
See discussions, stats, and author profiles for this publication at: https://www.researchgate.net/publication/6472375

“THE FULL STORY BY NO MEANS ALL TOLD”: Harry Stack

Sullivan at Sheppard-Pratt, 1922–1930

Article  in  History of Psychology · November 2006

DOI: 10.1037/1093-4510.9.4.325 · Source: PubMed

CITATIONS

14
READS

354

1 author:

Naoko Wake

Michigan State University

20 PUBLICATIONS   75 CITATIONS   

SEE PROFILE

All content following this page was uploaded by Naoko Wake on 05 December 2023.

The user has requested enhancement of the downloaded file.

https://www.researchgate.net/publication/6472375_THE_FULL_STORY_BY_NO_MEANS_ALL_TOLD_Harry_Stack_Sullivan_at_Sheppard-Pratt_1922-1930?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_2&_esc=publicationCoverPdf
https://www.researchgate.net/publication/6472375_THE_FULL_STORY_BY_NO_MEANS_ALL_TOLD_Harry_Stack_Sullivan_at_Sheppard-Pratt_1922-1930?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_3&_esc=publicationCoverPdf
https://www.researchgate.net/?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_1&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Naoko-Wake-2?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_4&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Naoko-Wake-2?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_5&_esc=publicationCoverPdf
https://www.researchgate.net/institution/Michigan_State_University?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_6&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Naoko-Wake-2?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_7&_esc=publicationCoverPdf
https://www.researchgate.net/profile/Naoko-Wake-2?enrichId=rgreq-47a9270d66d60668e5a81e1599208443-XXX&enrichSource=Y292ZXJQYWdlOzY0NzIzNzU7QVM6MTE0MzEyODEyMDk2NTA1MjhAMTcwMTgwOTY0MjE1MQ%3D%3D&el=1_x_10&_esc=publicationCoverPdf


“THE FULL STORY BY NO MEANS ALL TOLD”:
Harry Stack Sullivan at Sheppard-Pratt, 1922–1930

Naoko Wake
Michigan State University

Harry Stack Sullivan (1892–1949) is well known for his interpersonal theory of
mental illness, but little is known about how he actually worked as a clinician with
patients. This article examines a pivotal time in Sullivan’s career at Sheppard and
Enoch Pratt Hospital in Baltimore from 1922 to 1930. Using clinical records as well
as published writings, the article focuses on 2 crucial issues that are not fully
addressed either in Sullivan’s published writings or in past studies of him: first, his
treatment as a gay psychiatrist of patients who he believed had homosexual
orientations; second, the intellectual and institutional paradigm in psychiatry that
influenced his practice. Finally, this article addresses the circumstances surrounding
Sullivan’s departure from Sheppard-Pratt, suggesting psychiatry’s limited confron-
tation with the social stigmatization of homosexuality.

Keywords: Harry Stack Sullivan, homosexuality, the new psychiatry, clinical work

Harry Stack Sullivan arrived at Sheppard and Enoch Pratt Hospital, a private
mental hospital in a northern suburb of Baltimore, in late 1922. He was a 30-year-old
physician experienced in surgery and internal medicine, but with little work in
psychiatry. Although Sullivan was ambitious, few would have foreseen that, during
the following 7 years, his reputation as a psychiatrist would flourish. He became the
director of clinical research at Sheppard-Pratt in 1925. More important, his success in
the treatment of young male schizophrenics—he claimed that 48 of 78 acute cases he
treated exhibited “marked improvement”—became noteworthy in the history of
American psychiatry.1 However, little is known about how Sullivan actually worked
as a clinician with patients. The aim of this article is to reexamine this pivotal time in
Sullivan’s career, using clinical records as well as published work. After a brief look
at the format of Sheppard-Pratt’s clinical records, it takes up two crucial issues that
were not fully addressed in Sullivan’s published writings and past studies of him: first,
his treatment as a gay (although not openly so) psychiatrist of patients whom he
considered had homosexual orientations; second, the intellectual and institutional
paradigm in psychiatry that influenced his practice and its limited confrontation with
the social stigmatization of homosexuality.

What made Sullivan’s achievements with male schizophrenics possible?
Some have argued that it was his unique approach to mental illness. While
working at Sheppard-Pratt, this argument goes, Sullivan applied his emerging
“interpersonal theory,” which located the causes of illness in a patient’s “failures”
in interpersonal relations.2 He believed that these failures occurred because of

The quote in the title comes from Harry Stack Sullivan, “Regression: A Consideration of
Reversive Mental Processes,” State Hospital Quarterly, 11 (1926): 208–217, 387–394, 651–668
(quote is from p. 212).
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social and cultural “inhibitions.” For example, a number of patients were believed
to have masturbated and then collapsed into psychotic confusion. Biological
theories of mental illness, influential during the 1920s, held that masturbation was
harmful in itself. In contrast, Sullivan attributed the illness to the common belief
that masturbation is abnormal. As a result, those who had masturbated rejected
that part of their “self,” producing personality dissociation and perceptual confu-
sion.3 To remedy mental disorders, therefore, psychiatrists needed to explore life
histories of patients and to encourage them to accept even unpleasant experiences
as part of themselves.4 By redefining mental illness in social and cultural terms,5
Sullivan was said to have removed the stigma from the mentally ill, particularly
schizophrenics, and thus was able to cure many. In his view, schizophrenic
episodes were not alien to a normal mental process but were “common among
adolescents . . . having trouble in their social adjustment.”6 If doctors regarded
schizophrenics “as (ordinary) persons, . . . attempted to discover what continued
to . . . interest . . . them, and . . . adjust the environment . . . in harmony with these
peculiar findings,”7 the recovery rate would increase. The problem was not on the
side of patients, but rather in a society that failed to offer a therapeutic environ-
ment. What doctors should have done was respond to patients’ needs.

Past studies have assumed that Sullivan did just that. For example, in her
biography of Sullivan, Helen Swick Perry argued that he established amicable
relations with patients, on the basis of his published 1929 statement: “we found
that intimacy between patient and employee blossomed unexpectedly, that things
which I cannot distinguish from genuine human friendship sprang up . . . , that any
signs of the alleged apathy of the schizophrenic faded, . . . and that the institu-
tional recovery rate became high.”8 Sullivan’s former colleague David McKenzie
Rioch argued that the central issue of Sullivan’s approach was to “respect . . .
patients as human beings.” In the hospital, Sullivan was always “on the patients’
side” and attacked “anyone who derogated, molested, or neglected . . . patients.”9

Gail A. Hornstein made a similar point, arguing that Sullivan “tried to create an
ideal environment in which young male patients experiencing their first schizo-
phrenic break could have an experience of ‘benevolent intimacy’ . . . reinforcing
a sense of shared humanity for all concerned.”10

Such characterizations, derived from Sullivan’s published writings, capture
one aspect of the psychiatrist’s clinical practice. However, as Risse and Warner,
among others, have suggested, theories and procedures presented in published
works often differ sharply from the practice described in clinical records. They
observed that “[c]linical case histories can be used to give new clues about the
production of clinical knowledge.”11 Sullivan is a case in point. He had not yet
formulated his interpersonal theory when he was working at Sheppard-Pratt and
had never used the term interpersonal before 1927 in his writings, both published
and unpublished.12 Rather than applying the interpersonal theory to clinical work,
he created it out of his interactions with patients. Thus, it is crucial for our
understanding of Sullivan to examine his work on the basis of clinical records
instead of using his theory as a proxy for his clinical activities.

An analysis of clinical records reveals that Sullivan’s clinical work involved
both a professional and a personal commitment. During his first few years at the
hospital, he engaged in routine practices that offered young doctors opportunities
to observe the work of their more experienced colleagues; yet as he became
acquainted with the hospital and its patients, he realized that he was dealing not

326 WAKE



only with their problems, but also with his own. As we read verbatim transcripts
of his interviews with patients, we find moments when we are not certain whether
Sullivan was talking as a doctor or, more simply, as someone who was under-
standing and willing to listen to, talk to, and learn from others. Moreover, some
of his patients appeared to have recognized these moments and asked him if he
had a troubled past similar to theirs. I do not argue that the combination of
personal and professional commitments in clinical settings is unusual, but how
Sullivan formed ties between his personal and professional experiences at this
crucial time in his career needs fuller examination.

Sullivan frequently discussed homosexuality with his patients.13 As recent studies
have noted, most patients as well as attendants in “Sullivan’s Ward” at Sheppard-
Pratt, which he designed and took charge of in 1928 or 1929,14 were homosexual
men.15 This focus on homosexuality was therapeutic, as Sullivan believed that
internalized social stigmatization and an accusation of homosexuality were the major
cause of schizophrenia.16 However, as the psychologist Michael Stuart Allen has
observed, it is difficult “not to ask if Sullivan’s work at Sheppard-Pratt was motivated
by other than purely scientific concerns.”17 Around the time when Sullivan started his
ward, he began a relationship with James Inscoe that would last the rest of his life.18

Considering the fact that the psychiatric profession in the 1920s defined homosexu-
ality as a mental illness, it is likely that the choice Sullivan made in his personal life
had a significant, if implicit, impact on his professional life.19 This is not to argue that
being a gay man fully determined his clinical practice; instead, this is to show that his
perspective helped him develop unique clinical techniques and some of the focal
points of his interpersonal theory: the concept of “participant observation” and the
critical stance toward social “inhibitions” that he believed defined and discriminated
against the mentally ill.

