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In 1898, Dr. Edouard Jeanselme, a professor of medicine in Paris and expert in
tropical diseases, took an extensive research trip to the Far East, traveling to
Indochina, Yunnan, Thailand, Java, Burma, and Singapore. Appointed by the
French Ministers of Education and the Colonies to study the means of reducing
the incidence of leprosy in the French colonies, Jeanselme soon broadened his
mission to include investigations of other diseases including beriberi, syphilis,
and mental illness. During his travels he took special note of Java’s mental
asylum at Buitenzorg (today’s Bogor), which the Dutch administration had
established, surrounded by a large agricultural colony, in 1882. Writing of Bui-
tenzorg in the Presse Médicale on his return, Jeanselme marveled that despite
the absence of any restraint or coercion, there had been “no suicide, murder, or
even escape, meanwhile the asylum is not enclosed by walls.”1 This asylum
represented the first systematic application in Southeast Asia of care for the
insane that stressed principles of moral treatment and, especially, the use of
labor as therapy. For Jeanselme, this research trip highlighted the rudimentary
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1 Edouard Jeanselme, “La Condition des Aliénés dans les Colonies Françaises, Anglaises et
Néerlandaises d’Extrême-Orient,” La Presse Médicale (9 Aug. 1905): 497–98. In 1912, this
article was presented to the Conference of French and Francophone Alienists and Neurologists
in Tunis along with several photographs Jeanselme took on his trip.
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state of mental health care in the French Empire compared to other colonial
powers, whose programs, he warned, were “growing more and more refined
every day.”2 For French physicians in charge of psychiatric institutions in In-
dochina who saw in neighboring Java fundamental ethnological and geograph-
ical similarities, Dutch successes signified the prospect of incorporating many
of the same practices within their own colony’s first asylum, Bien Hoa, which
opened outside Saigon in 1919.3

Jeanselme’s voyage to the East Indies was one of no less than twenty-five
study missions French experts undertook to Indonesia between 1891 and
1904.4 These fact-finding journeys surveyed everything from the management
of the métis population to the linguistic and legal training of Dutch bureaucrats,
from techniques of grafting rubber trees to the creation of botanical gardens.5

The French restoration of Angkor Wat, for example, relied on techniques the
Dutch had developed to preserve their own colonial ruins in Central Java, in
particular the Borobudur and Prambanan temples.6 French officials clearly
felt they had much to learn, and although French accounts criticized the
Dutch for failing to espouse any sort of colonial ideology tantamount to a civi-
lizing mission, they nevertheless generally presented a rose-colored picture of
the Dutch as benign and effective bureaucrats.

When French physicians sought to expand institutional care for the insane
in Indochina, they did not look to other parts of their own empire for guidance,
but rather traveled to the Dutch East Indies to study what they saw as an effec-
tive model of modern psychiatric care.7 What most attracted Jeanselme and

2 Ibid.
3 For more on the French Indochina asylum system, particularly the adoption of occupational

labor, see Claire Edington, “Labor as Therapy: Agricultural Colonies and the Re-Education of
the Insane in French Indochina,” Proceedings of the Western Society for French History 39
(2011): 267–77.

4 This story is part of a much longer history of French colonial interest in the Dutch East Indies,
especially amongst academics. From 1878 to 1886, a group of scholars founded the Annales de
l’Extrême-Orient, dedicated to the Indonesian archipelago and Malaysia, as well as India (“Inde
trasngangétique”) and Indochina, or what we would consider today to be “South and Southeast
Asia.” See Denys Lombard, “Voyageurs Français dans l’Archipel Insulindien, XVIIe, XVIIe,
XIXe Siècles,” Archipel 1 (1971): 141–68; and Christian Pelras, “Indonesian Studies in France:
Retrospect, Situation and Prospects,” Archipel 16 (1978): 7–20.

5 Frances Gouda, Dutch Culture Overseas: Colonial Practice in the Netherlands Indies 1900–
1942 (Equinox Publishing, 2008), 45, and see note 44 on p. 253, where Gouda discusses the French
Colonial Union’s publication of a biweekly magazine that included a regular feature titled “The
Netherlands Indies.” See also G. H. Bosquet, A French View of the Netherlands Indies (London:
Oxford University Press, 1940). Even when Bosquet was critical of the Dutch perspective he
praised them as a model for French efforts.

6 Haydon Cherry, “Social Communication and Colonial Archaeology in Viet Nam,” New
Zealand Journal of Asian studies 6, 2 (Dec. 2004): 111–26. Cherry describes the role of an emer-
gent public sphere in making possible the transmission and circulation of knowledge about Viet-
namese archaeology, both within Vietnam and regionally, during the colonial period.

7 Looking to other parts of the world was an important aspect of psychiatric practices at the time;
the history of study trips in the history of psychiatry is well-documented. The Callan Park mental
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others was the Dutch use of labor as the primary form of treatment for indige-
nous patients. This approach seemed to reduce agitation, restlessness, and out-
bursts of violence among patients and to promote beneficial agricultural
productivity among them. Additionally, and importantly in the eyes of thrifty
colonial administrators, it reduced expenses and generated income for the
mental institutions. With the expansion of plantation economies in the
region, both Dutch and French officials saw great promise in an institution
that could transform troublesome “natives” into productive colonial subjects.

While historians of colonial science and medicine have tended to empha-
size the relationship of metropolis to colony as the most important axis of
inquiry, in this paper we highlight the regional development of psychiatry by
focusing on forms of inter-imperial scientific exchange that have until recently
received little attention in the historiography.8

In what follows, we seek to bring the French and Dutch empires together as
elementswithin Southeast Asia, not to simply highlight their differences but rather

hospital near Sydney, opened in 1885, was designed by Frederick Norton Manning, who had
taken two international research trips to study the architecture and design of asylums. See D. I.
McDonald, “Frederick Norton Manning 1839–1903,” Journal of the Royal Australian Historical
Society 58, 3 (1972): 190–201. The asylum was based on Thomas S. Kirkbride’s On the
Construction, Organization, and General Arrangements of Hospitals for the Insane (Philadelphia:
s.n., 1854), which provided a template of the architecture of mental hospitals according to the prin-
ciples of moral treatment. See Nancy Tomes, The Art of Asylum Keeping: Thomas Story Kirkbride
and the Origins of American Psychiatry (Philadelphia: University of Pennsylvania Press, 1994).

8 This growing attention to inter-imperial and interregional encounters in the history of science
and medicine is particularly striking among scholars of colonial Africa and the Caribbean. For in-
stance, historian Deborah Neill’s work on tropical medicine in colonial Africa has emphasized the
importance of medical networks, travel, and conferences within the region; see Networks in Trop-
ical Medicine: Internationalism, Colonialism, and the Rise of a Medical Specialty, 1890–1930
(Stanford: Stanford University Press, 2012). Other recent works exploring inter-imperial or interre-
gional scientific connections include Leida Fernandez Prieto, “Islands of Knowledge: Science and
Agriculture in the History of Latin America and the Caribbean,” Isis 104 (2013): 788–97; and Guil-
laume Lachenal, “Médecine, Comparaisons et Echanges Inter-impériaux dans le Mandat Camerou-
nais: Une Historie Croisée Franco-Allemande de la Mission Jamot,” Canadian Bulletin of Medical
History 30, 2 (2013): 23–45. In the history of psychiatry, increasing numbers of monographs and
edited volumes are dedicated to comparative and global perspectives. See Sloan Mahone and
Megan Vaughan, eds., Psychiatry and Empire (Basingstoke: Palgrave MacMillan, 2007); Roy
Porter and David Wright, eds., The Confinement of the Insane: International Perspectives,
1800–1965 (Cambridge: Cambridge University Press, 2003); and Waltraud Ernst and Thomas
Müller, eds., Transnational Psychiatries: Social and Cultural Histories of Psychiatry in Compar-
ative Perspective c. 1800–2000 (Newcastle upon Tyne: Cambridge Scholars, 2010). While much of
the focus of comparative work has been across national contexts, scholars have also begun to reach
beyond the conceptual confines of single-country case studies in order to explore the transnational
movements of institutions, forms, and experts. See Marijke Gijswijt-Hofstra, Harry Oosterhuis,
Joost Vijselaar, and Hugh Freeman, eds., Psychiatric Cultures Compared: Psychiatry and
Mental Health Care in the Twentieth Century (Amsterdam: Amsterdam University Press); and
Anne Digby, Waltraud Ernst, and Projit Mukharji, eds., Crossing Colonial Historiographies: His-
tories of Colonial and Indigenous Medicines in Transnational Perspectives (Newcastle upon Tyne:
Cambridge Scholars, 2010).
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to analyze their co-evolution. By focusing on the many research trips between the
French and Dutch empires, we explore how colonial medical experts engaged in
their own project of comparison. In detailing the connections between French In-
dochina and the Dutch East Indies, these experts played a vital role in the articu-
lation of Southeast Asia as a coherent entity, a shared object of knowledge that
could be investigated, managed, and exploited using similar methods. Early
study trips went far toward establishing Southeast Asia in theminds of indigenous
and colonial experts alike as a place with more or less uniform climatic and geo-
graphical features and populations that were culturally and biologically similar.
For French and Dutch physicians caring for the insane, these insights informed
critical assumptions about the possibility of transferring therapeutic regimes
between empires to meet the challenges of patient management and developing
viable and effective policies. Studying the history of psychiatry as a history of re-
gional exchanges reveals the development of Western understandings of South-
east Asia as a distinctive region that required a distinctive type of expertise.

