their
situation.
In reflecting on the use of the urban care system for the mad and the growth
of the system in the eighteenth century, the main question of this thesis can be
answered. Investigating both what and who were driving the increase, it was
demonstrated that cultural changes in the ideas about madness (and the mad) and the
family were the two major motivating forces for the growth of the system. Even
though economic downfall and population growth have often been cited as reasons
for the increase of admissions, discrepancies and even contradictory evidence in the
sources have proven that this cannot be the case for the three cities under study. What
the sources do reveal – without any inconsistency – is that the change in the mentality
about madness and the mad was most important. Seeing madness as an illness that
could befall anyone and seeing the mad as people deserving of compassion, cure and
care (at home or in institutions) served to legitimate madness within a (public) social
context; consequently, this new mentality instigated an increase in the willingness to
ask for help. The people asking for this help were predominantly the family of the
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mad, who had the legal right and responsibility to act on their behalf. And while this
legal right was not new, the way they exercised it was. Arguably, it was the more
prominent use of their bureaucratic agency, which resulted from the interaction
between urban organizations and private individuals and their willingness to use the
system that really pushed expansion in this period.
From this, it can be concluded that the urban system of care was an intricate
entity, in which different types of madness and actors had their own place. The
family, which was the main initiator of care, was at times assisted by a social network
and the urban authorities. This broader involvement of society shifted madness from
being a private problem to being a public one as well; crucially, all the actors –
family, institutions, and urban authorities – needed to be in consensus in order to
collaborate on matters to handle it. Therefore, identifying the driving forces behind
the growth of the urban care system for the mad and its use not only reveals
something about how the mad were dealt with, but also shows how people lived
together in a city. Having this information goes a long way in improving our
understanding of how the urban system of care emerged, showing once and for all,
that the urban modern society in the Dutch Republic was not ruled and guided top
down but was a result of bottom-up initiatives.
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EPILOGUE

In November of 2018, the New York Times published, in honour of the 40th
anniversary of the Science Times, a list with the 11 most pressing questions in
science. At number two was the following: When will we solve mental illness?566 In
the corresponding article, science reporter Benedict Carey reflected on the
developments made in the field of biology, which looked promising, but had failed
to fully solve mental illness. The field has, however, made some progress: it provided
a standard diagnostic system and opened up research in the field of genetics. Yet,
solving mental illness remains far away.567 The fact that this question is so high on
the list of 2018 shows that madness (or mental illness) is still an important problem
both for society and for the people suffering from it. This was also the case for the
early modern cities of Amsterdam, Rotterdam and Utrecht discussed in this thesis.
Questions concerning madness are therefore perennial issues. Consequently, by
reflecting on the major conclusions of this thesis and their potential impact, by
suggesting further research possibilities, and by relating the research to the larger
questions in dealing with mental disorders in society, we can place this thesis within
a broader perspective.
This study has sought to uncover the daily reality of the mad, the people
living with them, and those caring for them in the early modern urban societies in
the Dutch Republic. The goal of uncovering the voices of these people was to answer
the question of what and who the driving forces were for the growth of the urban
care system for the mad in the eighteenth century. This focus was chosen because of
the great historiographical gap in the Netherlands concerning this topic: in the
general historiography of madness, this subject has received limited attention. In
order to conduct this type of research, analyses needed to be based on new and
assorted primary sources. During an extensive search through the archives, many
hidden treasures have been found that were previously overlooked and these sources
have made it possible to obtain fresh insight into the experience of madness.
Importantly, the use of notarial sources has led to a substantial increase in knowledge
of extramural care for the mad. Integrating these sources with the more commonly
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used sources from the asylums, urban institutions and government archives, both
intra- and extramural care for the mad can be thoroughly researched and a more
complete image given of the day-to-day life of the mad and their caregivers. Using
the sources of three cities, combining them and making them directive in this
research resulted in the first primary-source driven more comprehensive study on
this specific topic in the Netherlands.
The research has therefore resulted in several new insights that make it
possible to start understanding how mad men and women fit into the early modern
urban community and what their place in society was. In some ways, these insights
also changed the general ideas about – and conceptions of – early modern madness;
thus, we should regard these changes as new building blocks for further research.
Even though the mad researched in this study consisted mostly of people from the
middle and lower strata of society, some larger conclusions can be made from this
research. The shifting cultural mentality about madness, which was identified as the
major driving force for the increase of the urban care system for the mad, is one case
in point. Among other factors, the changing perceptions of madness were influenced
by the medicalization of madness and the increased expression of compassion. More
and more, madness became framed as an illness and its sufferers as deserving of help
and empathy. This new paradigm instigated an increase in the willingness of
caregivers of the mad to ask for help from the public domain. These cultural changes
were therefore essential in understanding how the mad were seen by society and how
they were dealt with. In contrast to the more traditional focus on economic,
urbanization and population changes, focusing further research on these cultural
changes to explain and comprehend the reality of madness in the community seems
to be a promising venture.
