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‘ In adopting our title of the Fournat of Mental Science, published by authority
of the Medico-Psychological Association, we prcfess that we cultivate in our pages
mental science of a particular kind, namely, such mental science as appertains
to medical men who are engaged in the treatment of the insane. But it has
been objected that the term mental science is inapplicable, and that the term
mental physiology or mental pathology, or psychology, or psychiatry (a term
much aftected by our German trethren), would have been more correct and ap-
propriate ; and that, moreover, we do not deal in mental science, which is pro-
perly the sphere of the aspiring metaphysical intellect. If mental science is
strictly synonymous with metaphysics, these objections are certainly valid; for
although we do not eschew metaphysical discussion, the aim of this JourRNAL is
certainly bent upon more attainable objects than the pursuit of those recondite
inquiries which have occupied the most ambitious intellects from the time of
Plato to the present, with so much labour and so little result. But while we
admit that metaphysics may be called one department of mental science, we main-
tain that mental physiology and mental pathology are also mental science under
a different aspect. While metaphysics may be called speculative mental science,
mental physiology and pathology, with their vast range of inquiry into insanity,
education, crime, and all things which tend to preserve mental health, or to pro-
duce mental disease, are not less questions of mental science in its practical, that
is in its sociological point of view. If it were not unjust to high mathematics
to compare it in any way with abstruse metaphysics, it would illustrate our
meaning to say that our practical mental science would fairly bear the same rela-
tion to the mental science of the metaphysicians as applied mathematics bears to
the pure science. In both instances the aim of the pure science is the attainment
of abstract truth; its utility, however, frequently going no further than to serve
as a gymnasium for the intellect. In both instances the mixed science aims at,
and, to a certain extent, attains immediate practical results of the greatest utility
to the welfare of mankind ; we therefore maintain that our JouRNAL is not inaptly
called the Fournal of Mental Science, although the science may only attempt to
deal with sociological and medical inquiries, relating either to the preservation of
the health of the mind or to the amelioration or cure of its diseases; and although
not soaring to the height of abstruse metaphysics, we only aim at such meta-
physical knowledge as may be available to our purposes, as the mechanician uses
the formularies of mathematics. This is our view of the kind of mental science
which physicians engaged in the grave responsibility of caring for the mental
health of their fellow-men may, in all modesty, pretend to cultivate; and while
we cannot doubt that all additions to our certain knowledge in the speculative
department of the science will be great gain, the necessities of duty and of danger
must ever compel us to pursue that knowledge which is to be obtained in the
practical departments of science with the earnestness of real workmen. The cap-
tain of a ship would be none the worse for being well acquainted with the higher
branches of astronomical science, but it is the practical part of that science as it
is applicable to navigation which he is compelled to study.”— Sir ¥. C. Bucknill,
M.D,FRS.
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Part I.—Original Articles.

Some Cases of Pellagrous Insanity. By JoHN WARNOCK,
M.D., Director of the Cairo Asylum, Egypt.

THE existence of pellagra in Egypt has been pointed out
within recent vears by Dr. F. M. Sandwith, and for a descrip-
tion of the disease as it occurs in hospital practice reference
may be made to his articles.(*)

As a cause of insanity in Egypt, pellagra seems to have
attracted little notice™until Dr. Sandwith drew my attention to
its existence in this asylum in 1895.  Since then the number
of cases admitted annually has been as follows :

Number of cases of Pellagra admitted.

Year. - -
Male. Female. Total.

1896 . . 9 2 1
1897 . . 13 10 23
1898 . . 29 10 39
1899 . . 14 19 33
1900 . . 27 8 35
Total . 92 49 141

Most cases came from the Delta, few from Upper Egypt.
The country districts produce practically all the cases, in con-
trast to the zowns, which, free from pellagra, send almost all the
general paralytics and hasheesh cases that arrive here.
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The usual symptoms as observed here are those of melan-
cholia, which soon passes into dementia; later on great
emaciation and anamia with paresis of the lower limbs,
intermittent diarrhcea, and a prolonged state of prostration
precede the fatal termination.

Pellagra is never uncomplicated in the stage seen here,
Every patient suffers from parasitic diseases. Favus, often pro-
ducing complete baldness, is frequently present. The anchy-
lostomum worms are always present, and the resulting extreme
anazmia accounts partly for the great prostration of these cases.
Other intestinal worms often occur. Bilharziosis of the rectum
or bladder affects many cases and further aids the development
of the anemia and exhaustion. In fact it is a matter for
astonishment that an individual preyed on by so many kinds
of parasites is able to survive so long. Many of these patients
have a dried-up wizened look, suggesting that of a mummy.

All cases admitted here arrive late in the course of the
disease, the mental symptoms not having been sufficiently
alarming in the early stages to necessitate removal to the
asylum. The characteristic skin lesion of pellagra has therefore
often disappeared before the patient is brought here (“ pellagra
sine pellagra ”), but its former existence can be inferred from
the state of the skin left bare after the exfoliation of the rash.
The dark flaky rash of pellagra leaves the diseased skin paler
than that of the surrounding parts, with a darker areola along
the line where the diseased meets the healthy skin. This
paleness does not always persist, but gradually the skin assumes
a brownish shrivelled appearance and its texture becomes
thinner, especially around the neck.

The situations where the signs of old pellagrous rashes are
most often found are the dorsal surfaces of the hands and feet,
the forearms and legs, the neck and the front of the upper
portion of the thorax ; all these parts are exposed to the sun
when the patients work in the fields. Dark indurated patches
are also found over the great trochanters and on the elbows
and knees, which persist often when the rest of the rash has
disappeared.,

A number of patients who were admitted without noticeable
skin lesion have developed the characteristic rash of pellagra
while in hospital during the spring. The rash appears annually,
chiefly at this season, and after some months gradually de-



1902.) BY JOHN WARNOCK, M.D. 3

squamates and disappears, only to return in the next spring-
time.

Some sufferers complain of buming and itching in the
affected skin, and there seems to be a connection between this
discomfort and the frequent delusions of being burned, of
sorcery, and of persecution.

Tenderness on pressure at the sides of the dorsal vertebre,
near the scapula, was obtainable in many cases, but the mental
condition often prevented the investigation of this symptom. I
noticed scars of cauterisation over the spinal column, probably
done to cure back pain, in ten out of forty-five consecutive
cases.

The patellar reflexes are usually much increased in force,
though in five out of forty-five cases they were noted to be
absent. A paretic gait is observed in advanced cases; the
patient walks with the legs well apart, the shoulders raised
and bent forwards, and after a few short feeble steps
he falls over. Many cases are unable to stand up, or even to
raise themselves up in bed. This loss of power is sometimes
accompanied by tremors of the limbs. Ankle-clonus can be
obtained in some advanced cases. Wrist-drop developed
suddenly in one case, and epileptic convulsions in another. I
may mention that epilepsy is a common disease in Egypt, and,
" as in other countries, is associated with insanity ; no doubt
epileptic patients acquire pellagra occasionally, and the con-
vulsions observed in the course of pellagra may not be a
symptom of this disease. A general atrophy of all the
muscles of the body occurs as part of the general emaciation
and malnutrition. Loss of control of the rectum and bladder
is common.

The alimentary system is profoundly affected. Intermittent
and uncontrollable diarrhcea occurs almost invariably. The
pale an®zmic tongue has often a peculiar appearance, being
smooth and “slimy looking ” at the tip and sides, as though
stripped of its epithelium. This “ bald tongue,” as Sandwith
calls it, was noticed in about three fourths of the cases, but its
presence varies with the state of the patient’s nutrition. Spongy
gums, easily bleeding on pressure, and scorbutic cachexia were
several times noted. A swelling of the parotid glands occurred
in a few cases.

Mentally—Usually the mental condition on admission is
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one of melancholia. There is great depression, with feelings of
illness and discomfort, and a childish, unreasoning discontent
with everything. Resistiveness, refusal of food, and suicidal
tendencies are common. Unpleasant delusions as to possession
by devils, persecution, poisoning, sorcery, or of impending violent
death of self or relatives often occur. Hallucinations of taste
and smell are more frequent than those of the other senses.
The melancholia does not last long without showing signs of
oncoming dementia. © Besides apathy, one notices some con-
fusion and incoherence, loss of memory and slowness in com-
prehension, and gradually the patient becomes demented, so
that in the later stages there are few signs of melancholia
remaining ; the patient smiles vacantly and appears to have
lost interest in everything, and cannot give any account of
himself. His remarks become limited to requests for more
food and cigarettes.

It seems to me that the form of insanity occurring with
pellagra is one peculiar to it, and is not simply the mental
expression of the incidental cerebral malnutrition and anzmia.
For we admit numbers of emaciated patients suffering from
the terrible an®mia of anchylostomiasis who do not present
symptoms of such grave melancholia as occurs in pellagra ; in
fact, the majority of them are maniacal, and, indeed, so excited
that the treatment of their parasitic malady has to await their
becoming more tranquil.

The frequent early occurrence in pellagra of symptoms of
dementia, with loss of memory and childishness, points to
organic brain disease, and reminds one of the mental condition
of patients suffering from organic dementia due to gross brain
lesions, and of the later stages of general paralysis. Indeed,
the last stage of a general paralytic of the melancholic type
and that of a pellagrous patient have many resemblances to
one another.

The melancholia of pellagra is so much in contrast to the
maniacal forms of insanity prevailing among the Arabs, that
whenever an Arab fellah is melancholic the suspicion is raised
that he may have pellagra, and search is made for signs of that
disease. Among the Copts, on the other hand, who are
descended from the ancient inhabitants of Egypt and profess a
form of Christianity, melancholia is not uncommon even apart
from pellagra. 1 may note in passing that the Copts suffer more
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frequently from insanity than the Arabs, and that in them
hereditary influence is often apparent. Also the Copts use
alcohol as well as hasheesh, while the Arabs mostly indulge
in the latter stimulant.

One type of pellagrous insanity, though not common, deserves
special mention. In lieu of melancholic ideas, the patient
develops expanded notions of himself. He has an exaggerated
feeling of bien-d¢re, mental and physical ; although emaciated
and unable to stand he declares he is in good health, very
strong and rich, etc. The differential diagnosis of cases of this
type from general paralysis is not always easy. At first sight
one would expect the skin lesions of pellagra to be sufficiently
distinctive ; however, in some cases the rash has disappeared,
and the patient having been confined to his house for some
years from debility only exhibits a dirty-coloured skin. Unfor-
tunately the pupillary reactions are often unobservable owing
to old eye disease resulting in corneal opacities, iritic adhe-
sions, etc. Even when the eyes are healthy, the observation of
the pupillary reactions of an insane Arab patient in whom the iris
is almost black is not easy. So far as my experience yet extends,
the speech does not seem affected in pellagra, beyond being
hollow and nasal in tone in a few cases, and, provided the
patient can be induced to speak freely, the diagnosis may thus
beeffected. I append notes of two cases of pellagrous insanity
of this uncommon type (Cases I and 1I).

Cases III and 1V are in advanced stages of the disease.

Case V was formerly an inmate here in good bodily health,
but maniacal and without pellagrous symptoms.

Case VI presented the usual melancholic symptoms.

Case I.—A. R. A—, admitted July 1st, 1901 ; Arab, fellah, from
Gharbieh Province, ®t. about 45. His medical certificate states that he
is delirious, talks nonsense, is destructive, and is dirty in habits.

On admission his weight is 46 kilogrammes. He is emaciated
and anzmic ; all musculature atrophied. He has a typical pellagrous
black rash on the back of the neck, on the legs, forearms, dorsal surfaces
of hands and feet. The black scales are peeling off. There are no
signs of syphilis.

Pupils.—Examination impossible owing to opacities of cornez.

Gait.—Paretic. He staggers and falls after a few moments; while
standing kept his feet widely separated.

Fatellar reflexes exaggerated in both sides.

Ankle-clonus well marked in both legs.

Tongue pale flabby, fairly steady.
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Speeck slow, but no actual articulatory defect.

He is bald from old favus of scalp. There are cautery marks along
his spinal column, and he complains of tenderness on pressure over the
dorsal vertebre. He is dirty in habits.

Mentally.—He has expanded and quite unfounded ideas of his
strength and abilities. He smiles, saying that he is happy and is as
strong as ten men, is the “Lion of lions,” etc. He is childish and
can’t explain his statements; he is passive, prostrate, and demented ;
his memory is much impaired.

Note of autopsy of Case I, who died on September 25th, 1901, P.M.
twelve hours after death ; temperature 95° Fakr.

The calvarium was very thin and transparent, especially in the tem-
poral and parietal regions.

The brain, with membranes, weighed 1300 grammes. Dura mater
thickened ; on its under surface, over the superior and lateral surfaces of
the left hemisphere, there was a layer of brownish-red semi-transparent
membrane, adherent to the dura mater, but peeling easily ; numerous
rusty stains on under surface of dura mater (pachymeningitis
hamorrhagica). Zke pia mater and aracknoid were generally healthy,
but there was some milky opacity over the fourth ventricle. These
membranes stripped easily from the convolutions and left 70 erosions.
Vessels at base healthy. The brain was generally soft and flabby, and
collapsed on the table. On section no obvious changes were observed
beyond an®mia, excess of fluid, and marked dilatation of lateral
ventricles. (Spinal cord preserved for microscopical examination.)

Heart weighed 2 50 grammes ; coronary arteries convoluted and white ;
endocardium shrivelled and pale ; valves and aortic arch healthy; no
atheroma ; heart muscle flabby, and faded brown in colour ; large ante-
mortem clot ; condition of drown atrophy.

Kidneys.—Capsules of both were difficult to remove; on removal,
kidney surfaces were fairly smooth ; long, depressed, linear scars traversed
both kidneys. LZef? weighed 150 grammes ; pyramids congested and dark
in colour, large dilated veins; cortex not atrophied, but yellowish.
Right, in section, was of dark purple colour ; congested ; weighed 140
orammes ; pelvis dilated.

Intestines generally atrophied, and almost transparent, contained
anchylostoma.

Spleen weighed 340 grammes ; soft, friable, congested.

Liver 1220 grammes ; dark purple in colour.

Lungs both congested and cedematous. A patch of gangrene
existed at base of right lung.

Case II.—S. K—, admitted July 27th, 19071 ; Arab, fellah, from
Gharbieh Province, ®t. about 45. His medical certificate states that he
is excited, dirty in habits, and suffers from pellagra.

On admission patient was found to be emaciated and anzmic
from anchylostomiasis. The skin of the neck, especially behind, is
the seat of marked changes; flakes of hardened epithelium, black as
though caked with soot, still adhere in some places ; in others, pale
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skin is left bare by the exfoliation. A yoke of diseased skin is easily
discernible around the neck. Over the upper portion of the chest, on
the extensor surfaces of the forearms, wrists and hands, legs and feet,
a similar, though somewhat paler, indurated layer of diseased epithelium
exists. The patient says that he has had eruptions for seven years (see
photograph). i

PLatellar reflexes.—Very strong reactions.

Pupils.—Both clouded.

Gait.—He makes a feeble attempt to walk, but has little power in
his lower limbs, and soon falls.

Tongue—Pale, clean, steady.

Speeck clear, no stammer.

There is no pain in back or cautery marks. He is clean in habits
here.

Mentally.—He says he is very well and strong, “stronger than the
world,” then says he is weak ; he says he is happy; he is incoherent ;
his memory is much impaired; he cannot relate his recent history ;
he is passive, contented, and unconcerned ; he is demented, asks for
food at all hours, and doesn’t know where he is.

Caske I1I.—M. I—, admitted July 2nd, 1901, from Sharkiyeh Province ;
Arab, fellah, ®t. 35. Duration of insanity, two years (?). His
certificate states that his neighbours complain of his excitement, and
that he is irrational and resistive.

On admission he objected to examination, and refused to give
any information about himself. There are patches of black indurated
skin over his elbows, buttocks, great trochanters, and knees. He is
extremely emaciated, and has a dried-up appearance.

Gait.—He walks feebly, with bent back; he has tremors in his
limbs.

Pupils equal; reactions cannot be observed on account of
patient’s violence.

Tongue smooth, denuded, and characteristic of pellagra.

Speeck clear, but his voice is hollow and nasal in tone.

Patellar reflexes.—Slight reaction on right side, none on left.  The
existence of back pain cannot be investigated, but he has cautery scars
along the spine. His habits are dirty. There are no signs of favus or
syphilis. _

Mentally he is very demented, and appears unable to comprehend
simple questions; he is irritable and restless; he gropes about the
floor, and snaps at me, and makes feeble attempts to strike the
attendants ; he mutters incoherently ; he seems to be suspicious of
every one ; he strips himself naked.

Case IV.—F. S. F—, admitted June 18th, 1901, from Sharkiyeh
Province ; Arab, fellah, ®t. about 40 ; his brother is insane. Duration
of existing attack, three months (?). His cerfificate states that he is
unfit to be at liberty, that he talks incoherently and is resistive.

On admission he was emaciated and anzmic, weighing 43 kilo-
grammes. There is a well-marked pellagrous rash on the elbows and
arms ; it is exfoliating, leaving pale skin evident.
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Gait.—He couldn’t stand on admission ; to-day (August 1st) he can
walk feebly.

Speeck.—Nasal and monotonous voice.

ZTongue raw, denuded at tip and edges.

Pupils react to light satisfactorily.

Patellar reflexes both exaggerated. He has back pain and cautery
scars on spine. His habits are dirty. No signs of favus or syphilis.

Mentally.—His memory is impaired as to recent events. He sleeps
much and is always hungry. He has a vacant expression of face; he
doesn’t know where he is; he is demented ; he talks to himself, but
cannot converse intelligibly ; he seems to be uncomfortable ; continu-
ally asks for food.

CasE V.—K. I—, re-admitted July 17th, 1901, from Gharbieh Pro-
vince ; Arab, prostitute, ®t. about 30. Her certificate states that she is
noisy, weeping and laughing, frowning and making grimaces. She has
pellagra.

On admission she was emaciated and anzmic. A well-marked
dark pellagrous rash exists on her neck and chest, and on the extensor
surfaces of her arms (see photograph).

Gait normal.

Tongue coated. She suffers from diarrhcea.

Pupils sensitive to light.

Speech clear. She has tenderness on pressure over the dorsal
vertebre.

Patellar reflexes are diminished. Her habits are dirty.

Mentally.—Patient is depressed and in a state of fear; she rushes
suddenly away from me and moans and weeps. She is restless and
resistive.

In 1895 this patient was an inmate of the asylum for seven months,
suffering from mania from which she recovered.

In 1898 she was again admitted, suffering from mania, attributed to
hasheesh. . She was also suffering from secondary syphilis. She
completely recovered after ten months’ treatment. On neither of these
occasions were there any signs of pellagra.

Case VI.—A. N. A—, admitted June 2oth, 1896, from Sharkiyeh
Province ; Arab, fellah, ®t. about 20.

On admission he was emaciated and had a dwarfed, shrivelled
appearance. Weight 33 kilogrammes. Anamic and cachectic. Skin
of a yellowish tint generally. Had pellagrous rash, and cautery marks
along spine.

Mentally.—He was talkative, emotional, and deluded. He kept
repeating the statement that he had drunk poison and would be killed.
He was melancholic and frantically afraid of poison.

June 1st, 1898.—Since admission he has steadily become worse
mentally, and is now a restless, urgent melancholiac, distressing his
neighbours by his cries, catching hold of visitors and imploring protec-
tion from his poisoning enemies. He often refuses food and exhibits
his abdomen, declaring it to be full of poison. He becomes destructive
and reckless when his entreaties are disregarded. He is usually sleep-
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less, declaring that when he sleeps his enemies fill him with poison ; he
says that salt drinking-water has made his legs swell. He points to the
ward medicine bottles, declaring they are for the purpose of poisoning
him. He steals food when unobserved ; he thinks that the tell-tale
clock shakes him at night. He had an attack of stomatitis last year,
and became very exhausted, refusing food and medicines, and suffering
from retention of urine. He often suffers from diarrhcea ; he has back
pain between the scapule ; his tongue is raw-looking. His face, hands,
and shins are black in patches ; his patellar reflexes are much exaggerated.
No abdominal skin reflexes exist. Cremasteric reflex is weak. He has
advanced favus of scalp.
He died in January, 1899.

(') Sandwith, F. M., ““ Pellagra in Egypt,” Sourmal of Tropical Medicine,
Oct., 1898, and Brit. Fournal of Dermatology, No. 121, vol. x, 1898. * Three
Fatal Cases of Pellagra, with Examination of the Spinal Cords,” Fourmal of
Pathology and Bacteriology, November, 1901. Article on “ Pellagra” in Encyclo-
pedia Medica, 1901.