What exactly sets Southeast Asia apart from South Asia or East Asia con-
tinues to engage scholars and policymakers. The question of regional definition
is rooted in longstanding historiographical debates over whether “Southeast
Asia” is marked by a fundamental unity or disunity of cultural, linguistic,
and environmental features across a wide geographic area, and consequently
whether or not it is a useful category of analysis.9 Our intervention here is dif-
ferent. We are interested in what colonial physicians considered relevant bases
for expert practice, and how their views resulted in a regionally specific form of
psychiatric care that privileged the use of patient labor. We also emphasize the
role played by international organizations, particularly those focused on health,
which established new and important networks connecting the region’s empires
and provided the framework within which study trips and site visits by colonial
physicians increasingly took place.10 To the extent this is a story about the

9 Many different definitions of Southeast Asia have been advanced. For some, it is best under-
stood as a political unit that emerged in the postwar period and strengthened with the advent of As-
sociation of Southeast Asian Nations (ASEAN) in 1967. In 1933, Paul Mus used the term
“Monsoon Asia” to offer an alternative definition of Southeast Asia as marked by a shared
climate and geography. See Susan Bayly, “Conceptualizing Resistance and Revolution in
Vietnam: Paul Mus’ Understanding of Colonialism in Crisis,” Journal of Vietnamese Studies 4,
1 (2009): 192–205. More recently, Anthony Reid has explored the many trade networks that tied
the areas in Southeast Asia (and Asia) together, in Southeast Asia in the Age of Commerce,
1450–1680, Volume I: The Lands below the Winds (New Haven: Yale University Press, 1988);
and Southeast Asia in the Age of Commerce, 1450–1680, Volume II: Expansion and Crisis (New
Haven: Yale University Press, 1998). Still more recently, and of particular interest to this paper’s
focus on mental health, Sunil S. Amrith discusses the emergence of Southeast Asia as a region
of knowledge and intervention within the twentieth-century development of transnational and inter-
national public health institutions. See Decolonizing International Health: India and Southeast
Asia, 1930–1965 (Basingstoke, Hampshire: Palgrave Macmillan, 2006).

10 David Arnold, “Tropical Governance: Managing Health in Monsoon Asia, 1908–1938,” ARI
Working Paper 116 (2009), 1. For the role of international organizations in promoting global con-
nections, see Akira Irye, Global Community: The Role of International Organizations in the
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deepening of connections within Southeast Asia, the absence of British psychi-
atrists is striking. British investment in facilities for the mentally ill in Burma
and the Straits Settlements (including Malaysia) was only ever partial and ad
hoc.11 Instead, it was French and Dutch experts who took the lead in imple-
menting innovative models of asylum care in the region and who engaged
most directly in dialogue with each other.

The first part of the paper describes the history of asylum care in the Dutch
East Indies, which preceded other colonial psychiatric projects in the region. We
discuss adaptations ofWestern formsof “opendoor”psychiatric care, and especial-
ly adaptations of the use of labor as therapy to a colonial setting. The second part
tracks the development of French interest in Dutch practices, from early concerns
with asylum design and patient management to anxieties during the 1930s regard-
ing how to cope with overcrowding and financial cutbacks. In particular, French
experts closely followed the work of Dutch psychiatrist P. M. van Wulfften
Palthe who, in 1933, created an agricultural colony near Lenteng Agung (south
of Batavia) designed for chronic and quiet patients who would no longer benefit
from medical treatment but also could not be discharged. At a time when experi-
ments with agricultural colonies and other forms of “open door” care were being
conducted throughout Europe andNorthAmerica, itwas theDutchwho convinced
French physicians that such a system could function in a colonial setting and that it
would be preferable from both therapeutic and financial perspectives. With the
partial exception of Madagascar, Indochina was the only French colony, and the
only other colonial territory in Asia, to follow Dutch leads by adopting patient
labor as the central organizing principle of care for the insane.12

Our analysis of one particular study trip, conducted in 1937, reveals con-
cerns shared by psychiatrists across both colonies in Southeast Asia and there-
fore across empires. At issue was how the French could adapt and perhaps even
improve on Dutch practices in managing large patient populations in asylums,
whether in plantation-style agricultural colonies, or later, as stand-alone colo-
nies modeled after rural villages. We do not merely analyze knowledge transfer,

Making of the Contemporary World (Berkeley: University of California Press, 2002). For examples
of international health organizations, see Paul Weindling, ed., International Healh Organizations
and Movements, 1918–1939 (New York: Cambridge University Press, 1995).

11 See Jonathan Saha, “Madness and the Making of a Colonial Order in Burma,” Modern Asian
Studies 47, 2 (2013): 406–35; Ng Beng Yeong, Till the Break of Day: A History of Mental Health
Services in Singapore: 1841–1993 (Singapore: Singapore University Press, 2001).

12 The success of the experiment owed as well to the energies of Dr. Vital Robert, who pioneered
the use of agricultural colonies in Madagascar and in 1919 assumed the leadership of the Bien Hoa
asylum. In West African and Caribbean colonies, psychiatric care was practically non-existent. In
Algeria, it was developed under the guidance of Antoine Porot and the Algiers School, but it fol-
lowed a different model and was restricted to white European patients until the 1930s. See Richard
C. Keller, Colonial Madness: Psychiatry in French North Africa (Chicago: University of Chicago
Press, 2007).
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or even pursue histoire croisée, which tends to emphasize entanglements of
objects and their ensuing transformation as the result of a mainly passive
process.13 Instead we examine how, over time, French physicians in colonial
Vietnam attempted to mine Dutch practices for models that could be adapted
for use in Indochina, as a strategic adaptation to the exigencies of shared colo-
nial economic realities. In comparing these two colonial settings, French psy-
chiatrists contributed to a specifically regional knowledge of psychiatry and
entered into a long-standing, expert engagement with Southeast Asia as a dis-
tinct space that transcended the boundaries of empires.

A S Y L UM CA R E I N T H E D U T C H E A S T I N D I E S

The establishment of modern, well-equipped mental hospitals in the Dutch East
Indies followed on the heels of major reforms in asylum care in the Netherlands
dating from the 1840s. Inspired by the introduction of moral treatment in France
and the United Kingdom, Dutch asylum reformers argued that the insane were
not violent and dangerous individuals to be locked away in cells, but rather con-
fused individuals who needed to be reeducated with a firm but fatherly guiding
hand.14 Philippe Pinel and William Tuke, the leading alienists of the era and
early pioneers of moral treatment, asserted that the best way to care for disor-
dered and alienated minds was through segregation, the strict organization of
daily life, comprehensive regulations, the absence of physical restraint, and
work, preferably outdoor work. Fresh air, sunlight, and exercise gave work its
restorative potential and also distracted patients from brooding or entertaining
more deleterious thoughts. By approximating the habits of daily life and incul-
cating values of hard work and self-discipline, modern asylums aimed to trans-
form insane individuals into ideal subjects and exemplary citizens. While
physicians addressed patients’ physical afflictions and often hypothesized that
mental derangements originated in diseased andmalfunctioning brains, they un-
dertook nomedical treatment of mental illness during this period. Managing and
mending minds were considered one and the same thing.15

13 For more on histoire croisée, see Michael Werner and Bénédicte Zimmerman, “Beyond
Comparison: Histoire Croisée and the Challenge of Reflexivity,” History and Theory 45, 1
(2006): 30–50.

14 On asylums before the nineteenth century, see Andrew Scull, Social Order/Mental Disorder:
Anglo-American Psychiatry in Historical Perspective (Berkeley: University of California Press,
1989); Andrew Scull, The Most Solitary of Afflictions: Madness and Society in Britain, 1700–
1900 (New Haven: Yale University Press, 1993); and Roy Porter, Mind-Forg’d Manacles: A
History of Madness in England from the Restoration to the Regency (London: Athlone, 1987).
For moral treatment, see Charles L. Cherry, A Quiet Haven: Quakers, Moral Treatment, and
Asylum Reform (Madison, N.J.: Fairleigh Dickinson University Press, 1989); and Jan Goldstein,
Console and Classify: The French Psychiatric Profession in the Nineteenth Century (New York:
Cambridge University Press, 1987), 64–119.

15 For Pinel’s monograph, see Philippe Pinel, Traité Médico-Philosophique Sur l’Aliénation
Mentale, ou la Manie (Paris: Richard, Caille, et Ravier, 1801). For a description of the York
Retreat, the first institution in the United Kingdom to implement moral treatment, see Samuel
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Moral treatment was perceived to be highly successful, and its introduction
galvanized a new optimism about the treatment of insanity and inspired the build-
ing of new asylums in Western Europe, including the Netherlands. In 1841, the
Dutch parliament ratified a new law regulating the commitment of insane indi-
viduals to asylums. The main protagonist for reform was Prof. J.L.C. Schroeder
van der Kolk, who formulated standards to overhaul existing institutions, which
were in a deplorable condition.16 Several institutions implemented piecemeal

IMAGE 1. Overview of the insane asylum near Buitenzorg. Lithograph from around 1890. KITLV/
Royal Netherlands Institute of Southeast Asian and Caribbean Studies, Leiden. Image 50N8.
Source: Leiden University Library.

Tuke, Description of the Retreat, an Institution near York for Insane Persons of the Society of
Friends, Containing an Account of Its Origin and Progress, the Modes of Treatment, and a Statement
of Cases (London: Dawsons, 1964 [1813]). The ideas on moral treatment originated among the reli-
gious group of the Quakers and only later did physicians adopt them. For a frequently usedmanual for
the construction of asylums according to the principles of moral treatment, see Thomas Story Kirkbr-
ide, On the Construction, Organization, and General Arrangements of Hospitals for the Insane with
some Remarks on Insanity and Its Treatment (Philadelphia: s.n., 1854). For a useful analysis of the
regimentation of everyday life in institutions organized according to the principles of moral treatment,
see Nancy Tomes, The Art of Asylum Keeping: Thomas Story Kirkbride and the Origins of American
Psychiatry (Philadelphia: University of Pennsylvania Press, 1994).