In the contemplation of the agency of people who dealt with madness, it has
become clear that multiple groups had agency at different moments in the process.
Despite the fragmentation, the importance of the family remained paramount and, as
such, cannot be underestimated in the care for the mad. Family members were, in
most cases, both decision-makers and initiators in organizing care: they held the
legal, social and cultural responsibility to look after their kin. This focus on family
as a crucial element of the care for the mad was not new; nevertheless, its
significance had not yet been proven for the early modern Dutch Republic. Striking
in this research when talking about agency was also the retrieval of some of the rare
voices of the mad themselves. These voices illustrated how the mad thought about
their own affliction and their place in society and showed that the early modern mad,
too, had agency during their own illness process. They reflected on their state of
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mind, arranged their own care and showed a certain self-determination in handling
their situation. Using the voices of this group helps to understand the experience of
madness further. This element of the research was, however, limited to a small
corpus. Additionally, the largest group of people that could be identified as mad were
not captured in the sources in this research. The reason for this may be because they
could be cared for in society without causing problems (and thus not leaving behind
a paper trail). This ‘source silence’ not only tells us something about the coping skills
of this urban community, but also reveals a research gap that needs to be taken into
consideration and addressed in this type of study.
This thesis has – for the first time – shed light on the elaborate private care
system for the mad, in which a community of care (consisting of family and the
social network) was involved. Most mad were cared for and remained in this private
sphere, never seeing an institution from the inside. In the private care system, people
were kept at home in most circumstances or boarded out in a private setting, usually
with medical professionals or non-medical people who made a living guarding and
caring for this group. This community of care was established and made possible by
the society and was essential for the way care was organized for the mad in these
cities. For those people who could no longer be cared for within a private setting, the
public care system (constituting mostly of urban institutions) was available. A move
to an urban institution occurred when the situation reached a breakpoint and the
balance between the coping capacities of the family and social network and the
behaviour of the mad became untenable. Investigating this public care showed that
many different institutions took in the mad; however, only the asylum was a place
especially meant for the raving mad. The general image of horror surrounding this
institution (and many others in this period) has been contradicted in this thesis.
Examining these asylums and daily life within their walls, they have revealed
themselves as places of care in which people generally spent a period of time but not
a lifetime. Patients’ behaviour was monitored by the employees of the house as well
as by their family, who could visit and, in some cases, even did the weekly washing
for them. This interaction demonstrates that, even within the institutions, the mad
were always a part of society: maintaining the strong focus on only the process of
incarceration that has previously occurred in research is, therefore, not sufficient for
understanding the reality of madness in the city.
Finally, reflecting on the abovementioned outcomes of this thesis, it seems
that cultural changes in society in this period were instigated primarily via bottomup initiatives that were also often activated by family. They used their bureaucratic
agency to arrange the ‘proper’ care for the person in question. With their demand
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and willingness to use the system, and stimulated by the changed cultural idea about
madness, family members helped increase the options available for care. Still, this
increase did not happen in isolation. In order for this system to work, the whole urban
community of care – consisting of family, the social network and urban authorities
who at different times had agency in the care of the mad – needed consensus about
this care and to collaborate. Deciding on what madness was, when people became a
problem in society, and what type of behaviour was and was not acceptable were at
the core of this collaboration when dealing with the mad. Moreover, the community
of care also embodied the morals and values of Dutch urban society that, as a whole,
decided when the behaviour of the mad became unacceptable and how it should be
dealt with. Ultimately, this thesis shows that madness was not only a private, but also
a public, health problem that society dealt with: as such, madness needs to be
analysed in this framework.
Placing this Dutch research alongside studies about the early modern mad in
other European countries has also demonstrated its distinct situation. The Dutch
Republic was a civic society with a high urbanization level and a decentralized
political organization, meaning that cities had an important function and many
people in different positions shared power in organizing the care for its citizens
locally. Therefore, the care of the mad in the Dutch Republic remained a mix of local
institutional care and a private (medical) care market. This greatly influenced how
people lived together and it also influenced the place of the mad in society. Namely,
their own place within the intertwined system of private and public care provided at
a local level.
Having looked at the major conclusions of this thesis, some important
elements stand out. To begin, several methodological challenges and long-existing
preconceptions have stood in the way of the further development of this field.
Reflection on these issues is therefore necessary to take this research field to the next
level.