Note on the Prefrontal Lobes and the Localisation of
Mental Functions. By P. W. MacDoNaLD, M.D,
Medical Superintendent, Dorset County Asylum.(*)

ABOUT the time that this very interesting specimen came
under notice, the members of the Medico-Psychological
Association were being treated to an able exposition of the
present-day views on the burning question of the localisation
of mental functions. The intention of this short contribution
is very humble, my main object being to explain the specimen,
and while doing so to offer a few general observations on any
bearing it may be thought tc possess regarding the localisation
of intellect.

Before dealing with the specimen, I think I ought to say a
few words respecting the subject from which it was obtained.
The patient had been in the Dorchester Asylum for over
twenty-five years, and at the time of his death was almost 60
years of age. He was a congenital imbecile, with a fairly well-
formed head, a short stumpy body and limbs, and was from
birth afflicted with primary spastic paraplegia. He could not
read or write, but he could mutter words and appeared to know
after a fashion what was going on, whether in a room or out
of doors. By the aid of his mutterings and signs he was able
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to make himself fairly well understood, e. g if he had a pain
he would shake his head violently, muttering unintelligible
jargon, and place his hand over the spot. 1 do not think he
was possessed of reasoning power, or of any of the higher or
finer intellectual faculties, but he was unquestionably the
possessor of a certain amount of intelligence as shown by his
childish precociousness. After a lingering illness he died from
chronic pulmonary disease.

Let us now turn to the specimen. From its defective and
irregular development this brain is of unusual and exceptional
interest, not only to the anatomist but equally to the physio-
logist and medico-psychologist. Professor Reid, of Aberdeen
University, has been kind enough to examine the brain, and I
cannot do better than quote you his words. He says: “The
specimen shows absence of the superior longitudinal fissure in
the region of the frontal and the anterior part of parietal
regions, so that here the lobes of opposite sides are quite
continuous with each other, the convolutions passing across
without interruption. There is also a marked want of develop-
ment of the frontal lobes. Without a dissection little further
can be noted, but there seems to be a want of development of
the body of the corpus callosum.” (See Figs. 1 and 2.)

The marked deficiency and errors in development make the
specimen of great value to any pathological museum. Here I
would remind you that the patient's head was fairly well
shaped ; by this I mean there was not a flattened or receding
forehead, as might have been expected with such a brain.
Nature seemed to provide against this by an enormously
thickened frontal bone, which in places was over half an
inch in thickness. As this specimen will probably form the
basis of a communication from the anatomist’s point of view, I
will not further trespass on his preserves. ,

Meeting with a brain of this description in a case of
congenital imbecility obviously leads up to the question, what,
if any, connection was there between the state of the intel-
lectual faculties in this case and the arrested development of
the prefrontal lobes?

At the present time two theories are held regarding the
localisation of mind, or, to put it more concretely, the intel-
lectual faculties. In the April number of the Journal of
Mental Science for the present year Dr. Hollander contributes
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a carefully prepared paper, since given to the reading scientific
world in book form, in which he advocates and supports the
more generally accepted view of this vexed question. He
says: “It has been a universal belief at, all times that the
frontal lobes, or, more correctly speaking, the prefrontal lobes,
are concerned with the highest intellectual operations.” It is
not the object of this note to enter the field of speculative
theories, therefore I do not intend to trouble you with extracts
from the writings of leading and distinguished men who do
still accept the prefrontal theory. The later theory main-
tains that the occipital lobes are the seat of the intellectual
faculties, and in the Handbook of Physiology for 1900 it is
asserted “that experimental physiology lends no support to the
view that the frontal brain is the seat of the intellectual
faculties” The April number of the Journal of Mental Science
for 1898 contains a paper by Dr. Crochley Clapham, on the
“ Comparative Intellectual Value of the Anterior and Posterior
Lobes,” in which he strongly and absolutely supports the
occipital theory of the seat of intelligence, closing his paper
with these words: “I think the evidence scales heavily in
favour of the superior intellectual value of the posterior lobes.”

These opposing views are supported by voluminous quota-
tions and extracts from the writings of able thinkers; nay
more, statistics are tabulated, experimental researches rehearsed,
and a position claimed, which savours rather of philosophical
speculation than the humble truth of sound reasoning deduced
from facts. Wishing, therefore, to abide by facts rather than
opinions, I have made a careful study of the post-mortem
records of the idiots and imbeciles who died in the Dorchester
Asylum between the years 1883 and 1901, and with the
following results :—Qut of a total of forty, in twenty-five
instances the brain was of fair size with no marked deficiency,
but much irregularity in the convolutions; twelve showed
marked irregularity with arrested development in the pre-
frontal lobes ; in two cases the occipital lobes were small and
defective, and in one instance both prefrontal and occipital
lobes showed defective development and irregularity.

These facts are curiously in agreement with the opinion of a
distinguished pathologist, Professor Hamilton, who records a
case in his Text-book on Pathology wholly in support of the
prefrontal theory. Without venturing on any definite ex-
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pression of opinion, it may be that the rigid localisation of
mental functions is not so clearly established as either school
of thought would have us believe. In one of the dis-
cussions following the papers already mentioned, it was stated
that in all probability the cortex of the brain, with its
magnificent cells and their multiplicity of ramifications, was
largely concerned in the process of mental functions. Yet
notwithstanding the intimacy, sympathy, unionism, and col-
laboration between the various sections of the grey cortex of
the brain, there would still seem to be a consensus of opinion
in favour of the theory that the finer reasoning processes of
mental action are localised in the prefrontal region. Take
the subject whose brain has been the starting-point of these
observations. It could not be said that this man was absolutely
without intelligence, it could not be said that he was dead to
everything going on around him ; but throughout his life it
was manifest that the higher intellectual operations of reason-
ing, judgment, memory, reflection, etc., were wanting. May it
not, then, reasonably be assumed that these defects followed and
resulted from the arrested development of the prefrontal
lobes? There is one further argument strongly opposed to the
occipital theory. We are all familiar with the fatuity of mind
and intellectual dementia so commonly met with in general
paralytics, and so characteristically described by Dr. Yellowlees
as brain death—the morbid evidences of which are mostly met
with in the mid and fore brain.

I do not wish to put forward these facts as proof for or
against either theory, but, speaking generally, I think they
establish a sound link in the evidence which has helped to
build up the universal belief that the prefrontal lobes are
concerned with the highest intellectual operations. Individual
and scattered fragments are apt to be lost in the conflict
of opinions, but a combination of action and a sifting of
truthful facts in the common sphere of work will go far to
unravel the tangled skein of scientific thought which at the
present time hovers around the localisation of the higher
intellectual faculties. Is it too much to ask and expect a
mighty contribution in this and other fields of scientific
reckoning from amongst the hidden wealth of our asylum
laboratories? No; I do not think so. Every individual
worker should go steadily onwards, and if his efforts are not
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rewarded as he and others might wish, and think they should
be, he will at any rate receive that reward which even time
does not efface, the indebtedness of science and the gratitude
of fellow-workers.

(') Read at the Autumn Meeting of the South-Western Division, Bath, October
22nd, 1901.

Female Criminal Lunatics : a Sketch. By JOHN BAKER,
M.D., Deputy Superintendent, State Asylum, Broadmoor.

IN the communication which I have the honour to submit
to the members of the South-Western Division to-day, I
intend to bring forward some facts and some figures, not
hitherto recorded, relating to the female patients now and
formerly resident at this asylum.

In passing, I may remark that the term criminal lunatic
embraces two classes of individuals entirely distinct from one
another. First, there are those persons who have been found
guilty of certain crimes or misdemeanours, but have been
acquitted on the plea that they were insane at the time such
acts were committed—persons, therefore, strictly speaking,
free from the taint of crime, having been held to be irre-
sponsible for the acts in question by virtue of their affliction,
with certain cerebral diseases or disorders damaging to their
power of self-control, or, in legal phraseology, to their judg-
ment between right and wrong. The law provides that such
persons shall be taken care of, not with a view to the punish-
ment of the individual, but for the purpose of ensuring the
safety of the public at large. These are the criminal lunatics
properly so called. )

The other class consists of convicts and felons who, during
their sentence of penal servitude or imprisonment, display
symptoms of mental derangement, and are transferred to
Broadmoor on certificate. In contradistinction to the former
they are termed lunatic criminals.

In the early days of the asylum the proportion of the two
classes amongst the female inmates was about equal, but from
various causes, such as the diminution in the number of female
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convicts, the gradual absorption of wandering lunatics into
asylums, and the readier recognition of mental disease, the
number of female lunatic criminals has very sensibly
diminished, and they now form but a small class—a class,
however, very much in evidence, owing to their capacity for
taxing the resources of the institution, and creating turmoil
and disturbance in the wards. Since the opening of the
asylum in 1864, this class has constituted about one third of
the female admissions. Most of them were convicted of
larceny ; arson, housebreaking, robbery, and false pretences
were amongst the other offences. Fifty-five per cent. of these
women were under thirty years of age, 45 per cent. had
reached middle life,—indeed, the proportion who became insane
at the climacteric is striking ; § per cent. were old women. In
nearly one fourth of the younger females congenital defect was
noted, in 18 per cent. a history of previous attack was ascer-
tained, a limited number suffered from epilepsy and general
paralysis.

The type of insanity most commonly observed amongst
these lunatic criminals is delusional mania. As a rule they
are demonstrative and noisy, obscene in language, degraded in
behaviour, and subject to outbursts of paroxysmal violence.
The maniacal affection is often associated with delusions of
suspicion and persecution, and with aural and visual hallucina-
tions ; perversion of the senses of smell and taste is sometimes
also met with. Very frequently these insane manifestations
have a sexual bearing, and it is noteworthy that the ranks of
this class of lunatic are mainly recruited from women of loose
character and irregular life.

In their quieter moments they seek one another and herd
together just like epileptics ; but jealousy soon springs up, they
denounce one another, conspire one against the other, friend-
ship is hardly born before it dies, and is transformed into
enmity. They are indolent and idle by nature, but can
sometimes be induced to work. They then form great pro-
jects and good resolutions, are full of energy and activity,
become very fussy and desirous of showing everyone how
industrious they can be, but the effort is sustained for a
brief period of time only, and they sink again into the ways of
indolence. Whilst offences of acquisitiveness are most prevalent
amongst lunatic criminals, crimes of violence predominate
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amongst criminal lunatics. They include murder, manslaughter,
and attempted murder, together with a few cases of suicidal
attempts and assault. I do not propose to discuss the cases of
homicide outside the class of child-murder, because they are
comparatively few in number ; suffice to say that in thirteen
instances the victim was a relative, and in five cases a fellow-
patient in another asylum. One woman was made a criminal
lunatic for the manslaughter of an attendant. This brings us
to the consideration of the cases which form the bulk of the
female population of Broadmoor, viz. the infanticides. This
class of crime perpetrated by insane women has not attracted
the attention it deserves; the literature on the subject is scanty
in the extreme ; such cases do not lead to sensational trials,
and the interest aroused is, for the most part, purely local. The
facts surrounding the commission of the deed are simple, there
is rarely any attempt at concealment, except in the case of
single women who endeavour to hide their shame ; indeed,
amongst married women, the culprit is usually the first to draw
attention to the tragedy. Further, the lawyers are more than
ready to accept a plea of insanity, pity inspires both judge and
jury, and the opinion of the expert is not often required in
evidence.

It is a sad fact to record, but the registers of Broadmoor
show that 253 women slaughtered their children. In 24
instances the lives of 2 children were involved, and in 8
cases 3 children were sacrificed by the mother at one fell
swoop. In addition, maternal violence was responsible for
attempts on the lives of 33 infants. The difference between
the number of murders accomplished and the number at-
tempted is remarkable, and indicates that great deliberation is
exercised in the perpetration of this class of crime.

In reviewing the subject from a psychological standpoint I
have included the attempted murders, because it was only an
accident that a fatal result did not ensue, and 1 therefore
propose to consider these 286 cases of infanticide, completed
and attempted, in their relation to the mental disorders
associated with gestation and the climacteric.

It is not my intention to dwell on the symptoms of those
disorders, our business is with the medico-legal aspect of the
question. The text-books say that the child may be in danger,
but how, or why, or at what period, is not definitely stated.
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It is affirmed that homicidal and suicidal propensities are
present, separately or combined, in at least one third of the
cases of puerperal insanity, but that, as a rule, they are neither
vicious, nor deliberate, nor well-directed. Vicious, no; but
deliberate and well-directed, yes, especially after the first week.
It may seem paradoxical, but it is not vice that leads to the
death of the infant, rather is it morbid and mistaken maternal
solicitude ; rarely do they deny the act, but excuse themselves
on the plea that the child is happyin Heaven. The mental
disorders connected with gestation are conveniently divided
into three groups, each having its special characteristics, viz.
the insanity of pregnancy, puerperal insanity, and the insanity
of lactation. The insanity of pregnancy is the rarest form,
puerperal insanity the most common. From a medico-legal
point of view the same holds good with regard to the insanity
of pregnancy, but not with respect to the other two forms, for I
find, from a study of the Broadmoor cases, that infanticide
occurs much more frequently in connection with the insanity of
lactation than it does in association with puerperal insanity.
This may appear surprising, for the term puerperal mania is
invariably employed in connection with such cases. The term
has become established by use and wont, but is really a mis-
nomer, and puerperal melancholia would be much more accurate.
In true puerperal insanity the maniacal form is apt to come on
at a period much nearer delivery than the melancholic type ;
thus Batty Tuke found that all his cases of mania appeared
within sixteen days of parturition. In such a condition of
affairs those in attendance would naturally remove the child and
guard against the contingency of danger. At this early period
violence is usually directed towards the husband; the child
may be attacked, but it does not seem to happen often, for out
of sixty-four cases of infanticide occurring during the puerperal
period, 7. e. within two months of parturition, only sixteen took
place during the first three weeks. In this computation the
murder of newly-born children is excluded.

Infanticides occur in the following proportion (Broadmoor

cases) :
In the insanity of pregnancy . . 5 per cent.
In puerperal insanity . . . 35 per cent.

In the insanity of lactation . . 60 per cent.

-
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Insanity of Pregmnancy.

We are still far from possessing an adequate comprehension
of the psychology of pregnancy. We are aware that it is
often accompanied by intense mental depression, which some-
times deepens into true melancholia. The Broadmoor cases
eleven in number, were of this type. In all but two cases the
insanity was developed and the infanticide committed during
the later months of pregnancy. Ten of these women were
delivered in the asylum (two recently), and one gave birth to a
child in prison just prior to admission. The age of the patient
is supposed to have some influence on the development of
the insanity of pregnancy, the proportion of cases between
thirty and forty years of age being stated to be much larger
than in younger women. This is not confirmed by the Broad-
moor cases, for seven were between twenty and thirty years of
age, three between thirty and forty, and one, a widow, was
forty-one ; she had an illegitimate child. Eight were married
and two single. Six were primiparz, five multiparz. Hereditary
influence was ascertained in four cases, two direct, and two
collateral. In one instance a previous attack had occurred.
There was no history of drink. Domestic trouble, desertion of
husband, and illegitimacy of child were recognised as con-
current causes. Two recovered, five remain, two were trans-
ferred to other asylums, and one died.

A disposition to steal is sometimes observed amongst preg-
nant women. This propensity displayed itself in one of our
recent cases, and really had much to do with her subsequent
trouble. Without being in actual need or want, she stole a
shawl of no great value from a neighbour’s house. She was
detected and arrested for the theft. The stigma preyed
upon her mind, she became very melancholic, poisoned her
youngest child, and attempted to poison herself. From
the time of her admission until the child was born she
maintained a quiet and reserved attitude, varied occasionally
by waves of emotional disturbance, when she took a
desponding view of her condition and looked forward to the
result of her labour with gloomy apprehension. Such oscillat-
ing exhibitions of dejection are not infrequently associated with
the insanity of pregnancy, but in her case the depression was

XLVIIL 2
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intensified by the fact that she had taken poison, and in a
piteous way she appealed to know whether her suicidal
attempt was likely to have a prejudicial effect on her unborn
child. Her fears on this score were ultimately removed, for
she was delivered at full time of a remarkably healthy male
infant. All went well until a fortnight after delivery, when
one morning she was reported to be rather restive and queru-
lous. She happened to look up as I entered the room. I was
struck by that look—1I do not think I ever saw it before; it
conveyed dread and apprehension, and something undefinable.
It approached the look of a hunted animal. [ immediately
removed her from the vicinity of the child, although they had
never been permitted to be alone together, nor had she been
allowed to nurse it. There were no physical symptoms to
account for the restlessness. She explained that she was
fretting because she was aware that the child would soon
have to be removed to the care of its grandmother, and she
was afraid of becoming too much attached to it, which would
make the separation all the harder. That was no doubt true,
but the look in her eyes expressed a good deal more, and I
believe that the child was in danger had she got a suitable
opportunity to injure it. She seemed relieved when removed
to the infirmary ward, and the symptoms passed away in a few
days. She bore the departure of the child with equanimity,
and is now progressing favourably. This episode serves to
introduce the subject of puerperal insanity, which may be
defined as that form of mental disorder which comes on within
a limited period after delivery, and which is probably inti-
mately connected with that process. Authorities are not
agreed as to where the influence of the puerperal state ends
and that of lactation begins. Clouston gives six weeks as the
technical limit for puerperal insanity, Batty Tuke fixes it at a
month, but allows two months for debatable cases; Campbell
Clark proposes that a post-puerperal period of two to three
months should be allowed in mixed and uncertain cases. In
dealing with the Broadmoor cases, I have regarded, as puerperal,
those in which the crime of infanticide took place within two
months of parturition, and as lactational, those in which the
child-murder occurred later. But, in truth, the distinction is
an arbitrary one, for in many cases the mental causes are
insidiously at work for weeks and months of pregnancy, and
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continue for weeks and months afterwards, finally culminating
in a tragedy during the lactational period.

In connection with puerperal insanity we have first to con-
sider the murder of newly-born children. In all, I find twenty
instances of this form of homicide, and in no less than sixteen
cases the mother was single. What usually happens is this:
The girl has concealed or strenuously denied the fact of
pregnancy, she has made no preparation for the birth, ex-
cept that sometimes a knife or pair of scissors is kept at
hand for the purpose of severing the cord. Labour comes
on, the child is born, and begins to cry. This contingency has
been overlooked, and in desperation lest its wail be heard, she
cuts its throat, stabs, or otherwise mutilates it. In some cases
this is followed by an attempt te conceal the body. It may
be called transient frenzy ; no doubt it is, but the mother is
generally capable of afterwards detailing all the circumstances.

If the child has had a separate existence the law calls it
murder, but in cases of this sort, judge, counsel, and jury, as a
rule, combine to prove the contrary, or to reduce the charge to
concealment of birth, or to bring in a verdict of insanity.
Occasionally sentence of death is passed, but is never carried
into effect. It seems to me that the Legislature might devise
some term short of constructive murder to define such cases,
so that the sentence might be apportioned according to the
degree of guilt and the measure of responsibility. The gravity
of the mental symptoms may be gauged from the fact that
twelve of the twenty Broadmoor cases were discharged after a
comparatively short detention. This is the highest recovery rate
of any class of homicidal insanity -preceding or following
gestation.

One of the cases recently admitted is probably unique. She
is a married woman, a multipara, and the subject of epilepsy ;
she had previously been confined in an asylum. Left alone in
the house one day, labour suddenly came on, and almost
immediately she was delivered of a child whilst standing
holding on to a table. She severed the cord, took the child
in her arms, walked out of the house, and threw the infant into
a canal which flowed past the rear of her dwelling-place. She
seturned to the house, and was shortly afterwards found in a
state of acute mania, with the placenta undelivered. She
recollects the birth of the child, the severance of the cord, the
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act of drowning, and her return to the house; then memory
fails her. It is more than probable that a fit occurred when
she regained her abode, followed by post-epileptic mania, and
that the homicidal act was one of those phenomena sometimes
associated with pre-epileptic conditions, for she had experienced
no trouble in connection with her previous confinements.
Amnesia is more frequently met with in the delirious mania
of the puerperal period proper. It may be that the woman,
especially if she belongs to the poorer classes, has been allowed
to get about too soon, or that some form of blood-poisoning
has set in. The milk ceases to flow, the lochia disappear, the
temperature rises, and mania occurs. During the continuance
of this state the child sometimes falls a victim to violence of
an extreme character. The child’s head is dashed against the
bed-post, or a pair of scissors is driven into the brain, or
the throat is cut, or the head battered in with a poker; the
more deliberate acts of drowning and poisoning are reserved
for the later stages, and are usually associated with melan-
cholia. When the mother regains her mental balance after
the maniacal attack, she is invariably unable to recall the
circumstances, or can only give a confused and incoherent
account of the affair.