Turning to the examination of the institutional and intellectual setting of
Sullivan’s clinical work, I focus on his selective treatment of patients. Sullivan
chose some patients for intensive treatment and research while expressing no
interest in others. Without doubt, he had a set of criteria that reflected the
hospital’s preferences as well as his own personal affinity to certain types of
patients. Analysis of these criteria will help us understand the ways in which
Sullivan, the institution he worked for, and the psychiatric world at large defined
mental illness, therapy, and themselves. Among the criteria of selection, as
discussed later, was an ability to communicate verbally that is clearly tied to the
development of psychoanalysis during the first decades of the 20th century.

The second basis for selection that I examine is the diagnosis. Often, a
patient’s diagnosis depended on his or her ability to respond to doctors’ expec-
tations and institutional requirements. A diagnosis was a consequence of thera-
peutic interactions and negotiations rather than a name applied to a clear-cut
problem. Sullivan’s selection of patients reflected not only his own interests but
also the hospital’s desire to overcome the traditional image of mental hospitals
associated with the care of chronic patients and transform itself into a modern
institute for research and treatment of mental illness. Sullivan’s criteria of selec-
tion were not unusual in the psychiatric world of the 1920s; rather, they demon-
strate how doctors grappled with the issue of selection in their everyday practice
when the intellectual world was going through important paradigmatic shifts.
Finally, I examine the circumstances in which Sullivan resigned from
Sheppard-Pratt.
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Sheppard-Pratt and Its Clinical Records

A word about Sheppard-Pratt and the format of its clinical files20 is useful as
a preface to examining Sullivan’s work there. In the 1920s, Sheppard-Pratt was
one of a number of mental hospitals where the paradigm called the “new
psychiatry” prevailed.21 For 3 decades following its opening in 1891, Sheppard-
Pratt functioned more or less as a charitable hospital, accepting patients of all ages
and classes who needed long-term institutional care.22 After the appointment in
1920 of a new medical superintendent, Ross McClure Chapman, who was an
exponent of psychoanalytic practice,23 the hospital became increasingly oriented
toward short-term treatment and research involving younger patients at earlier
stages of illness, most of whom came from the middle class.24 This followed the
tenet of the new psychiatry, which advocated making treatment accessible to not
only chronic patients at state mental hospitals, but also patients with acute and/or
minor problems at child guidance clinics, psychiatric wards in general hospitals,
and private clinics. Like doctors at other leading psychiatric hospitals such as
McLean near Boston and Chestnut Lodge in Rockville, MD, those at Sheppard-
Pratt focused on careful examination of patients’ life histories in order to under-
stand their problems and help them adjust to society.25

The standard clinical file at Sheppard-Pratt in the 1920s had eight parts: an
admission note, a family history, a personal history, a record of a physical
examination, a record of a mental examination, clinical observations, one or more
conference reports, and a discharge note.26 Conference reports are of great interest
because they recorded conversations between a team of doctors and a patient,
which often were an in-depth examination of a patient’s life experiences. Usually
two or three typists were present to transcribe a conference. This careful recording
of doctor–patient conversations started early in 1926, soon after Sullivan became
the director of clinical research at Sheppard-Pratt. Earlier, in 1922 and 1923,
conference reports were brief summaries and did not include records of words
exchanged between doctors and patients. In 1924 and 1925, doctor–patient
conversations were included in conference reports, but they were minimal. This
suggests that conferences were short or that doctors did not think the documen-
tation of conversations particularly important. It is likely that Sullivan encouraged
the expansion of conferences after the model of the new psychiatry and its
verbatim documentation.27

The primary purpose of the conference was to settle on both a diagnosis and
a prognosis, so that doctors could agree on a treatment plan for a patient.28

Another important purpose after Sullivan became director of clinical research was
to decide whether or not a patient was a useful subject for his intensive treatment
and research. When he found patients suitable, Sullivan initiated a series of
special interviews with them. In several cases, he launched special interviews
before the first group conference. Perhaps he found those patients desirable
subjects of special interviews on the basis of his first impression. In any case, most
of the selected patients were young males diagnosed as schizophrenic. Their files
include transcriptions of special interviews in addition to the standard eight parts.

The transcriptions of special interviews show ways in which Sullivan’s
personal and professional identities interacted as he talked with patients with
minimum formality. The interviews usually took place in Sullivan’s office, where
there were just a few others (usually one or two other doctors and stenographers)
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to witness them. There were no prearranged questions; thus, doctors and patients
could say whatever their conversation suggested. Discussions of homosexuality
occurred almost exclusively in the course of special interviews.

During his first few years at Sheppard-Pratt, most of Sullivan’s activities
revolved around conferences. In 1923, he attended 103 first conferences, which
amounted to almost half of such occasions. In 1924, 1925, and 1926, this pattern
remained the same, except that, as far as the existing files tell, Sullivan carried out
one special interview in 1924. Contrary to the scholarship on Sullivan that has
emphasized the innovativeness of his method,29 there were other doctors who had
more than a few special interviews in their offices in this year. Thus, it is more
appropriate to say that Sullivan developed the method of the special interview
along with other doctors at Sheppard-Pratt, rather than to say that he invented a
new model of therapy.

The growing interest in interviewing patients and transcribing conversations
allowed Sullivan to formulate his approach to mental patients. As he came to have
more special interviews with selected patients, he became less concerned with
regular hospital activities. In 1926, his first full year as director of clinical
research, he attended 247 conferences. In 1927, the number decreased to 87. In
contrast, he had 14 special interviews with 7 patients in 1926, and the number
increased to 34 with 13 patients in 1927.

Strangely enough, clinical files for 1928 and 1929, years when Sullivan was said
to have engaged in the most intensive treatment of schizophrenic patients in his ward,
include only a few records of special interviews. In a 1931 article, Sullivan implied
that he treated about 250 male schizophrenic patients on an individual basis.30

However, the patient files include only 24 individuals who had one or more special
interviews with Sullivan between late 1922 and mid-1930. There are three possible
explanations for this. The first is that Sullivan may have kept files of selected patients
separate from those of patients who were not selected, either in his office or home, and
destroyed them at a certain point to protect the patients’ confidentiality. This is
unlikely, however, because every patient at Sheppard-Pratt was given an admission
number, and the files are almost complete as far as we can tell from the serial
numbers.31 A second explanation is that he may have kept for himself the records of
special interviews and later destroyed them. This is more likely than the first expla-
nation, because clinical observations for patients whose files did not have records of
special interviews often included comments such as “the patient has been interviewed
by Dr. Sullivan.”32 If this was the case, the special interview records that this paper
examines reflect about a tenth of the selected patient population, dating mostly from
1926 and 1927.

A third possibility is that the 250 patients he claimed to have treated included
not only those whom he engaged in special interviews but also those whom he
intensively interviewed during conferences. In fact, there are a number of patients
whose conference records include unusually long conversations with Sullivan.
Unlike typical staff conferences concerned with diagnosis and prognosis, these
interviews in the course of conferences seem to have aimed at treatment as well.
Even if this was the case, though, it is likely that a certain number of special
interviews either were unrecorded or were recorded but no longer exist at
Sheppard-Pratt. The records I examine, especially those from 1928 and 1929, are
those that happened to find their way to clinical files. As I show here, their
contents offer clues to the standard that Sullivan used to select interview records
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to include in clinical files. Although limited in its number, these records (and their
relation to conference reports) will help us understand how special interviews
influenced Sullivan’s clinical approach and theoretical stance.

A Homosexual Psychiatrist and His Patients

Special interviews offered occasions for both Sullivan and his patients to talk
about matters not raised in more formal settings such as conferences. As one
might easily imagine from the comment made by Arthur Linton, a former
Sheppard-Pratt attendant, that “all of Sullivan’s patients were young male homo-
sexuals whom he personally picked from the general hospital population,”33 one
of the issues they talked about only during special interviews was homosexuality.
Sullivan was struggling to communicate with patients who had concerns about
their sexual experiences and fears, and he developed a highly interactive clinical
approach, seeking his patients’ input at least as much as he attempted to offer his
insight to patients. Moreover, special interviews revealed a strong connection
between his personal and professional commitments, contributing to the early
formation of Sullivan’s interpersonal theory.

As we look at special interviews chronologically, there is a constant tendency
to include discussions of homosexuality. However, 20 patients’ files from 1926
and 1927 included records of special interviews, whereas only 2 patients’ files
from 1928 and 1929 included them.34 This is a crucial change, because it suggests
that Sullivan’s clinical approach was shaped in front of others but that it became
more secretive (and, thus, its record was not included in clinical files) in later
years. In a 1926 conversation with a patient in his mid-20s, we can see one of the
earliest examples of Sullivan’s special interviews revolving around the issue of
homosexuality. In spite of the presence of two other doctors, who remained silent
after a few exchanges at the beginning of the interview, Sullivan and the patient
freely discussed the latter’s feelings for another male patient.