16 On Schroeder van der Kolk, see Joost Vijselaar and Timo Bolt, J.L.C. Schroeder van der Kolk
en het Ontstaan van de Psychiatrie in Nederland (J.L.C. Schroeder van der Kolk and the origin of
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improvements in the following decades. In 1849, Meerenberg, a newly built in-
stitution near Haarlem, started to receive patients. It was built in the countryside
to provide labor therapy through agricultural pursuits, and probably was the first
institution in continental Europe to fully abolish physical restraint. Meerenberg
gained renown as the best mental asylum in the Netherlands and one of the
best in Europe. The two physicians in charge had visited several European insti-
tutions before they drew up their plans. One of these was John Conolly’s asylum
at Hanwell, where they observed the system of non-restraint in operation.17 For
several decades, Meerenberg remained the Netherlands’model institution for the
care of the insane. The establishment of the Dutch Psychiatric Association
(Nederlandsche Vereeniging voor Psychiatrie) in 1871 reinforced the reformist
tendencies of the previous decades and placed physicians firmly in control of in-
stitutions for the confinement of the mentally ill.18

In 1862, the Governor-General of the Dutch East Indies requested a
survey of facilities for the insane in the colonies, including recommendations
for improvement. The first report, authored by the head of the colonial health
service, was received with great derision when it fell into the hands of
Schroeder van der Kolk, who convinced the Minister of Colonies to
request a more adequate one based on modern insights. The reformist zeal
among physicians involved in the care of the insane in the Netherlands was
abundantly clear in the second, 1868 report.19 Its authors, F. H. Bauer and
W. M. Smit, had visited institutions in the United Kingdom, Germany,
Belgium, and France, and they also provided an overview of institutions in
a number of tropical locations. Among many others, they visited Connolly’s
asylum at Hanwell, the villages around Gheel where individual patients were
placed with families, and the agricultural colonies of Fitz-James and Villers
that were associated with the Clermont asylum run by the Labitte brothers

psychiatry in the Netherlands) (Amsterdam: Boom, 2012). For an overview of psychiatry during
this period, see Harry Oosterhuis and Marijke Gijswijt-Hofstra, Verward van Geest en Ander
Ongerief: Psychiatrie en Geestelijke Gezondheidszorg in Nederland (1870–2005) (Confused of
mind and other discomfort: psychiatry and mental health care in the Netherlands, 1870–2005), 3
vols. (Houten: Bohn Stafleu van Loghum, 2008), 30–56.

17 J.M.W. Binneveld and M. J. van Lieburg, “De Eerste Psychiatrische Revolutie in Nederland:
Een Revolutie die Niemand Wilde (The first psychiatric revolution in the Netherlands: a revolution
nobody wanted),” Tijdschrift voor Psychiatrie 20 (1978): 517–34.

18 Harry Oosterhuis and Jessica Slijkhuis, Verziekte Zenuwen en Zeden: De Opkomst van de Psy-
chiatrie in Nederland (1870–1920) (Diseased nerves and morals: the development of psychiatry in
the Netherlands, 1870–1920) (Rotterdam: Erasmus, 2012).

19 F. H. Bauer and W. M. Smit, Verslag van het Onderzoek naar den Tegenwoordigen Toestand
van het Krankzinnigenwezen in het Algemeen en van de Gestichten en Verblijven der Krankzinnigen
in Nederlandsch Indië in het Bijzonder, met Aanwijzing der Middelen Welke tot Verbetering Kunnen
Worden Aangewend, op Last der Regering Ingediend (Report on the investigation of the current
state of affairs in the care for the insane in the Dutch East Indies, with recommendations)
(Batavia: Landsdrukkerij, 1868).
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in France.20 By financing these study trips and site visits throughout Europe,
the Dutch government wanted to assure that the asylum to be built in the
Indies incorporated the best features of institutions for the care of the
insane throughout Europe. Smit had worked as a physician in the Dutch
East Indies for a considerable period, while Bauer had previously been em-
ployed by Meerenberg, where both authors spent two months to study its
practices.21 Their report condemned existing institutions in the Dutch East
Indies as entirely inadequate and stated that many insane people spent long
periods in prisons awaiting transfer, which exacerbated their conditions.

The shifting dynamics of psychiatric care in Europe importantly shaped
the vision that observers like Bauer and Smit put forth for reorganizing
asylums in the colonies. They recommended that the situation in the East
Indies be improved by the establishment of two pavilion-style institutions
with a combined capacity of eight hundred beds, to be surrounded by large ag-
ricultural colonies. They also advised that quiet patients be placed with families
near the asylum. The principle of non-restraint was retained and labor therapy
came to occupy center stage. The types of work provided to indigenous patients—
working in rice fields, tending gardens, and craft-making—corresponded to the
stereotypical European image of life in the tropics before the advent of colonialism
as consisting of quiet and content communities living in small hamlets in the coun-
tryside. In a way, Dutch colonialists hoped to recreate an idealized and imagined
past through psychiatric management.22

The move toward institutions that emphasized moral treatment also reso-
nated with broader social and economic changes taking place in the colony,
most notably the expansion of plantation labor and the intensification of
forms of bureaucracy and surveillance associated with the modern state.23

After all, individuals indigenous to the Indies met the social expectations of

20 See ibid. For Gheel, see 88–93; for the agricultural colonies Fitz-James and Villers, 113–25.
There are passing references to Hanwell and Conolly; the authors likely assumed that the principles
of non-restraint were well known.

21 The description of Meerenberg takes up a significant part of the report. See Bauer and Smit,
Verslag, 97–113.

22 This ideal image contrasted with stereotypes of natives as emotional, unpredictable, duplici-
tous, and above all averse of working, and others of alienated, uprooted, and disgruntled educated
natives living in the larger urban centers fostering social discontent and unrest and fomenting po-
litical agitation. See, for example, Hussein Syed Alatas, The Myth of the Lazy Native: A Study of the
Image of the Malays, Filipinos and Javanese from the 16th to the 20th Century and Its Function in
the Ideology of Colonial Capitalism (London: F. Cass, 1977); and Hans Pols, “The Nature of the
Native Mind: Contested Views of Dutch Colonial Psychiatrists in the Former Dutch East
Indies,” in Sloan Mahone and Megan Vaughan, eds., Psychiatry and Empire (London: Palgrave
MacMillan, 2007), 172–96.

23 See Marieke Bloembergen, De Geschiedenis van de Politie in Nederlands-Indië: Uit Zorg en
Angst (Leiden: KITLV/Boom, 2009); or the Indonesian translation by Marieke Bloembergen, Polisi
Zaman Hindia Belanda: Dari Kepedulian dan Ketakutan (Jakarta: Kompas Gramedia Group/
KITLV Press, 2011). See also Bloembergen’s “The Dirty Work of Empire: Modern Policing and
Public Order in Surabaya, 1911–1919,” Indonesia 83 (2007): 119–50; and “The Perfect Policeman:
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both physicians and colonial administrators when they were quiet, pliable, obe-
dient, and hard-working villagers. In this way, Bauer and Smit easily incorpo-
rated broader colonial views on racial difference into the management of the
insane by promising to transform violent and disruptive natives into ideal
and productive colonial subjects.

It took a number of years for Bauer and Smit’s recommendations to be im-
plemented. The first modern mental hospital in the Dutch East Indies, located
near Buitenzorg, began receiving patients in 1882. At that time, only half of the
institution had been finished, and due to the expense of construction future ex-
pansion was halted.24 Yet over the next sixty years expenditures on mental hos-
pitals remained high, at about 10 percent of the colonial health budget. This
provoked considerable resentment among colonial physicians not involved in
the care of the insane. The Buitenzorg asylum was a pavilion-style institution
and closely followed the recommendations of Bauer and Smit’s report. Its
pavilions housed European patients (divided into three separate classes), and
Indonesian patients divided into quiet and restless groups. When they were
no longer considered a risk to themselves or the people around them, indige-
nous patients were placed in simple housing in the adjacent agricultural
colony, where they worked in the fields. Physical restraint and isolation were
rarely used.25 The expensive building, maintenance, and running of Buitenzorg
were often criticized because conditions in military and civil hospitals were
uniformly abysmal.26 One critic argued that the mental hospital should be

Colonial Policing, Modernity, and Conscience on Sumatra’s West Coast in the Early 1930s,” Indo-
nesia 91 (2011): 165–91.

24 By 1882, land acquisition and building construction had cost f 1.500.000, a considerable sum.
See C. Swaving, “Het Centraal Krankzinnigengesticht te Buitenzorg (The central insane asylum at
Buitenzorg),” De Indische Gids 2, 1 (1880): 337–79. A few comprehensive reports on the Buiten-
zorg asylum appeared: L.B.E. Ledeboer, Verslag omtrent het Krankzinnigengesticht te Buitenzorg
over het Jaar 1892, Benevens een Korte Geschiedenis Dier Inrichting Sedert Hare Oprichting
(Report of the insane Asylum at Buitenzorg for the year 1892, as well as a short history of this in-
stitution since its founding) (Batavia: Landsdrukkerij, 1894); L.B.E. Ledeboer, Verslag omtrent het
Krankzinnigengesticht te Buitenzorg over het Jaar 1893 (Report on the insane asylum at Buitenzorg
for the year 1893) (Batavia: Landsdrukkerij, 1894); Johan Wilhelm Hofmann, Bericht Ueber die
Landesirrenanstalt in Buitenzorg (Java, Niederl.-Ostindien) Von 1894 bis Anfang Juli 1901
(Notice about the mental asylum at Buitenzorg) (Batavia: Landsdrukkerij, 1902); S. Lijkles,
Verslag omtrent het Gouvernements Krankzinnigengesticht te Lawang (Residentie Pasoeroean)
Vanaf de Opening op 23 Juni 1902 tot Ultimo 1905, Benevens een Overzicht van de Wordingsge-
schiedenis Daarvan (Report on the government mental asylum at Lawang (Pasuruan Residency)
from the opening on 23 June 1902 to 1905, as well as an overview of its development) (Batavia:
Landsdrukkerij, 1906).

25 P.H.M. Travaglino, “Het Krankzinnigenwezen in Nederlandsch-Indië (Care for the insane
in the Dutch East Indies),” Bulletin van den Bond van Geneesheren in Nederlands-Indië 19,
211: 2–22; 212: 2–24; 213: 2–35 (all 1923).

26 A report written twenty-five years later included an extensive overview of colonial hospitals
for the indigenous population and a scathing critique of their deficiencies: J. Bijker, Rapport der
Commissie tot Voorbereiding eener Reorganisatie van den Burgerlijken Geneeskundigen Dienst
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transformed into a military one since soldiers were much more valuable to the
Dutch Empire than were the insane.27

The Buitenzorg asylum was seen as an excellent place to treat European
patients because it was on par with the best institutions in Europe and North
America. However, it was considered far too expensive to accommodate indig-
enous patients there. Some physicians argued that the latter would not feel at
home in large brick buildings and preferred simpler constructions using
wood and bamboo resembling housing in their villages of origin.28 When a
second institution was established south of Surabaya near Lawang in 1902,
its buildings were made out of wood and bamboo, which grew abundantly
nearby. In 1916, when the institution housed around a thousand indigenous pa-
tients, an agricultural colony named Suko, with two large halls, was built some
distance from the asylum. Although the main buildings were erected by the
Department of Public Works (Dienst Burgelijke Openbare Werken), patients
performed all the labor including building the roads and preparing the area
for agriculture. A few years later a second colony, Sempoh, was built up in
the hills in the forest.29 The clearing of the forest and the building of the
roads, buildings, and the water supply were all done by patients with
minimal supervision. The expenses were therefore modest, and patients sub-
sisted on the produce these agricultural colonies generated, greatly reducing
the asylum’s costs. The psychiatric literature at the time praised patient labor
as one of the most effective and cost-efficient forms of treatment, which
would become an important argument in its favor during the economic depres-
sion of the 1930s. The confluence of the promise of therapeutic efficacy and
economic sensibility made work therapy one of the most important and
lasting elements of asylum care in the Indies.