These are the cases which occur in the early days after par-
turition, and, as explained before, they are comparatively few
in number. I have already stated that most of the infanticides
take place in the later stages of the puerperal period, and are
due to mental disorder of the melancholic type. They resemble
in their general bearings the homicidal cases of the lactational
variety, and may be fitly considered with that class. I find in
all sixty-four cases of child-murder occurring during the puer-
peral period, . ¢, within two months of parturition. They are
exclusive of the twenty cases of infanticide of newly-born
children previously alluded to. In thirteen instances the child
deprived of life was not the youngest. The only explanation
I can give of this somewhat unusual occurrence is that either
the mother sacrificed her favourite child, or that, having killed
an elder one, she was interrupted in her gruesome work before
she could take the life of her latest-born.

The great majority of these women were multipara, forty-
eight were married, fourteen single, and two widows. One was
under 20 years of age, thirty-four between 20 and 3o,
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twenty-seven between 30 and 40, and two over 50. Twenty
recovered and were discharged, thirty-two remain, and twelve
died.

The occurrence of child-murder is far more frequent in the
insanity of lactation than in the preceding insanities. Lactation
is an exhausting process, and, to quote Campbell Clark, “ many
undertake nursing with an eager maternal desire who should
be strongly dissuaded or firmly obstructed in their attempts to
do so. These are frequently the women who break down.
Another group is that numerous set in the poorer walks of life
who seem to be pregnant or nursing mothers all the time, who
toil and moil all their married life through ; while a third class
is of the over-lactation species, suckling to prevent conception,
which is ruinous for mother and child.” Is it to be wondered
at that many develop melancholia, and frequently become
actively suicidal ? for suicide completed, attempted, or contem-
plated, almost invariably accompanies the infanticide. Their
act, although at first sight it looks like infanticide, followed by
suicide, is in reality, so to speak, only the completion of their
own self-inflicted death. To die alone and leave their children
is impossible for them, the children being almost an organic
portion of themselves. Maternity is a function which exists for
the protection of the weak, and a mother provides for her
children by every means in her power, such means including at
times the pathological phenomenon at present under considera-
tion

in many cases the mother has a happy home and comfort-
able surroundings, but weighed down by the strain of lactation,
and in addition, perhaps, by overwork and the anxiety of
nursing a sick child, or by grief, perchance, if it dies, depression
comes on, everything locks black and dismal, the idea takes
possession of her that want and poverty are in store for her
and her family. At first an obsession, it becomes a delusion;
the thought of suicide projects itself into her mind, she cannot
leave the child behind, it must be sacrificed first; the dreadful
thought is banished again and again only to recur with renewed
intensity, until it really seems to fascinate, and finally over-
whelm her—the deed is done, and a ruined home is the result.
These tragedies are frequently preventable. Although the
patient is, as a rule, sanely conscious of many things and
usually coherent, it begins to dawn on the friends that the mind
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is gradually giving way, yet, owing to some perverse reasoning,
they defer placing her under asylum care and treatment, even
if the woman herself begs to be safeguarded.

As already stated, the murder of the child is often followed
by the self-destruction of the mother; some try, but fail to
succeed, others again are detected before they can carry out
their design. Many experience a feeling of relief immediately
after the infanticide, as if some tension were removed from their
over-wrought brain. The feeling of vertex headache, which is
one of the commonest symptoms, seems to be relieved, and
tends to postpone the suicidal act.

Some women after drowning their children have prepared
them for burial, and have laid them out in bed, sitting calmly
by and contemplating them with a quiet sort of satisfaction,
reasoning in their insane way that their offspring are happy in
Heaven ; but reaction soon comes, they begin to dimly realise
the gravity of the act, melancholic despair again seizes them,
their only wish is to die, and they cry aloud to be led to instant
execution. In others the crime is followed by a dazed feeling,
they confess to their offence in a mechanical manner, they shed
no tears, express no remorse, but stare vacantly in front of them.
The cerebral action seems for the time being to be nearly sus-
pended, they are in a dream-state somewhat similar to that
seen in post-epileptic conditions. The advent of tears brings
relief, only to be followed by the same train of melancholic
symptomns.

Others, again, immediately run to tell their nearest neigh-
bour of the crime, or give themselves up to the police; their
story is always the same—the child is free from trouble and
happy in Heaven.

It is remarkable how frequently, in these cases, religious
ideas colour the mental obsessions. Sometimes the child is
offered up as a sacrifice to appease an angry deity, whose dis-
pleasure has been aroused by some trifling fault or omission,
magnified by the poor deluded creature into the unpardonable
sin. In one case the sacrificial altar was the child’s bassinette,
under which the mother proceeded to kindle a fire; her sub-
sequent suttee-like act of self-immolation was only prevented
by an hallucinatory appearance of the Saviour, whose imaginary
voice was heard by the woman calling upon her to desist.

At other times the child is afflicted with some deformity ;



1902.] BY JOHN BAKER, M.D. 23

talipes and cleft palate are mentioned in our cases. This is
put down to the agency of the devil, and the child is destroyed
as the offspring of the evil one.

The number of females classified under the insanity of
lactation is 115. They differ from the puerperal cases in that
more were older women. Fifty-two were between the ages of
20 and 30 ; fifty-three between 30 and 40; and ten between
40 and 45. The recovery rate, however, as in the former
insanities, was highest amongst the younger females. Multi-
parz were in the majority, forming 70 per cent. of the whole.
One hunded and two were married, ten single, and three were
widows.

In these homicidal cases associated with the mental
disorders accompanying gestation, there are various circum-
stances which tend to retard or militate against the chances of
recovery. They may be enumerated as follows :

1. The age of the patient. As a rule the older the patient
on admission the less the chance of recovery.

2. The number of children. Where a woman has been
exhausted and debilitated by frequent pregnancies, the pro-
gnosis is generally unfavourable.

3. The incidence of previous attacks. These attacks are,
for the most part, puerperal. They occurred in 24 per cent.
of the Broadmoor cases.

4. Hereditary predisposition, which was ascertained in 28
per cent.

5. The complication of epilepsy.

6. Where the child killed has been the illegitimate offspring
of a married woman or widow.

There were thirty-three cases admitted of females who had
killed their children under the influence of climacteric insanity.
They resemble in most particulars the cases hitherto described,
only amongst this class the children murdered were naturally
older. Drink, also, which was infrequently noted as a compli-
cation in the insanities associated with gestation, played a con-
spicuous part amongst a section of these cases. In two
instances of this form of insanity the circumstances associated
with the tragedy were so singular and peculiar in their charac-
ter that they may be deemed worthy of record. Only one
involved the crime of child-murder, but in this case the father
was- an accomplice in the act, which was followed by the
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attempted suicide of both parents. The couple were in
monetary difficulties, and poverty stared them in the face. The
combination of adverse circumstances and the climacteric had
unhinged the woman’s mind, and it was agreed that they
should poison the child (aged eight years) and thereafter poison
themselves. The decision was carried out with fatal effects to
the boy, but the dose was insufficient to cause the death of the
parents. They were subsequently tried for murder, a verdict
of insanity was brought in, and both were sent to Broadmoor.
The man has since died, the woman survives. This case is
probably unique. In the next case the element of infanticide
did not enter. Similarly, however, a married couple of middle
age agreed to take poison. The husband did so and died
soon afterwards, the wife was prevented from following his
example by someone appearing on the scene. She was tried
for murder and acquitted on the ground of insanity, which was
due to climacteric origin.

These cases are, perhaps, not quite germane to my subject,
and reach beyond the limitations to which I had bound myself,
but I have narrated them as instances of attempted double
suicide, which is of extremely rare occurrence amongst married
couples. Only one such case has come under the observation
of Lombroso, but in this instance the double suicide was
completed.

In the remaining cases of infanticide not included under the
foregoing classification, pregnancy was not present, the age of
the child precluded puerperal or lactational insanity, the age of
the woman climacteric disorder. The causes of the insanity in
this class were principally domestic trouble and desertion
of husband amongst the married women ; congenital defect,
illegitimacy of child, and destitution amongst the unmarried.

In all these cases of homicide associated with the mental
disorders connected with gestation and the climacteric, the
form of insanity on admission has invariably been melancholic,
—simple, delusional, resistive, or stuporose. ~The maniacal
type has been comparatively rare. When recovery has taken
place the melancholia has given way after a period of shorter
or longer duration, or has been succeeded by an attack of
mania prior to the restoration of mental health. In cases of
non-recovery the melancholia either becomes chronic or is fol-
lowed by attacks of recurrent mania,or chronic mania supervenes,
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passing into dementia. Even at their mental best many of
these mothers are haunted by the ever-present shadow of their
crime, which spreads around an almost universal tendency to
sadness.

On admission, many cases suffer from amenorrhea. To
show the prevalence of this form of disordered menstruation, I
have taken the cases of patients admitted since June, 1900—
twelve in all. Two were women at the climacteric, and are
therefore deleted. Of the ten remaining, no less than six
suffered from amenorrhwea on admission, in one it still continues,
in two it lasted seven months, and in four from three to six
months. Whenever natural menstruation returns, an improve-
ment is noticeable in the mental condition. In climacteric cases
on the other hand, menorrhagia is often found. One woman,
recently admitted, murdered two children after an exhausting
flooding of nine days’ duration.

In the course of these investigations I was enabled to elucidate
the curious and interesting pathological fact that the brain-
weights of homicidal female lunatics were below the normal
standard of sane women, and that the brain-weights of lunatic
criminals—the thieves and fire-raisers—were still more deficient
in this respect.

The average weight of the normal female brain as stated in
‘Quain’s Anatomy ’is 44 ounces, or 1247 grammes, that of
the homicidal female lunatics who died in Broadmoor, 1190
grammes, and that of the female lunatic criminals, 1120
grammes, a deficiency of 57 and 127 grammes respectively.
To those interested in the subject the following table may be
of use in comparing the brain-weights of the different classes
at various ages :
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There are many important features, both clinical and patho-
logical, which I have been unable to embody in a communica-
tion of this scope. I am conscious of having but touched the
fringe of my subject, and I must leave to future effort the
further elucidation and explanation of a wide and intricate
medico-legal question.

Discussion
At the Autumn Meeting of the South-Western Division, Bath, October 2and, 1901.

Dr. L. WEATHERLY said that the part of the paper which appealed to him was
that which referred to grades of criminal responsibility. That was a question upon
which the{ were all agreed—that there were grades of responsibility in all crimes,
and that the punishment should fit the amount of responsibility. It seemed to him
that in many cases, if these murders by females had been committed by men
ms;ead of women, the murderers would have gone to the gallows. The sympathy
of judge and jury with a woman was well known, and he was perfectly satisfied that
many of the cases of females sent to Broadmoor as having been insane would not
have been so dealt with had the murderer been a man instead of a woman. In the
discussion which took place not long ago in their Association with regard to the
question of punishment, he was astounded that no gentleman who spoke at that
meeting—unfortunately, they were deprived of listening to many of their own
fraternity, because the discussion was taken up by men who did not belong to the
Association—correctly represented their views on the matter. He was surprised to
find that whereas they classified the punishment of crime under two headings—
that which acts as a deterrent and that which tends to the reformation of the
criminal —they more or less sneered at the psychological section of the profession
astrying to make out that people who committed crimes were more or less insane
and ought not to be punished. Every medical man who went into the witness-box to
try to prove that a person was not responsible by reason of mental disease, did not
enter the box to make out that he ought not to be punished, he simply said it ought
not to be of the same class as if he were perfectly responsible. He asked the judge
to incarcerate them somewhere, to take away their liberty—which was one of the
greatest punishments man or woman could have—and to send them to some place
where the disease could be properly treated, and the patient could get better. There-
fore any person who went into the witness-box did not ask the judge not to punish
them, but to do what the law required, to give them a punishment to fit the crime,
firstly as a deterrent, and secondly as a reformatory measure.

Dr. GoopaLL thought that the percentage of 28 as being hereditary seemed low ;
he dared say fuller facts and a more careful inquiry, in which relatives were not
keen in aiding, might produce a larger percentage of heredity. He should like to
know whether or not it was common for the offspring of parents and grandparents
who had whilst insane committed criminal acts during the period of gestation, to
show the same tendency. The paper having a wide name, he might be pardoned
for asking whether anything was done in the way of examining these people
anthropologically so as to establish whether they were degenerates or not. He held
strong views on the union of asylums with prisons as was done in Belgium and
other countries.

Dr. Deas said the paper covered a very wide range of the subject dealt with.
He had had occasion to be called in in many cases, and the only class of case he
had a difficulty about was one Dr. Baker did not allude to. It was the case of a

single woman where there had been a little natural weak-mindedness and nothing
more, but where the element of malingering came into play. He remembered one
where a2 woman got off at the trial because there was evidence of a certain amount
of weak-mindedness, but he believed himself it was a case of decided and brutal
marder, and he was not sure that there was not an element of malingering. He did
not think Dr. Baker alluded to persons of the criminal type who commit murder from
the pure reason of getting rid of the bother of the child. He recalled a case in
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which the girl had been in the workhouse, and she got her discharge, and took the
child away into a quiet place where, having stripped it, she threw the child into a
ditch of water. As in so many cases, she overlooked the fact that little things
may attract attention. She had gone in an umnibus to a small village in North
Devon, and had been noticed by the driver. When returning, she happened to
meet the man, who had got off his 'bus in a side lane; she had a bundle but no
baby, and giving him confused answers as to what had become of the child, her
arrest followed. She showed great deliberation and forethought, but she over-
looked the possibility of being met by the man who drove the omnibus. That was
a case one would not say was due to insanity, although it had many of the ap-
parent features connected with it, and he would like to ask Dr. Baker whether, at
Broadmoor, they might not have the means of checking cases which had been
passed as insane, and which afterwards at Broadmoor exhibited no trace of insanity.
Such cases did occur, and he was not sure fuller justice would not have been done
in the one he had mentioned, if she had met the full penalty of the law.

Dr. BAKER, in reply, said with regard to Dr. Weatherly's point about making
an analogy between men and women, he did not think one could do that in this
case because the fact of parturition came in. With regard to Dr. Goodall's
remark about heredity, he had no doubt in a good many cases—in the greater
proportion—heredity was present, but they had no means of ascertaining unless
the relatives came to the asylum. The cases were tried, and the patients came to
them from prison, and they had only the prison records for information, and unless,
as he had said, the relatives came, they could not get information about their ante-
cedents. With regard to the anthropometrical point, he had seen many of the
measurements, but he could not say they were of any great value from his
own experience, at all events so far as gauging the mental calibre. Of course in
prisons there was a great majority of the ordinary type seen, but there was a
residue of 2 or 3 per cent. which showed symptoms of congenital weak-mindedness,
and he dared say the measurements would be different in those cases. He knew
the case referred to by Dr. Deas, because she was a congenital imbecile, and his
opinion was that justice had been done.

Crime in General Paralysis. By W. C. SULLIVAN, M.D,,
Deputy Medical Officer, H.M. Prison, Pentonville.

THE minute study of morbid organisation as a factor in the
genesis of crime which has been extensively pursued in recent
years has been for the most part concerned with conditions of
arrested or distorted cerebral development, with the different
forms and degrees of innate defect. Less attention has, on
the whole, been given to the other large class of neuropathic
criminals, those in whom the morbid aptitude for criminal acts
is connected with deterioration of brain, where the mental
defect is acquired.

It has appeared to me, therefore, that some relative freshness
of interest might be found in a discussion of these conditions
of acquired defect ; and this the more because of the excep-
tional clearness with which their study illustrates certain
essential points in the relation of organisation to conduct.
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One of these morbid states—perhaps the most important in
our special point of view—that, namely, due to chronic intoxi-
cation by alcohol, I have discussed in some detail in papers
published in the Jourmal of Mental Science and elsewhere.(!)
The natural direction of our inquiry leads next to those condi-
tions nearest-allied to chronic alcoholism, chief among which
are general paralysis and senility. The present paper, then,
will deal with the former of these diseases, the term “general
paralysis ” being taken for the purposes of the discussion at its
current value, as—to use Schiile’s phrase—a convenient
“clinical collective name” for a not very clearly delimited
group of cases with more or less distinct, but nowise pathogno-
monic clinical and pathological characters.

Forms of crime in general paralysis—The examination of
conduct in chronic alcoholism showed a remarkable frequency
of suicidal and homicidal impulse, and, in very much lesser
degree, a tendency to certain forms of sexual crime, especially
the defilement of children ; offences of acquisitiveness, on the
contrary, did not appear to be very importantly related to this
condition.

Crime dependent on the senile involution to a great extent
resembles alcoholic crime in all these points.

In general paralysis, on the other hand, the character of
conduct is entirely different. A rough illustraticn of the con-
trast may be given in statistical form.  During nine years
(1888-96) among accused and convicted prisoners certified as
insane in the local prisons of England and Wales there were
274 cases (261 males and 13 females) in which the form of
mental disease was considered to be general paralysis.(*)
Amongst the other prisoners found insane during the same
period were 140 males aged sixty years and upwards. Com-
paring the character of the delinquency in this senile group
with that in the group of male paralytics we get this result :

G.P. Senile.
(a) Crimes of violence—Homicide . . . 4 s
Homicidal attempts . 5 8
Assaults . . .21 24
Threats . . . 8 6
(8) Suicidal attempts . . . . . 8 24
(¢) Crimes of acquisitiveness . . . . 144 30
(d) Sexual offences . . . . . .13 4
(e) Other offences . . . . . . 58 39

261 140
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Thus, while in the senile insane grave homicidal acts (first
two groups of crimes of violence) and attempts to commit
suicide amount respectively to g'2 per cent. and 171 per cent.
of the total delinquency, in the paralytics the corresponding
figures are only 3°'45 per cent. for homicidal acts, and 307 per
cent. for suicidal attempts ; and while impulses of acquisitive-
ness account for §5°17 per cent. of paralytic crime, they appear
in only 2176 per cent. of the senile cases.

It is, of course, needless to point out that these figures are
to be taken with large qualifications; they are quoted here
merely to give a general view of the character of paralytic
crime before entering on the detailed discussion of its
varieties.

Crimes of acquisitiveness.— Offences of this class are
notoriously common in general paralysis, and they have been
so often described in this connection that a very summary
account of them will suffice here. Their most typical form is
petty larceny, but frauds, forgery, and embezzlement are also
frequent.

Generally the circumstances and execution of the offence
show a characteristic silliness. Exceptions to this rule, how-
ever, are met with ; paralytics do sometimes commit robberies
and frauds with an appearance of adequate motive and pre-
meditation. In an observation, for instance, published by
Maudsley,(*) a general paralytic in the prodromal stage skil-
fully robbed a number of railway passengers of their watches ;
he had provided himself for his expedition with a false beard
and a dagger. And other somewhat similar instances of pre-
meditation are on record.

Such relatively intelligent acts are linked by cases interme-
diate in complexity to the more simple expressions of acquisi-
tiveness—the automatic theft and the rubbish-gathering of
advanced dementia (Mendel).

The most important point to be noted about this tendency
is that it occurs in exalted or at least optimistic paralytics, and
not in those with the melancholic form of the disease. Ritti,(*)
indeed, has seen some instances of theft by depressed para-
lytics ; but such cases would appear to be quite exceptional.

This association of acts of acquisitiveness with exaltation
has led some observers (Burman)(*) to suppose that the acts
are caused by the delirious ideas. Clinically, however, it is very
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rare to see cases which would conceivably admit of this inter-
pretation. Very often, on the contrary, the impulse precedes
the delusions of exaltation by a long period of time—seven
years in one of Brierre de Boismont’s observations.(®) And
acts of acquisitiveness are very common in the purely demential
form of the disease where such delusions never develop ; this
is the form of paralysis most frequently seen in prison
experience.