Patient: Well—about this fellow *** over here—I began to love him and it was
discontinued because I was removed from that ward.

Sullivan: Had your love for him been permitted to develop—what would have
been its end?

Patient: Wouldn’t have been an end.

Sullivan: Would have gone on forever, increasing?

Patient: Wouldn’t have amounted to anything . . .

Sullivan: What was lovable about him?

Patient: Just a mere fact of his being alive—that’s all.

Sullivan: His extreme misery had nothing to do with it?

Patient: It might have been.35

Sullivan and the patient conversed with the apparent assumption that they could
talk about love between men without embarrassing themselves. To understand the
unusualness of such an assumption being shared by a doctor and a patient during a
psychiatric interview, we have to remember that homosexuality was officially con-
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sidered a form of mental illness until as late as 1973.36 In a patient’s confession of his
love for another man, most of Sullivan’s contemporary psychiatrists would have
recognized a decisive sign of illness. However, Sullivan took a different route,
exploring the patient’s affectionate feelings and their expression.

Patient: Sometimes when he was hollowing [sic] and crying—and whining—I
would hold him and he would go right to sleep. Maybe if you doctors try
some of that instead of so many orders and theories.

Sullivan: It might be misunderstood.

Patient: Yes—I know you are handicapped. And these orders of attendants—they
knock people around—if the attendants had more intellectual powers and
the doctors more manual powers I think it would be possible.

Sullivan: In your own case would it have helped? Shortly after you came here if
someone tried to be physically affectionate to you, would that have
helped?

Patient: Physically affectionate? There is no such thing as physical affection.

Sullivan: Well, pardon my ignorance. If one of them had held you, caressed you,
or something of that kind?

Patient: If one of them had shown that he wanted to . . . I didn’t want any actual
holding or caressing—no.

Sullivan: Why not?

Patient: I just wouldn’t—I don’t know.

Sullivan: What is the difference between you and ***? It worked with ***. But
you say you wouldn’t care for any physical demonstration of that sort.

Patient: It would seem unnatural to me.

Sullivan: But it seemed . . . natural when you did it to him?

Patient: Because he had a trust.

Sullivan: Which you lack?

Patient: Yes.37

The patient’s suggestion that doctors hold patients to comfort them turned the
conversation in a new direction. Evidently, Sullivan was intrigued by the patient’s
suggestion. He was aware of its potential risk but wanted to know more about the
patient’s view of the doctors’ use of “manual powers.” This particular patient
seems to have backed off a little when it came to the application of manual powers
to himself. Particularly, the words “physical affection” seem to have annoyed him.
Sullivan’s following comment is interesting, because in asking the patient to
excuse his “ignorance,” he seems to have expressed his respect for the patient’s
opinion. By describing physical contact with different expressions such as “hold,”
“caress,” and “physical demonstration of that sort,” Sullivan showed his willing-
ness to use language that sounded more acceptable to the patient. The following
exchange further highlights Sullivan’s eagerness to have the patient’s input.
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Sullivan: If he had been suspicious it would have been bad business for us to hold
him and fondle him?

Patient: Yes—but you could have found some way to remove his suspicion.

Sullivan: Would you mind telling me what would be the best way? . . . What
means would you recommend for me to overcome the suspiciousness?

Patient: . . . Your kindly and sympathetic attitude would be something.

Sullivan: Would it work with you?

Patient: Yes—it would work with me.

Sullivan: Here is a case in which you can be kindly to a patient and we cannot;
because [we are] . . . restrained from doing that.

Patient: Well—your being here is—it rests on your reputation. Does it not?

Sullivan: If you are asking personally—It does not. Continue.

Patient: It does not? . . . I feel certain that it does. . . .

Sullivan: If you failed [to get well] you will expect the social organization, to wit;
your loved ones, to punish us—would you not?

Patient: No—no—no. If you do what you thought was right—why, that’s all a
man can do. I don’t think that you can do what you don’t think was right
here.

Sullivan: Explain. You have said [earlier] that you don’t think that I could do what
I thought was right here. Now explain that to me, if you will.

Patient: . . . If you thought that holding any one was right . . . of course, you could do
that, but something more than that I don’t think that you would do it . . . In
that case about *** . . . I think you would be embarrassed to hold him . . .

Sullivan: Would you be embarrassed to permit me to do them?

Patient: I might—I don’t know.

Sullivan: And what would bring about my embarrassment and your possible
embarrassment?

Patient: Your fear to do something foolish.

Sullivan: . . . May I ask what that means? . . . I suppose it connects with some
experience of yours . . .

Patient: I have been afraid to wear a beard.

Sullivan: Foolish, then, would be something that opened one to the disdain or
criticism of others.

Patient: Yes, —exactly . . .

Sullivan: Suppose then, that it was done secretly?

Patient: That would be all right.
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Sullivan: . . . The rub is not what other people may think of our doing, but what
you think of it, isn’t it?

Patient: Yes—that’s what concerns you and me.

Sullivan: So why need we drag in these people who prohibit our methods?

Patient: I think—that—that situation exists between you and me.

Sullivan: And that’s all there is to it, isn’t it—just what you think?

Patient: Exactly.

Sullivan: The other fellow hasn’t a thing to do with it?

Patient: No.

Sullivan: It is just you and me?

Patient: . . . Exactly.38

In response to the patient’s earlier reference to “trust,” Sullivan tried to
explore a way to remove the suspicion that doctors might abuse their power. Then
their conversation turned to the professional “restraint” imposed on staff, the
“reputation” that doctors have to maintain, and the “social organization” that
would accuse them if they failed. It is clear that both the patient and Sullivan were
aware of the unconventionality of using physical contact between doctors and
patients as a form of therapy. The patient helped Sullivan bring the discussion to
a new stage when he said that doing what one thinks right is “all a man can do,”
suggesting that despite all the negative implications of physical contact, what
really mattered was that doctors do their best with sympathy and sincerity.
Sullivan indicated agreement by maintaining that what was needed was to
overcome embarrassment between “you” and “me”; in other words, what mattered
was a feeling of security in actual interpersonal relations, not appropriateness in
abstract professional or social standards.

Considering that this interview occurred in October 1926, it is likely that it
captured one of the moments when Sullivan was moving toward the introduction
of physical contact into his practice. As Arthur Linton later confirmed, “The
patients could hug, embrace, and kiss the attendants without feeling rejected, odd,
embarrassed or humiliated.”39 Contact was restricted to attendants and patients.
Bernard Robbins, another psychiatrist at Sheppard-Pratt, made this clear when he
said, “All contact was left entirely to . . . aides.”40 The reason for this distinction
is not known, although it is possible that Sullivan was too concerned about
negative reactions of the social organization to allow doctors to take part in the
therapy. At any rate, the therapy encouraged patients’ acceptance of their own
homosexuality, rather than recovery from sexual “anomalies,” as one of the most
respected psychiatric textbooks during the 1920s suggested.41

This early interview demonstrates important features of Sullivan’s work with
his selected patients. First, the patient, not Sullivan, suggested using physical
contact between doctors and patients for therapeutic purposes. Second, Sullivan
was eager to learn from the patient about possible ways to facilitate the physical
contact. His willingness to listen to patients’ needs is affirmed in his published
work but not in the context of physical contact between doctors and patients. It is
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shown in the interview, although nowhere in his published writing, that he was
well aware of the method’s radicalism and suggested its application in secrecy so
that doctors and patients could minimize their embarrassment.

The following exchange suggests another feature of Sullivan’s clinical prac-
tice that he did not mention in his published writings: that it carried personal as
well as professional meanings for him.

Sullivan: What do you suppose you would do if somebody held you?

Patient: It all—depends who—and when—and how.

Sullivan: You feel you would enjoy the experience don’t you?

Patient: No—I feel—I wouldn’t enjoy the experience . . .

Sullivan: . . . Explain why life is too short for you to try experiments in secret, in
receiving the affectionate attention of some of your fellow-men.

Patient: Well—just not interesting—that’s all.

Sullivan: And yet it seems to me that that was what you recommended—that we
should do that toward patients, including yourself.

Patient: No—I don’t remember that.

Sullivan: Do you have any recommendations to make in that particular?

Patient: Well—yes, I would recommend that you go along some high road and
find a way to make your living and then if there were any men to
help—help them. As a side line—not as a business.

Sullivan: Then you would perhaps suggest that as a preliminary we destroy the
existing social system?

Patient: Yes. I would recommend that—I would fight for it. That I would live for
and die for.

Sullivan: Do you think that life might be a little too short to accomplish this?

Patient: Yes—I do. Therefore—I am going to get what I can out of it.

Sullivan: Now so much for you. But we continue to be in relationship of the Staff
to the patient. While you feel you can’t overthrow the social system and
reduce everything to a delightful primitive state, what would you rec-
ommend we do in the meanwhile, between the Staff and the patient?

Patient: . . . I wouldn’t let any man I couldn’t trust sleep with me—would you?

Sullivan: I have let men I didn’t trust sleep with me—yes.

Patient: I mean if you were a woman.