A major idea that has directed the field significantly is the claim of the birth
of psychiatry in the nineteenth century. This has driven the general focus in the
history of madness and psychiatry and has also created a notion of a clear break
between pre-modern (pre-nineteenth century) and modern (from the nineteenth
century onwards) times. This research has, however, shown that there were many
continuations between the ‘old’ and ‘new’ periods and several trends that have been
identified as typical nineteenth-century progress can already be identified in the
eighteenth century. For example, the medicalization of madness, moral treatment
and expression of compassion can all be found in the earlier periods. The fact that
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these concepts had already gained currency in the eighteenth century would suggest
that there was not the strict break between the eighteenth and the nineteenth century
that scholars have traditionally agreed upon; rather, more of a continuity in the care
of the mad and the ideas surrounding them. I am not the first Dutch scholar to
mention this and for example; Joost Vijselaar and Timo Bolt have already reflected
on this in their book on Schroeder van der Kolk.568 But, by filling the
historiographical research gap with this thesis the idea of a distinct break has become
even more problematic to uphold. Furthermore, the focus on the traditional idea of
progress has also contributed to the persistent horror image that has affected the
general opinion of the early modern care of the mad. This study has proven that this
negative perception of both home and institutional care is unjust: the care of this
group needs to be placed in the correct social and cultural context.
Related to this issue is the conclusion that the care for the mad in this period
consisted of much more than asylum care and that the social issues that accompanied
care for this group did not differ so much from the ones in our current age. While the
cultural and social contexts differ significantly, the issues in regards to madness that
societies deal with are still the same. Questions of when and how to act, care for and
deal with this group of people are just as relevant today and solutions do not differ
all that much at times. Families, social networks and the urban governments have
always – and are all still – struggling with them. These conclusions have also
instigated the thought that developments in the history of madness and psychiatry
have followed more of a fluctuating pattern instead of a (progressive) linear one.
Reflecting on the pattern of care for the mad in the Netherlands in the long term, we
see that the mad have been cared for within society for centuries, well before the rise
of institutions in the nineteenth century. Now, again, a shift to ambulatory care
supports this idea of a fluctuating motion.
Nowadays, the DSM and medical professionals are leading in identifying
someone as suffering from a mental disorder; in the early modern period, this group
was difficult to distinguish and comprehend. This was due to the fact that many more
people besides the medical authorities had authority to label someone as mad.
Further research into the way early modern people defined the group of mad would
therefore be a pertinent next step in understanding madness. In this research, I opted
for a pragmatic approach and included everybody identified in the sources as mad in
the broadest sense of the word. This allowed me to obtain a wider population group
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in this research. This conscious choice was based both on the primary sources that
displayed many different terminologies, but also on other research, for example that
of Andrew Scull, Michael MacDonald and Rab Houston.569 All these scholars
reflected on the use of terminology and decided on a more pragmatic method
primarily because the terminology used to describe the mad was varied and difficult
to link to specific behaviour. Looking into the use of specific Dutch terminology and
analysing its meaning from a more linguistic or early modern medical perspective
would therefore be a worthwhile development in the hopes of obtaining a better grasp
on the terminology of madness.
Because this study was a first analysis of this topic, there are many more
roads to walk and different research opportunities that can be investigated further.
During my research, I have encountered many dead ends but also several subjects
and archives that could become prosperous projects in their own right. In some cases,
digitalization of the archives is needed before these research routes can achieve their
full potential. In other cases, limitations in time and resources have left some
research paths unexplored in this thesis. Yet, I hope that this study has offered an
incentive for further research into this field, showing its potential, and I have several
suggestions for how this can be done.
In my opinion, there are a couple of prosperous new routes in this research
field. First of all, new possibilities for this type of research are emerging because
multiple archives in the Netherlands are currently working extensively on the
digitalization of their material, which will make them more easily searchable using
keywords. The digitalization of several notarial archives, which were crucial in
providing sources for this research, are a good example of potentially fruitful
outcomes. In particular, the project Vele handen from the Amsterdam archive,
having the goal to make its elaborate notarial archive easily accessible, would result
in an elaborate new source corpus for this type of research. Secondly, a more
thorough research into the judicial archives would be very beneficial to learn more
about the concept and use of the term non compos mentis, which was often
implemented when discussing the mad. In addition, a study led from a historical
judicial perspective would enhance our understanding of the types of behaviour and
problems the mad caused for this system and what kind of legal status they had.