Corresponding with the purely impulsive character of his
conduct is the paralytic’s confused state of consciousness.
Sometimes he will deny all knowledge of his action, or if he
remembers it, he may profess amnesia of the motive. And
very often, when he does not explicitly plead amnesia, but on
the contrary endeavours to explain or excuse his conduct, his
explanation is really nothing more than his personal theory to
account for an action whose true motive entirely escapes him.
This ex post facto origin of the paralytic’s idea of his own motives
is most apparent in the later stages of the disease, when the
patient in the course of a few minutes’ interview may assign
three or four different and contradictory reasons for his action,
his explanations varying with his moods. The following
observation illustrates this point :

H. F— stole a piece of bacon from a stall outside a shop in a large
thoroughfare ; he simply picked the bacon up, hid it under his coat,
and walked away ; the shopman stopped him, he replaced the bacon on
the stall, and waited till the police came and arrested him.

Prisoner is @t. 55, painter by trade, married, has three children.
Marked lingual and facial tremor, blurred speech, exalted patellar
reflexes. No special ocular symptoms. No signs of alcoholism.
Very demented, e. g&. blunders over the names and order of the months,
cannot calculate his earnings over more than two weeks, etc. Facile,
self-satisfied in mood ; no obvious delusions ; has had several congestive
seizures.

Asked why, being an honest man, he committed a theft, says he was
in drink and did not know what he was doing. Says later that he is
hard-working and devoted to his family, that he has not taken liquor
for years ; becomes emotional on the subject of his children. Asked
now why he stole the bacon, says it was to take it home to his children
who had nothing to eat. Questioned about his work, says he is an
excellent workman, gets good wages, has saved money, has £15 in the
bank ; beamingly optimistic. Asked now why he stole the bacon, says
he did it for a joke. Reminded of his other explanations, says he does
not know why he stole it, “it must have been for a joke.”

Besides this impulsive origin, acts of acquisitiveness may
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also be more indirectly connected with general paralysis.
Paralytics, for instance, who have blundered in their accounts or
lost money, may in a more lucid phase embezzle to make good
the deficit. This is a point of some practical importance in
relation to the question of legal responsibility, because it may
happen—and I have recently seen an instance of the sort—
that the fraud has the appearance of intelligent execution,
while the error it was designed to cover was stamped with the
character of dementia.

Paralytics are also very amenable, through their naiveté to
criminal suggestions by others. Magnan (*) quotes the case of
a patient who was sent by his wife to steal in the Bon Marché ;
and Foville (}) mentions two instances where paralytics were
used as tools to utter forgeries.

Suicide— The frequency of suicidal tendency in general
paralysis is a question regarding which opinion appears to be
divided. - The majority of authors consider it as very excep-
tional. Brierre de Boismont,(’) however, speaks of it as a not
uncommon initial symptom. And this is also the view of
Mendel,(*) who even suggests that an important proportion of
suicides in middle life are to be attributed to this disease in its
prodromal stage; in 180 patients observed by him, 12 had
attempted to commit suicide, and in 7 of these cases the sub-
sequent symptoms were of the exalted type. Kaes(')in a recent
analysisof the anomalies of conduct in general paralysis found 33
cases of suicidal attempts in a series of 268 men, and 12 cases
in a series of 69 women. Kaes and Mendel agree in assigning
suicidal tendency in the early stages of the disease mainly to
the sense of cerebral incapacity, and the consequent feeling of
anxiety for the future; suicide in these conditions is not an
impulse of directly morbid origin, but rather a last act of
reason.

Regarding the later stages of the malady, there is practical
unanimity that suicidal acts are very rare. As a rule,
genuinely suicidal attempts are met with only in melancholic
cases, and are of directly affective origin. It sometimes
happens, however, in exalted paralytics that opposition to the
patients’ desires and pretensions leads, in the emotional insta-
bility of the disease, to more or less serious suicidal acts.

Generally the suicidal attempts of the paralytic, like their
other actions, are marked by the essential dementia of the
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disease, and are clumsy, absurd, and liable to arrest by inter-
current impressions. Mendel (*) mentions a characteristic case
where a patient with hypochondriacal ideas walked into the
water with the intention of drowning himself, but was checked
by the recollection that he suffered from rheumatism.

Suicidal attempts of a more determined and skilful character
are very rare ; and the number of actual suicides by paralytics
recorded in medical literature is extremely small.

Voisin and Burlureaux (') report the case of a woman who
hanged herself in the prodromal stage of the disease ; she had
had systematised delusions of persecution for at least eighteen
years previously, and these delusions persisted after the onset
at the menopause of symptoms of general paralysis. Kaes (')
mentions (without details) that one of his paralytics committed
suicide by hanging. In a very remarkable case reported by
Sezaret fils(**) the patient, ®t. 50, suffering from tabetic
general paralysis, had hypochondriacal ideas and delusions of
culpability, and after two abortive attempts, succeeded in killing
himself by thrusting a piece of wood into the pericardium.
Monestier (1*) has recorded a case of suicide (hanging) by an
exalted paralytic where the cause may perhaps have been the
patient’s irritation at the refusal of his liberty. I do not know
of any other published cases.

Homicide.—Most of what has been said in reference to
suicide applies equally to acts of violence in general paralysis.
The only exception is that the reasoned suicide from the con-
sciousness of commencing brain failure has no counterpart in
homicide ; and even this exception is not perhaps absolute, for
at least one case of murder and attempted suicide by a para-
lytic is on record (see Fritsch’s case below) where such a feeling
may have entered into the causation. In other respects the
parallelism is complete.

Acts of violence, like suicidal attempts—and very much
oftener than such attempts—may be committed by paralytics
when their expansive tendencies meet with opposition. In this
way originate a good many assaults of more or less gravity,
and sometimes, though rarely, offences of a more serious
character (see cases of Marondon de Montyel and Max Simon
below).

Occasionally, too, the paralytic dement may attempt murder
under the influence of a simple suggestion; one of Kaes’

XLVIIL 3
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patients,('") for instance, nearly choked a child because he had
read in a newspaper that death by strangulation only occurred
after nine minutes, and he wished to verify the statement.

The large majority, however, of grave acts of violence
depend on a primary homicidal impulse, and are related to
more or less persistent states of emotional depression. This is
the view of all writers on the subject, and it is fully borne out
by the few observations recorded in medico-legal literature.

The following summary of a number of the recorded cases
will give an idea of the conditions under which the impulse
appears in paralytics. In one or two of the cases, it will be
noted, the diagnosis is, perhaps, open to question.

1. Ebers.(8)—A soldier, ®t. 47 ; chronic alcoholism and gout ; placed
in an asylum owing to an attack of hallucinatory delirium, was found
to be suffering from general paralysis. Discharged on remission of
symptoms, murdered his wife, of whose fidelity he had suspicions.

2. Hagen.(¥¥)—Well-known case of Count Chorinsky, who, in pro-
dromal stage of general paralysis, poisoned his wife. He acted in collu-
sion with his mistress, whom he desired to marry; had also a pecuniary
motive. Crime cleverly planned and executed.

3. Sisteray.(®¥)—A man, ®t. 43; as a result of head injury had
developed persecutory ideas, in connection with which he made well-
planned attempts to murder, on one occasion, a relative, and on another a
neighbour. The mental symptoms existed some ten years prior to the
crime. The grounds for diagnosis of general paralysis appear very
slight.

4. Kraft-Ebing (quoted by).(*!)—A man, ®t. 46; history of alco-
hohsm Had mixed delusions of exaltation and of persecution by his
wife, and had often threatened to get rid of her. Strangled her, and
tried to represent her death as natural. Typical délire des grandeurs
developed subsequently.

5. Lotz.(2)—Policeman, ®t. 50 ; history of alcoholism. Murdereda
woman by shooting her with a revolver, subsequently firing on people
who attempted to arrest him. Wanted to marry the woman, whose
family opposed the union. Stated that the woman had agreed to a
double suicide; this assertion was not in accord with her letters.
Diagnosis of probable general paralysis rested on symptoms of increasing
dementia, ataxic speech, paresis of right side, oscillatory emotional
state.

6. Schmidt.(¥)—Woman, ®t. 45 ; insane heredity ; always eccentric ;
symptoms of general paralysis dated from childbirth three years before
crime. Murdered her husband with an axe, and buried his body in
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garden. Pleaded that she acted in self-defence, her husband in a state
of drunkenness having attempted to kill her.

7. Fritsch.(3*)—Shoemaker, ®t. 43 ; head injury twenty years pre-
viously ; alcoholism. Murdered his wife and four children during their
sleep, and attempted to commit suicide. Had been worried about
work for some time. Alcoholic symptoms marked at time of crime.
Exaltation appeared a little later with characteristic physical signs.

8. Baume.(3)—Symptoms of general paralysis did not appear until
fourteen years after the crime—the murder of a friend—committed
under the influence of systematised delusions of persecution.

9. Marondon de Montjrel.(’“)—Workman, ®t. 45. Made a murderous
assault on a girl with the object of robbery. Clumsy defence. General
paralysis of exalted form.

10. Marondon de Montyel.—Man, ®t. 39, in early stage of exalted
general paralysis, made a well-planned attempt to murder one of his
friends. It appeared that the murderer had offered to his victim, who
was about to be married, the loan of his penis, to which he attributed
very exceptional qualities ; losing the power of erection soon after, he
suspected that his friend had kept possession of the organ.

11. Villard.(¥)—Farm labourer, ®t. 45; history of alcoholism.
Entered a farmhouse where the people were at supper, saluted them in
a friendly way, and a few minutes later made a sudden attack on one of
them with a bill-hook, after which he ran away. Went next day to the
doctor’s house to ask about his victim’s state ; spoke very ill of the man,
accusing him among other things of being the author of a fireina
neighbouring village thirty years previously ; when it was pointed out
that the man had not then been born, said “Well, it was his grand-
father.” A few weeks later his ideas were exalted, he was quite unable
to suggest a motive for his action, and was unwilling to believe that he
had been guilty of it.

12. Ballet.(*)—Female, with hereditary taint, always eccentric, and
with vague persecutory ideas, committed a cleverly planned murder in
the prodromal stage of general paralysis.

13. Camuset.(¥)}—Magnan quotes without details an observation of
Camuset where a general paralytic committed a murder in a phase of
automatism resembling that of epilepsy.

14. Max Simon.(¥)—A general paralytic in the advanced stage,
annoyed by the groans of the patient next him, crawled out of bed, and
beat out the disturber’s brains with a wooden shoe.

It is interesting to note that in nearly all these cases where
the homicidal act was not incidental to an acquisitive intent,
there existed some special circumstances apt to modify the
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emotional tone. Several of the patients, for instance, were
alcoholic ; others had a history of antecedent persecutory ideas ;
others (e. &. Marondon de Montyel’s second case) acted under
the influence of a disorder in visceral sensation. This point
will be discussed more fully later on.

Sexual offences—In the early stages of general paralysis,
particularly in the optimistic form, genital excitement is fre-
quent, and leads not uncommonly to criminal acts.

All varieties of sexual crime—rape, defilement of children,
sodomy, bestiality, minor offences against public decency—
have been observed in paralytics ; but there is not sufficient
statistical information to show what is the predominant form
of the sexual impulse in the disease, and in what way
differences in the direction of the impulse are related to
differences in the emotional state. It is, however, interesting
to note that in several recorded instances of defilement of
children by paralytics(*) the disease was of the melancholic
type. If this association is a general rule, it shows another
striking correspondence between the depressed form of paralysis
and the dementia of alcoholism and senility, in which the same
variety of sexual crime is particularly common.

Other offences.—Of offences not included in the foregoing
classes, malicious injuries to property are most frequent.

Paralytic dements, particularly in the lower classes of the
population, frequently incur punishment through guas:-criminal
offences—drunkenness, vagrancy, and various social sins of
omission. These do not call for special remark.

It remains now to consider the causes which determine the
special directions of the will in general paralysis,and to explain
the contrast in conduct between that disease and the dementia
of chronic alcoholism and of senility. The discussion will be
confined to acts of acquisitiveness, acts of violence, and suicide.
Sexual offences, which form the only other important group,
will be treated apart.

Restricting our attention, then, to the forms of conduct just
mentioned, and considering only the nature of the primary
impulse, we recall, as the chief result of our inquiry, that acts
of acquisitiveness are almost always related to the optimistic
form, or to optimistic phases of the disease, while acts of
violence to self or others are generally related to the melan-
cholic form of the disease. Impulses of acquisitiveness are, in
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fact, the expression in the will, as the delirium of exaltation is
the expression in thought, of the optimistic emotional tone.
And here, as always, the impulse is the earlier and more
constant expression of the emotion, of which, indeed, it is
rather a constituent, while the corresponding thought is later
in appearing, or may not appear at all.

Of course, in the large majority of cases of general paralysis,
the affective tone is constantly or predominantly optimistic.
This is obvious in the exalted paralytics of the classic type;
it is evident, too, though less obtrusively, in the more numerous
cases of simple dementia, most of which exhibit a facile, con-
tented mood, and show in conduct the acquisitive tendencies
which we have seen to be characteristically related to that
mood. Only in a small minority of cases—27 per cent. in the
highest estimate that of Kraepelin (**)—is the prevalent mood
one of depression.

It is, then, because the affective tone in general paralysis is
most usually optimistic that impulses of acquisitiveness are
frequent, suicidal and homicidal impulses rare. In senility and
in chronic alcoholism, on the contrary, where the affective tone
is generally pessimist, impulses of violence are relatively
common.

The explanation, therefore, of the character of conduct and
thought in general paralysis enters into the larger problem of
the origin of the affective state in the disease.

Many solutions of this problem have been suggested. In
the limits of this paper it is not possible to give more than the
briefest summary of them.

The earlier observers, who regarded the delirium of exalta-
tion as characteristic of the disease, appear to have had no
hesitation in connecting this symptom in all its elements with
the cerebral lesions. In this view the difficulty was to account
for the occurrence of melancholic cases. The first mode of
explanation was to attribute the hypochondriacal delirium to
special visceral disorders. Bayle (*) suggested this origin in a
case where the depressed form of delirium occurred in a
patient with chronic gastritis. The theory was elaborated
by Michéa (*) and others, and it has been accepted as at least
a partial explanation by most subsequent writers.

Others have tried to meet the difficulty by supposing a
difference in the site of the cerebral lesion, or in its nature in
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melancholic cases. Mairet,(*) for instance, held that exalta-
tion accompanied meningo-encephalitis of the vertex, and
depression the same lesion affecting the base. Austin (*)
attributed the melancholic form to visual hallucinations de-
pending on congestion of the optic thalami. Luys,(*) assuming
a localisation of visceral sense in the ventricular region, regarded
congestion of that region as the cause of the hypochondriacal
delirium. These views, however, to say nothing of the fallacies
of their psychological analysis, are entirely unsupported by
pathological evidence; their interest is now purely historic.
And the same may be said of such theories as have yet been
put forward to connect the emotional tone of the delirium
with peculiarities in the intimate nature of the brain lesion.

The origin of affective depression in paralysis has also been
looked for in the influence of painful moral impressions acting
as the exciting causes of the disease. Voisin,(*) to a certain
extent, leans to this view ; but most observers have failed to
discover any confirmation of it. Lunier,(®) for instance, out
of 65 cases of general paralysis developing during, or soon
after, the Franco-Prussian War and the Commune, and at-
tributed to the stress of these events, found only six which
at any stage of the disease presented melancholic symptoms.

These various hypotheses, it will be noted, set out with the
assumption that the optimistic delirium at all events is directly
connected with the cerebral lesions ; and this position is still
taken up by some authors, who regard the delirium of exalta-
tion as the *psychic equivalent of a cortical hyperemia,” the
“psychic function of a nutritively over-stimulated thought-cell”
(Schiile).

In the more radical theory of Baillarger,(*°) on the contrary,
it was admitted that there was no better warrant for attributing
the optimistic delirium directly to the brain lesions than there
was for so attributing the delirium of depression. Whatever
value may be attached to the constructive part of Baillarger’s
theory—that concerning the folie paralytigue—it is certain that
criticism has not hitherto in any way weakened the funda-
mental proposition that the known cortical changes cannot
account for any psychic symptom except the dementia.

And the same statement will apply to the other organic
dementias.

The recent researches in cerebral pathology which have
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added so much to our knowledge of the minute anatomy of the
paralytic, the alcoholic, and the senile brain, have shown nothing
to connect the active psychic symptoms in these diseases with
the visible cortical changes, even when these latter are eked
out with fanciful hypotheses. There is no evidence to suggest
that the cerebral lesions in melancholic paralysis differ from
those in paralysis with exaltation. There is nothing in the
pathological changes in the brain in chronic alcoholism or in
senile degeneration to explain why the affective tone is as
ordinarily depressed in these diseases as it is exalted in general
paralysis. In short, whatever be the nature of the cerebral
conditions which underlie the different affective moods, there is
no reason to suppose that any of the visible brain changes in
the organic dementias can be regarded as morbid reproductions
of these conditions.

So far, then, the assumption of special brain lesions to
explain the varieties of feeling and thought in general
paralysis is unsupported by direct evidence. And we
may go beyond this negative position, and maintain that
such an assumption is unnecessary. What is pathological in
the exaltation or depression of the paralytic—the quality of
excess—is a character of dementia, a result of the brain
dissolution, and does not at all imply that the emotional tone,
as such, arises otherwise than in normal conditions,—that is to
say, from the state of the organic life. This simpler explana-
tion can be, to a certain extent, tested by clinical evidence.

Take first the melancholic form of the disease. The chief
conditions under which depression appears in general paralysis
may be classed thus:

(a) Age—Kraepelin () has pointed out that general
paralytics of the melancholic type are usually above the
average age for the disease, and frequently show signs of
premature senility. Cullerre,(**) in his observations of general
paralysis with diffused atheromatous disease, notes the con-
stancy of emotional depression in such cases.

(6) Intoxications—Depression is the rule in general paralysis
with a history of alcoholism. Talon (**) in 100 alcoholic cases
of the disease, found only 12 with expansive delirium.

Similarly, when general paralysis develops in patients
suffering from lead-poisoning, Devouges (**) has pointed out
that lypemania is constant in the early periods, and Régis (¥)
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indicates the pessimist and malevolent temper as a distinctive
character in saturnine general paralysis.

(¢) Visceral disease—As already mentioned, hypochon-
driacal delirium is often related to visceral disorders. Clous-
ton (*) says that his “ belief and experience is that in almost
all these cases with melancholic symptoms there is some
organic visceral disease or disturbance, which transmits to the
convolutions sensations which are disagreeable and depressing.”
He notes that nearly all his paralytics who had tubercular
disease were melancholic. Mendel,(*) in several of his
observations, found the delirium of depression associated with
heart disease. Voisin and Burlureaux,(*) Mickle(*) and
others, express similar views. The frequency of depression in
tabetic cases is a fact of the same order.

(d) Vesanic antecedents—We have seen that even intense
emotional states, arising as normal reactions to external
stimuli, do not influence the affective tone when general
paralysis subsequently develops. It is otherwise when such
states are of morbid origin. For instance, when general
paralysis supervenes in a patient with chronic persecutory
delirium, the ideas, the affective tone, and the impulses of that
delirium, are likely to persist until late dementia. Several
of the homicidal cases quoted above are instances of this
influence.

And, further, as Magnan (*) has proved, where there is
merely a latent aptitude to persecutory delirium in a degenerate
subject, the onset of general paralysis is likely to hasten its
development, and its symptoms will then colour the paralytic
dementia. This is probably the origin of the melancholic tone
in a good many instances, since it has been latterly shown,
especially by Nacke,(*!) that the disease is very frequently
related to the degenerate organisation.

With the possible exception of the last group, we see
accordingly that the ascertainable causes of depressed affective
tone in paralytic dementia are those that influence unfavour-
ably the state of the organic life. Of course, the clinical
method can only detect the grosser and more obvious of these
causes, but the evidence it gives is strong enough to suggest that
the undetected causes which generate that tone in other cases
are probably of the same nature. There is a perversion of the
chemical or mechanical processes which cause the internal
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sensations—a perversion probably similar to that which occurs
in the organic decadence of age or in general intoxications ;
and therefore the affective tone is depressed, and the emotions,
impulses, and thoughts of these paralytic dements are like the
emotions, impulses, and thoughts of the chronic alcoholic or of
the senile.

Conversely, when these special conditions are absent, and
the state of the organic life is healthy, the emotional tone will
be optimistic. And this optimism will be manifest in impulses
and ideas, more or less intense, more or less extravagant,
according to the organic energy which inspires them, and the
degree of the dementia which allows their development.

This optimistic form is that which general paralysis more
usually takes, because it is typically a disease of the years of
fullest vital activity ; the period 30—55 is given by most
authors as that of its maximum incidence.

It follows from this hypothesis that similar optimistic
symptoms should attend other forms of dementia with sound
organic functions, and this is, in fact, what occurs.