Sullivan: I can’t imagine it . . . In this true marriage—when the social system is
gone—will that be determined by transcendental means or what? What
will determine your being a true husband and her a true wife?42

Now they were discussing the idea of physical contact between men in the
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existing “social system,” which seems to have meant much more than the “social
organization” they mentioned earlier, an overall social system that differentiated
appropriate and inappropriate behaviors as opposed to specific groups of people
that circumscribed the doctor–patient relationship. Both doctor and patient started
to disclose their personal lives as the conversation extended its scope to the social
system at large.

Sullivan’s comments suggest that he had some doubts about marriage. He
seems to have given a preference to what he called a “delightful primitive state”
of human relations, which was not bound to social norms and institutions. Thus,
he was picturing a therapeutic circumstance in which individuals who had failed
to achieve socially preferred love relationships (between men and women) were
encouraged to construct relations with others without being preoccupied with the
consequences. If so, it is unlikely that Sullivan meant that “sleep[ing] with” a man
he did not trust was a bad experience. It is likely that he recognized certain
benefits in sex isolated from conventional love and trust and wished to offer
similar benefits in a therapeutic setting. He saw connections between his personal
life and his work, and he was comfortable enough with his selected patients to talk
about personal experiences he believed relevant to therapeutic activities. Such
close connection between his personal and professional experiences, especially
those associated with homosexuality, has rarely been addressed in studies of
Sullivan, not to mention his own published books and articles.

Sometimes, Sullivan’s openness seems to have been encouraged by his
patient’s knowledge of homosexual communities. Here is another patient in his
20s whose interview with Sullivan occurred in February 1927. This time, no other
doctors were present, but Sullivan noted that the patient had been “under rather
close supervision” by another doctor, and this doctor had “talked with me
[Sullivan] at great length” about the patient’s situation. The doctor, Partridge, one
of the two present at the 1926 interview that has been already examined here,
seems to have collaborated with Sullivan in the treatment of homosexual patients.
In this interview, the patient made it clear that he recognized a homosexual
tendency in himself. Sullivan asked the patient if he thought the tendency was
uncommon among people of the patient’s age, and the patient replied that he
believed the tendency “exists in quite a number of people.” Then the patient
mentioned a friend who was “associated with a group of people [in] Washing-
ton—artists and of talent and better class,” and claimed that “among them
homosexuality seems to offer quite a good deal of food for jest.” In response,
Sullivan asked:

Sullivan: Have you seen any of the homosexual society’s members go mad? . . .

Patient: Can’t say that I have . . .

Sullivan: I think there is a large number of the more cultured who are frankly
homosexual . . . I have received exceedingly few of them as patients in many
years past. I have received a great number of people who are terribly
concerned lest they are homosexual . . . If one says, “To hell with everything,
I am going to perform fellatio,” the chances are all his training which is
directed against immoral practices . . . will come in conflict with his im-
pulses to do it and he will find it . . . ungratifying . . . And I surmise you are
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one of a large number of people who start by masturbation, . . . and then
gradually grow to a heterosexual adjustment possibly with a homosexual
stage . . .

Patient: Do you mean that a persona who had no mental tension and no concern
about it—that he could masturbate as often as he cared without injuring
himself?

Sullivan: I think if one had . . . no notion of the evil of masturbation, he perhaps
would do himself a wee bit of good.

Patient: What is the hope in my case?

Sullivan: To some extent that is determined by your early training and by the
weakness and uncertainties in your self-esteem. To a larger extent it is
determined by the actual desire you have to get into life, rather than
sitting off in a corner and thinking.

Patient: . . . There has been in my mind some trance—rather some homosexual
coloring concerning—

Sullivan: I think it would have been very unfortunate for you to marry the first one
you came in contact with. I do believe you will gain experience which
will probably diminish your interest in homosexual fantasies . . . I . . .
regard you in need of some sexual experience before you . . . select a
satisfactory wife. I don’t advise you to go looking for it, but if it comes
your way, take it.43

This exchange demonstrates Sullivan’s belief that homosexuality was not a
mental disorder, but rather one of the stages of human sexual development.
Sullivan’s idea was similar to Freud’s hypothesis of “bisexuality in everyone,” in
that he believed everyone is capable of choosing a person of the same sex as an
object of sexual desire. Both recognized certain affinities between heterosexual
and homosexual mechanisms and questioned the latter’s abnormality.44 However,
Sullivan differed from Freud when he suggested that homosexual tendencies
could facilitate one’s sexual development. If one were to rid oneself of preoccu-
pation with one’s homosexual tendencies and/or experiences, one would be able
to proceed from the homosexual to the heterosexual stage of sexual adjustment.
It was a positive recognition of homosexuality, in the sense that it viewed the
socially constructed notion of “abnormal” and “immoral” homosexual practices—
not homosexuality itself—as the cause of mental illness. At the same time,
however, Sullivan seems to have accepted that homosexuals were less mature than
heterosexuals, recommending that the patient “gain experience” with women to be
relieved from “homosexual fantasies.” It seems as if he could criticize social
prejudice against homosexuality but could not accept homosexuality as a full
equivalent of heterosexuality in terms of its degree of maturity.

The patient, too, recognized the inconsistency in Sullivan’s view of homo-
sexuality and brought it up at their next interview. This time, Sullivan believed
that the patient was concealing his thought and tried out what he called “an
experiment” to get the patient to talk.

Sullivan: Let us try an experiment and now let us be very candid—will you tell me
something about myself. We are trying a practical test.
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Patient: Well, your manner has seemed to be rather affected . . . especially your
enunciation and manner of treating patients . . . I have often wondered
why it is [that] you have never married . . . And then I tried to . . . find
some association between your choice of work and the reasons you have
never married—your professional manner didn’t seem affected but I had
an intuition that it was the result of some effort anyway. And you seem
to be under some strain—that is about all, I think.

Sullivan: All? My goodness! Now you are trying a test as a literary person.

Patient: I should have to look at you. I should have to see all of your face.

Sullivan: Do I have to keep my eyes open?

Patient: No—seeing all your face enables me to form opinions and theories.

Sullivan: Do so, please. I wish to hear them.

Patient: Well, you are not averse to beating around the bush a little and evading
the real truth of things just for the purpose of getting a person’s mind
easy. In other words, certain things which you advocate you don’t really
believe in yourself sincerely—but by that I mean sex questions.

Sullivan: Do go on.

Patient: I am just trying to formulate facts. You seem to be trying to get away
from yourself more than you realize and I have often wondered just why
a person takes up this sort of work. . . . I know attendants at an insane
asylum take up that certain sort of work for certain reasons—and I was
wondering if psychiatrists in an institution take up that work for same
reasons.

Sullivan: Do tell your reason why attendants do take up.

Patient: To a great extent they take it up . . . because of their homosexual traits . . .
they take it up . . . because they feel a certain affinity for the patient . . .
a man is interested in a certain thing and there is a reason for it.

Sullivan: You see you are continuing a description of me.

Patient: You look on things in a sort of calloused way . . . you . . . gave me the
impression that marriage was an excellent thing yet I knew you had never
married . . . I know that attendants have traits along that line—homo-
sexual traits and they usually come to this sort of work—a great many of
them, not all—because they are afraid of being outside of such a place.
It gives them a chance to really be a patient without being one actually.
May also give them a feeling of superiority where none exists.

Sullivan: . . . Will you smoke one of these? . . . Have you any idea that my thoughts
would be any good to anyone but me—those that I don’t let people
know?

Patient: No, I don’t suppose so.

Sullivan: Do you feel cheated because I don’t say everything I think?

Patient: No—I merely noticed that.
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Sullivan: Do you think I have been sincere with anything to you.

Patient: Yes, I think you have been sincere about everything, but I couldn’t help
but wonder whether they were not, well somewhat of an insincerity of
your remarks about masturbation and sex—I thought possibly you were,
might say taking the best road out of the difficulties which I was in or
thought I was in.

Sullivan: If to avoid argument you should be interested in your characterization of
me—do you remember it well? Because if you don’t, I will be glad to
give you a copy of it. It would be much more illuminating than anything
else you have said.45

The patient confronted Sullivan by asking why he had not married if he really
believed in the union between men and women, making it clear that he had the
impression Sullivan was a homosexual, even though Sullivan concealed it from
patients. Sullivan, as the patient suspected, might have taken up the profession of
psychiatrist because he shared “homosexual traits” with mental patients and, thus,
felt close to them. This was a shrewd observation, forcing Sullivan to cross the
boundary between his personal and professional personas, which he had main-
tained, in the patient’s observation, with some “effort” and “strain.” Sullivan’s
response to this observation was forthright, but when the patient made the further
comment that many psychiatric attendants were homosexuals who found peace of
mind and even unreasonable feelings of superiority in their work with mental
patients, Sullivan was silent. This silence was indicated as “. . .” in the transcript,
and it seems as if he admitted that he needed a break when he offered a cigarette
to the patient.

Perhaps Sullivan needed a break because what the patient said touched the
“thoughts” he believed he did not “let people know.” He seems to have concluded
that there was no point in concealment with a person of the patient’s insight,
asking if the patient had ever felt that he was “cheating” or “insincere.” As the
patient’s comments suggest, Sullivan seems to have wished to keep his personal
and professional lives separate; yet as he immersed himself in these interviews, he
realized that there were times when the boundary had to be crossed.