However, to use these archives to their fullest, both digitalization and a digital search
method on themes are essential. Thirdly, looking into how people dealt with the mad
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in the rural society (not in the urban) would be a much needed addition to this
research. This thesis has shown that neighbouring communities used the urban
institutions of the city; however, how the mad were dealt with in rural communities
and whether the same driving forces effected this care is something we know very
little about. For this research (besides looking into the archives of local authorities),
it would be interesting to investigate the different archives of local church
communities and see whether they would be more informative for this rural society
than they have been for the urban context. Fourthly, to get even more insight into the
daily reality of the mad researching the material and spatial culture of this group
could be a valuable addition. Grasping more of the context these people lived in by
looking into for example: the asylum buildings, lay-out and inventory or using the
notarial documents to focus on their living conditions and the actual movement of
this group in the city would help to obtain better understanding of their daily lives.
Finally, an extensive study that includes a long-term history of madness in the
Netherlands would be a much needed addition to Dutch historiography. A study that
combined both different themes and a longer time period would result in a more
comprehensive view of the development of madness and psychiatry in a historical
context.
The field of the early modern history of madness in the Netherlands is, in
many respects, still in its early stages of development and many more research routes
are waiting be discovered in the coming years. The archives hold many hidden
treasures and, with the developments in digitalization and thorough searches in the
less-obvious places, increasingly more information about this group of people and
their life stories will come to light. I am convinced that this study has shown that the
field is a promising and pertinent one because we have yet to solve or understand
madness (mental illness) as a historical phenomenon. Madness [therefore] has a
quality of mystery that draws us to it and make us want to explain it. This
inexplicability that continues even today, is exactly what drives academic research
in different fields and pushes these fields to move forward. Obtaining more insight
into madness and grasping its concept’s historical meaning not only helps to define
its different descriptions over time but will also keep us intrigued enough to dig
deeper and deeper into this fascinating phenomenon. Ultimately, this intrigue brings
us closer to understanding not only madness in itself but also its larger historical and
societal meaning.
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SUMMARY
Madness and the city
Interactions between the mad, their families and urban society in Amsterdam,
Rotterdam and Utrecht, 1600-1795

Early modern madness is a topic that sparks most of our imaginations. Either horror
images about solitary confinement and neglect or the more romantic view of
wandering town lunatics have formed (and informed) our collective memory. But
what was life really like for the mad in the seventeenth and eighteenth century in the
Dutch Republic? To provide insight into this subject and fill a significant gap in
Dutch historiography, the goal of this thesis is to shed light on the daily reality of the
mad. By combining – for the first time – new and various sources from three cities,
we are able to uncover both the intra- and extramural care for the mad and see how
this group was dealt with in urban society. The resulting analysis answers the main
question addressed in this thesis: how can the increase of this system of care for the
mad in the early modern period in Amsterdam, Rotterdam and Utrecht be explained?
What and who were the driving forces behind this increase?
Studying madness in an urban context means that the urban society was an
important part in this study. The Dutch Republic was a quickly developing state in
the early modern period and, during this time, an urban system of care came into
existence in which the mad had their own place. The development of this system was
part of wider religious, social, cultural, economic and political changes in the urban
societies, instigated by various factors; namely, economic prosperity, population
aggregation, increasing involvement of the government, and civic initiatives in
organizing care for citizens. One of the most important elements of this system for
the organization of care for the mad was the urban institutional system. These
asylums that existed in the cities had, as their goal, the care of the mad. As such, they
played an essential part in the overall responsibility for this group. However, many
other institutions were also involved with the care for the mad. Although not all had
special facilities for these groups or were even intended to look after them,
institutions such as city hospitals, leprosaria, workhouses, houses of correction,
orphanages and even old age homes housed the mad and provided care. This
variation shows that the institutional system was structured to cater to different types
of madness and the urban developments during the early modern period contributed
to this increase in care options in the cities.
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Who the mad were was the central question in the second chapter of this
thesis. Obtaining a complete image about who they were was, however, difficult to
establish. Nonetheless, by combining different information from the sources, a
general image could be discerned. The research revealed that the mad consisted of
an equally distributed group of men and women who were mostly part of the lower
and middle echelons of society and lived in one of the cities under study. An
additional (and important) factor in establishing who the mad were, was how they
were described by their contemporaries. The terminology used to indicate madness
was manifold – seemingly interchangeable – making it difficult to differentiate
between a specific term and the related behaviour. For behaviour, it can be said that
deviating from the norm was often a measure used to determine madness. The only
clear distinction that could be identified in the sources was between the categories
‘madness’ and ‘simple-mindedness’. Simple-mindedness referred to people who
were without reason and therefore unable (either now or in the future) to take proper
care of themselves. The (raving) mad, on the other hand, were seen as having
temporarily lost control over their reason and consequently acted out, mostly in a
dangerous manner (either physically or morally) for themselves or others.