When, for instance, by exception, chronic poisoning by
alcohol, instead of producing general visceral disorder, limits
its action mainly to the brain, dementia with optimism will
ensue, and the clinical features of exalted general paralysis
will be more or less exactly reproduced. At all events, if I
may trust my personal experience, exaltation in chronic
alcoholism is regularly associated with a relatively healthy
state of visceral function ; and though observations bearing on
the point are scanty in medical literature—reference to the
visceral condition being usually omitted—such information as is
accessible tends in the same sense. Régis,(*) for instance,
has published a remarkable case of a chronic alcoholic who
presented typical physical and mental symptoms of exalted
general paralysis, including the impulses of acquisitiveness ; at
the postz-mortem none of the appearances of that disease were
found ; there was atheroma of the brain-vessels, and “no
lesions in the thoracic or abdominal organs” An almost
parallel observation has been recorded by Camuset.(**)

And a somewhat similar interpretation suggests itself in
those cases where chronic drunkards presenting at first the
normal depressed delirium of alcoholism, develop exaltation
when they have been for some time under treatment. In such
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cases the graver incidence of the poison on the brain leaves a
lasting dementia ; the damage to the viscera is slighter and
transitory, and when it passes away and normal function is
restored, the affective tone changes correspondingly from
depression to exaltation. A case published by Bonville Fox (*)
is a good example of this evolution; a chronic alcoholic on
reception was suffering from chronic gastritis, and had a
delusion that the stomach of a corpse had been put into him ;
after four years’ treatment this delusion disappeared and was
succeeded by ideas of exaltation.

In dementia due to other forms of organic brain disease, the
dependence of the affective tone on the visceral state appears
in exactly the same way. Diseased conditions of various kinds
affecting the prefrontal lobes, for instance, when extensive
enough to cause mental symptoms, give rise to a state of
enfeeblement, which is accompanied sometimes by exaltation,
sometimes by depression. Jastrowitz(**) found that in such
cases the dementia was associated with gay excitation (moria) ;
while Burzio,(*®) Voegelin,(*’) and others have published ob-
servations where the emotional tone was melancholic. ~These
differences in the affective tone cannot be traced to differences
in the character of the brain lesion ; they are, on the other
hand, easily explicable as reflections of differences in the con-
ditions of the organic life. Thus, in Burzio’s case—softening
of the left frontal lobe with dementia, melancholia, and
epilepsy—the patient was a chronic alcoholic, with cirrhosis of
the liver and general visceral disease, and to these conditions
one may safely attribute his melancholia. In Voegelin's case,
again, where a tumour growing from the hypophysis produced
cortical changes in the frontal and, to a less extent, in the
occipital lobes—other parts of the nervous system being
normal—the melancholic symptoms were associated with the
onset of the menopause.

In senility one finds the same thing ; usually the dementia
of age is accompanied by emotional depression, the reflection
of the failing organic life ; more rarely the affective tone is
optimistic, and in these cases there is, as a rule, a remarkable
retention of visceral health.

So far, then, as it goes, the clinical evidence from these
various sources leads to the same conclusions. In all these
conditions—general paralysis, alcoholism senility and the
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rest—the dementia is the only direct result of the brain lesions,
and is proportionate in degree to their extent. The active
psychic symptoms in impulse and in thought, which colour the
dementia, are not direct effects of these lesions; they are the
expression—thanks to the dementia, a greatly exaggerated
expression—of the influence of the organic life “in which the
emotions and the will are rooted ” (Maudsley).

That is to say, the simpler conditions of dementia only make
plainer and more gross the same relation that governs at least
a great part of the normal operations of the mind. “It is the
association of the emotions, and, with the emotions, that of the
impulses, that determines the association of ideas.” On
the cceenasthesis depends the grouping of the memories which
go to constitute the delirious impulses and ideas. When the
organic stimuli which make up the ccenasthesis are normal,
pleasurable, as they are more usually in general paralysis,
exceptionally in alcoholism and in senility, then the emotional
tone is optimist, the impulses of acquisitiveness, the ideas of
exaltation. When, on the other hand, the stimuli are of
disordered function, as they mostly are in the senile and the
alcoholic, and sometimes in the paralytic, then the emotional
tone with its accompanying impulses and related delusions is
pessimistic.

(1) Fourn. of Ment. Sc., April, 1898; ibid., April, 1900; ibid., Oct., 1900.
Comptes rendus du Congrés pénit. de Bruxelles, 1g00.—(3) Reports of Commis-
sioners of Prisons.—(*) Lancet, 1875.—(*) Ann.médico-psych., 1875.— (%) Fourn. of
Ment. Sc., 1873.—(%) Ann. d'hyg. publ. et de méd. lég., 1860.—(7) La paralysie
générale, Paris, 1894.—(3) Art. * Paralysie générale” in Jaccoud's Dict. de méd. et
de chir., Paris, 1878.—(Y) Op. cit.—(1%) Die progressive Paralysie, Berlin, 1880.
(M) Allg. Zeitschr. f. Psychiatrie, 1896.—('?) Op. cit.—(13) De la mélancolie dans
ses rapports avec la paralysie générale, Paris, 1880.—(") Op. cit.—(1¥) Ann. méd.
psych., 1892.—(1%) Ann. méd. psych., 1900.—(V) Op. cit.—(}%) Die Zurechnungs-
fahigkeit, Glogau, 1860.—(1%) Chorinsky, Erlangen, 1872.—(®) Ann. méd. psych.,
1873.—(8) Méd. lég. des aliénés, édit. frang., 1900.—(B) Arch. f. psych.,
1877.—(B; Arch. f. psych., 1881.—(¥) Wien. medis. Presse, 1881.— (%) Ann.
méd. psych., 1881.—(%) Ann. d’hyg. pub. et de méd. lég., 1888.—(¥') Ann. d’hyg.
pub. et de méd. lég., 1889.—(®) Ref. in Arch. d’anthropol. crim., 1891.— () Quoted
in Magnan et Sérieux, op. cit.—(®) Crimes et délits dans la folie, Paris, 1886.—
() Ann. méd. psych., 1879.—(**) Psychiatrie, ed. 5, Leipzig, 1896.—(®) Traité
des mal. du cerveau, Paris, 1825. -(¥) Ann. méd. psych., 1864.-—(%) De la démence
mélancoligue, Paris, 1883.—(*®) Quoted in Voisin et Burlureaux, op. cit.—(%7)
Traité des mal. mentales, Paris, 1881.—(®) Op. cit.—(®) Ann. mé&d. psych., 1874.—
(®) Recherches sur les mal. mentales, vol. ii, Paris, 1890.—(*!) Op. cit.—(**) Ann.
méd. psych., 1882.—(3) Ref. in Ann. méd. psych., 1883.—(4) Ann. méd. psyck.,
1857.—(%) Ann. méd. psych., 1880.—(*%) Mental Diseases, ed. s, 1898.—(4) Op.
cit.— (%) Op. cit.—(®) General Paralysis, ed. 2, 1886.— (%) Legons sur les mal.
mentales, 1897.—(%') Neurol. Centralbl., 1899 and 1900; Allg. Zeitsch. f. Psych.,
1879 and 1899.—(¥2) Ann. méd. psych., 1881.—(¥) Ann. méd. Psych., 1883.—
() Fourn. of Ment. Sc., 1884.—(%*) Deut. med. Wochenschr., 1888.—(*) Archivio di
Psichiatr., 1900.—(¥7) Allg. Zeitschr. f. Psych., 1897.
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Discussion
At the General Meeting, London, November 21st, 19o1.

Dr. RoBERT JoNEs said the paper dealt with very valuable material in the field
of medico-psychical research in which the majority of those present had no
experience, i. e. those who came to asylums from the prisons. Dr. Sullivan had
touched upon the relation of exaltation and depression. Bevan Lewis endeavoured
to explain that, physically, a process of reduction took place in the nerve-
cells, which was described as a dissolution of a greater depth in the exaltation of
mania than took place in the depression of melancholia, the difference in the
nerve-cells being essentially one of degree. He was interested in hearing that
those forms of general paralysis which came under Dr. Sullivan’s care were of a
mentally depressed type. Such had been his own experience. He had had several
cases transferred from Broadmoor to Claybury, and his experience agreed with
Dr. Sullivan's. He thought very little was known about the relation of insanity to
organic life. Ford Robertson {ad worked at the subject of the condition of the
intestinal mucous membrane in cases of general paralysis, and it was interesting
to see that he accounted for digestive abnormalities and diarrhcea as being probably
caused by the same toxazmic changes which caused general paralysis itself. At
Cheltenham, that gentleman showed beautiful preparations of lesions in the intes-
tinal canal dependent upon toxic changes in cases of general paralysis of the insane.
With regard to the emotional character of senility, it was somewhat difficult of
explanation. So much depended on the balance {etween action and inhibition,
and when that was disturbed, the slightest stimulus, otherwise insufficient, was
likely to give rise to some fleeting effect. One found that particularly so in old
people, in whom there were marked senile arterial changes. Such persons were
irritable, and would be pleased or irritated momentarily by trivial causes. Pos-
sibly at the root of these changes was an abnormal involution in the arterial
system. He said, in conclusion, that he felt very much interested in Dr. Sullivan's
paper, for it suggested the necessity for further investigation into a fertile field
hitherto but little worked upon, viz. the psychology of the emotions as bearing
upon action, normal and abnormal.

Dr. SEYMOUR TuxEe said he would like to mention one case which he thought
might interest Dr. Sullivan. That gentleman mentioned fifty-five years as being
the limit of age, and he referred to depression in people who were of a certain
age as being a special attribute of the general paralytic. He, Dr. Tuke, last year
had a very interesting case, that of an old gentleman who was the most mag-
nificent type of old man that he had ever seen. He was, and always had been,
very keen on athletic exercises and massage. He was in the habit of massaging
himself thoroughly every morning, from the head downwards. He was sixty-two
years of age, and had a typical attack of general paralysis, with the most extra-
ordinary exaltation. He was exalted from the commencement, and even in his
dementia he was not known to be once really depressed. He was always full of
the idea of driving a four-in-hand, and going about in steam launches. He
had done a good deal of that sort of thing in his earlier years. He went through
all the typical stages of general paralysis, and throughout his optimistic
delusions persisted, as well as his idea of his own youth.

Dr. SuLLivaN, in reply to the observations of Dr. Robert Jones, said he
gathered from Bevan Lewis’s account of his work, that in his endeavour to explain
the mental symptoms related to alcoholism by reference to the brain, he had
appealed to certain facts of autopsy and conditions of the brain-cell, about which
there was a lack of absolute unanimity. Some others, who had also endeavoured
to explain emotional states by the condition of the brain, notably Dr. Turner, had
mentioned similar conditions, but they explained the influence of those conditions
on the emotional tone in an opposite manner. There must, no doubt, be an
underlying cerebral condition for the affective tone, but that was still a matter of
pure speculation. He thought one could sufficiently explain impulse and thought
in conditions of dementia without supposing that impulse and thought depended
on changes in the brain ; that all the changes in the brain did was to allow the
ordinary emotional conditions to develop in a more exaggerated form than they
otherwise would, and that consequent upon those emotional changes was the
condition of thought in the disease.
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Notes on Hallucinations. [. By CONOLLY NORMAN.(})

ALTHOUGH hallucinations are so common and universally
recognised as an indication of insanity (Esquirol reckons,
probably truly if we count every stage of every case, that
they occur in 80 per cent. of cases of mental alienation, and
we all know that even with the general public there is no
proof of aberration more convincing), yet there are many
points connected with the study of hallucination which are
worthy of more attention than they generally receive.

In any individual case in which hallucinations are a
prominent symptom, one of our first inquiries will be whether
they owe their special interest to an unusual extension over
the entire sensory field or to an unusual distribution within
some division of sense. There are not a few cases in which
every sense and many subdivisions of senses, if this phrase is
allowable, are attacked ; others in which one or more stand
out as being the only senses inyolved, or as being so pre-
eminently engaged that the involvement of the other senses is
dubious or is concealed.

In the present memoranda I propose to consider the points
which arise in a particular case now under my observation.
This case is not very complete with regard to extension, inas-
much as the engagement of two of the senses is somewhat
doubtful, as will be shown hereafter. One of these is vision
and the other the sense of mental action. No one will deny
the importance of the sense of vision in respect of our
relation to our environment. The sense of mental action, on
the other hand, is one which has escaped the notice of the
physiologist because it is of no great importance in the normal
state, when it rarely appears above the threshold of conscious-
ness. The conditions under which we are conscious of mental
action usually approach the abnormal. Thus, when we are
very tired, when the attention is exhausted by prolonged
occupation with one topic, or fatigued by the strain of
endeavouring to fix the thoughts on one subject while another,
perhaps reinforced by strong emotion, is constantly obtruding
itself into the mind, we feel that our thoughts cannot be
controlled, or we feel an intense sense of mental weariness.
Perhaps distinct obsession is too absolutely pathological a con-
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dition to be classed together with normal phenomena, but the
state analogous to obsession in which the sight of a train
coming into a station or the looking over a precipice produces
a curious feeling of impulse to precipitate oneself is probably
due to an interference with the sense of mental action.
Ordinarily, however, and in most matters, we use our minds
without any distinct sense of mental action. Nevertheless, in
paranoia where we see many of those dissections through
disease which often throw unexpected light upon normal
function, the sense of mental action is often of great im-
portance, since its morbid manifestations serve to reinforce
delusions of malign and occult influence. Nothing is more
common among patients of this class than the complaint that
their thoughts are influenced, that they are compelled to think
in certain ways or are rendered incapable of thought or the
like. It is often obvious that we are not dealing with a mere
inference in these cases, but that the feeling (sense) of mental
action (taking place in an abnormal way) is as distinct as the
hallucination of any other sense.

The following is a brief abstract of the case on which I
desire to comment on this occasion :—G. L—, a single woman,
who had formerly been a servant, whose age was 60, was
admitted to the Richmond Asylum towards the end of October,
1901. There was absolutely no history further than that she
had been four years in the workhouse whence she came,

She was a well-nourished person presenting no physical
indications of disease. The skin of the face, backs of hands,
and forearms was much tanned, as if from exposure to the
weather. The left pupil was somewhat larger than the right.
Both were normal in outline, and responded normally to
light and accommodation. Vision good in both eyes.

The facial expression was intelligent and cheerful ; she
was tranquil and free from confusion ; she conversed with in-
telligence. Replying to questions about her condition, she
revealed numerous hallucinations, together with delusions of
the common organised paranoiac type. Enumerated sys-
tematically, the following were the hallucinations found :

General sensibility—Sharp pains all over the surface, de-
scribed as “ pricks,” “ stabs of pain,” “stitches,” “ darts ” of pain,
“like hot sparks from an anvil,” together with more constant
aching pains in the joints and muscles. Sometimes the sharp
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pain seems to be all over the surface, so that she feels as if
surrounded by fire, as if her bed were on fire.

Temperature sense.—Besides the feeling of burning or pain-
ful heat, a sense of warmth and flushes of sudden heat are
shot over her, or sudden chills and sensations of icy cold.

Muscular sense.—Extreme feeling of lassitude and weariness
without cause. The limbs feel like lead, so that the patient is
surprised that she can walk, so heavy are her legs, or lift her
food to her mouth, so heavy are her arms.

Tactile sensibilitv.— Here she complains of a peculiar sensa-
tion which I have not before found in cases of hallucination.
Her hands from time to time feel dry and glossy. The
dryness she describes is not a harsh dryness, but a smooth
dryness. She states that it is as if her hands were polished, as
if they were covered with a thin layer of dried gum, or
varnished. Again, she describes the surface as “ glassy ” or as
“silky.” This sensation she obtains by rubbing her finger tips
together, or touching the fingers of one hand with those of the
other.

Now, besides being most likely very rare, this sensation
is of singular interest, as corresponding precisely to the
sensation produced in patients who are taking belladonna.
That the feeling in the latter case may be in part a
nervous one is possible, but it is more likely that it is
conditioned by the dryness of the skin arising from the
suppression of perspiration produced by the drug. It is
scarcely necessary to say that my patient has not taken
belladonna. Neither does she present that dryness of the skin
of the hands which would account for the sensation she
describes. There is no reason to believe that she can have
associated with a person presenting this silky dryness of the
skin ; all the probabilities are against suggestion of this sort.

Gustatory.—She tastes intensely acid tastes; also the taste
of alum, a strongly astringent taste. These tastes are not
stated to be confined to the back of the tongue, as one has
occasionally found such gustatory hallucinations to be. The
physiological writers state that the true tastes are but four—
sourness, sweetness, saltness, bitterness. It appears to me
that this list ought to be increased by the addition of two
others—astringency and pungency. The sensation of astrin-
gency (in this case compared to alum) is certainly a taste. It
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has nothing to do with smell. Its connection with general
sensibility is remote if it can be said to exist at all, for the
sensation that alum produces on the tongue seems absolutely
of a different order from that produced by astringent and
desiccating substances applied to the skin or mucous mem-
brane elsewhere than in the mouth. I am not so clear as
to pungency. Of course the savours which distinguish
different pungent substances from each other are largely a
matter of smell, but with regard to the underlying pungency
itself, it seems to somewhat closely resemble the smarting
which similar substances produce when applied to the surface.
" Perhaps this sensation of pungency or acridity may be called
the least differentiated branch of taste—may, as it were, furnish
a connecting link between general sensibility and taste.

Olfactory—She is worried with odours of faces and such-
like filthy substances, or she smells the scent of fruit, more
specifically of lemons.

Respiratory—There are a series of sensations connected
with respiration which I believe ought to be regarded as a
separate sense. We are little conscious of them in the
normal state, but they readily come prominently into con-
sciousness when respiration is impeded, and disturbances in
this region of sensibility are common in the insane. They
are frequently associated with olfactory hallucination, but they
may exist alone. In the case before us the patient suffers
from the feeling that she is, as she expresses it, being
fumigated ; her breath is caught. She has also “chucking”
sensations in the throat, as if her wind-pipe were being forcibly

dragged up.
Visceral semsibility.—Sensations of movement in the ab-
domen and of torsion. “It is like as if a stick was thrust

up through me and twisted round.” Similar complaints are
common among paranoiacs and hypochondriacs. They probably
connote the appearance in consciousness of disturbances in
regions commonly below its threshold.

Genital sensibility—An electric wire is thrust into the
vagina, and causes much distress, by producing not only pain,
but specific sensations.

Visual—No visual hallucinations appear to exist now and
none have existed recently, but the patient says that four years
ago, when, as she states, probably correctly, the annoyances
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began, she had a vision once of an angel with a drawn sword.
This vision occurred in church. I am not sure how far this is
to be regarded as a true hallucination. As is so frequently
the case, the patient seems to attribute something less of
reality to it than she does to her auditory hallucinations. The
latter she Aears, the former she does not say she saw, but she
had a vision of. It is interesting to note that while in some
cases visual and auditory hallucinations coincide as to time
and are often closely associated together, it very frequently
occurs that hallucinations of vision cease comparatively early,
while the auditory remain. In some cases we are told of
visions, or what are apparently visual hallucinations, appearing
but once and intimately associated with the building up of a
whole scheme of delusion. Thus in a case at present under
my care the patient relates how a man whom he had never
seen before but whose appearance he describes came into the
room where patient was working one day. Nothing particular
happened then, but the following night voices began to torment
the patient as well as all other kinds of sensory disturbances,
and these he attributes to the unknown visitor, though he
never saw him again nor has he had any further visual images
of persons. In such a case, however, unless one should have
trustworthy contemporary evidence of the vision, it would seem
probable that the sequence of the events is not as described by
the patient, and that the vision was not an hallucination but
merely a delusion by reminiscence arising out of an endeavour
to explain subsequent experiences.

Sense of Mental Action—Besides the senses ordinarily
recognised, disease at least seems to show, as we have said
above, that there is a sense of mental or cerebral action.
The very frequent complaints of paranoiacs that their thoughts
are interfered with, that they are made stupid, that they are
made say, do, and think things that they know to be wrong,
and that they do not wish to do, do not present themselves in
this case. The nearest approach is “ they sometimes make me
stupid with the tar gas which they make me smell ;” but as
she appeals to the fact that at such times the eyelids feel
heavy, as a sign that she is stupefied, there is probably little
true sense of interference with thought. What exists is
rather an inference than a sensation.