Throughout his career as a writer and a practitioner, Sullivan pointed out how
important it was for a psychiatrist to establish a professional attitude in interacting
with a patient, claiming that a “psychiatric expert” was to seek “the data needed
to benefit the patient,” and should not attempt to get “personal satisfaction” or
“companion[ship]” from his patients.46 As shown in the special interviews exam-
ined above, Sullivan did not always find it easy to demarcate personal and
professional relations. In the early years of his psychiatric career, Sullivan
recognized a powerful connection between his personal and professional experi-
ences and thus found it impossible to step aside from doctor–patient interactions
to examine them as an outside observer. To communicate with patients, he had to
participate in these interactions without holding back from referring to his
personal experiences.

The 1927 interview reveals another clue as to ways in which Sullivan
participated in therapeutic relations. When the patient told Sullivan that he should
see all of the latter’s face, Sullivan seemed to have turned to the patient, asking
if the patient wanted him to keep his eyes open. This suggests his openness to the
patient. Sullivan often expressed such openness to those whom he selected for

338 WAKE



special interviews but not to others. In fact, more often than not, the tone of his
speech during special interviews differed from that during conferences, including
accommodating expressions such as “would you mind telling me . . . ,” “explain
. . . if you will,” and “. . . please.”47 This also is the case of his special interviews
with patients from Sullivan’s Ward, treated in 1928 and 1929.48 These expressions
seldom, if ever, appeared in his conversations during conferences with patients
who were not selected. In extreme cases, he seemed more interested in dictating
to patients than in listening to them. Although some of this can be attributed to the
difference in format of special interviews and conferences, it is nonetheless clear
that Sullivan cultivated special relations with his selected patients, including a
considerable degree of openness, understanding, and, as Sullivan himself be-
lieved, “intimacy.”49

In the interviews with selected patients, most of whom were diagnosed as
schizophrenic, a number of ideas and practices can be found that anticipate major
concepts in Sullivan’s interpersonal theory. First, Sullivan expressed a distrust of
the social system. What should matter in his clinical work was a relation between
“you” and “me,” not what others might think. Psychiatrists were to assist patients
to understand ways in which the social system exercised its power in their
relations with others. This view suggests the ideas of social inhibitions and
interpersonal relations that he developed in the latter half of the 1920s, arguing
that mental illness had its origin in a patient’s “failures” in interpersonal relations
and that these failures occurred because of sociocultural “inhibitions.” A psychi-
atrist’s work was to invite a patient to participate in an interpersonal relation in
which inhibitions had minimum effect, so that the patient could reassume contacts
with others.

In the interviews I have examined, the prime examples of inhibitions were
those on various forms of sexual activities, such as homosexual relations and
masturbation. Out of 20 patients Sullivan selected for special interviews in 1926
and 1927, 15 made clear references to concerns over their sexual activities,
including 10 patients who expressed worries about a possible homosexual ten-
dency. As early as 1926, Sullivan expressed his belief that the social stigmatiza-
tion of homosexuals was the main cause of schizophrenic difficulties.50 Later,
Sullivan included other forms of sociocultural inhibitions (e.g., racial and reli-
gious preconceptions) and identified them as causes of mental illness and preju-
dice against its victims.51 Thus, Sullivan’s initial focus on sexual issues helped
him develop his unique, socially oriented psychiatric theory.

In his interpersonal theory, Sullivan argued that a psychiatrist, as a “partici-
pant observer,” had to “interact . . . with his patients in the context of life as it has
to be lived.” To be sure, he carefully defined the purpose of this interaction as
understanding a patient in his or her relation with a psychiatrist, not as developing
personal “companion[ship]” between a doctor and patient.52 However, this did not
mean that a doctor disclosed none of his personal experience to his patient. The
special interviews we have examined suggest that, behind Sullivan’s lucid theo-
retical formation of “participant observation,” there was a difficult struggle to use
his personal memories and feelings for therapeutic purposes. His selected patients
recognized the struggle and responded with their own suggestions and opinions.
Their interactions were intense and intimate, especially considering the general
prejudice against homosexuals as either “ill” or “sinful.” Such interactions influ-
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enced Sullivan’s views on doctor–patient relations and had a significant impact on
the creation of interpersonal practice and theory.

Doctors and Patients in the Paradigm of the “New Psychiatry”

What happened to those patients who were not selected for intensive treat-
ment and research? How did Sullivan treat them, and how were they represented
or not represented in his published work? In what follows, I examine patient
records with a focus on two sets: one of a patient selected for special interviews
and the second of a patient who was not selected. Comparison illuminates the
standards that doctors used to make different diagnostic and therapeutic decisions
under the influence of the paradigm of the new psychiatry. Dating from 1928 and
1929, the last 2 years of Sullivan’s association with Sheppard-Pratt, the two sets
of records show how his method of practice had changed since 1926–1927. The
first patient was typical of those who were not selected, in terms of the file’s
content and the tone of his conversations with the doctors. Moreover, this patient
was a young male diagnosed as schizophrenic, the most likely kind of patient to
be selected for special interviews with Sullivan. His case, then, will suggest
reasons why he was not selected.

The second patient was also a young male diagnosed as schizophrenic.
Sullivan had a special interview with him before the first conference; thus, the file
provides more information about the diagnostic process than do other files that
include a record of a conference but not much about preceding interactions
between a doctor and a patient. Sullivan was a main presenter in this conference,
explaining his interpretations of the patient’s problems and the progress of
treatment.

The first and only conference for the first patient occurred in August 1929.
Eleven doctors were present in the conference room—including Dr. Burling, who
was in charge of the patient, and Sullivan—as well as three typists. The patient
also was present. For Dr. Burling, this was a patient whom he had observed daily
during the past few weeks. For the other 10 doctors, he was an inpatient whom
they might have come across in a dining room, in a ward hallway, or out on the
lawn, probably without knowing his identity. They might have been associating
his face with a name and symptoms for the first time.53 Dr. Burling presented a
summary of the patient’s personal history and present illness to the other doctors.
Then, the conversation with the patient started. The first doctor to speak, Dr. Hill,
focused on the patient’s feelings when he had to go to a sanitarium.

Hill: I understand that you . . . went to [a sanitarium]. Can you tell me about . . .
how were you feeling?

Patient: I wasn’t exactly feeling as strong as I thought I should feel. I was very
irritable—I got mad very easily, and couldn’t get along with people.

Hill: . . . How were you feeling—what was the difficulty . . . ?

Patient: I got tired very easily . . . I was superintending construction work, and that
was pretty hard work.

Hill: That was when you began to have the first difficulty?

Patient: That was when I first began to notice my weakness.
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Hill: . . . How did this weakness show up first?

Patient: Well, I . . . think it was just lack of exercise.

Hill: How did you know you were weak?

Patient: I just didn’t feel well.

Hill: Can you tell me something about how you did feel? . . .

Patient: Well, I just didn’t seem to have the strength that I thought I should have.54

Seeking the patient’s self-perceptions, Dr. Hill posed open-ended questions
that allowed the patient to answer in any way he pleased. The patient’s response
to Dr. Hill’s last question was same as that to the first question. A result of Dr.
Hill’s approach to questioning was the accumulation of the patient’s words around
his feeling of “weakness,” not a conversation that headed in a particular direction.

Dr. Pattrell, the next interviewer, followed a similar strategy of encouraging
introspection.

Pattrell: Did you feel as though your mind was your own . . . ?

Patient: I knew the difference between right and wrong, but as far as being able
to concentrate, and talk for any length of time, I just wasn’t able to do it.

Pattrell: Do you have that difficulty now?

Patient: No, I am feeling a whole lot better now.

Pattrell: What do you think that’s due to . . . ?

Patient: Well, various things . . .

Pattrell: Mention one, will you?

Patient: Exercise—improvement in physical as well as mental.

Pattrell: How long has it been since you have been working?

Patient: February.

Pattrell: You drank considerable since you stopped work?

Patient: No—I have been in sanitariums since I stopped work. I drank for a while
after I stopped work.55

The patient’s decisive responses caused Dr. Pattrell to change the subject
from self-understanding to the patient’s drinking habit. Like Dr. Hill, Dr. Pattrell
allowed the patient to drive the conversation to a considerable degree.

Sullivan’s reaction to the patient was very different. He returned to the point
at which Dr. Pattrell gave up.

Sullivan: Is it your general impression that you are now well mentally?

Patient: I feel a whole lot better than I did when I first came here . . . .

Sullivan: . . . What is it that is helping you here?

Patient: I think everything is.
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Sullivan: That is not very illuminating. I asked with the notion of getting some
information about it?

Patient: I think the outdoor exercise, as well as having agreeable companions—
somebody to talk with, and discuss different things with.

Sullivan: . . . That has been beneficial to you in some way?

Patient: I think so.

Sullivan: Perhaps you can explain that to us.

Patient: I don’t think it needs any explanation.