Finding out what the mad themselves had to say about their situation and
how they dealt with it has been (and still is one) of the major goals for historians of
madness. The extensive search through the archives has resulted in the discovery of
a couple of these rare voices of the mad. This small corpus showed the actions of
this group: they clearly exhibited agency, self-determination and took a central role
in the process of dealing with their affliction during periods of lucidity.
Most of the mad were cared for privately in the community of care. In this
private care system, family and homecare played the most prominent role. Families
were considered economic, social and emotional units; hence, families were a vital
part of the social fabric of the early modern city. Family members were the most
prominent caregivers, as they had the power to act as initiators in providing and
choosing the correct care for their mad relative. Additionally, a much larger social
network – consisting of neighbours, friends, employees, employers, household staff
and (paid) carers – was involved with care for the mad. This social network
functioned as a system of social support and social control, acting as both initiators
and testifiers: assisting in care and laying down boundaries of acceptable and
unacceptable behaviour.
Within the private care system, many different care options were available
and both medical and non-medical treatment and care options (such as boarding out)
had their place on the market. When these private care options failed, a shift in
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balance between the condition of the mad and the coping strategies of the family and
social network occurred. This shift created a breaking point that pushed the problem
of madness out of the private sphere and into the public realm.
When care in a private setting was no longer an option and people needed to
be admitted into an institution, they entered the public care system – mostly via an
admission request. Because the urban and judicial authorities often decided who
could and could not be admitted into the institutions, they became involved and,
consequently, they too gained agency in this process. In chapter four, the entire
admission and distribution process of the mad is investigated, revealing that this
process was not an arbitrary one, but a complex system that necessitated close
collaboration between the community of care and the urban authorities. The fact that
different types of madness had their own place in the various institutions, combined
with the knowledge that people were also distributed between these institutions
accordingly, reveals much about the place of this group in these institutions. Still,
only the asylums were specifically meant and equipped for the mad. The asylum
was, therefore, especially prone to an image of horror and the stigma of continuing
abuse. Studying the institutional life of these places, however, showed that these
asylums were not closed off from society but, contrary to the stereotype, they formed
an integral part of urban life: care was up to date with the standards of society and
only rarely were recollections of abuse of any form found in the sources. Moreover,
the sources revealed that the mad were only kept for limited periods of time in the
asylums and the family was still involved during this period through visits and
assisting with chores.
In the final concluding chapter, this thesis explored the change in the framing
of madness and the urban care system for the mad. Researching a period of two
centuries provides a good opportunity to reflect on longer-term developments in the
care for the mad. This showed that both the medicalization of madness and the
expression of emotion, mainly of compassion, increased in the eighteenth century.
These two changes significantly influenced the way madness was looked at and
framed, namely that mad people were sufferers of an arbitrary illness who were
entitled to compassion and help. The discourse on madness changed because people
using the care system benefitted from both framing madness as an illness and
viewing the mad as deserving of compassion. These new ideas about madness and
the mad were then utilized by the community of care (mostly family) to acquire
outside help and gain social understanding for their situation.
In reflecting on the use of the urban care system for the mad and the growth
of the system in the eighteenth century, the main question of this thesis could be
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answered. Looking into both what and who the driving forces were, research has
shown that both the cultural changes in the ideas about madness and the family unit
were the main driving forces for the growth of the care system. It was especially the
family that played a crucial role in care. As the main initiators of care and caregivers
themselves, family members were most closely involved with the mad on all levels
and used their ‘bureaucratic agency’ to instigated care from the bottom up. Still they
could not do this just on their own and were often assisted by a social network and
the urban authorities. Subsequently, the successful working of this system also
depended (for a large part) on the collaboration and consensus of these actors. Only
through their interaction was it possible to create an intricate system of care for this
group. This interaction thus exposed the larger involvement of society, making
madness not only a private but also a very public issue.
This thesis has ultimately shed light on the daily life of the mad and their
caregivers in early modern cities in the Dutch Republic and therefore begun the task
of filling an important historiographical gap. It has shown that the care system for
the mad was organized within an intricate system in which the different types of
madness had their own place and multiple actors were involved. The care system
was organized in two spheres: the private and the public, in which the family unit
was the most important caregiver and care organizer. The changing cultural
discourse about madness in the eighteenth century had brought about an increase in
the use of the care system and thus encouraged madness to be seen as public health
issue, which then needed to be dealt with by society. Therefore, this research has not
only showed how the mad were dealt with, but also how people lived together in a
city. Ultimately, this new perspective brings us closer to understanding not only
madness in itself but also its larger historical and societal meanings.