Auditory Hallucinations.—She hears sounds of buzzing and

XLVIIL 4



50 NOTES ON HALLUCINATIONS, [Jan.,

whirring, rolling of wheels and peculiar clattering, all of which she
is confident are the sounds produced by the action of electric and
magnetic machines. She also hears voices, which talk about
her doings and her affairs, which abuse and threaten her,
which are often horribly obscene and blasphemous. They
talk also of the mode in which they torment her—“ now we
will put on the machine,” “ now we will give it to her,” and the
like. Further, she sometimes hears voices which remonstrate
with the others, and speak in her favour.

The auditory hallucinations present many characters, which
are frequent. They consist mostly of “ voices,” and the voices
are as usual personal, abusive, indecent, and blasphemous.
These characters are sufficiently accounted for by the “ego-
centric ¥ suspicious nature of paranoiacs, and by the fact that
the patient is a respectable elderly woman. Besides the
voices (verbal auditory hallucinations) she hears the sound
of the machine that is working upon her, and she distinguishes
the whirring of wheels, etc. (common auditory hallucinations).

It will be remembered that Séglas has divided auditory
hallucinations into three classes: elementary (vague noises);
common (sounds associated with definite objects); and
verbal (where a voice is heard). These three orders, as he
points out, indicate the engagement of physiologically separ-
able functions, the hearing of noise, the recognition of sound,
and the comprehension of speech. They are correlated to the
conditions existing in another series of pathological states,
where we have respectively cortical deafness, psychical deafness,
and verbal deafness.

This patient also shows, among her auditory hallucinations,
the interesting phenomena of a voice which takes her part
against those who abuse and defame her. This has been
regarded as a malum signum and an indication of chronicity,
and my experience coincides with the notion, though I fail,
as I have pointed out elsewhere, to perfectly appreciate the
theoretical explanation which has been given for its grave
prognostic importance.

The points, however, of special interest are that the patient
is only conscious of hearing sounds of machinery and the
voices of her persecutors, etc., with the right ear, while she is
in fact absolutely deaf of that ear. The voices, etc., seem to
her to proceed from a point about a foot to the right of her right
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ear. She was, when I first saw her, conscious of being some-
what deaf of her left ear, but did not recognise till I tested her
hearing that she was deaf of the right. I gathered that the
constant hearing of voices on the right side satisfied her of the
soundness of her hearing on that side. Nevertheless I found
that she could not hear a watch on the right side, even when
touching her ear, nor when pressed against the skull. Being
anxious to obtain a skilled opinion about the aural condition,
I sent the patient to the well-known specialist, Dr. R. H.
Woods, who very kindly examined her for me and courteously
wrote to me as follows :

“In the left ear there was no cerumen, the drum was
slightly anxmic but otherwise normal in appearance. The
hearing distance with a watch was }; Rinne’s test was $§
normal. The tuning-fork placed on the vertex was heard
only in the left ear. The right ear was plugged with cerumen ;
the drum normal in appearance, but would probably look a
little anzmic if sufficient time elapsed after syringing. The
hearing distance of a watch was lost, Rinne’s test was g%.
There was no Eustachian obstruction in either ear. The con-
clusion, therefore, that I draw is that she is suffering from
either auditory or labyrinthine deafness in her right ear, the
hearing in the left being very fair.”

The association of hallucinations of hearing with deafness
has long been observed. It was noted by Calmeil some sixty
years ago. Brierre de Boismont repeats the observation in
his book on hallucinations. Ball more recently goes so far as
to mention deafness as a cause of hallucinations of hearing.
Savage endeavours to account for the association through the
tendency to suspicion that naturally seems to spring up in
people who have grown deaf. It is apparently intelligible that
the irritation produced by a growing defect, the liability to think
that that conversation which is not heard relates to oneself|,
and the constant straining of the attention in an effort to hear
should combine to bring about hallucination. To accept this
it is not at all necessary to refer to the old psychic theory of
hallucination. It is an equally plausible doctrine if we accept
with, no doubt, the majority of modern thinkers, the theory of
Tamburini. However explained, the association is one that is
quite familiar to most alienists, though it does not appear to
have attracted much attention among otologists. It has been
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suggested that tinnitus, the noises arising from cerumen, etc.,,
may give rise in some cases to auditory hallucination by the
transitional path of delusive interpretation, but against this
notion it may be argued that in the most familiar examples of
delusive interpretation there is little that is analogous to the
conversion of a vague sound arising in the ear into a distinct
verbal hallucination. Besides, in my experience, it has certainly
not been with cases where there was tinnitus, etc., that
hallucinations were markedly associated, but with cases of
complete deafness.

Unilateral hallucinations, either occurring alone or occurring
in cases where other hallucinations existed, have been
occasionally described. I think they are rare, though Dagonet
may be right in saying they are often overlooked. Ball, and
subsequently Régis, wrote accounts of a case of unilateral
auditory hallucinations coinciding with otitis media of the
same side. Mabille has described a case in which a melan-
cholic woman suffered from right auditory hallucinations and
was found to have a foreign body in the right external auditory
canal. When the foreign body was removed the hallucinations
ceased, but the patient remained melancholic. Féré has
recorded a case of unilateral hallucination of hearing associated
with herpes in the trigeminal region. In such cases peripheral
influences seem undoubtedly to have some share in bringing
about hallucination. How they act it is not easy to see.
Raggi, some years ago, described two cases in which it is
difficult to find a common explanation. In one an elderly
drunkard, unaffected with any discoverable ear disease, had
unilateral hallucinations of hearing and bilateral of vision. In
another an old woman had visual hallucinations confined to
the right side, the right eye being affected with cataract. After
cataract operation the hallucinations disappeared, but recurred
shortly afterwards in a worse form than before.

The suggestion that functional disease is more liable to
appear in a centre thrown out of gear by the absence of the
normal stimulation might be plausible in some cases of
auditory hallucination in deafness, whether unilateral or
bilateral, but it does not seem to meet certain other ex-
periences. Thus v. Grife’s case points rather to peripheral
irritation. Here a middle-aged man, who had lost the sight of
both eyes apparently through panophthalmitis, developed visual
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hallucinations. Both eyeballs were atrophied and contained
calcareous deposits. Neurotomy was performed and the
hallucinations at once disappeared. It does not seem that the
patient had other hallucinations, but he would appear to have
accepted the truth of the visual hallucinations while they
existed.

It is to be observed that in the case which I have
endeavoured to describe, none of the hallucinations are uni-
lateral save those of hearing. Dismissing the doubtful visual
hallucinations, and assuming that the auditory took the lead in
time, we are on the horns of a curious dilemma. If peripheral
irritation or injury was an important element in producing
unilateral auditory hallucinations, why should bilateral hal-
lucinations of many other senses appear? On the other hand,
with a strong tendency to hallucination of all the senses, why
do auditory hallucinations, so common in those that hear and
in the deaf, only appear in this case on the side which is
deaf?

As I have mentioned, the delusions existing in my case are
quite of the classical type. The patient does not know (but
suspects that [ know) who are her persecutors. She talks of
“this system of annoyance and defamation;” dates events
from the time when “they began to practise upon me;”
believes that the annoyance and “practice” are carried out by
means of electricity, magnetism, and “mesmericks.” She
pities the officers of the asylum who are unable to control the
“practice ” to which she is subjected, and she describes their
personal eccentricities with some astuteness and a marked
absence of favourable prejudice.

(") Read at a meeting of the Medical Section of the Academy of Medicine in
Ireland, November, 1901.




54 CLINICAL NOTES AND CASES. [Jan.,

Clinical Notes and Cases.

Case of Unilateral Hallucinations of Hearing, chiefly
Musical ; with Remarks on the Formation of Psycho-
cevebral Images. By Alex. Robertson, M.D,, F.F.P.S.G,,
Consulting Physician, Glasgow District Asylum, Gartloch.

IN supplement to my paper on one-sided hallucinations in
the Journal of Mental Science for April, 1901, the following
case of a similar kind, but presenting special features, is, I
think, of sufficient interest to be recorded. The patient is an
inmate of the Glasgow Old Men and Women’s Home, and is
a man of some literary ability, as is shown by his still continu-
ing to contribute articles from time to time to journals published
in London. The Home, it need scarcely be said, is for people
of sound mind, though many manifest indications of the ordinary
mental decay incident to old age. The patient referred to is,
however, acute and intelligent, and free from all suspicion of
mental weakness or disorder. The account of his experiences,
which he submits, may therefore be regarded as very reliable.
It seems preferable to give it in his own language, only pruning
it a little from unnecessary detail. The form in which it
appears is due to his great deafness, on account of which the
desired information could only be obtained from him as replies
to written questions.

The appended report by Dr. Barr, author of a well-known
treatise on diseases of the ear, on the condition of the patient’s
hearing, along with his remarks on that and other like cases in
people of sound mind, will be regarded as of considerable
importance and value.

A. L—, ®t. 76, merchant.

Que.mon: and Answers—1. Which ear are imaginary musical or
other sounds heard in? A4ns. The right ear only.

2. Are they always heard in that ear? Ans. Yes; the left ear seems
impervious to all sounds.

3. Do the sounds ever appear like voices? and, if so, what do the
voices say? Are they men’s or women’s voices, or both? Ans. No;
they do not resemble the human voice, but instrumental sounds only.
(Answer to question § modifies this answer. It there appears that he
has heard * voices,” but only as singing.)
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4. Describe the musical sounds in some detail, such as the character
of the instruments, and particularly if they are high or low notes.
Whether are the high or low notes heard best? A4ns. They are those
of orchestral brass instruments, and the middle notes inclining to the
lower seem predominant.

§. During how many years have these sounds been heard? Have
they been constant during these years, or sometimes absent? What
time of day generally? Ans. It is about ten or twelve years since
these sounds began to manifest themselves. Then they became very
troublesome and intermittent, and this led to the fear that the brain
was being affected. Often during the day, while at business, I heard
the sounds as of an orchestra, which ‘suggested the presence of a
German band, and 1 would look out to see if it were playing in the
street. Even at night, 10 or 11 o'clock, the same effects would be
produced, and I have opened the windows for the same reason, to find
it was only illusory. On one occasion, at Queen’s Terrace, I seemed to
hear strains of music in the next house, and could discriminate the
various instruments, the music that was being played, and a very fine
baritone voice singing along with the instruments. I called the atten-
tion of Mrs. S— to it, and asked her to listen, which she did, but told
me that she could hear nothing. I persisted, however, in saying that I
could follow the music with perfect confidence, and it was only by
perceiving that the National Anthem was being too often repeated that
I came to the conclusion I must be in the wrong. It happened
frequently that after getting into bed I heard a rushing sound, as if
the room was crowded with bats violently flapping their wings, at which
I would sit up till the sounds gradually disappeared. It was about the
same time that my sleep was much disturbed by unpleasant dreams and
visited by frightful spectres, which would give me no rest. This
distressing state has quite disappeared, but there still remains in the
left ear a faint sound as of falling water, which was the first indication
of my ear trouble ; and in the right ear when I hum to myself, especially
in bed, there is the sound of a harmonium, soft or loud, according to
the pressure on the ear. In attending church now I use an ear-trumpet,
but derive little benefit from it. I hear two voices in church, the first
being the natural voice, the other of a different kind, which overlaps
the natural voice and destroys all articulation, which is quite lost.

6. Are you always conscious that the sounds are imaginary, or do you
think them real sometimes? Ans. I am now convinced that they are
wholly imaginary, as I cannot hear the sounds really produced, unless
through the ear-horn.

Note by Dr. Barr.

First saw patient eight years ago when very deaf in both
ears, with a constant rushing sound in left ear. At that time
there was a history of defect in the left ear for ten years, and
in the right for two years. Now the hearing is extremely
defective. A watch heard ordinarily at forty inches from the
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ear is not perceived in pressure on eitherear. On left side loud
speech close into the concha is not understood. On right side
such speech is only heard and understood very near to the ear.
A Galton’s whistle is not heard at any degree of pitch. There
is nothing in the external or middle ears to account for such
an extreme degree of defective hearing. The Eustachian
tubes, as tested by the catheter, are quite permeable. The
examination therefore points to an affection of the nerve
structures as the cause of the defect. Whether this be central
or peripheral (in the labyrinth) cannot, I think, be determined
with any degree of certainty. No doubt the idea of a central
lesion is suggested by the peculiar subjective sounds or halluci-
nations of hearing which he experienced for a considerable
time. These took the form of complete tunes (described in
his own statement).

In a note accompanying above report Dr. Barr remarks, “ I
had a lady under my care (now dead) who assured me that
she heard constantly going on in her ear (or head) the tune
usually heard with the singing of the metrical version of the
1ooth psalm. This had gone on for years, and followed a fall
on the pavement, when her head struck the kerb-stone violently.
There was no explanation in the ear so far as it was accessible.
I now know a gentleman (I think also known to yourself) who
hears the sound of an electric bell at definite and perfectly
regular intervals of time in his ear. I had also a case a few
months ago, of musical compositions being heard in the ear.
I cannot at present find my note of this case.”

“ Apparently Mr. L— is a man of distinct musical gifts, and
has also evidently some literary power.”

Remarks by Dr. Robertson.—In accordance with accepted
doctrine regarding the functions of the cerebrum, it is probable
that a complex combination of sounds such as constitute a
complete tune or other piece of music, assumes a definite shape
and enters into consciousness in the related perceptive centre in
the temporo-sphenoidal lobe. There may probably be a certain
arrangement of impressions in the labyrinth and auditory nerve,
but it is not likely, considering the structure of these parts, that
this will go beyond such an assortment as will prepare them
for fitly taking their place in the central blend that constitutes
the fully developed form.
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The reappearance in the mind, from time to time, of the
same combination of impressions as in Dr. Barr's case of the
recurring psalm-tune, or the words, “ come this way, come this
way,” in one of my own cases,(') raises a question of still
greater difficulty than the one just referred to, viz. how on
the physical side is the revival produced? The same problem
is involved in the memorial recurrence of all sensory images,
and, indeed, in the exercise of thought. Some light may
ultimately be thrown on the subject by the study of simple and
one-sided phenomena, such as are recorded in this and the
previous paper, or we may at all events be able to formulate a
working hypothesis as a platform for further investigation. It
would, of course, be out of place in the present connection to
attempt a discussion of questions of such magnitude. I may,
however, in accordance with the most generally accepted views
of the neuron and its associations, briefly indicate the direction
in which, as appears to me, progress is most likely to be made.

In the higher animals the gemmz of the protoplasmic
processes and collaterals of the axis-cylinders are discon-
tinuous, though in close proximity to each other, and are
thus open to receive impressions coming by different routes.
It is further to be noted that in immediate relation to the cell-
body of the neuron there is a pericellular reticulum, which is
in intimate association with the similar reticula of at least
neighbouring nerve-cells. In these structural conditions there
seems to be a mechanism fitted to combine and unify the
elementary parts of images into one harmonious whole. Again,
it is to be borne in mind that the molecules of matter are
believed to be in constant motion—motion that is under the
plane of observation with our present powers.

Turning now to the formation and renewal of cerebral
images, we may conceive that impressions coming from
external objects are transmitted as waves of subconscious
vibration to the reception-centre, where a group of neurons,
through the reticula surrounding their cell-bodies, enter into
corresponding or related vibration, as a result of which the
complete form is presented to the mind. Further, just as the
combined action of nerve and muscle in any movement
facilitates the repetition of that movement, so the impress
produced on living nervous matter in the production of the
image will dispose to the recurrence of the same combination
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of neurons and the same character of vibration in them with
the revival of the image in consciousness.

Thus, then, we may entertain the thought that memorial
representations of all kinds, on their physical side, are vibratory
in their nature, and that the vibrations occur in definite
associated groups of neurons. We may further suppose that
with the changes in the countless images that pass before the
mind, there is a corresponding kaleidoscopic change in the
mutual relations of the neurons concerned in their production.

(1) Fournal of Mental Science, p. 281, April, 1901.

Degeneration of the Optic Thalami (Preliminary Note).
By J. B. BLACHFORD, M.D., Assistant Medical Officer,
City and County Asylum, Bristol.

T. W—, shorthand writer, admitted January 16th, 1899, suffering from
mania.

Family history.— Father alive; mother died of heart disease.
Brother : one, alive and well. Sisters : two, both died of scarlet fever.
Children: one girl @t. 7 years, alive and well. One child died;
death certified as being due to syphilis. Wife has had three or four
miscarriages. Mother’s sister very neurotic.

All mother’s brothers had something wrong in their head. Some had
‘“ water on the brain.”

Personal history.—Patient has been a heavy drinker, has no history
of cough or fits; has been engaged as a clerk, but sight has been
failing for three and a half months. Vision began to fail at periphery
of field; he has been under Dr. Critchett and Mr. Cross for optic
atrophy.

On admission, patient’s thoracic and abdominal organs were
apparently normal. There was an old ulcer and pigmentation scar on
left shin, four inches by three. Knee-jerks absent ; gait not ataxic; no
plantar reflexes ; no Romberg’s symptom ; pupils did not react to light ;
there was right external strabismus ; patient was quite blind.

He was ordered Hyd. Perch. and Pot. Brom. For a time he was
restless and excited, striking at imaginary persons, and had to have a
sleeping draught at night. He took his food well, and on January 28th
is noted as being quieter but very lost. He gradually got weaker and
died on February and, 1899, just twenty-nine days after his admission.

At the post-mortem examination the following appearances presented
themselves. Skull-cap, average thickness; dura mater, average thick-
ness ; pia mater very congested, slightly thickened, stripped in patches ;
no adhesion to cortex. Brain weighed 1341 grammes, vessels healthy.
Circle of Willis complete and symmetrical.
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Grey matter very congested and soft; white matter congested, soft
and cedematous. Ventricles full of fluid; ependyma granular, very
congested. Choroid congested ; fornix soft; velum interpositum con-
gested ; ependyma of fourth ventricle very granular.

The basal ganglia and capsules were soft and congested. After these
had been hardened in picro-formalin the whole of both optic thalami,
and to a certain extent the anterior corpora quadrigemina, presented on
section a marbled appearance, having various-sized lighter patches
scattered throughout them, and on being treated by Lord’s modification
of Nissl’s method a number of the cells appeared to have degenerated,
but owing to other work pressing at the time only a few sections were
examined, and careful investigation was not made with a view to locating
the more extensively diseased parts.

A. H—, ®t. 39, married, gas stoker, admitted September 16th, 1897,
suffering from dementia.

Family history.—A niece on his father’s side is subject to fits. Patient
has six healthy children alive, and four died of convulsions at various

es.

Personal history.—Patient has been a heavy drinker. Five years ago
was seized with a strong fit, after which he kept well for a year, when
he had a second ; then for a time he had them frequently. For the
past twelve months has been going gradually blind and has been
deluded for six months.

On admission his thoracic and abdominal organs were apparently
healthy, knee-jerks brisk, pupils reacted to light but slowly, and he
was blind.

Present condition very demented, laughs foolishly on being spoken
to. Disc atrophied, pearly white; can stand, but cannot walk without
assistance, and then drags his right leg somewhat. Right hand partially
paralysed. Some anzsthesia of right forearm and outer side of right
thigh. Knee-jerks equal, brisk, no clonus. Pupils equal, average size,
fixed.

G. B—, 33, single, labourer, admitted August 14th, 1901, suffering
from dementia

Family history.—Father and mother both dead; brothers (four) all
alive and well ; sisters (five) all alive and well. No history of insanity,
paralysis, epilepsy, or drink in the family. One of mother’s sisters died
of phthisis.

Personal history.—Patient was in the army for seven years; left
about ten years ago ; he used to drink a fair amount of beer. (Says he
has had syphilis.) Four or five months ago he complained of pain in
the back of his head ; this got better in a few weeks’ time, and he went
to work again for the next few weeks ; he then became worse and went
to bed, where he has been for the past fifteen weeks. During the whole
of this time his eyesight has been gradually failing.

On admission, lies quietly in bed, taking no interest whatever in his
surroundings. It is difficult to attract his attention, and he shows no
sign of understanding what is said to him, except by protruding his
tongue when requested. When any movement is required he has to be
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assisted ; put out of bed he would fall if unsupported. His gait could
not be tested as he would make no attempt to walk. He moves his
arms about aimlessly, coarse tremors accompanying these movements.
No tremors of the head, face, or tongue. Pupils widely dilated, equal ;
do not react to light. Sudden approach of an object to the eyes causes
no reflex contraction of lids. Knee-jerks exaggerated; no clonus;
vision very defective. He has a puckered scar over top of the manu-
brium sterni, and another behind the right shoulder, and has, since his
admission, stated that he had syphilis some years ago.

On August 16th he was put on Pot. Iod. and Hyd. Perch.