In 1923, two other psychiatric institutions were established, the first near
Magelang (Central Java) and the second near Sabang on the island of Weh, the
northernmost point of Sumatra and an important coal station. Five psychiatric
clinics operated in urban centers, where patients could receive care for up to
three months. Institutions for the insane in the Dutch East Indies encountered
the same problems as those elsewhere, including overcrowding (since patient
intake always exceeded discharges and deaths) and difficulties managing

(Report of the Commission for the Preparation of a Reorganization of the Civil Health Service)
(Batavia: Landsdrukkerij, 1908), 199–223.

27 A., “De Verandering van het Krankzinnigengesticht te Buitenzorg in een Centraal Militair
Hospitaal (A proposal to change the Buitenzorg insane asylum into a central military hospital),”
Bataviaasch Handelsblad, 30 Dec. 1881: 3.

28 J. W. Hofmann, “Krankzinnigenverpleging in Neerlandsch-Indië (Care for the insane in the
Dutch Indies),” De Indische Gids 16, 2 (1894): 981–1003.

29 D. J. Hulshoff Pol, “Het Bouwen van Annex-Gestichten te Lawang (Building annex institu-
tions at Lawang),” Psychiatrische en Neurologische Bladen 21 (1917): 166–83.
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patient populations suffering from severe and persistent forms of mental illness.
During the 1930s funding cuts from the colonial administration exacerbated
these conditions, which brought neglect and a decline in the standard of care,
and a failure to relieve prisons of insane inmates.30

Although the network of mental hospitals expanded continuously, the
demand for placement always exceeded supply. In the 1930s, the colony’s
four large mental hospitals housed more than two thousand indigenous patients
each. The ensuing economic depression forced superintendents to reduce ex-
penses dramatically. They expanded labor therapy by planting a greater
variety of crops, employing female patients in hospital laundries and clothing
workshops, and having male patients repair buildings and make furniture. Su-
perintendents accelerated earlier efforts to build even cheaper housing and es-
tablish larger agricultural colonies. They introduced new forms of labor therapy
to meet the asylum’s needs and harness proceeds from it, and placed patients
with families near the hospital.31

During the first part of the century the Dutch East Indies Public Health
Service built the most extensive system of care for the mentally ill in Southeast
Asia. In 1924 it included four large mental hospitals and five acute care clinics;
by 1936 it housed some eight thousand patients out of a population of around
sixty million. In the Netherlands there was enthusiasm about the possibilities of
moral treatment and extensive investments to that end, including generous
funding for psychiatric institutions in the colonies. This system was responsible
for a significant part of the Public Health Service’s budget, reaching 12 percent
by 1936 (and around 2.5 percent of all colonial expenditures).32 The colonial
Dutch administration was proud of the system of hospitals for the insane it
had established in the East Indies, which regularly attracted international atten-
tion as well, especially from their French neighbors in Indochina.

A S Y L UM CA R E I N F R E N C H I N D O C H I N A

At the turn of the twentieth century the French Empire had no comprehensive
mental health care system. Even as psychiatrists emphasized the importance of
psychiatry to France’s civilizing mission, they nevertheless saw themselves
slipping ever further behind other European powers, especially the Dutch,
who boasted the highest number of available places in psychiatric institutions
per capita in all of South and Southeast Asia.33 The 1912 meeting of the

30 C. F. Engelhard, “Psychiatrische Cijfers uit Java (Psychiatric statistics from Java),” Psychia-
trische en Neurologische Bladen 29, 6 (1925): 326–40.

31 Hans Pols, “The Psychiatrist as Administrator: The Career of W. F. Theunissen in the Dutch
East Indies,” Health and History 14, 1 (2012): 143–64.

32 Report of the Netherlands Indies, Intergovernmental Conference of Far-Eastern Countries on
Rural Hygiene: Preparatory Papers (Geneva: League of Nations Health Organization, 1937), 199.

33 Even in Algeria, where Antoine Porot’s clinic opened to much acclaim in 1911, innovations
arose in the context of treating European patients. While Algeria was considered a crucible for
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Congress of French and Francophone Alienists and Neurologists, held in Tunis,
was a signal moment in the history of French colonial psychiatry. An entire
section of its report was dedicated to the asylum at Buitenzorg, which the
authors noted had been perfected over a nearly fifty-year period.

In progress updates from different regions of the empire, the report high-
lighted the work of French physician Dr. Vital Robert, who for years had served
as the director of Madagascar’s psychiatric assistance program and would in
1921 take the helm of Bien Hoa, Indochina’s first psychiatric hospital.
Robert completed his psychiatric training at France’s main naval teaching hos-
pital in Bordeaux and had successfully introduced the concept of therapeutic
labor to Madagascar. Quoting Roberts, the report noted that the asylum
should be envisioned as more than just a “simple garderie” or nursery for
chronically disabled patients.34 In its final recommendations it urged colonial
asylum directors to occupy their patients either in agricultural work or other
labor deemed most appropriate within the local context. Not only would
labor serve as a source of “precious treatment,” if not distraction, for asylum
patients, but it would also result in a considerable “lightening of expenses”
for the establishment’s budget.35

Drawing on lessons learned from a series of research trips to Java, first in
1904–1905 and again in 1916–1917, French experts in Indochina designed the
colony’s two asylums as large colonies agricoles where patients would work
the land on the path to healing and eventual recovery.36 As part of a major
expansion of Indochina’s health service, Bien Hoa opened outside Saigon in
1919, and a second asylum was established outside Hanoi in 1934.37 In
1930, the French law regulating asylum care was officially extended and

colonial mental health reform, it would be two decades before it adopted a comprehensive system
targeting indigenous communities. In the 1930s Indochina was praised by international visitors for
having made the “most serious efforts” at psychiatric assistance in all the empire. For the history of
psychiatry in French North Africa, see Keller, Colonial Madness. On metropolitan praise of Indo-
china’s mental health program, see H. Aubin, L’Assistance Psychiatrique Indigène aux Colonies:
Rapport de Congrès des Médecins Aliénistes et Neurologistes de France et des Pays de Langue
Francaise, XLIIe session—Alger 6–11 Avril 1938 (Paris: Masson et Cie, 1938).

34 Drs. H. Réboul and E. Régis, “L’Assistance des aliénés aux colonies,” Congrès des médecins
aliénistes et neurologistes de France et des pays de langue française. XXIIe session. Tunis, 1er–7
Avril 1912 (Paris: Masson et Cie, 1912), 113. Henri Réboul was Director of the Public Health
Service in French Indochina at the time.

35 Ibid.
36 See, for example, E. Regis, “La Condition des Alienes dans les Colonies Néerlandaises (Leg-

islation et Assistance),” Journal de Medecine Legale Psychiatrique 3 (1906): 97–107; Trung Tam
Luu Tru Quoc Gia 2 (TTLT2), Goucoch, IA.8/274(4), Asile des aliénés: Documents relatifs aux
asiles d’aliénés à Java (rapports—documents photographiques sur la reglèmentation et aménage-
ment des asiles alienes de Java). The file does not contain the reports or accompanying photos,
but holds a brief letter describing the mission.

37 For more on the history of Indochina’s health service, see Laurence Monnais-Rousselot,
Medecine et Colonisation: L’aventure Indochinoise, 1860–1939 (Paris: CNRS Editions, 1999).
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adapted to Indochina. In what proved to be a series of innovations that exceeded
what was possible in France at the time, the law routinized the procedures for
patient confinement and release, regulated family care at home, and included pro-
visions for the creation of open psychiatric services in major hospitals.38 Most
patients arrived at the behest of police after they had displayed eccentric behavior
in public spaces, or on the impetus of families who found themselves no longer
able to provide adequate care and surveillance. The power to intern patients often
depended on the assistance of families and communities who would provide phy-
sicians with important information about long-term behavioral patterns and the
specific circumstances surrounding a recent crisis. Medical diagnoses critically
depended upon what sorts of information Vietnamese were willing, or thought
relevant, to tell French physicians.39

As in the Dutch colony, but unlike British asylums in India, Indochina’s
mental hospitals treated European and indigenous patients in the same facility.40

Patients were segregated into different pavilions according to their race, sex, and
severity of symptoms. That the majority were already farmers lent optimism to
those colonial psychiatrists who insisted on the exceptional therapeutic value
of agricultural labor.41 The act of gardening, in particular, was thought to yield
valuable results on account of its physical and outdoor qualities, as well as for
the benign impact of repeated movements on the motor skills of the brain.
French asylum directors were assisted by a corps of indigenous medical
doctors trained at the Hanoi Medical University (where psychiatry was intro-
duced into the curriculum in 1934) and large staffs of indigenous nurses,
wardens, and auxiliary crews of chefs and gardeners. Maintenance workers
supervised patients while they worked.42

38 On the innovative qualities of the 1930 law, see Pierre Dorolle, La Légilsation Indochinoise
sur les Aliénés: Exposé et Commentaire des Dispositions du Décret du 18 Juillet 1930 (Saigon:
Imprimerie A. Portail, 1941).

39 On issues surrounding families and patient confinement, see Claire Edington, “Going in and
Getting out of the Colonial Asylum: Families and Psychiatric Care in French Indochina,” Compar-
ative Studies in Society and History 55, 3 (2013): 725–55.

40 They were cared for by asylum directors chosen from French civilian or military doctors who
had either served as a chief doctor at an asylum or psychiatric clinic in the metropole or had com-
pleted a “stage” or internship in psychiatry in a French asylum. They were assisted by a corps of
indigenous medical doctors trained at Hanoi Medical University (where psychiatry was introduced
in the curriculum in 1934), along with a large staff of indigenous nurses and wardens and an aux-
iliary crew of chefs, gardeners, and maintenance workers.