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SAMENVATTING
Gekte en de stad
Interactie tussen krankzinnigen, hun families en de stedelijke overheid in
Amsterdam, Rotterdam en Utrecht, 1600-1795

Krankzinnigheid in de vroegmoderne periode spreekt tot ieders verbeelding. Ideeën
variërend van horror-verhalen over eenzame opsluiting en wrede zorg tot een meer
romantische kijk op de dwalende dorpsgek, hebben invloed gehad op ons beeld over
krankzinnigheid. Maar klopt dat beeld wel? Dit proefschrift heeft als doel om te
onderzoeken hoe het dagelijks leven van krankzinnigen in de zeventiende en
achttiende eeuw eruit zag. Hoe was de zorg voor deze groep georganiseerd in de
vroegmoderne Nederlandse stedelijke samenleving en welke mensen waren
betrokken bij het verlenen van zorg. Door ̶ voor de eerste keer ̶ nieuwe en een
grotere variatie aan bronnen te combineren is het mogelijk geworden om inzicht te
krijgen in zowel de intra- als extramurale zorg voor de krankzinnigen. Hierdoor
wordt een groot gat gevuld in de Nederlandse historiografie over dit onderwerp en
is het mogelijk geworden om een beter begrip te krijgen van de plaats die de
krankzinnigen innamen in de steden Amsterdam, Rotterdam en Utrecht. Uiteindelijk
werd het hierdoor mogelijk om de hoofdvraag van dit proefschrift te beantwoorden,
namelijk: Hoe kan de toename van het gebruik van het stedelijke zorgsysteem
worden verklaard en wie of wat waren de drijvende krachten hierachter?
De zorg voor de krankzinnigen in vroegmoderne stedelijke samenleving was
georganiseerd in en onderdeel van een groter systeem van stedelijke zorg. Door
verschillende ontwikkelingen in de Nederlandse Republiek zowel sociaal, cultureel
als economisch en factoren zoals: economische groei, urbanisatie, migratie en de
opkomst van een burgermaatschappij, werd tijdens de zeventiende en achttiende
eeuw een zorgsysteem ontwikkeld waarin de krankzinnigen hun eigen plek hadden.
In dit systeem speelden zowel publieke als private belangen en actoren een rol en
moesten deze samenwerken om dit systeem draaiende te houden. De stedelijke
instituties waarin de krankzinnigen konden worden opgevangen waren het
belangrijkste onderdeel van dit zorgsysteem voor deze groep. De dolhuizen waren
de enige instituten die specifiek bedoeld waren voor de opvang van (razende)
krankzinnigen. Daarom nemen de dolhuizen ook een prominente rol in tijdens het
bestuderen van de zorg voor deze groep. Maar niet alleen de dolhuizen, ook de gast, leprozen-, pest-, werk-, verbeter-, wees-, en oude mannen en vrouwen huizen
namen de zorg voor krankzinnigen op zich. Deze grote variatie aan plekken waar
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krankzinnigen terecht konden komen, laat zien dat in het institutionele zorg-systeem
verschillende vormen van gekte hun eigen plek hadden en dat stedelijke
ontwikkelingen in de vroegmoderne periode bijdroegen aan de toename van opvang
mogelijkheden.
De vraag wie de krankzinnigen in dit onderzoek waren stond centraal in het
tweede hoofdstuk. Een compleet beeld krijgen van de groep mensen die bestempeld
werden als krankzinnig is complex maar door het samenvoegen van informatie kan
er een algemeen beeld gegeven worden van de personen in de bronnen. De groep
bestond uit een gelijke hoeveelheid mannen en vrouwen, gemiddeld tussen de 20-29
jaar en meestal afkomstig uit de armere en middenklasse van de samenleving. Vaak
woonden ze in de steden die onderzocht zijn, maar ook de migratiepatronen worden
zichtbaar in de bronnen. Naast demografische factoren is er in dit hoofdstuk ook
gekeken naar de termen die gebruikt werden door tijdsgenoten om deze groep en hun
gedrag te duiden. Hierbij was het meest opvallend dat er een groot scala aan
verschillende termen gebruikt werd om mensen met krankzinnigheid te beschrijven.
Deze verschillende termen lijken nogal willekeurig gebruikt te zijn en zijn daardoor
moeilijk te koppelen aan bepaald gedrag. Het enige onderscheid dat te maken viel
was tussen krankzinnigheid en simpelheid.570 Krankzinnigheid werd getypeerd als
een tijdelijke staat van zijn was waarbij iemand zijn verstand verloor en daardoor
kon uitbarsten in schadelijk en agressief gedrag naar zichzelf of de omgeving toe.