Sullivan: You seem to have a number of positive opinions that amount to nothing
in general, and a sort of dearth of positive opinions that are illuminating
or helpful to us. Do you feel that you are in the midst of enemies just
now?

Patient: I haven’t looked upon the doctors in that light.

Sullivan: Might I inquire as to why you are so very evasive and secretive in
answering questions?

Patient: I didn’t know that was the case.

Sullivan: . . . Would you mind answering my question?

Patient: I thought I had answered it.

Sullivan: You haven’t. You have been evasive about it.

Patient: What question are you referring to.

Sullivan: The last one that you did not answer honestly, directly, and to the
point—to wit: Why are you evasive with us?

Patient: I am not evasive with you.56

Sullivan was determined to direct the conversation to the patient’s specific
experiences, rather than the general impression the patient had of them. He
regarded the patient’s positive opinion of his mental state as a sign of the
continuing severity of his mental illness. Sullivan’s criticism of the patient’s
alleged effort to keep something secret seems harsh, particularly because the
patient did not necessarily appear evasive except on one occasion, when he said
that he did not think his earlier comment “need[ed] explanation.”

Sullivan adopted a strong—even confrontational—tone in the conference, in
contrast to Dr. Hill and Dr. Pattrell. Nonetheless, in comparison with his col-
leagues, Sullivan’s exchange with the patient seems closer to a conversation than
an examination. Frequently he expressed his thoughts, rather than putting ques-
tions, actively participating in and even dominating the conversation.

The next portion of the conference was devoted to compelling arguments
about the nature of the patient’s problems and of mental illness in general. In
response to the patient’s continuing “evasiveness”—at one point, he asked Sul-
livan to change the subject—Sullivan became increasingly blunt.

342 WAKE



Sullivan: Of course I don’t want to change the subject so much, because I am still
wondering if there is any possible hope for you.

Patient: I thought that we had already discussed that and decided that there was.

Sullivan: You perhaps did that. I still feel extremely gloomy about you . . . Why
are you so very, very, very afraid to admit the symptoms that you actually
have? . . . Do you feel that you would have no self-respect whatever if
you talked very frankly about the queer things that have been happening
to you the last year?

Patient: I don’t know of any queer things that have been happening.

Sullivan: . . . Would you have any self-respect left if you admitted you had had a
serious mental disorder and you still had it?

Patient: That’s a peculiar question. Admitting things you see when you don’t see
them.

Sullivan: . . . Well then, I return to the questions with which I started about 25
minutes ago—Why—for what possible reason—to what end—to accom-
plish what—are you so secretive and evasive in answering our questions,
and in dealing with your experiences?

Patient: Well, I will just have to repeat the same answer that I gave you 25
minutes ago.

Sullivan: That was?

Patient: That such wasn’t the case. I am very frank.57

Sullivan thus revealed the reason he was forcing the conversation in a certain
direction. He was attempting to get a sense of the patient’s prognosis, which he
found “extremely gloomy” at that point. That the patient avoided exploring his
experiences because he was afraid of losing his self-respect by revealing his
“failure” was not an unreasonable assumption: Many patients worried about the
loss of self-respect by admitting the fact that they were ill. One of the contem-
porary patients at Sheppard-Pratt, even after a diagnosis of catatonic schizophre-
nia, claimed that there was nothing psychotic in his behavior, and thus he saw no
reason for staying in the hospital. Later, he confessed that he was extremely
ashamed of having a mental breakdown. He felt that “having a mental breakdown
hurts in many ways. Some people when you go back think nothing of it, but there
is the other type of person, who will draw the line.”58

As he said in his published articles,59 Sullivan believed that it was crucial to
recovery for patients to overcome the fear of admitting their problems. He had
encouraged the patient to take the first step toward improvement in the earlier part
of the conference:

Sullivan: Do you think you have very much chance of escaping the accusation of
having mental disorder some day?

Patient: . . . Why certainly.

Sullivan: Where did you get the idea that mental disorder was a matter of
accusation, anyway . . . we don’t accuse people having typhoid so where
did you get the accusation slant on it?
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Patient: Well, I always thought a mental disorder varied a whole lot . . . a person
went wild and had no control at all . . . But that wasn’t my trouble.60

In these exchanges, Sullivan was attempting to offer the patient a different
view of mental disorder, suggesting that he did not have to be ashamed of his
mental difficulties, just as he did not have to be embarrassed by physical troubles.
However, the patient did not change his stance, refusing to give up his “secretive”
attitude—at least in Sullivan’s eyes—by claiming that what Sullivan was saying
was irrelevant to his trouble. Sullivan’s encouragement to admit a repressed
“failure” in the past did not work.

After the patient was excused from the conference room, Sullivan decided on
the diagnosis of “schizophrenia-paranoid type” with a poor prognosis and rec-
ommended that the patient be transferred to a state hospital. As if to confirm the
prognosis, the patient’s behavior became less cooperative after the conference,
according to the case file. In January 1930, the clinical observation noted that he
had developed “a technic [sic] to avoid important questions.”61 No physician
could establish a rapport with him. About a month later, the patient was in fact
sent to a veteran’s hospital for custodial care.

This was an unsuccessful case for Sullivan, as he acknowledged after the
patient left the room:

[I]f he [the patient] is grilled, and grilled, and grilled, . . . that cordial attitude
toward us would swerve, and he would come in and express an amazing delusional
system. What can be done with them I don’t know. I have often been very much
disappointed with experiences with patients whose general attitude was like
this . . . They are sometimes very dangerous people. I don’t believe there is any
way of treating them. I have never gotten a clue. I think it is perhaps our duty to
do what we can to elicit sufficient delusional content to leave no doubt as to the
fact that he is seriously ill, before we get rid of him. I am afraid that state hospitals
don’t do so awfully well at keeping these people, because they don’t really get very
much to tie onto. It’s not commonly possible, I guess, to subject a person to even
an inadequate examination as I did him this morning.62

What made Sullivan consider his examination “inadequate”? One of the
strongest possibilities is his feeling that he failed to bring the patient’s delusion to
light. But when this conference is compared with successful interviews Sullivan
described in his published work, it seems that it was not just a matter of not having
been able to pin down symptoms. He had developed a set of preconceptions
during the conference: The patient was getting worse, and the reason was his
general attitude of evasiveness from fear of admitting his illness. Such precon-
ceptions went against what Sullivan emphasized in his writings in the late 1920s:
Psychiatrists have to respect mental patients, ceasing to see them as patients but
instead regarding them as ordinary individuals and offering an environment
agreeable to them.63 We have already seen such concerns displayed in his special
interviews with selected patients, in which Sullivan expressed interests in pa-
tients’ opinions and suggestions. Throughout this conference, however, Sullivan
seemed more interested in finding what interested him than what interested or was
potentially efficacious for the patient.

One can argue that the purpose of the conference was to decide on a diagnosis
and a prognosis, and therefore, what took place at the conference was not relevant
to successful interviews that Sullivan described in his published writings on
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clinical practice. However, those writings did not make a distinction between
different kinds of interviews—special interviews on an individual basis and group
interviews in conferences—asserting that a doctor’s respect for a patient is crucial
for all “psychiatric interviews.”64 In part, because of such generalizing discussion,
aspects of Sullivan’s clinical practice that did not conform to what he wrote have
often escaped researchers’ attention.65 Gail A. Hornstein, for example, says,
“Sullivan was like a Zen master, totally present to the patient.” He could even
reach “nonverbal” patients who were “unresponsive to everyone [else].”66 This
characterization may not be untrue, but his practice did not always work in such
an ideal fashion. Not unlike other psychiatrists, he had unsuccessful cases that did
not produce the results he wanted.

Sullivan’s domineering presence in the conference examined here is another
example of what has not been well represented in past studies of Sullivan as well
as in his own writings. In a 1927 article, for example, Sullivan emphasized the
importance of encouraging patients to talk:

The ideal interview is one in which the physician offers only the orienting
questions to cover the most recent activities of the patient, mention of the
particular topics on which he desires the patient to talk, and such provocative
interjections as “And–,” “And then,” “Continue,” “Which seems to mean what,”
and the like. With comparatively inaccessible schizophrenics it is often possible to
obtain two or three thousand words in an hour without supplying the patient with
anything of “explanation” or “interpretation.”67

Sullivan seems to have been frustrated with some patients’ deficiency at
verbal communication. Selected patients were “good” patients in the sense that
they could communicate their self-perceptions. When talking to them during
conferences—both before and after a selection was made for a special inter-
view—Sullivan seemed friendly and understanding. Occasionally, he called pa-
tients by their names, instead of “you” or “the patient.”68 A typical description
was that a patient “has been quite uniformly cooperative . . . [his] attention has
been excellent, manner has been agreeable.”69 Or, he found such a patient to be
“intellectual.”70

Far from being accommodating to uncommunicative patients, Sullivan told
one female patient that he “must interrupt you because you neglected to give me
the answer to my question.”71 To another female patient who complained about
“the cold suavity of Dr. Sullivan”72 and refused to explain her problems, he
responded, “Then we will have to decide that you are so sick.”73 To a patient who
Sullivan believed avoided answering questions, he said, “Be quiet, I am tired of
hearing you talk.”74 Typically, these patients were described as “evasive.”75 In the
end, it was Sullivan’s belief that “if a person can’t talk about what is going on in
his mind, it is rather difficult for a physician to be very much good to him.”76

Sullivan’s emerging interpersonal approach could not deal with those who did not
take what he believed was the first step in a therapeutic relationship—talking
about their problems with apparent candor. Sullivan’s message, “You don’t have
to be ashamed of your failure,” worked as a therapeutic encouragement in many
special interviews. However, the same message fueled the tension between doctor
and patient in an unsuccessful conference.
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The conference examined here took place just a few years after Sheppard-
Pratt embarked on special interviews, under the strong influence of the new
psychiatry. Different doctors placed emphasis on different subjects—some ex-
pressed interest in their patients’ dreams, whereas others, including Sullivan,
pursued sexual topics. In any case, intensive “talks” and the careful transcribing
of them were new developments in the hospital’s therapeutic culture. The doctors
wanted and needed patients who could respond well to this innovative approach.
At the same time, they were willing to “get rid of”77 those who were unwilling to
talk, without holding a special interview with them.