41 The belief that most patients had been farmers was not merely impressionistic; psychiatrists
kept detailed records on every patient that entered the asylum that included their race, age, gender,
home province, any criminal background, and profession. These records were compiled and ana-
lyzed in annual asylum reports. “Farmer” was by far the most common occupation. See, for
example, TTLT2, Goucoch, IA.8/2912(1), “Repartition par Profession,” Rapport Annuel de
Bienhoa, 1926.

42 Nguyen van Hoai would become the institution’s first Vietnamese director in 1954, and the
first scholar to document its organization. See his doctoral thesis: De l’Organisation de l’Hopital
Psychiatrique du Sud-Vietnam (Saigon: Imprimerie Francaise d’Outre Mer, 1954).
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Directors repeatedly evoked the Dutch experience in the East Indies as
evidence that this model of patient care could work in Indochina, but they
also drew extensively from international studies, conferences, and publications
that heralded labor therapy as the universal standard of psychiatric treatment.
Dr. André Augagneur, director of the Bien Hoa asylum from 1925 to 1933, re-
marked that, when it came to patient labor, there was a “unanimity that is rare
among doctors especially concerning therapeutic methods.” In his annual
asylum reports he quoted widely from the latest studies from Switzerland,
Belgium, Germany, Italy, the United States, and Canada.

Before the 1930s, patient labor was one of the only treatment methods
available, apart from prolonged bath therapies which were widely practiced
and praised. In tracing the genealogy of the international consensus with
respect to work therapy, and especially with respect to the colonies agricoles,
Indochina’s psychiatrists worked hard to present themselves as modernizers
who not only inherited the expertise of their French forebears but stood at
the vanguard of progressive psychiatric care. Citing a 1926 international con-
ference in Geneva where patient labor received top billing, Augagneur conclud-
ed in his annual report to the colonial administration: “Today it is recognized by

IMAGE 2. Patients at work on the sawah. Image from: L.B.E. Ledeboer, Verslag omtrent het Krank-
zinnigengesticht te Buitenzorg over het Jaar 1893 (Report on the insane asylum at Buitenzorg for
the year 1893). Batavia: Landsdrukkerij, 1894.
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all psychiatrists that work is the best therapeutic agent for psychosis, some even
going so far to say that it is the only therapy that the director of an asylum
should use.”43 The ease with which labor therapy was adopted and transferred
across the globe, despite important differences in medical contexts and cultural
expressions of mental distress, demonstrates the extent to which psychiatric
experts saw labor as a kind of panacea for an ever-widening spectrum of
mental disorders.44 Although labor was the most widely and intensively pre-
scribed “treatment” for asylum patients, French and Dutch psychiatrists in
Southeast Asia relied also on a range of other therapies including hydrotherapy
and sedatives, and experimental pharmaceuticals.45 During the 1930s, new
treatment strategies became available, among them insulin therapy, metrazol
shock therapy, and electroconvulsive therapy, but psychiatrists used them spar-
ingly, if at all, on indigenous patients.

That the colonie agricole achieved pride of place in Indochina’s psychiat-
ric assistance program, to an extent not witnessed elsewhere in the French
Empire, points to the distinctiveness of the Southeast Asian context. In part
it can be attributed to the Dutch example that shaped French expectations re-
garding the potential success of this treatment for their own colony. But as a
model of capitalist production, the agricultural colony also responded to the
dynamics of the colonial economy that promoted an intensification of
labor.46 The agricultural colonies established in association with mental hospi-
tals can be viewed as part of a continuum of colonial labor practices aimed at

43 See Congrès des Médecins Aliénistes et Neurologistes de France et des Pays de Langue Fran-
çaise: 30e Session, Genève-Lausanne, 2–7 Août 1926: Comptes-rendus (Paris: Masson et Cie,
1926).

44 A recent edited volume describes the widespread adoption of work as therapy in institutions
around the world: Waltraud Ernst, Work, Psychiatry and Society, c. 1750–2010 (Manchester: Man-
chester University Press, 2016).

45 For a breakdown of all injections delivered at Bien Hoa in 1934, see Centre de Documentation
de l’Institut de Médecine Tropicale de la Service de Santé des Armées (PHARO), 182, Rapport
Annuel d’Ensemble (1934), Fonctionnement de l’Asile de Bien Hoa. Electroshock therapy was
later practiced in Indochina and the Dutch East Indies. See Pierre Dorolle, “Traitement Palliatif
de l’Epilepsie Essentielle par la Convulsivothérapie Electrique (électro-choc) (Note Préliminaire),”
Revue Médicale Francaise d’Extreme-Orient 20 (1942): 835. Asylums in both colonies undertook
medical research and experiments with somatic treatment methods and analyzed culture-bound syn-
dromes. In the Dutch case see, for example, F. H. van Loon, “Amok and Lattah,” Journal of Ab-
normal & Social Psychology 21, 4 (1927): 434–44. On koro, see P. M. van Wulfften Palthe,
“Koro: Eine Merkwürdige Angsthysterie (Koro: a peculiar anxiety neurosis),” Internationale Zeits-
chrift für Psychoanalyse 21, 2 (1935): 248–57.

46 On colonial labor regimes in Vietnam see, for instance, Martin J. Murray, “‘White Gold’ or
‘White Blood’? The Rubber Plantations of Colonial Indochina, 1910–1940,” Journal of Peasant
Studies 19, 3–4 (1992): 41–67. In the Dutch East Indies, the emphasis on labor and work in
asylums coincided with the gradual transformation of the Indies from a trading empire into an
area cultivated and made profitable by indigenous labor on plantations owned and run by
Western companies. See Ann Laura Stoler, Capitalism and Confrontation in Sumatra’s Plantation
Belt, 1870–1979 (Ann Arbor: University of Michigan Press, 1985); Jan Breman, Taming the Coolie
Beast: Plantation Society and the Colonial Order in Southeast Asia (Delhi and New York: Oxford
University Press, 1989).
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transforming the indigenous population into a disciplined and loyal workforce
responsive to the demands of a largely agrarian, plantation economy. The inten-
sification of agriculture as an essential element of the colonial economy is cru-
cially important to understanding the embrace of this particular model of care in
Southeast Asia during the interwar years. In both the Dutch East Indies and
French Indochina, economic productivity and therapeutic value played a
central role in the constant promotion of therapeutic labor.

Concerned over how best to finance the asylum’s expansion as patient
numbers grew at an alarming rate, French officials suggested that it could gen-
erate its own revenue given the “abundant labor force put at its disposition.”47

Nearly a third of asylum patients in Indochina were kept busy performing tasks
associated with every aspect of the daily running of the institution, from har-
vesting rice and vegetables for meals, to constructing and painting pavilions,
sewing and laundering patients’ clothing, making baskets, husking rice, man-
ufacturing bricks, and producing latex.48 Nonetheless, throughout the 1920s
the actual costs of the daily management of the Bien Hoa asylum consistently
outpaced its projected expenses.49

With the arrival of the Great Depression, the amount of Indochina’s
budget dedicated to health and sanitation dipped precipitously after 1931, a
drop further amplified by the devaluation of Indochina’s currency, the
piaster.50 To offset the mounting costs of confinement asylum directors
decided to transform the scale of agricultural labor from simple self-sufficiency
into a genuinely expansive revenue-generating operation targeting urban
markets.51 To give a sense of the massive scale of this work, at Bien Hoa the
annual rice harvest grew from 1,800 kilograms in 1924 to almost 7,000 a
decade later. Crops were expanded to include twelve thousand tobacco
plants, nearly a thousand rubber trees, fifty lemon trees, evergreens, and 2
acres of coffee plants. As one French psychiatrist remarked, “Happily the
labor force of the asylum works well. Without it, the upkeep and repairs
would represent an important loss.”52 The question of asylum upkeep was

47 Archives Nationales d’Outre Mer (ANOM), Résidence Supérieur au Tonkin Nouveau Fonds,
3678, L’Inspecteur Général de l’Hygiène et de la Santé Publiques à Monsieur le Gouverneur
Général de l’Indochine (Direction des Affaires Economiques et Administratives), 30 June 1936.

48 Ibid.
49 For more on the financial returns of the Bien Hoa asylum during the 1920s, see Dr. Roussy,

“Rapport sur le Fonctionnement de l’Asile d’Aliénés de Bienhoa (Cochinchine),” Annales de Med-
icine et de Pharmacie Colonials 24 (1926): 34–56.

50 The health budget for Indochina dropped from 10,034,000 piasters in 1931 to 6,935,000 in
1935, only to rise again in 1936 with the arrival of the Popular Front government in France.
Despite periodic investments in strengthening Indochina’s health service, health comprised less
than 1 percent of general budget for Indochina and only 10–15 percent of local budgets during
the 1930s. See Monnais-Rousselot, Medecine et Colonisation, 80–82.

51 Ibid.
52 TTLT2, Goucoch, IA.8/2912(3), Rapport Annuel de Bienhoa, 1927. See also TTLT2,

Goucoch, IA.8/281(2), Rapport Annuel de Bienhoa, 1925.
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paramount; the colonial government was often more eager to dedicate funds to
the construction of new projects than to ensure their continued maintenance,
which resulted in massive problems in the turnover of personnel, shortages
of materials and medications, and the deterioration of buildings.

The embrace of labor as therapy thus reveals the alignment between the
institutional discourse of rehabilitation, the need to cut costs by increasing pro-
duction, and the general economic imperative of the 1920s to increase the mise
en valeur of the colonies by expanding the number and profitability of planta-
tions, which relied on cheap and plentiful indigenous labor. Yet it also exposed
uneasy tensions between coercion and therapy, which was a constant preoccu-
pation of asylum directors, who routinely insisted that patient labor was first
and foremost prescribed for its therapeutic value and that under no circum-
stances were patients ever forced to work.53 Asylum directors were painfully
aware that they could not run their institutions without patient labor. By
1929, asylum directors in Indochina described their institutions as “flourishing”
in their annual reports, although they were privately scrambling to make ends
meet.