Simpelheid werd gezien als veelal een aangeboren of door een ongeval veroorzaakte
verminderde capaciteit van iemand om zijn of haar verstand te gebruiken waardoor
deze mensen niet in staat waren om voor zichzelf te zorgen. Tijdens dit onderzoek
zijn er ook een paar bronnen naar boven gekomen die de stemmen van de
krankzinnigen zelf weergaven. Het analyseren van deze bronnen heeft laten zien dat
de krankzinnigen zelf niet altijd aan de zijlijn stonden, maar ook reflecteerden op
hun situatie en actie ondernamen om zorg voor zichzelf te organiseren. Zij hadden
hierdoor wel degelijk een eigen rol in de manier van zorg verlenen en vertoonden
zelfs een vorm van zelfbeschikking.
De meeste krankzinnigen werden opgevangen in het private zorg-systeem
en dus in de stedelijke gemeenschap. In dit systeem namen de familie en zorg thuis
de grootste rol in. Families werden gezien als economische, sociale en emotionele
eenheden en waren daarom een belangrijk onderdeel van de sociale structuur van
vroegmoderne steden. Omdat de krankzinnigen vaak lange tijd thuis werden
570

In het Nederlands werden de termen krankzinnig en simpel/innocent het meeste gebruikt in de
primaire bronnen vandaar dat hier deze termen worden gebruikt om de onderzochte
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verzorgd waren familieleden de belangrijkste verzorgers en hadden zij ook de macht
om te handelen als initiators in het organiseren en kiezen van de juiste zorg voor hun
krankzinnige familielid. Naast familie was er een groter sociaal netwerk betrokken
bij de zorg voor de krankzinnigen; dit netwerk bestond uit buren, vrienden,
werknemers, werkgever, bedienden en (betaalde) verzorgers. Dit sociale netwerk
functioneerde als een systeem van sociale steun en controle en de verschillende
actoren fungeerden zowel als initiators en/of getuigen en hielpen op die manier om
de grenzen te bepalen tussen acceptabel en onacceptabel gedrag. In het private zorgsysteem konden mensen gebruik maken van een veelheid aan verschillende type
verzorging en behandeling. Dit kon zowel medisch zijn door bijvoorbeeld het zoeken
van een dokter, chirurgijn of apotheker om iemand aan uit te besteden of voor
behandeling. Maar ook niet medische mogelijkheden waren in veelheid beschikbaar,
zoals het uit besteden van de zorg bij speciale houvrouwen en -mannen maar ook
iemand thuis opsluiten (met toestemming van de autoriteiten). Pas als de balans
tussen de draagkracht van de familie en het sociale netwerk uit balans raakte met de
draaglast die de krankzinnige in kwestie veroorzaakte en alle private opties niet meer
tot de mogelijkheden behoorden ontstond er een breekpunt en vond er een
verschuiving plaatst naar het publieke zorg systeem.
Op het moment dat de zorg voor krankzinnigen niet meer mogelijk was in
een private omgeving en iemand moest worden opgenomen in een instituut kwamen
ze terecht in het publieke zorg-systeem, meestal via een opname verzoek. De
publieke zorg bestond voornamelijk uit institutionele zorg als onderdeel van het
stedelijke zorgsysteem. De stedelijke en justitiële autoriteiten hadden in de meeste
gevallen de autoriteit om te beslissen of mensen konden worden opgenomen in de
stedelijke instellingen. Hierdoor werden zij zodra de verschuiving naar de publieke
systeem gemaakt werd, betrokken in het proces van zorg voor de krankzinnigen en
kregen hier een significante rol in. De focus van het vierde hoofdstuk ligt op het
gehele proces van opname, het verplaatsen van personen tussen de verschillende
instituten en het dagelijkse institutionele leven in de dolhuizen. Dit liet zien dat het
proces van opname niet willekeurig gebeurde maar juist een complex systeem was
waarin samenwerking tussen de verschillende actoren en autoriteiten die
gezamenlijk de gemeenschap van zorg vormden noodzakelijk was. Het feit dat
verschillende vormen van krankzinnigheid hun eigen plaats hadden in de
verschillende instituties en dat de bronnen ook laten zien dat personen op grond
daarvan werden ver- of geplaatst sterkt de specifieke positie van krankzinnigen in de
instituties. Toch was het dolhuis het enige instituut dat specifiek bedoeld was de
(razende) krankzinnigen en daarom was dit instituut ook extra vatbaar voor
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horrorbeelden en een stigma van misbruik. Specifiek onderzoek naar het
institutionele leven in de dolhuizen in Amsterdam, Rotterdam en Utrecht laat echter
zien dat deze huizen niet afgesloten waren van de gemeenschap maar in tegenstelling
tot de bovenstaande stereotype een integraal onderdeel waren van het stedelijk leven.