August 26th.—Has distinctly improved under treatment. Vision some-
what better.

September 3rd.—Answers questions quite smartly, and has a bright
and cheerful manner. Vision improving, but still defective. Gait
fairly good ; stands and turns without difficulty ; stands alone with eyes
shut, touching tip of nose with index finger easily with eyes shut;
pupils equal, regular, react to light, accommodation, and consensual
reflex. Plantar reflexes equal, normal. Knee-jerks equal and brisk.
No clonus. Sensation unimpaired.

G. M—, 48, single, labourer, admitted July 11th, 1901, suffering
from dementia.

Family history.—Father died of apoplexy, otherwise there does not
appear to be any history of insanity or neurosis in the family.

Personal history.—Patient was in the army for fifteen years ; he left
it six years ago, since then he has been doing labourer’s work. He has
been a fairly heavy drinker, and had syphilis twenty years ago.

On admission, thoracic and abdominal organs apparently normal.
He is unable to stand ; vision very defective ; mentally, very demented ;
memory almost gone ; pupils equal, regular, react to light readily ; knee-
jerks equal and brisk. On attempting to stand sways in every direc-
tion, but chiefly backwards and forwards. Sensation apparently normal.
Shortly after admission was put on Pot. Iod. and Hyd. Perch.

September 8th.—Gait improved ; mentally much clearer; vision im-
proved.

Present condition (October 2nd).— Answers questions smartly and
intelligently ; works usefully about the ward ; vision much improved,
that of the left eye still rather defective.

These four cases may be summarised thus:

I
c:::l?t‘iaoln. ‘ Vision. teI:ilelgiels. Gait. 1 Sensation. | Knee-jerks. Syphilis.
1. Mania ‘ Blind Absent No ataxia — Absent 1
2. Dementia(*), Blind | Sluggish; | —— — Brisk | 1
absent i .
3. Dementia | Defective;; Absent; | — - Normal Brisk ' 1
improved | normal | i
4. Dementia IDefective; Normal | Ataxic i Normal Brisk | 1
! improved 1 !
|
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The first is the only case in which the diagnosis could be
verified by post-mortem examination, and in it, as above stated,
there was ample evidence of degeneration of the optic thalami,
and, to a less extent, of the anterior corpora quadrigemina.

The symptoms, however, in the three following cases are so
like those in the first that I think we shall be justified in
attributing them to a similar cause ; and, from the facts that in
three of the cases there is a distinct history of syphilis, and in
the last two marked improvement occurred under anti-specific
treatment, the primary cause would appear to be degeneration
of the neuron brought about by that disease. If, after more
extended experience, we find this to be so it will be interesting
as marking off a distinct form of nervous affection which in the
past has no doubt at times been attributed to general paralysis,
at others to cerebral tumour, and, perhaps, even to that
amaurosis which is a frequent accompaniment of Bright's
disease, and less so of chronic nicotine poisoning. Evidence,
which has been accumulating for some years, now tends more
and more to compel us to believe that syphilis is the great cause
of degeneration of the neuron in locomotor ataxy, and perhaps
also in general paralysis; and other facts which strike one as being
significant in this connection are that all these diseases appear
to be more common in men than in women, and that they
affect similar periods of life, namely, the middle adult, and
also that in the case of T. W—, in which a post-mortem exa-
mination was made, the ependyma of the ventricles was very
granular, especially that of the fourth, a condition which has
always struck me as being more frequent in general paralysis
than in any other disease.

The clinical symptoms appear to be few, being practically
limited to rapidly increasing dementia and loss of vision, with
a slight amount of ataxia, indicated more by swaying to and
fro than by inco-ordinate movements of the legs. The knee-jerks
were noted as being absent in the first, and exaggerated in the
remaining three, but except in spinal diseases, they are at the
best very dubious guides to diagnosis. The absence of other
symptoms is no doubt to be accounted for by the localised
position of the part affected, and by that affection not being of
such a nature as to cause pressure on surrounding parts. There
is, however, one particularly interesting anatomical point which
is difficult to understand. Why is sensation apparently so little
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affected? The fillet, which carries up all sensory impulses
except the visual and olfactory, is divided into three parts : the
lateral, carrying impulses from the auditory apparatus, terminates
in the posterior corpora quadrigemina, sending a few fibres to
the anterior ; the crustal fillet, receiving the impulses from the
sensory nuclei of the cranial nerves, terminates in the globus
pallidus of the lenticular nucleus of the striate body ; while the
central or spinal fillet, receiving all sensory impulses from the
trunk, terminates in the optic thalamus. Under these circum-
stances one would expect that any general degeneration of the
thalamus, such as, at any rate, occurred in the first case, and
which went so far as to cause absolute blindness, would have
for one of its early symptoms general trunk anasthesia, but
this does not appear to be so. The condition of the pupils is
also interesting, but is probably more easily explained. In the
first case the patient was blind on admission and his pupillary
reflexes were absent. In the second the patient was blind but
could distinguish light from dark, and was not so far advanced
as the first ; the reflexes are noted as sluggish, and later on
absent. In the third vision was defective and reflexes appa-
rently absent, but as vision improved the reflexes returned and
became normal, although vision did not do so; and in the last,
vision on admission was defective, but pupillary reflexes normal,
and this was the least advanced case. I think that the explana-
tion of these phenomena consists in the difference in function of
the optic thalami and anterior corpora quadrigemina. If we
consider the latter to be chiefly reflex ganglia, while the former
. are intercalary ganglia, between the optic tracts and the visual
centre in the cuneus, we can understand that the predominance
of visual over reflex symptoms and vice versé will depend
upon which centre is first affected.

From a clinical view one point is of special interest, namely,
the rapid improvement in early cases under antisyphilitic
treatment, although the last two cases, which are those to which
I am now referring, have not yet recovered mentally, and
probably never will quite recover their vision. They both
have so far improved that they will probably shortly be able
to be discharged as recovered, and the loss of vision has
certainly not only been checked, but a certain amount of re-
cuperation has been effected.

I can find very little written, at any rate in English papers,
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with regard to the function of the optic thalami. Experiments
of M. J. Sellier and N. H. Veryer apparently go to prove that
their »é/e is sensory, but according to these two observers this
does not include sensibility to pain (October number of Arcksves
de Physiologie, 1898). Dr. Henri Engel, in the Philadelphia
Medical News, describes a case of gliomatous tumour growing
from the fornix, and spreading back over both thalami, in
which the symptoms were pain in the head, staggering gait,
anasthesia of right side of body, loss of sense of taste on right
side. Nine days later complete loss of taste and smell on both
sides and deafness in both ears were observed, and two days
subsequently there occurred sudden blindness in both eyes and
convulsions followed by death. It is difficult to say which of
these symptoms were due to pressure on the thalami and which
to pressure on surrounding parts; and the same may be said of
the following case recorded by Dr. A. J. Edwards in the
Lancet for August 3rd, 1895. This was a case of tubercle
of the left optic thalamus; there was trembling of the right
hand with dragging of the right leg, headache, and vomiting.
No nystagmus or syllabic speech ; no facial paralysis. There
was ankle-clonus on the right side but not on the left ; gait was
ataxic, but sensation was universally normal ; there was defective
vision and optic neuritis.

(1) Since writing the above I have seen Dr. Flemming, by whose courtesy | have
been enabled to publish these cases, which are at the present time under his care,
and he informs me that A. H—, the second case, has had syphilis, but that the
condition of his choroid is not suggestive of syphilitic choroiditis ; this is, there-
fore, further evidence in favour of the syphilitic origin of the disease, and would
also seem to imply that the loss of sight was not primarily due to disease in the eye
itself, but was of more central origin.

Discussion
At the Autumn Meeting of the South-Western Division, Bath, October 22nd, 1901.

Dr. BuLLEN said he was afraid he could add very little to a paper so full of
detail. He saw two of the cases at Fishponds this summer. From a practical
point of view, one would certainly, many years ago, not have regarded one of the
cases—the third one—as a general paralytic, but as one grew more acquainted with
the type of general paralysis one was more inclined to accept the diagnosis.
The marked difference in the patient’s condition under syphilitic treatment was
striking, and it was questionable whether, even when there was no trace of syphilis,
the treatment should not be applied. He tried it systematically, but he could not
say there were any good effects,—in fact, some patients seemed to get worse.

Dr. GoopaLL, in commenting on the paper, remarked that if any more cases
should come to an autopsy, it would be interesting to see the connection between
the optic thalami and the cortex. The connections were very obscure, and they
would like to know whether the fibre could be held to have degenerated.
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Dr. MacDoONALD said that the cases were most interesting ; the great regret was
that Dr. Blachford was not able to satisfy himself more often on the post-mortem
table. He (the speaker) wondered if he could do anything to find out the con-
dition of these not very important bodies, the optic thalami, and he had gone
through the records of all the post-mortems made in his time at Dorchester
Asylum, numbering over 600. = While he was not prepared to state that every fact
had been carefully gone into as regarded the optic thalami, it might be taken for
granted they were not overlooked in the examination of the brain any more than
any other part of the brain or organs of the bodJ. Out of these 600, he found in
nine cases only were they able to detect and satisty themselves that there was actual
degeneration of the optic thalami. In four cases the right optic thalamus was
absolutely and entirely degenerated ; in two cases the left, and in three both. The most
common form was the hz2morrhagic condition. Asto the mental condition of these
patients, five were chronic maniacs, one was a general paralytic, one was a melan-
choliac, and two were dements. .

Dr. BLACHFORD briefly replied.

Two Cases of Lipoma of the Brain. By ADELE DE
STEIGER, M.B,, Assistant Medical Officer, Essex County
Asylum, Brentwood.(?)

Case I.—L. M. W—, =t. 37, admitted June, 1901, died eighteen
days after admission.

History.—Has had two previous attacks, 1897 and 1899, and was
treated in Colney Hatch Asylum after birth of the eighth and ninth
children. Present attack, duration six to seven months. Cause,
puerperal state after birth of tenth child. The attack began five
weeks afterwards.

Condition on admission.—Does not sleep, will take no food volun-
tarily, will not speak or do as she is told, strongly resists being exa-
mined. Reflexes : Knee-jerks exaggerated. Pupils equal, she is too
obstinate for reaction to be tested. Fairly well nourished, sordes on
lips, and saliva dribbling.

Progress.—After a day or two patient talked in a surly, disagreeable
way, and would take liquid food. She then developed symptoms of
pneumonia, and died.

Autopsy.—Skull-cap thick and tough. Dura mater firmly adherent
to the skull-cap over the vertex. Meninges clear, not adherent.
Tumour : Lying over the corpus callosum and curling round the knee
posteriorly was a firm yellow mass. Size, quarter-inch thick, and as
long as the corpus callosum ; on section the mass was almost round
in circumference. In the choroid plexus of the right ventricle was
also a firm yellowish nodule about the size of a split pea.

Microscopic—Both masses were found to consist entirely of adipose
tissue, enclosed by a capsule of fibrous tissue, thicker in some parts
than others. There were numerous blood-vessels in the mass and in
the capsule. Between the tumour and the corpus callosum was some
very gritty material, apparently calcareous deposit.

Other organs.—Liver, distinct fatty infiltration. Kidneys granular.
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Case I1.—E. J—, @t. 31, male. Admitted June, 1899, died August,
1901. General paralysis.

Condition on admission.—State of mania with delusions of persecu-
tion, owns to habits of intemperance ; well-nourished. Reflexes : Knee-
jerks very slight. Pupils: Left, + irregular, Argyll-Robertson. Speech
distinct.

Course—Later on patient became very dull and apathetic. August
19th, 1900 : Had a “seizure,” with strong convulsive movements of the
left side ; these continued for some days and some paralysis of left arm
and leg persisted. September, 1900: Another *seizure.” August, 1901 :
“Seizure,” with again twitchings of left side ; she remained unconsciops,
with absence of conjunctival reflex on left side, and twitchings for three
days. Temperature irregular, 99° to 103° F. Died on August 21st,
1901.

Autopsy.—Skull-cap: Membranes very congested, not adherent to
the cortex, but to each other over inner surface of frontal lobes. Gyri
small, shrunken, and closely packed. Right side: over the superior
parietal lobe was a patch of softening, with adherent membrane.
Cortex thin and pale ; ventricles dilated ; granulations in floor of fourth
ventricle.

Tumour.—Over and adherent to the posterior perforated space lay a
hard, yellowish growth, about the size of a small bean. Micro-
scopically this was found to consist of adipose tissue, with numerous
blood-vessels and a distinct capsule of fibrous tissue.

Other organs—Heart, flabby, small; liver, pale and soft; kidneys,
granular.

Cases of lipoma of the brain have been reported by
Benjamin, Bernhard, and Taubner. In Benjamin’s case part of
the tumour was ossified.

Dr. Gowers reports a case of myolipoma of the spinal cord,
and says, “ Very few examples have been met with of fatty
tumours connected with the nerve centres,” although “the
cellular structure of the subarachnoidal tissue might be con-
ceived to offer a ready field for fatty infiltration.” It may be
doubted whether simple fatty tumours ever cause damaging
pressure upon organs. The effect of pressure is to limit the
infiltration of the cells of the growth, rather than to injure a
resisting structure.

Miiller (on cancer) describes a fatty tumour between the
optic nerves and corpora albicantia. Osler, W. A. Turner, and
Obermeier all refer to the “rareness” of fatty tumours of the
brain.

Bland-Sutton (on tumours) describes a case of fatty tumour
within the spinal meninges, but makes no reference to the
brain.

XLVIIL 5



66 CLINICAL NOTES AND CASES. [Jan.,

Probably in none of the cases had the fatty tumour any bear-
ing on the origin or course of the symptoms (mental or physical).

These cases are recorded merely on account of their rare
occurrence.

®) Read at the Autumn Meeting of the South-Eastern Division at the Holloway
Sanatorium, October 16th, 19o1.

A Case of Epilepsy following Traumatic Lesion of
Prefrontal Lobe. By A. R. URQUHART, M.D,, and
W. FORD ROBERTSON, M.D.

No. 2345, ®t. 27, transferred from Saughton Hall to Murray’s
Asylum, Perth, on June 4th, 1897. An unmarried male.

Personal history. — Strong and healthy, except for occasional
blepharitis. As a boy he was shy and emotional, and gave some
anxiety on account of his running away from home on several
occasions. His education was meagre, and he went to sea at an early
age. Specific disease was not admitted and may be excluded from
consideration.

Family history.— Hereditary tendency to insanity was denied.
Father died of apoplexy, ®t. 60 ; mother alive and well, 2t. 6o in June,
1897. The eldest of the family is a girl, who had been epileptic since
1892 ; the second married, with one healthy child ; the third was the
patient ; the fourth reported normal. Thus two were epileptic, a male
and a female, and two were healthy, a man and a girl. :

History of malady.—In 1885, at the age of 18, the patient fell into
the hold of the vessel on which he was then serving as apprentice.
He sustained severe injuries of the head and lay unconscious for some
weeks in the Melbourne Hospital. Two years later, after great heat in
Calcutta, he began to suffer from epilepsy. These fits were followed
by a maniacal attack, and he was placed in the Dumfries Royal Asylum.
After some time at home, where he was regarded as dangerous and
troublesome, he was sent to the Carlisle Asylum, whence he was
transferred to Saughton Hall.

Up to the date of his last transfer (1897), the patient had an
epileptic seizure generally once in every two months, and these were
followed by maniacal storms of diminishing severity in the course of
the eight and a half years during which the malady had persisted. He
was regarded as troublesome and dangerous, and his mental state was
characterised by untruthfulness, low cunning, and deception. He
fought with attendants and other patients, stole a knife and gave it to
a suicidal patient, and attempted to set the house on fire.

Physical condition.—On admission it was noted that the patient
possessed good muscular power, and that his condition generally was
satisfactory. There was cedema of the hands, and some irregularity of
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cardiac action. No scar was visible on the scalp, but there was
apparent tenderness at a point a little in front of right parieto-occipital
suture ; and running parallel with this suture a slight depression was
evident. A scar was noted under the right orbital ridge. Sensation
was somewhat dulled, and the left plantar reflex was diminished. The
pupils were rather dilated (the right more than the left); both reacted
well to accommodation, but sluggishly to light (especially the right).
This may have been due to belladonna given medicinally. He com-
plained of seeing black spots at times, was deaf on the right side, and
awkward in gait. Mental condition generally enfeebled. Confusion
and impaired memory were specially noted. He had a dull, stupid
appearance, and was furtive and tiresome in his conversation.
Mentalisation slow.

During his stay in Murray’s Asylum the patient gradually
declined in health, mental and bodily, the epileptic seizures
became more frequent, and were not marked by maniacal
attacks. Ninety-five fits were recorded in twenty-seven
months, finally culminating in the status epilepticus which
closed his life on September 28th, 1899. During the first
half of his residence in Perth the fits averaged two or three
monthly, and were generally diurnal ; latterly the seizures
were frequently nocturnal, and increased in number. The
aura was marked ; it consisted in a feeling of lightness in the
head and weakness in the knees. The latter persisted after
the fit. During the fit it was certain that the spasms began
in the left arm, and spread to the left facial region, and so
became general. As a rule the convulsions were more intense
on the left side. His head was turned to the left, and there
was conjugate deviation of the eyes to the left. The clonic
contractions passed away from the left side of the body before
the right became exhausted. The fits were always followed
by a stuporose condition, and this was succeeded by a period
of greater irritability.

Certain indefinite trophic disturbances were noted, e. &. occa-
sional tenderness of the external ear, and unaccountable
blisters on the right hand.

The cessation of bromides invariably resulted in increased
epilepsy.

The question of operative interference was raised, but the
patient’s mother objected. He himself earnestly desired to
take his chance of relief by surgery, but in the circumstances
the question was considered as settled by his mother’s
attitude. The matter could not be pressed in view of his
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unsatisfactory boyhood, the slight signs of external injury, the
lapse of time, and above all, the existence of epilepsy in his
sister. '

Ezxamination of Hardened Brain and Spinal Cord—There
was a slight degree of thickening and opacity of the pia-
arachnoid over the convexity of the hemispheres. On the
mesial aspect of the right frontal lobe, extending from near
the lower border upwards for about 20 mm., there was a
slightly depressed, rounded area, over which the membrane was
thickened and puckered. The spinal dura mater was much
thickened, more especially in the upper cervical region, where
it attained in places a breadth of 3 mm. It was not adherent
to the pia-arachnoid. On horizontal sections of the brain
being made, a large area of softening, of a pale yellow-grey
colour, was found in the right frontal lobe, subjacent to the
depression on the mesial surface. It first came into view on
a section being made immediately above the level of the upper
surface of the corpus callosum, appearing as an area § mm. in
length at the anterior extremity of the white matter. Below
this level the softening increased considerably in dimensions,
gradually involving the adjacent mesial cortex, and appearing
at the surface. At a distance of 40 mm. from the under
surface of the lobe it measured 25 mm. antero-posteriorly, and
15 mm. transversely (Fig. 1). At a distance of 25 mm. from
the under surface of the lobe the area attained its greatest
dimensions, measuring antero-posteriorly 30 mm., and trans-
versely 25 mm. It here involved the whole depth of the
mesial cortex. Posteriorly it faded away in the grey matter
of the anterior end of the lenticular nucleus (Fig. 2). Below
this level the softening rapidly diminished in extent, and did
not quite reach the under surface of the lobe. No other gross
lesion was found. Microscopical examination confirmed the
observations made with the unaided eye, except that it
revealed an involvement of the cortex in front of the softened
tissue (Fig. 2). Unfortunately a minute investigation of the
course taken by the degenerative process in the medullated
fibres behind the softened area could not be made, owing to
the circumstance that the formalin solution in which the brain
was hardened had not penetrated the deeper tissues in time to
fix them properly. There was no general sclerosis of the
brain. The first layer of the cortex presented in both hemi-
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Fia 1.

Horizontal section of anterior part of right frontal lobe, 40 mm. above under surface of lobe.
(a) Mesial surface.  (b) Outer surface. (c) Softened tissue.

Fic. 2.

Horizontal section of anterior part of right frontal lobe, 25 mm. above under surface of lobe.
(a) Mesial surface.  (b) Outer surface. (c) Softened tissue. (d) Anterior extremity of lenticular
nucleus. Weigert-Pal Staining.