Sending patients to the fields to work had another distinct advantage: it
relieved the severe overcrowding that had become a serious problem by the
late 1920s. The local director of health in southern Cochin China, for instance,
complained about the lack of space at Bien Hoa, where patients were “literally
crammed together and sleep on mats on the floor in an unhealthy promiscuity”
which defied the system of psychiatric classification upon which doctors based
their “rational treatment” of mental illness.54 By 1933, things had taken a turn
for the worse. One report drafted by Bien Hoa’s oversight body found that pa-
tients were “literally piled up…. The presence of too many patients in the
common room makes their surveillance uneasy and sometimes creates
bloody confrontations; in trying to separate these ‘brother enemies,’ the person-
nel, to whom falls the responsibility of reestablishing good order, are exposed
to the danger of being struck and hurt.”55

The overcrowding of mental asylums was a result from the financial
fallout of the Depression that hit the region in the early 1930s, which limited
the much-needed expansion of psychiatric services. The overload also accentu-
ated the very real problem of what exactly to do with cured or improved

53 While historians mention the use of occupational labor in other colonial settings, it is typically
used to illustrate the abuses of the colonial asylum system rather than analyzed in terms of a real
tension in practice. See, for example, Lynette Jackson, Surfacing Up: Psychiatry and Social
Order in Colonial Zimbabwe, 1908–1968 (Ithaca: Cornell University Press, 2005), 160–61.

54 TTLT2, Goucoch, IA.8/2910, Le Directeur Local de la Santé en Cochinchine à Monsieur le
Gouverneur de la Cochinchine, 24 Sept. 1927. See also TTLT2, Goucoch, 3730, Procès-Verbal de la
Réunion du 23 Decembre 1935 de la Commission de Surveillance et l’Asile d’Aliénés de Bienhoa,
1935.

55 Trung Tam Luu Tru Quoc Gia 1, IGHSP, 50-03, Rapport Annuel de l’Asile d’Aliénés de
Bienhoa, 1933.
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patients who continued to occupy places in the asylum even though other pa-
tients had more immediate need of institutionalization. Families often refused
to take patients back and, in fact, no legal text obligated them to do so. At
the same time, it was unlawful to prevent patients from leaving the asylum
once they had been certified as “cured.”56 In many cases, more or less cured
patients whose families had abandoned them were simply hired as coolies to
work at the asylum.57 Writing from Hanoi in 1937, Yves Châtel, governor of
the northern protectorate of Tonkin, observed the “serious inconveniences”
posed by recalcitrant families that refused to take in their recovered kin. He
cited the situation at the Voi asylum outside of Hanoi, which was built in
1934 to accommodate three hundred patients, but by 1937 housed 424. In In-
dochina, as in the Dutch East Indies, the limits of the asylum system were being
tested by the need to care for chronic patients who no longer required close
surveillance or medical treatment but continued to take up precious space
and resources. New approaches had to be found.

T H E 193 7 B A N DUNG C ON F E R E N C E A N D A N EW RU R A L MOD E L O F

P S Y C H I AT RY

Faced with dire overcrowding, psychiatrists in Indochina once again looked to
the Dutch East Indies for solutions, signaling a second wave of French interest
in Dutch practices. In August of 1937, Pierre Dorolle, psychiatrist and former
director of the Bien Hoa asylum, and future Deputy General of the World
Health Organization, took a study trip to Java. He traveled as the secretary
of the Indochina delegation to the Intergovernmental Conference of Far-Eastern
Countries on Rural Hygiene held in Bandung, a meeting that historians now
view as a milestone in the development of international initiatives for rural
public health.58 Organized by the League of Nations Health Organization,
this regional conference capped what historians Theodore Brown and Elizabeth
Fee describe as a “surge of interwar interest in rural hygiene and in several ways

56 ANOM, Résidence Supérieur au Tonkin Nouveau Fonds, Le Residént Supérieur au Tonkin,
Yves Chatel, à Gouveneur Général (Direction des Services Economiques et Inspection Générale de
l’Hygiène et de la Santé Publique), 12 Nov. 1937.

57 Hiring these patients, or failing to discharge them, was advantageous to the asylum since they
were much more reliable as workers than were inmates severely incapacitated by mental illness.
TTLT2, Goucoch, 281(1), Le Médecin Directeur de l’Asile à Monsieur le Gouverneur de la Cochin-
chine, 13 Sept. 1924. Dutch officials in the East Indies faced similar challenges, not just in terms of
who would provide the care but who would pay for it. Starting in the 1930s, the expense of care was
shifted from the colonial administration to the regency (kabupaten) the patient came from. This gen-
erated endless correspondence seeking those funds, though often without success. The intent was to
stimulate the regencies to take their patients back.

58 Annick Guénel, “The 1937 Bandung Conference on Rural Hygiene: Toward a New Vision of
Healthcare?” in Laurence Monnais and Harold J. Cook, eds., Global Movements, Local Concerns:
Medicine and Health in Southeast Asia (Singapore: Singapore University Press, 2012), 62–80. See
also Socrates Litsios, “Revisiting Bandoeng,” Social Medicine 8, 3 (2014): 113–28.

654 C L A I R E E D I N G T O N A N D H A N S P O L S

https://doi.org/10.1017/S001041751600030X Published online by Cambridge University Press

https://doi.org/10.1017/S001041751600030X


foreshadowed the WHO’s famous Alma Ata Conference.”59 In particular, the
1937 conference addressed concerns over what to do about the vast majority
of Asia’s population that lived in poverty in the countryside, far from
modern hospitals and with limited access to modern medicine. The conference
stressed the importance of prevention—including public health education and
the establishment of small clinics focused on maternal and child health—
instead of expensive, technology-intensive curative approaches that remained
outside the reach of most indigenous peoples. Attendees also emphasized the
importance of paying attention to the languages, cultures, and traditions of
local populations, as well as broader questions related to economic develop-
ment and land reform.

During the first half of the twentieth century, international concerns about
health in Southeast Asia intensified, creating many opportunities for travel and
the exchange of ideas and practices. The Far Eastern Association of Tropical
Medicine (FEATM) provided an important early organizational framework
for medical experts in Southeast Asia to meet and exchange ideas, and for
medical knowledge to travel in the region. Interest in tropical diseases followed
a number of breakthroughs in tropical medicine around the turn of the century,
including the discovery of the role of insect vectors in the transmission of
malaria and yellow fever and the isolation of the cholera bacillus.60 From its
first meeting in Manila in 1908, FEATM regularly brought scientists and phy-
sicians together to discuss progress in the understanding and control of regional
diseases like beriberi, malaria, smallpox, and yellow fever.61 At the same time,
the International Health Board of the Rockefeller Foundation organized a
number of demonstration projects focused on public health education in
several parts of Southeast Asia.62 The International Health Board also support-
ed the International League of Nations Health Organization. As Sunil Amrith
has argued, it was through the variety of these international health initiatives

59 Theodore M. Brown and Elizabeth Fee, “The Bandoeng Conference of 1937: A Milestone in
Health and Development,” American Journal of Public Health 98, 1 (2008): 40–43. Brown and Fee
note that, following the 1937 conference, and especially after World War II, international health
turned to technology based approaches and vertical programs, which supplanted the older “roman-
tic” vision for rural health. For the Alma Ata conference, see Socrates Litsios, “The Long and
Difficult Road to Alma Ata: A Personal Reflection,” International Journal of Health Services
32 (2002): 709–32.

60 For an overview, see Laurence Monnais and Hans Pols, “Health and Disease in the Colonies:
Medicine in the Age of Empire,” in Robert Aldrich and Kirsten McKenzie, eds., The Routledge
History of Western Empires (New York: Routledge, 2014), 270–84.

61 The Far Eastern Association of Tropical Medicine was created through an American initiative
in the Philippines. The first congress was held in Manila in 1908, followed by meetings in Hong
Kong (1910), Saigon (1913), Batavia (1921), Singapore (1923), Tokyo (1925), Calcutta (1927),
Bangkok (1930), Nanking (1934), and Hanoi (1938).

62 On the International Health Board, see John Farley, To Cast out Disease: A History of the
International Health Division of the Rockefeller Foundation (1913–1951) (New York: Oxford Uni-
versity Press, 2003).
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in Southeast Asia, culminating with the Bandung conference, that local practic-
es and expertise were transformed into a new international discourse on
health.63

Before the start of the conference, Dorolle made a satellite visit to Lenteng
Agung, halfway between Batavia and Buitenzorg, to visit a new kind of stand-
alone agricultural colony, which had been established in 1933 on 325 acres of
land, under the direction of the aforementioned P. M. van Wulfften Palthe, pro-
fessor of neurology and psychiatry at the Batavia Medical School. Two
hundred calm, chronic psychiatric patients had been successfully transferred
from the asylum at Buitenzorg to Lenteng Agung, where they worked in the
fields under minimal supervision. According to van Wulfften Palthe, this estab-
lishment for long-term chronic patients who could no longer benefit from
medical treatment and posed no danger to the community was essential to
solving the problem of overcrowding in mental hospitals. Three years earlier,
in his typical bombastic fashion, he had argued that the care of the insane in
the Dutch East Indies was grossly inadequate and that establishing agricultural
colonies separate from mental hospitals could provide an affordable solution.64

Many of his colleagues took offense at his scathing critique of the system, and
especially his advocacy of agricultural colonies, which he presented as entirely
novel when in fact such colonies had been part and parcel of the colonial
asylum system from the very beginning.65 Nonetheless, the colonial adminis-
tration established a commission to investigate the renowned psychiatrist’s cri-
tique and suggestions for improvement. It concluded that van Wulfften Palthe
had “kicked in open doors” and that improvements, although desirable, were
difficult to achieve in economically challenging times.66

Van Wulfften Palthe was clearly not bothered by the economic challenges
of the Depression and played an active role in setting up the agricultural colony
near Lenteng Agung. The colony received its first patients near the end of 1934

63 Sunil S. Amrith, Decolonizing International Health: India and Southeast Asia, 1930–1965
(Basingstoke: Palgrave MacMillan, 2006), 36–42.

64 P. M. van Wulfften Palthe, “Krankzinnigenverpleging in Ned.-Indië (Care for the insane in
the Dutch East Indies),” Geneeskundig Tijdschrift voor Nederlandsch-Indië 73, 3 (1933): 171–81.
The article was simultaneously published in a relatively progressive journal devoted to colonial
policy—Koloniale Studiën 17 (1933): 341–69—and as a pamphlet.

65 A number of psychiatrists reacted angrily to van Wulfften Palthe’s critique: J. C. van Andel,
“Eenige Opmerkingen naar Aanleiding van Prof. van Wulfften Palthe’s ‘Krankzinnigenverzorging
in Nederlandsch-Indië,’” Geneeskundig Tijdschrift voor Nederlandsch-Indië 73 (1933): 350–59;
W. F. Theunissen, “Enkele Opmerkingen over het Artikel ‘Krankzinnigenverzorging in
Nederlandsch-Indië’ van van Wulfften Palthe,” Geneeskundig Tijdschrift voor Nederlandsch-Indië
73 (1933): 365–71.