Sheppard-Pratt used other therapeutic approaches besides interviews, such as
occupational and recreational classes, yet these activities did not count as much as
the ability or willingness to communicate when it came to a decision to select a
patient as a subject of special interviews. Often the doctors’ comments were quite
explicit: “[The patient] will not, or cannot, delve deeply enough into his uncon-
scious processes to make him a valuable case for research work,” one doctor said
in a patient’s discharge note.78 Of another patient who doctors thought had “scant
interest in anything psychoanalytical” and was “a little scornful and skeptical of
anything to be gained by personal analysis,” they concluded, “The issue is not
solved nor will it be solved without . . . intelligent cooperation on his part.”79

Some of the patients who were not selected for interviews showed notable
progress in occupational classes and often were reported to have become more
cooperative with other patients and attendants. However, these improvements
were not good enough to warrant selection for intensive treatment and research.
Considering the fact that just a small percentage of Sullivan’s patients had special
interviews with him, it is apparent that the selection process constituted an
important—and at the same time, routine—part of Sullivan’s clinical practice in
the 1920s.

Like patients selected for special interviews in 1926–1927, those from 1928–
1929 expressed willingness and demonstrated an ability to communicate their
ideas and feelings. With one of the patients admitted in 1929, as noted above,
Sullivan launched a series of special interviews before the first conference,
although only one transcript of these interviews remains in the patient’s file.
During this interview, Sullivan made one thing clear: He did not want the patient
to be evasive. When the patient insisted that he had no “difficulties” at all,
Sullivan replied, “Now I am struck by the fact that you act as if I am examining
you . . . whereas I am merely trying to get your recollection of the development of
the illness.” The patient refused to talk for a while but eventually confessed that
he was extremely “self-conscious. . .with a lot of people” and became so nervous
as to develop habits of “blinking or twisting the eyes—moving . . . teeth and
fingers—and . . . do[ing] things over again.”80

Unlike many others diagnosed as schizophrenic, who demonstrated their
confusion and disorientation, this patient seemed very “sane” in his interactions
with Sullivan. The records show him understanding Sullivan’s questions and
giving rational answers. He never lost the sight of the logical track of the
conversation. Indeed, this applies to the patients from 1926 and 1927 whose
records we have examined and prompts a simple but important question: Why
were these individuals diagnosed with schizophrenia? This is a difficult question
to answer. It might be possible to consider them in light of the DSM-IV—the
current internationally applied manual of diagnosis for mental disorder. However,
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that would impose today’s perspective on what happened in a different historical
setting. There was a nationally shared standard classification of mental disease
during the 1920s, but its application remained loose in private hospitals in
particular.81 Furthermore, the manual itself was not complete: Under “Dementia
Praecox (Schizophrenia),” for example, it explained that “this group cannot be
satisfactorily defined at the present time.” Sheppard-Pratt seems to have used the
descriptive definitions proposed by Kraepelin and Breuler, as well as the psycho-
analytic principles established by Freud as its criteria for diagnosis.82 A diagnosis
of schizophrenia, however, could vary from hospital to hospital or from doctor to
doctor.83 Thus, what a psychiatrist meant by “schizophrenia” in the 1920s might
have differed significantly from “schizophrenia” as currently defined in the
DSM-IV.

It would be more appropriate to examine the diagnosis in terms of Sullivan’s
definition of schizophrenia, which he framed in contrast to what he considered a
psychopathic personality. Schizophrenia, according to Sullivan, is a state in which
a significant portion of a patient’s personality has disintegrated. In the early stage
of that process, the patient experiences panic, anxiety, hallucinations and delu-
sions, and withdrawal from reality. The 1929 patient expressed anxiety about his
“attitude toward. . .human relationship.” During the special interview, he men-
tioned a strange feeling of being talked about and laughed at by people, which
could have been a mild form of delusion. He also said that he could not be
interested in people, which might be interpreted as a sign of dissociation from
reality. However, these symptoms also could suggest a psychopathic personality,
which, Sullivan believed, involved profound feelings of defect. One of the
patients who were not selected for special interviews, diagnosed in 1928 as having
a “psychopathic personality,” was said to have been “morose, unable to sleep, . . .
emotionally upset, occasionally wept.” It is difficult to tell whether these behav-
iors were less schizophrenic than what the 1929 patient diagnosed as schizo-
phrenic called his unusual “sensitiveness.”84 By his own standard, it seems that
Sullivan could have diagnosed the latter patient as having a “psychopathic
personality with incipient schizophrenia,” a “psychopathic personality with re-
curring psychotic episodes,” or even “psychoneurosis in a psychopathic person-
ality,” as he did for other patients.85 Indeed, the patient’s diagnosis at his
discharge was “psychopathic personality without psychosis,” as if to suggest that
other doctors disagreed with Sullivan’s diagnosis of “incipient schizophrenia” and
decided to change it.

Why, then, did Sullivan diagnose him as straightforwardly schizophrenic,
possibly despite other doctors’ disagreement? Perhaps unrecorded behavior sug-
gested the seriousness of his disorder. As Sullivan argued in his published work,
the psychiatrist could learn much about a patient’s condition from careful obser-
vation of facial expressions, intonations, and gross behaviors. Sullivan even
advocated the making and analysis of photographic and phonographic records of
interviews.86 Perhaps something about this patient’s behavior made Sullivan
believe that he was schizophrenic. This possibility suggests a limitation of clinical
records in reconstructing cases. As Sullivan stated, “Stenographic records . . .
leave much to the imagination of the third person.”87 On the other hand, the record
of conferences often included descriptions of unusual behaviors of a patient, such
as “patient hesitates” and “[patient said something] with deep feeling.”88 If
behaviors were particularly abnormal, it seems, stenographers often took note.
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Another possible reason for Sullivan’s diagnosis is the uncertainty of schizo-
phrenia itself. For example, in a staff conference with an Italian-born Catholic
patient who was in the hospital for a few months in 1928, Sullivan and a colleague
discussed cultural problems of diagnosis:

Sullivan: Do you imagine the diagnosis of schizophrenia is made too frequently
among the foreign born?

Martin: That is my opinion. When we find ourselves with something strange we
are inclined to label it as schizophrenia when it may be due to difference
in race. I have in my mind Osmena and certain Jews, then these Italians.
I would like to see what the Italians call manic-depressive and what they
call schizophrenia.

Sullivan: I think Doctor Martin has raised an important question . . . If we make a
diagnosis of schizophrenia because we are not able to get any informa-
tion from the patient and do not understand him, we are making a serious
diagnosis on very poor grounds.89

Although the 1929 patient was not foreign-born or the son of immigrants,
some selected patients from 1926 and 1927 were. It is possible that they received
a diagnosis of schizophrenia because of their ethnic characteristics. It is also
possible that the doctors did not really understand the nature of their illness and,
hence, gave them a catchall diagnosis. A conference report of a patient from 1927
suggests the fluidity of diagnostic criteria:

Martin: I think he [the patient] has some personality warp . . . just now he
has passed through a schizophrenic stage—I think there is a psy-
chopathic personality behind it all.

Sullivan: I agree I think he has schizophrenia.

DIAGNOSIS: Schizophrenia90

When one doctor’s diagnosis disagreed with another’s, the director of clinical
research, Sullivan, made a final decision. None of his colleagues ever challenged
Sullivan’s diagnosis during conferences. In this light, it is plausible that Sullivan
gave a diagnosis of schizophrenia because certain patients’ life histories included
what he believed to be a cause of schizophrenia, a certain kind of trouble
concerning sexuality, particularly homosexuality. Indeed, Sullivan said during a
conference in 1928 that he did not believe the patient was schizophrenic “because
he has made heterosexual adjustments in numbers.”91 Sullivan might have seen
some patients as schizophrenic because events in their life histories fitted what he
believed were the causes of schizophrenia.