De zorg in de dolhuizen was in lijn met de standaarden van de vroegmoderne tijd en
slechts zelden is er in de bronnen iets terug te vinden over misstanden of misbruik in
deze plekken. Daarnaast onthullen de bronnen ook dat personen over het algemeen
maar voor bepaalde periode in de dolhuizen waren opgesloten en dat de familie
tijdens deze periode betrokken bleef door bezoekjes en het doen van de wekelijkse
was.
In het laatste en concluderende hoofdstuk is er gekeken naar de verandering
in het framen van krankzinnigheid in de zeventiende en achttiende eeuw en
verandering in het gebruik van het stedelijke zorgsysteem voor krankzinnigen. Het
feit dat dit proefschrift een periodisering van twee eeuwen onderzoekt geeft de
mogelijkheid, weliswaar voorzichtig, om meer lange termijn ontwikkelingen in de
zorg voor de krankzinnigen te duiden. In de achttiende eeuw worden twee
belangrijke trends zichtbaar in de bronnen, namelijk de toename van medicalisering
van krankzinnigheid en van emotionele expressies, vooral compassie. Deze twee
veranderingen hebben de manier waarop er naar krankzinnigheid werd gekeken
significant beïnvloed. Krankzinnigheid werd steeds meer bestempeld als ziekte en
de lijders hieraan als recht hebbend op compassie en hulp. Het nieuwe discours over
krankzinnigheid en krankzinnigen die hieruit voortkwam, werden gebruikt als
retorische strategie door de gemeenschap van verzorgenden, vooral de familie, om
hulp te krijgen van anderen in het publieke domein alsmede begrip voor hun
situaties.
Door het gebruik van het stedelijke zorgsysteem voor krankzinnigen en de
groei van dit systeem in de achttiende eeuw te analyseren kan de hoofdvraag van dit
proefschrift beantwoord worden. Door te kijken naar wat en wie de specifieke
drijvende krachten waren achter de toename van het gebruik kan geconcludeerd
worden dat er twee instigatoren waren. Ten eerste de culturele veranderingen (zoals
hierboven besproken) die het algemene beeld over krankzinnigheid en
krankzinnigen veranderd hebben en daarnaast de rol van familie. Als belangrijkste
zorgverleners waren zij nauw verbonden met de zorg voor krankzinnigen op alle
niveaus, zowel privaat als publiek. Om deze zorg zo goed mogelijk te regelen
gebruikten zij naast de retorische strategieën ook hun ‘bureaucratische agency’ om
van onderaf een impuls te geven aan de groei van het systeem. Dit konden zij
weliswaar niet alleen doen en hadden hiervoor de steun nodig van het sociale
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netwerk en de autoriteiten. Voor een succesvolle werking van het systeem was de
samenwerking en consensus tussen al deze partijen van groot belang. Alleen door
interactie tussen deze groepen was het mogelijk om het gecompliceerde systeem van
zorg voor deze groep te creëren. Precies deze interactie liet dan ook de betrokkenheid
van de stedelijke maatschappij als geheel zien en demonstreerde dat krankzinnigheid
niet alleen privé maar ook een publiek probleem was.
Dit proefschrift heeft laten zien hoe het dagelijkse leven van de
krankzinnigen en hun verzorgers eruit zag in de vroeg-moderne steden van de
Nederlandse Republiek en heeft hiermee een begin gemaakt aan het vullen van een
historiografische lacune. Er kan geconcludeerd worden dat de zorg voor de
krankzinnigen georganiseerd was in een complex systeem waarin verschillende
vormen van krankzinnigheid een eigen plek hadden en vele verschillende partijen
een rol speelden. Het systeem was georganiseerd in een privaat en een publiek deel
maar in beide bleef de familie de belangrijkste actor. Het veranderende culturele
beeld over krankzinnigheid in de achttiende eeuw zorgde voor een toename van het
gebruik van het publieke zorg systeem en beïnvloedde hoe krankzinnigheid
geframed werd, namelijk als een volksgezondheidsprobleem dat door de hele
samenleving moest worden erkend en geadresseerd. Dit onderzoek heeft daarom niet
alleen inzicht gegeven over hoe er werd omgegaan met krankzinnigen in de
vroegmoderne stedelijke samenleving in de Nederlandse Republiek maar ook hoe
mensen samen leefden in deze steden. Hiermee heeft dit onderzoek bijgedragen aan
het begrip van krankzinnigheid op zichzelf maar ook de grote historische en sociale
betekenis hiervan.
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