66 “Krankzinnigenverzorging: Rapport over de Denkbeelden van Prof. van Wulfften Palthe (The
care of the insane: report on the ideas of Prof. van Wulffthen Palthe),” Bataviaasch Nieuwsblad, 24
Jan. 1935, sec. 1, p. 3. For a more comprehensive account of the report, see “De Krankzinnigen-
verzorging: De Resultaten van een Commissariaal Onderzoek (The care of the insane: results of
the investigation by the commission),” Het Nieuws van den Dag in Nederlandsch-Indië, 14 Feb.
1935, sec. 5, p. 2.

656 C L A I R E E D I N G T O N A N D H A N S P O L S

https://doi.org/10.1017/S001041751600030X Published online by Cambridge University Press

https://doi.org/10.1017/S001041751600030X


and celebrated its opening the following January, just before the commission’s
report critiquing van Wulfften Palthe’s views was tabled.67 Following the
famous Belgian model at Gheel, seventy patients were later placed in the
homes of villagers who housed and fed patients in exchange for their labor.68

Not only did this hybrid model of care encourage patients to re-adapt to
normal Javanese village life, but it also helped to relieve the financial burden
of caring for the insane. Moreover, in what was a real innovation, the project
was entirely organized as a private, philanthropic initiative rather than by the
colonial administration or the Dutch East Indies Public Health Service. (It
was partly financed out of lottery profits.)

On the occasion of the Bandung meeting, the Dutch colonial administra-
tion published an illustrated book that touted its accomplishments in the realm
of medical care.69 W. F. Theunissen, previously Superintendent of the Lawang
mental hospital and now Vice-Director of the Dutch East Indies Public Health
Service, was a member of the preparatory committee.70 The institutions for the
insane in the Dutch East Indies, including their associated agricultural colonies,
were favorably covered. Lenteng Agung was presented as a recent, successful
attempt to place patients with families. The initiative harmonized with the
overall mood of the conference; it emphasized the treatment of patients in fa-
miliar (i.e., rural) settings, signaling a shift away from the deployment of tech-
nical expertise in institutions and toward a more social, integrated perspective
on health and hygiene. Lenteng Agung was also explicitly intended to serve as
a model for others to follow. In the country report written for the 1937 confer-
ence, the authors proudly stated, “Countries with a population structure similar
to that of the Netherlands Indies, but where the care of the insane has not ad-
vanced so far, may derive much profit from the experience gained and the mis-
takes that must necessarily have been made here in the early days of the
development of the care of the insane.”71

After visiting Lenteng Agung and attending the Bandung conference,
Dorolle became convinced that van Wulfften Palthe’s “colony asylum”
model (or “asile colonie”) could work in Indochina, for several reasons that
he recorded in his report to the French colonial administration upon his
return home. He noted fundamental similarities, particularly with the country-
side of Tonkin, citing the dispersed population, bare hills mixed with those

67 “Tehuis voor Geestelijk Invaliden: Inwijdings-Slametan (Home for mental invalids: inaugu-
ration feast meal),” Het Nieuws van den Dag voor Nederlandsch-Indië, 21 Jan. 1935, pt. 2, p. 1.

68 For an overview of the first two years of Lenteng Agung, see: P. M. van Wulfften Palthe,
“Krankzinnigenverzorging in Nederlandsch-Indië (Care for the insane in the Dutch East Indies),”
Geneeskundig Tijdschrift voor Nederlandsch-Indië 77 (1937): 1267–80.

69 Report of the Netherlands Indies, Intergovernmental Conference of Far-Eastern Countries
on Rural Hygiene: Preparatory Papers (Geneva: League of Nations Health Organization, 1937),
198–203.

70 Pols, “Psychiatrist as Administrator,” 150.
71 Report of the Netherlands Indies, 201.
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covered with grass, and the dedication of low-lying lands to the cultivation of
rice. Beyond topography, the striking ethnological similarities between the
Tonkinois and local Indonesian populations, and their local economies
(which shared comparable salaries for indigenous medical staff) gave
Dorolle hope. In one particularly ardent passage he wrote, “Nothing resembles
more, in effect, a southern Indochinese village than a Sudanese village. Nothing
resembles more the countryside of Lenteng Agung than the hills of Phu-Tho, of
Vinh-Yên, of Bac-Giang, and certain regions of Bien-Hoà and Thu-dâu-Môt.
The diet of patients is, with only minimal difference, the same in Java as
here…. That which has succeeded perfectly in Java, with remarkable results
from an economic point of view, will succeed equally in Indochina.”72 Prior
study trips had gone far toward establishing similarities across populations
and geographies of both colonies, and Dorolle’s exercise in comparison can
be interpreted as being part of a long intellectual tradition that connected the
two colonial territories as parts of a single region.73

Some of the challenges the Dutch had faced in implementing this model of
care, specifically how best to expropriate land from village ownership and irri-
gate land of poor quality, could serve as important lessons for the French. For
Dorolle, the Dutch experience underscored the importance of selecting land in
collaboration and agreement with both agricultural experts and indigenous au-
thorities; earning community trust would be key. He observed that the local
Sundanese population, “afraid like any other people in a similar situation
around the world,” at first protested against the establishment of this “colony
of lunatics” without the protection of a wall or any kind of fence. The villagers
barricaded their houses at night, fearing some “horrible strike from their neigh-
bors.” Yet, Dorolle recounted, “Very rapidly, however, in part due to the entan-
glement of the land belonging to the colonie and that belonging to the villagers,
the peasants recognized that the colons were not dangerous and worked peace-
fully in the fields. They began to converse and got to know each other, and in a
matter of months the villagers perfectly accepted the idea of welcoming one of
these patients into their homes.”74

72 ANOM, Fonds Guernut Bb, carton 22, “Note sur la Colonie Agricole d’Aliénés de
Lenteng-Agoeng (Java) par le Dr. P. M. Dorolle,” Oct. 1937.

73 Annick Guénel describes French missions to the Dutch East Indies to study anti-malarial cam-
paigns, in “Malaria, Colonial Economics and Migrations in Vietnam,” presented at the 4th Confer-
ence of the European Association of Southeast Asian Studies in Paris, 1–4 Sept. 2004. On
comparative studies of ethnological characteristics, see Madeleien Colani, “Essai d’ethnographie
compare,” Bulletin de l’Ecole française d’Extrême Orient 36 (1936): 197–280. There was also con-
siderable French interest in new techniques for grafting rubber trees and clones, which improved
yield and were first developed in the Dutch East Endies. Michitake Aso, “Profits or People?
Rubber Plantations and Everyday Technology in Rural Indochina,” Modern Asian Studies 46,
1 (2012): 19–45, 21.

74 ANOM, Fonds Guernut Bb, carton 22, “Note sur la Colonie Agricole d’Aliénés de
Lenteng-Agoeng (Java) par le Dr. P. M. Dorolle,” Oct. 1937.
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Dorolle cautioned that sites should be selected in areas of low population
density and close enough to the asylum to facilitate urgent care but far enough
away so that transferred patients would “have the impression that they had truly
left the asylum for a new existence.”75 Yet for Dorolle, having the villages
nearby was indispensable to pursuing family placements, which he viewed
as the “second step” of the program after the initial transfer to the colonie.
On his return home, he summarized his findings in a report that included a
series of photographs of mental patients from the colony working in the
fields and eating meals at communal tables. Based on the Dutch experience,
Dorolle argued that in Indochina the removal of the chronically ill from
asylums and the creation of these separate colonies would reduce by six to
eight times the cost of patient oversight, and up to ten to fifteen times the
overall cost of care.76 The report said little about charting patients’ therapeutic
progress or comparative rates of different psychiatric disorders; instead it was
the potential for cost-savings and the practicalities of daily management of the
asile colonie that attracted Dorolle’s attention.

The reception of Dorolle’s enthusiastic report was decidedly mixed. Many
French officials balked at the idea of boarding out patients, given the prejudices
of the local population and the difficulties of medical surveillance and control.
Yet the Dutch experience demonstrated that half-way measures in a semi-
detached colony were practicable in a colonial context, even if they dispensed
with certain elements and replaced them with others. Rather than placing
former patients in the homes of peasant families, the commission in charge
of reforming Indochina’s asylum system approved the creation in 1938 of a
village of recovering patients designed to simulate family country life, under
an active and continuous medical surveillance.77 In a letter to Indochina’s Gov-
ernor General Edouard-André Delsalle, the Resident Superior of Tonkin, wrote:
“There is room to conceive of the envisioned agricultural colony, not as an
actual village that is more or less autonomous but rather as a special kind of
agglomeration organized according to rural and familial ideas, but where the
action of the family would be replaced by that of the doctor and asylum person-
nel.”78 With the Director of the Asylum serving as a benevolent benefactor,
three or four patients would live together in individual homes, simulating a
Western European nuclear family structure. With seeds and tools furnished
by the local agricultural cooperative, they would work during the day under ap-
propriate supervision and sell their harvests to help ease the asylum’s operation-
al costs. The experiment was envisaged as a kind of “center of re-education

75 Ibid.
76 Ibid.
77 ANOM, Résidence Supérieur au Tonkin Nouveau Fonds, Rapport au Sujet de la Création

d’un Asile Colonie sur le Terrain de l’Asile de Voi par Dr. Grinsard, 5 June 1937.
78 ANOM, Résidence Supérieur au Tonkin, 3752, Gouvernor Général à Résident Superieur du

Tonkin, 13 June 1938.
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through work” where the therapeutic logic of labor would extend beyond the
asylum’s walls and into the community. Villagers would have the chance to ex-
ercise the skills they had learned while working at the asylum, all while under
supervision as if they were still hospitalized.79