Sullivan had an extra incentive to diagnose patients with schizophrenia and
then discharge them as either recovered or improved. When he diagnosed the
1929 patient, he noted, “I am recommending his discharge as Recovered from
Incipient Schizophrenia. Needless to say, this is for statistical purposes.”92 This
can be seen as an effort to raise the recovery rate of schizophrenia at Sheppard-
Pratt. In fact, the hospital discharged a considerable number of patients diagnosed
with schizophrenia as improved. Between 1927 and 1929, 193 of 572 patients93

were diagnosed as schizophrenic, and 111 of them were discharged as either
recovered or improved—57.5% of the diagnosed group. During the same era, the
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national average rate of recovery and improvement combined was under 40%,94

suggesting that Sheppard-Pratt applied generous standards for evaluating recov-
ery. Indeed, as the superintendent, Chapman explained that “cured” meant that a
patient could “return home and take up his normal activities, although at some
time in the future a second break might occur,” whereas “much improved” meant
that a patient “might seem normal, but there was a question whether under the
pressures. . .they would remain stable.”95

Without doubt, these standards should be considered in light of the hospital’s
statement that it was not an institution for long-term care: It would not take
chronic cases. This was the kind of short-term service that the new psychiatry
sought to develop. To show that schizophrenia could be cured quickly had a
significant implication, because it was the category that included the largest
percentage of the patient population at mental institutions.96 If even schizophrenia
could be cured, other mental disorders would follow.97 The time when psychiatry
was confined to the care of hopeless cases was over. As Chapman reported, it was
the hospital’s policy to admit “only cases offering hope of recovery.” Sullivan,
who specialized in schizophrenia and was willing to discharge many as recovered
or improved, seemed a perfect fit for the hospital and for the psychiatric paradigm
the hospital followed.

Sullivan’s Departure From Sheppard-Pratt

As it turned out, however, Sullivan had committed what others believed an
unignorable offense, which the hospital could not overlook. That was his intro-
duction of a new method of therapy, perhaps as early as 1928, involving “affec-
tionate” physical contact between male attendants and patients. As noted earlier,
Arthur Linton, an attendant in Sullivan’s Ward, said that “young male homosex-
ual” patients could “hug, embrace, and kiss” attendants at the ward, who were
“latent homosexual” themselves. Bernard Robbins recalled that the Sheppard-
Pratt administration was concerned about physical contact: “Actual homosexual
activity between the attendants and the patients was not encouraged. On the
contrary, when it did occur on accident, it was regarded as an exploitive situation,
as a seduction of the patient by the attendant and the attendant was dealt with by
rather forthright dismissal.”98 William Elliot, an attendant in Sullivan’s Ward,
also recalled derisively, “Sullivan was getting vicarious experience in working
with these young homosexuals . . . He was able to make the direct contacts he
wanted. This is the only way he satisfied himself.”99 To complicate matters,
Sullivan, as noted above, was living with James Inscoe, who was said to have
been a “male hustler” and also a former schizophrenic patient.100

Sullivan apparently tried to keep his new therapy secret. For example, the
transcript of his special interview with the 1929 patient emphasized problems of
what the patient called “[his] attitude toward human relationship.” The most
common topics of special interviews during 1926 and 1927, homosexuality and
masturbation, were not specified. However, we know that Sullivan and the 1929
patient discussed these issues during unrecorded special interviews, because of
Sullivan’s case presentation in a conference 2 months after the recorded
interview:

He was seen . . . on August 23 [the date when Sullivan had the recorded interview]
. . . From that time to this, we have had quite a few interviews . . . The patient has
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never made . . . a good social adjustment . . . The father in this picture is charac-
terized by his inability to actually deal with the sort of problems that his son
needed his help on. For instance, one day, they were sitting in the library, and the
patient was engaged in fantasy of a sexual nature, and the father rather startled him
by turning to him and saying, “ ***, what are you thinking about?” . . . The boy
then said he was thinking of . . . homosexual intercourse. The father was . . .
embarrassed and said, “ . . . I’ll talk to you about that soon.” Nothing has been said
about from that date to this. The boy had no real sexual instruction. He engaged
in some virile activity when he was around the age of nine, and some feeble
attempts at homosexuality when he was around 13 . . . His homosexual venture
was the cause of . . . self-condemnation . . . Throughout my work with him, we
have both felt it important to deal with the sexual aspects of life.101

We cannot know to what degree Sullivan’s summary reflected the patient’s
story, because we do not have the transcript of the doctor–patient conversation
about the patient’s concern over “his homosexual venture,” but it is clear that they
discussed this matter over a period of 2 months, during “quite a few” special
interviews. As we have seen, conference records reveal that a significant propor-
tion of special interviews were either not recorded or recorded but not filed.

The same applies to another selected patient from 1928, diagnosed with
schizophrenia, whose file included one record of a special interview. During a
conference, the patient referred to his fear of another male patient and “sex fears,”
which he apparently discussed with Sullivan. The recorded interview, however,
barely touched on these fears, an omission suggesting that there were other
unrecorded or unfiled special interviews. These interviews may have mentioned
physical contact between patients and attendants and, thus, would have been too
controversial to be included in the patient’s files. This is, of course, a conjecture
because of the lack of explicit sources, but we have already seen that, in 1926 and
1927, records of Sullivan’s conversations about the possibility of physical contact
between patients and attendants were filed, perhaps because such contact had not
yet been put into practice. Although we cannot know for sure, it seems reasonable
to speculate that later, when such practice became a part of Sullivan’s Ward,
records that referred to it would have been perceived as too controversial to be
placed in official files.

This secrecy did not last for long, however. The hospital staff had begun to
call him “Miss Sullivan.”102 Chapman was particularly worried, because he was
the one who had hired Sullivan and given him unprecedented autonomy. During
a conference for the 1928-selected patient, Chapman expressed strong interest in
the treatment the patient had received at Sullivan’s direction:

Chapman: Have you observed patients being treated in the hospital—is your
observation pleasant or unpleasant?”

Patient: A pleasant one . . . .

Chapman: Have you been treated with considerable courtesy or have there been
exceptions . . . .

Patient: I was very much terrified and tormented by the Coronel [sic, refers to
another inpatient], and wanted to be removed . . . from immediate
contact with him; but, instead, I was put in more immediate contact
with him . . . .
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Chapman: . . . Who worked that out?

Patient: Dr. Sullivan.

Chapman: Dr. Sullivan put you there purposely for that?

Patient: That’s what he said.

Chapman: Have you been considerately treated or have you seen at any time any
ill treatment of patients . . . ?

Patient: Nothing that could be called ill treatment . . . .103

Chapman did not reveal what he might have suspected but he later decided to
let Sullivan leave the hospital. In retrospect, he justified his decision: “We must
not forget that there was always a question . . . how long we could count on him?
He had never been able to adapt himself to many of the people about him.”104

Chapman was openly worried about Sullivan’s demand for more control and what
many considered his uncooperative character. Also, it seems likely that Chapman
was concerned about Sullivan’s controversial clinical methods. Indeed, Sullivan
was well aware that he had been causing a “problem” for the hospital. When
Clifton Read, one of his closest friends in the 1930s, asked if Sullivan had written
about “what went on in his ward,” Sullivan “grinned and shook his head, [saying
that] all he could do was suggest in a footnote.”105 Apparent in Sullivan’s reaction
is that the need to hide his clinical approach not only from the hospital but also
from the broader psychiatric community.

In his ward, Sullivan had trained attendants so that they applied what he
believed the most effective treatment. It was attendants, not doctors, who engaged
in physical contact with patients. As William Elliot recalled, Sullivan “was in the
ring but he wasn’t playing.” He was “just like a ringmaster. You jump but I am
not going to jump.”106 Sullivan projected himself on these attendants, rather than
acting himself. This seems to have been his way to draw a line between his
personal and professional selves in 1928 and 1929. However, the distinction did
not prevent his departure from Sheppard-Pratt. In March 1930, he sent a letter of
resignation to Chapman, who accepted it immediately. Despite his successful
treatment of schizophrenic patients and his willingness to further the hospital’s
application of the new psychiatry, Sullivan’s clinical practice involving physical
contact between male attendants and patients was more than the hospital could
tolerate or even bring to an open discussion.

The comparative analysis of Sullivan’s published writings and unpublished
clinical records shows practices influenced by the new psychiatry of the 1920s: a
strong focus on verbal communication and a frequent use of the diagnosis of
schizophrenia. What is also brought to light is significant features of his treatment
of his special patients, whom he believed were homosexual and schizophrenic.
Through his interactions with them, he developed his interpersonal theory, as well
as a unique clinical approach involving physical affection. This was a compelling,
if controversial, method of treating schizophrenia that challenged the social
stigmatization of homosexuals and, implicitly, criticized a psychiatric profession
that failed to address difficulties imposed upon homosexuals by a homophobic
society. Sullivan attempted to reduce these difficulties for his patients at Shepp-
ard-Pratt. At the same time, his story suggests how hard it was to publicly
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confront the stigmatization of homosexuality in the psychiatric world of the
1920s, even at a hospital where the new psychiatry was influential. Neither
Sullivan nor the hospital brought his approach to homosexual patients to critical
debate but kept it hidden. In the 1930s and 1940s, such an inhibition in psychiatry
was to further circumscribe Sullivan’s theory and practice as a gay psychiatrist.
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