Yet this paternalist vision had its critics, who believed that it sanctioned a
fatal kind of dependence upon the state. They were especially critical of the
monthly allowance that was to be distributed to all patients to supplement
their incomes. According to one of the plan’s many skeptics, this would not
only waste resources but would also “put into their heads” that the administra-
tion had decided to pay them a salary until the end of their days and thereby
“liberate” them from a future of having to perform any type of difficult
work.80 The issue of surveillance also became an object of grave concern.
Two guardians would be required for every fifty settlers. Furthermore, those
patients described as “most neighboring normal” would serve as a kind of “re-
inforcement system for surveillance” and be held responsible for maintaining
village cleanliness and discipline. To mark their authority vis-à-vis the other in-
habitants they would receive honorary titles (such as “ly-truong”) matching
those in ordinary Vietnamese villages, and live in small, independent lodgings.
They would receive a higher allowance and, with prior authorization, would be
allowed to live with a partner and start a family. Yet such visions of family life
had their limits, and regulating the sexual lives of the villagers was the single
biggest concern voiced by critics of the plan. The director of the health service
in Tonkin, for instance, warned that inhabitants “either through ‘la vie en
ménage’ or through accidental sexual relationships with the habitants of neigh-
boring villages” must be prevented from “breeding descendants who are more
or less defected and crazy. The villages must thus be the object of a particularly
severe surveillance by the personnel of the asylum.”81

For its chief supporters, the village concept, in proposing a domestic
family model of care to promote cure and reintegration, formed the next
logical step in patient recovery. For Dr. Grinsard, the director of the Voi
asylum outside Hanoi, the project represented a “social work of re-education
allowing the recuperation of a social life by individuals currently confined.
This creation, new in the Far East, has a humanitarian goal on which it is point-
less to insist.”82 Still, some critics rejected the idea outright as a complete waste
of resources. Crucially, the Dutch model relied on the generosity of private

79 ANOM, Résidence Supérieur au Tonkin, Lettre du Gouverneur Général de l’Indochine à
Monsieur le Resident Superieur au Tonkin, 7 June 1939.

80 ANOM, Résidence Supérieur au Tonkin, 3752, Heckenroth, l’Inspecteur Général de l’Hy-
giène et de la Santé Publiques à Monsieur le Gouverneur Général de l’Indochine, 9 May 1938.

81 ANOM, Résidence Supérieur au Tonkin, 3752, Lettre du Gouverneur General de l’Indochine
à Monsieur le Resident Superieur au Tonkin, 7 June 1939.

82 ANOM, Résidence Supérieur au Tonkin Nouveau Fonds, Rapport au Sujet de la Création
d’un Asile Colonie sur le Terrain de l’Asile de Voi par Dr. Grinsard, 5 June 1937.
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benefactors, of a sort that never gained traction in Indochina. Given the pro-
ject’s costs, with no foreseeable financial benefit to the colonial administration,
many urged that the burden should instead be placed on families by urging
them to take back patients as soon as possible.83 And while the Governor
General approved the creation of the villages in 1939, only a year later the com-
mission in charge evidently had a change of heart and was arguing that it was
“inappropriate, from a social point of view.”84

While the asile colonie ultimately failed to take hold in French Indochina,
the debates among physicians and psychiatrists over five decades reveal what
they thought to be commonalities across imperial spaces, particularly in terms
of shared challenges as well as the kinds of adaptations Indochinese society
would require. In particular, the decision to model the village and its organiza-
tion on a Western family model underscores a key difference between French
and Dutch styles of colonial administration. Whereas the Dutch adopted a prag-
matic solution to the problem of asylum overcrowding as part of broader efforts
to “indigenize” the health service, French officials in Indochina pursued a mod-
ified version that corresponded to a different kind of colonial vision in which
they aimed to remake native subjects in their own image. Their attempt to re-
produce the social relations within the asylum outside the formal space of the
institution offers an intriguing account of what they thought normal social life
should look like in the French colony. That this family model of care was even-
tually found to be unworkable—given concerns over surveillance, cultural
prejudice, cost, and sexual promiscuity—marked the limits of this scientific ex-
change across empires.

C O N C L U S I O N

In his 1900 work entitled Java et ses habitants (Java and its inhabitants), then-
director of the French Colonial Union J. Chailley-Bert emphasized the utility of
looking to France’s rivals for guidance and models that could be adapted to
French needs. He wrote in his preface, “Why pretend to invent when the inven-
tion already exists? Much better to look around us; I add: even to look behind
us.”85 Both France’s own colonial past and the accomplishments of rival
empires could prove useful. Chailley-Bert’s project of what he termed a “com-
parative colonialism” underscores the importance of the development of new
forms of transnational and trans-colonial expertise that were seen as vital to ad-
ministering the empire. Only recently has this transnational perspective been

83 ANOM, Résidence Supérieur au Tonkin, 3752, De Raymond, le Directeur Local de la Santé à
Monsieur le Résident Supérieur au Tonkin, 17 Sept. 1937 (original underlining).

84 ANOM, Résidence Supérieur au Tonkin, 3753, Réunion de la Commission de Surveillance de
l’Asile d’Aliénés du Voi, 5 Dec. 1940.

85 Préface, ix, in J. Chailley Bert, Java et ses Habitants (Paris: Armand Colin et Cie, Editeurs,
1900). The book was the third in a series that also included Les Anglais à Hong Kong, and Les
Anglais en Birmanie.
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adopted by colonial historians who have begun to look more closely at how, in
the words of Ann Stoler and Frederick Cooper, “whole bodies of administrative
strategy, ethnographic classification, and scientific knowledge were shared and
compared in a consolidating imperial world.”86

The history of study trips and site visits between French Indochina and the
Dutch East Indies draws new and much-needed attention to the intersection of
science, travel, and policymaking in colonial Southeast Asia. In this article we
have focused our attentions on colonial experts aiming to articulate commensu-
rable forms of psychiatric knowledge and practice that could be implemented in
their own colony. For French psychiatrists in Indochina, the experiences of their
Dutch colleagues in the neighboring East Indies seemed to hold the keys to
success to a much greater extent than did their French counterparts in other
parts of their own empire. Most notably, the use of labor as a form of
therapy for indigenous psychiatric patients was seen as a medically effective
and financially sensible solution to the shared problem of institutional over-
crowding due to steady increases in permanently disabled but generally inof-
fensive patient populations. For the Dutch, even after their colonies had been
irretrievably lost, the agricultural colonies associated with mental hospitals
were remembered as one of the colonial administrations’ major medical
achievements. As one author put it in 1949, “In a rather simple agricultural
society such as Indonesia, the founding, maintenance and extension of costly
asylums are financially impossible. Cheap, self-supporting, or nearly self-
supporting agricultural colonies have an important task to fulfil. Lenteng
Agung was a promising beginning.”87

It is important to highlight the emerging international context within
which different colonial states came into contact with each other, exemplified
by the conferences of the Far Eastern Tropical Medicine Association, the efforts
of the International Health Board of the Rockefeller Foundation, and the in-
creasing interest of the League of Nations Health Organization in Southeast
Asia. These organizations provided new forums for site visits, scientific jour-
neys, and medical exchanges in the region that commenced at the end of the
nineteenth century and intensified during the interwar years. The 1937
Bandung Conference, especially, signaled the ways in which concerns of the
international health community, like rural hygiene and primary care, came to

86 Ann Laura Stoler and Frederick Cooper, “Introduction,” in Frederick Cooper and Ann Laura
Stoler, eds., Tensions of Empire: Colonial Cultures in a Bourgeois World (Berkeley: University of
California Press, 1997), 1–56. See also Volker Barth and Roland Cvetkovski, eds., Imperial Coop-
eration and Transfer, 1870–1930: Empires and Encounters (London: Bloomsbury Academic Pub-
lishing, 2015).

87 C.W.F. Winckel, “Indonesia before the War, II: The Public Health Service in Indonesia,”Doc-
umenta Neerlandica et Indonesica de Morbis Tropicis: Quarterly Journal of Tropical Medicine and
Hygiene 1, 3 (1949): 201–8, 207. In 1934, a 40-minute informational film, with texts in English and
French, was produced to demonstrate labor therapy at the Magelang asylum. See: http://www.
kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934 (accessed 9 Aug. 2015).

662 C L A I R E E D I N G T O N A N D H A N S P O L S

https://doi.org/10.1017/S001041751600030X Published online by Cambridge University Press

http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
http://www.kirimkabar.com/site/2014/10/24/terapi-untuk-orang-yang-tidak-waras-1934
https://doi.org/10.1017/S001041751600030X


influence regional-level health agendas and priorities. The embrace of the
agricultural colony as a solution to the problem of asylum overcrowding, for
example, occurred at the same moment that public health experts and officials
were moving away from expensive, technocratic fixes to address indigenous
health needs. By a similar token, attention to the Bandung Conference also
shows how regional knowledge about psychiatry, produced in scientific ex-
changes in Southeast Asia over four decades, became part of new international
approaches to health care in rural areas, and later, in developing nations. Inter-
national conferences and the transfer of medical expertise played a central role
in integrating Southeast Asia as well as other regions in the world, a harbinger
of the formation of the global world that was in the making.

Finally, the movement of psychiatric knowledge and practice across the
Dutch and French empires not only yielded practical, concrete effects in
terms of the management of asylum patients, in ways that ultimately set Indo-
china apart from the rest of the French empire, but also helped to inform and
shore up Western understandings of what we understand today to be “Southeast
Asia.” Indeed, this story is part of a much older tradition of French interest in
the Malayan world that predates official French colonization in the region. With
the consolidation of colonial rule in Indochina in the late nineteenth century,
French bureaucrats and experts began to look to the Dutch more seriously
for practical guidance on how best to administer their own colony. The ways
in which certain elements of Dutch colonial psychiatry were picked up and
brought back to Indochina (while other elements were not) reveals how the
rehabilitation of asylum patients—in its moral, economic, and therapeutic
aspects—corresponded with a complex set of imperatives understood by
experts at the time to be unique to the region but whose practice, in some
ways, continued to be bounded by the formal limits of empire.

Abstract: This paper examines a series of research trips undertaken by French
physicians in Indochina to the Dutch East Indies between 1898 and 1937 to
study what they saw to be a successful model of a modern psychiatric service
that had been developed there. Dutch experiments with forms of “open door”
care and the use of patient labor as therapy, premised on earlier ideas of moral
treatment, seemed to hold both therapeutic promise and the key to resolving
pressing economic concerns faced by colonial psychiatric institutions. French
physicians saw in neighboring Java fundamental ethnological and geographical
similarities to Indochina, and Dutch successes in psychiatric assistance there
raised the prospect of adapting practices the Dutch had developed to their own
program in Indochina throughout the interwar years.
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