To Tllustrate paper by Drs. URQUHART and Forp ROBERTSON.
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spheres a slight degree of neuroglial overgrowth. A large
proportion of the cortical nerve-cells (motor areas) showed
well-marked recent degenerative changes, such as are con-
stantly associated with the occurrence of death in status
epilepticus. The cells were not perceptibly diminished in
number. Some of the vessels of the first layer of the cortex
showed fibroid thickening. The thickened spinal dura had
throughout a dense fibrous structure without demarcation into
layers. The spinal cord was practically normal.

It seems clear that in this case the softening in the frontal
lobe was the result of a traumatic hamorrhage. A quantity
of blood must have escaped into the subdural space and
formed on the inner surface of the cerebral and spinal dura a
false membrane, which in course of time became replaced by
fibrous tissue. The special interest of the case lies in the fact
that though the traumatic lesion did not primarily involve any
motor area of the brain, the accident was followed by general
epilepsy after some years. Several cases of this kind have
lately been recorded. Thus Angiolella (') has described the
case of a man who became epileptic ten years after having
been injured on the forehead by a blow with a hatchet, and
who died some years later in status epilepticus. He found, in
addition to a destructive lesion of the anterior portion of the
left frontal lobe, certain general histological changes in the
hemispheres which seemed to him to indicate an extension of
an inflammatory process from the focal lesion. He considered
that the development of the epilepsy might be explained
by involvement of the motor areas in this inflammatory
process. Ventra (*) has described the case of a man who
developed epilepsy at the age of twenty-one, six years
after having been shot through both frontal lobes. Pastro-
vich and Modena (*) have recently fully reported a case
in which epilepsy appeared at the age of fifteen, four
years after a similar injury of the anterior third of the right
middle frontal convolution. The microscopical changes were
entirely confined to this area, and did not involve the motor
regions. References to some additional cases of the same
nature recorded in literature will be found in the papers of
these writers. In the case we have described, the motor
disturbance arose two years after the receipt of the injury.
As in the case of Pastrovich and Modena no important
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histological changes of a chronic nature were found in the
motor regions. It is quite possible, however, that localised
changes, of the nature of those described by Angiolella, may
have escaped observation.

(}) Annali di Nevrologia, 1898, p. 277.—(%) Rivista Sperimentale di Freniatria,
1900, p. 896.—(*) Rivista Sperimentale di Frenmiatria, 1900, p. 723.

F16. 1.—Horizontal section of anterior part of right frontal lobe, 40 mm. above
under surface of lobe. (a) Mesial surface. (&) Outer surface. (c) Softened
tissue.

F1G. 2.—Horizontal section of anterior part of right frontal lobe, 25 mm. above
under surface of lobe. (@) Mesial surface. (&) Outer surface. (c) Softened
tissue. (d) Anterior extremity of lenticular nucleus. Weigert-Pal staining.

Occasional Notes.

Warneford Asylum.

The Warneford Asylum has recently been subjected to a
considerable amount of unjust censure which yields a good
illustration of the prejudices of the public mind in lunacy
matters, and the consequent inability of forming just con-
clusions in relation to them.

The foundation of the censure was a case of homicide and
suicide by a patient recently discharged on trial. The coroner,
without a word of evidence in regard to the circumstances of
the patient’s discharge, remarked on the “loose way ” in which
the patient had been turned out on society. According to one
newspaper report he even made, in the absence of all evidence
on the point, an invidious comparison between the precautions
taken in this and another asylum. We can only conclude that
he was as ignorant of one set of precautions as of the other.

The coroner’s remark, although obviolsly founded on no
scrap of evidence, was eagerly seized on for very invidious
comment by the daily press, in the time-honoured manner on
such occasions.

The committee of the asylum, however, forwarded a full
statement of the circumstances under which leave of absence
was granted in the case in question to the Commissioners
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in Lunacy. The Commissioners, after considering what they
term the “full and detailed report,” write that “ it appears to
prove that the medical superintendent exercised due care and
showed good judgment in the matter, and that the unfortunate
incident which occurred did not result from any failure in the
exercise of those qualities.”

The judgment of the Lunacy Commission, formed after a
due consideration of all the circumstances, must outweigh
a thousandfold the emotional expression (for it cannot be
dignified as a judgment) of the coroner, founded neither on facts
nor experience.

If the coroner had obtained evidence from the asylum he
would certainly have been saved from falling into such an error,
and from committing an injustice to the medical officer, who has
now been so fully and amply exonerated.

The lesson inculcated is that in all such cases evidence from
the asylum should not only be tendered but pressed on the
coroner. The pressure was impossible on this occasion, owing
to the absence from England of the superintendent.

Such evidence would gradually educate the public to under-
stand that the discharge of recovered patients is always at-
tended with risk of relapse, and that occasionally, in spite of
the greatest care and the exercise of the best and wisest
experience, such regrettable incidents must from time to time
occur. The public have to be brought to understand that dis-
charges cannot be made without relapses, and that relapses
cannot occur without occasional danger.

Lunacy Statistics.

‘“ Statistics may be made to prove anything” is a common
assertion, and it might also be asserted that they may be made
to prove nothing. Such results, however, can only arise from
the tabulation of facts too heterogeneous to be of value, or
from the wilful or ignorant misuse of really valuable figures.
Statistics of rightly chosen facts, when rightly used, can
demonstrate, with reasonable certainty, general laws and
averages of the utmost value.

The early years of a new century, like the early days of a
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new year, afford a good pretext for considering old habits,
Statistics of lunacy, being a very important annual habit with
many of our members, seem the first to demand attention.
Inquiry may fairly be made whether these have yielded, and
are yielding, satisfactory results. Have they given answers to
questions of fundamental importance? For example, to the
inquiries whether lunacy is increasing, whether the recovery rate
is advancing, whether the causes of insanity are changing,
whether the type of insanity has altered, and to many others
of almost equal value. The response must be, we fear, that
our statistics do not yield clear answers on these points.

Lunacy statistics having now been compiled on a large scale
during the last half-century this cannot be held to be a satis-
factory result, and it suggests that some reconsideration is
necessary to ensure that the form of the statistics and the
method of dealing with them shall be improved, so that more
definite results may be obtained, if it be possible.

The Lunacy Commission, as at present constituted, is so
undermanned that its energies are absorbed in the attempt to
carry out its routine duties of inspection, etc., and it cannot be
expected, whilst so burthened, either to originate new methods
or to delve in the vast stores of facts already accumulated.
As this condition may continue for some years it seems worthy
of the consideration of the Medico-Psychological Association
whether our members should not make an effort to initiate
some improvement.

The Association is already responsible for the statistical
tables which are generally in use in asylums, and it would seem
that the analysis of the results of these tables is as worthy of
attention as their construction.

Statistical tables should certainly not be disturbed fre-
quently or without good reason, but the existing tables
have now been in use long enough to justify a reconsidera-
tion. Since they came into operation great progress has
been made in every branch of the study of mental disease.
Medical officers of asylums have been greatly increased in
number, so that statistical efforts are now easily possible
which at the time of the issue of the tables would have
been a grievous tax on the then insufficient medical staff.

Statistics have reached to the eminence of a science, and if
such a reconsideration of lunacy statistics is made, it would be
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very desirable, if not absolutely essential, to obtain the assistance
of a scientific statistician. Such assistance, if procurable, would
possibly help the Association to avoid the accumulation of
useless facts, the making of erroneous analyses, and the formula-
tion of indefinite conclusions.

British lunacy statistics, unless continuously watched, and,
when necessary, improved, will certainly fall below the standard
of efficiency which is constantly rising in other countries.
Indeed, critics are not wanting who assert that this is already
the case. Vigilance in this matter should be exercised both
from scientific motives and from feelings of patriotism.

The National Mental Health and the War.

In the review (in our present number) of the Scottish
Lunacy Report, the reviewer gives some very striking statistics
in relation to the national mental health in the last three
years.

The rate of accumulation has diminished in England, Scot-
land, and Ireland. The rate of primary admissions has not only
shown great arrest but even slight diminution in Scotland.
The Irish figures correspond, and in England, if statistics were
available, it is almost certain that the same result would be
demonstrated. The reviewer also draws attention to the
similar results recorded in France in 1870 and in the
American War (1861).

It is desirable to specially emphasise these figures, since an
eminent alienist has been quoted in the English lay press and
in Continental journals as having stated that there had been
an enormous increase in insanity in London in 1900, due to
the war.

The war, we may conclude therefore, has been a national
mental tonic, and once again the malice, hatred, and all
uncharitableness which everything British excites in the minds
of our Continental friends, and, alas! in some home-bred “ men
and brethren,” would appear to be, as they have often proved
before, merely the rubbish of which mares build their nests.
In many public libraries the curious reader may still find among
the volumes of the original Sydenham Society’s translations
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Feuchtersleben’s treatise on medical psychology. Here he
will discover many legends illustrating the craziness of
Englishmen. He will learn that that exquisite book illus-
trator, “ Phiz” (Hablot K. Browne), in trying to catch
caricature expressions, made such ugly faces at himself in the
glass that he committed suicide in despair. The translator,
oddly enough (suffering perhaps from “the bias of anti-
patriotism "), omits to note that at the date of the translation,
let alone of the original, “Phiz” was alive and well, and
making a handsome income by his work. Who knows? May
be he had given up the glass and taken to water instead, like
Narcissus, the last previously recorded instance of suicide
through contemplation of one’s own beauties. In the same
amusing volume may be found an account of how there once
was a beam in a corridor in a great general hospital in London
(name not specified), but it had to be taken down or built up
(may we be pardoned for forgetting which ?) because as soon
as November set in the unhappy islanders, overwhelmed with
fog and spleen, flocked daily from the wards to hang them-
selves in the corridor!

Organisation of Medico-Psychological Research.

The “American Retrospect” describes the efforts being made
in the United States to form an advisory board of scientists
representing all specialities interested in or related to psychiatry.
The names given promise success in this new departure, which
has our heartiest good wishes.

Such an organisation in Great Britain at the present moment
is not possible, but consideration might with advantage be
given by those concerned to the possibility of organising patho-
logical research.

London and Edinburgh have representative pathological
laboratories, and (in the immediate future) Dublin will be
similarly equipped, while many smaller ones exist in connection
with public asylums. Might not the leaders of the work asso-
ciate together with a view to increasing and stimulating the
more isolated workers in the country asylums?

This would at least be a foundation for that wider organ-
isation which may follow in a more or less distant future.
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Roll of Honour for Asylum Workers.

Rolls of honour for those who have fought and fallen for
their country are now being established in many places. If
such a roll were formed for attendants on the insane, the list
might well be headed with the name of Isabella Sime, of
Perth District Asylum. This gallant and devoted nurse
sacrificed her life in an attempt to save that of her patient.

Such acts of self-sacrifice in the performance of duty, many
of which have been noted in this JOURNAL from time to time,
ought surely to be recorded in a more accessible form, to the
end that the public might have a truer conception of the spirit
that animates asylum workers.  Their estimate, at present, is
too often founded on the reports of the prosecution of the
occasional black sheep.

Mind !

To what hand we are indebted for this delightful set of
parodies and jewx d’esprit we know not, but whoever he is he
has our most cordial thanks for an immense amount of amuse-
ment. There is not a line from the top of the front cover to
the bottom of the back cover that one can afford to skip. It
is all clever and inexpressibly funny. Where all is so good, it
is invidious to single out articles for special praise, but “ The
Place of Humour in the Absolute,” by F. H. Badly, is an
extraordinarily clever parody upon the writings of a well-known
psychologist, and the “ Critique of Pure Rot,” by I. Cant, in no
way falls below its title. “ Elizabeth’s Visits to Philosophers ”
might have been written by Barry Pain, and higher praise
could scarcely be given. The fun is carried into the smallest
details, and the answers to correspondents and the advertise-
ments are by no means the least delightful. The advertisement
of Moneyism hits off a trans-Atlantic author to a nicety, and
too wide a diffusion cannot be given to another advertisement
on the same page—* Lee’s Patent Anti-fad. Tryit! Tryit!!
Try it!!! For the Church, the Army and Navy, and all the
Learned Professions. Prof. X—, F.R.S,, etc., writes: ¢ Since
taking ONE BOTTLE I have given up ALL MY MOST
CHERISHED CONVICTIONS.”” It would be unfair to our amusing
contemporary to regard it as merely facetious. There is a deal
of solid wisdom concealed beneath its jokes.
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Original Research in Epilepsy.

The Craig Colony Prize on the above subject, particulars of
which are printed in “ Notes and News,” has been awarded in
the present year to Professor Carlo Ceni, of Pavia. Mention
of his essay on “ Serotherapy in Epilepsy ” is made in the
“ Italian Retrospect,” and its publication will be awaited with
interest.

Epilepsy is so great a factor in our large asylums that it is
to be hoped some of the medical officers of those institu-
tions will undertake research in this direction, not only for
the sake of science but for the honour of British psychiatry.

Psychology—Normal and Morbid.

We heartily congratulate Dr. Mercier on the publication of
his magnum opus. We hope that it will be read by every
physician engaged in the practice of our specialty, and mean-
while refer our readers to the admirable review of this
important work by Dr. Leslie Mackenzie, which will be found
in this number of the JOURNAL.

Part II.—Reviews

The Fifty-fifth Report of the Commissioners in Lunacy for
England, July 1s¢, 1901.

THE Report states that the total number of lunatics within the
knowledge of the Commission on January 1st, 1901, was 107,944, and
this leads us to re-utter the protest as to the practice of taking a censal
estimate of the insane annually, therefrom to draw deductions. Is not
such an estimate altogether a false basis on which to build arguments ?
The diminished increase—that of 1333 as compared with that of 1525
last year—is regarded as a * satisfactory condition”! Is it imagined
that were this census taken every June, for example, the same differential
variations would be obtained ? Previous annual reports have proved
that the incidence of insanity, so far as was justifiable by deductions
from the number of insane reported as such to the Lunacy Office,
showed remarkably irregular seasonal variations, and yet a date is
selected and a census taken thereon so as to compare it with a similar
censal estimate on the same date of another year. Itis justas valuable
a piece of information as the statistics supplied by the daily press of
the tonnage of vessels passing through the Suez Canal on any one day
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as compared with the tonnage passing through the same canal on the
same day last year. As we have in previous reviews so strongly con-
tended, the only fair estimate of the amount of work the Commissioners
have to perform (for that, after all, is the only valuation to be placed
on any aggregation of figures dealing with the insane so long as all
cases of insanity in the kingdom are not reported officially) is to
make a comparison between the totals of the average daily number
resident in all asylums, institutions, etc., in the kingdom. In the
remarks on this census of the insane the Report states that *‘ besides
the patients enumerated there were a number found lunatic by inquisi-
tion, who were residing in their own homes or with their committees.
The number of these we have been unable to ascertain exactly, but it
was about 280.” Surely accurate information as to these numbers
could be supplied by the officials of the Lord Chancellor’s office with-
out great difficulty.

Table IV, that dealing with the admission into all institutions and
private care, is the first of the summaries of this Report worthy of serious
notice. The variations as to increase and diminution under the
various modes of treatment are here set forth as in previous years :

., & f | R , P
-] s . 8 - - : | .52 |
Ecs = =9 ;|2 _2 2 e
HEE IR R
H = = 2€E% d a
HER R IR R
Increase . .| 708 29 - —_ 95 3 2 — 834
Diminution . | — — ’247 39 —_ - - 1 287

Total increase = 547 -

Of the total number of admissions during 1900, viz. 20,067, 16,192, or
80°19 per cent., were first admissions, an increase of 440 first admissions
on the number last year. ‘T'he large diminution in metropolitan
licensed houses is noteworthy, but is probably mainly among the pauper
classes, for the Report states in another table that the total decrease of
private patients in these institutions during the year was but twenty
nine. Of the 17,602 admissions into county and borough asylums 577
were private patients, an increase of but eight on the private patient
admissions into those asylums in the previous year.

Again we have to plead for an analysis of the ‘transfers table.”
May we suggest that the Report should state in a supplementary table
(2) the reasons for each transfer, (§) the results of such transfers, () the
period of time the patient had been in the one institution before being
transferred to the other, and (4) the nature of each case so transferred ?
we shall be content with the present classification of mental disease.
If other countries can indulge in such analyses, why cannot we? The
great value of such a summary in guiding alienist physicians to a due
appreciation of the practical utility of transfer as a mode of treatment
need not be enlarged upon here. )

The table dealing with the re-admissions on fresh reception orders
under Section 38 of the Lunacy Act has apparently been omitted,
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Next year, unless there is adopted the very wise precaution of issuing a
circular notice to all asylum managers warning them that every case
admitted prior to the passing of the Lunacy Act will need a statutory
report, there will, we fear, at the middle of the year be found a sudden
influx of work for the officials at the Lunacy Office which will surprise
them. We learn from another set of tables that the total number of
re-certifications under this section was apparently 76, which shows a
distinct improvement on the number last year, viz. 125.

Recoveries during 1900 numbered 7612, an aggregate increase of
but 37 on the number of the previous year, county and borough
asylums (135) and naval and military hospitals (44) presenting the
largest increases, while metropolitan licensed houses, provincial licensed
houses, and registered hospitals all show a diminished recovery
aggregate. The recovery rates to admissions fell from 39°26 per cent.
in 1899 to 3837 in 1900, the average for the last decade being 38:83.
Another view of the recovery rate, namely, in relation to the average
number resident, gives a percentage of 9°27 in 1900 as compared with
a ratio of 9°37 in 1899. There can be no doubt that this diminution
in the recovery rate is due principally to the accumulation of senile
cases in all large institutions, and in a minor degree to the.low
proportion rate of recoveries among private single patients. The
Report notes that ‘““as regards recoveries, it will be observed that the
proportion taken in respect of admissions is very constant, while that
calculated upon daily average numbers shows a considerable decline,
and this results, no doubt, from the great accumulation of chronic and
incurable cases.” We go further, however, and maintain that, con-
sidering the magnitude of the yearly aggregate increase in non-
recoverable cases, and the merely fractional diminution in the recovery
rate, the inference that the asylums show no improvement in their
recoveries is altogether a false one. There should, if this contention
were sound, be a far more pronounced decline in the general calculated
rate ; the mere fact that it remains at nearly the same figures annually
is an indication that there is actually a slight progressive improvement.
Considerations as to the recovery rates of various institutions, or of
institutions ez masse, so long as they are conducted on these lines,
belong rather to the realm of speculative arithmetic, for the relation
between the actual number of recoveries per annum on the one hand,
and the admission rate or the daily average number resident on the
other, is a somewhat distantone. True, they are the only sets of figures
available for rapid computation ; but the soundest method of all is to
follow out the fate of every admission into each institution for suc-
cessive quinquennial periods, their classification being carried out
thus :—Of patients admitted during the quinquennial period there were
(4) a certain number discharged from the institution (a) recovered,
(4) improved, (¢) not improved ; (B) a certain number detained in
the institution, these being classed as (a) improved, and (&) not
improved ; and (C) a certain number of deaths. By this means a
recovery rate as well as a death rate of, not on, the admissions quin-
quennially for each institution would be obtained with results far more
reliable than our present uncertain methods, for they would be actual
and not approximate ratios.
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The deaths during 1900 rose from 8160 to 8394, the increase being
mainly in pauper asylums, the percentage proportion of deaths to daily
average number resident being raised from 9°87 to 10 per cent. The
remarks above made are applicable here, and the discrepant death
rates of various modes of care would be considerably modified. On
the present basis of calculation, 7. ¢ the daily average number resident,
it would seem that metropolitan licensed houses, with a decennial death
rate of 11°74, as compared with the 6'61 and 8-06 percentages of registered
hospitals and provincial licensed houses, were occupying an unfavourable
position. Any attempt to explain these calculated rates would entail
theoretical speculations of but minimal value.

Other inexplicable figures, such as the low average ratio of female
deaths in registered hospitals and the high proportion of male deaths
in metropolitan houses, would, by the classification advocated above,
receive some elucidation.

We append, as usual, a table calculated from the figures supplied by
the Report, not as a reliable guide, but merely to serve as a comparative
purview of the relation between the death rates of the insane and sane.
It is a general numerical proof of our contention that the apparent
death rate among the insane tends to approximate to the estimated sane
death rate as age advances, especially in females. On comparison of
this table with that of the previous years it may be noted that the
approximation towards a sane death rate is slightly more marked in the
age decades above fifty-five than in years prior to 1899.
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Table XIV exhibits no improvement in its nomenclature. A com-
parison of this with the similar tables of previous years shows that the
Report merely classifies the stated causes of death in terms supplied by
the medical officers of asylums, whose ‘causes of death” are some-
times quaint, instead of maintaining a fixed tabular standard on
the Registrar-General’s basis. We can thus only take the principal
causes of death for purposes of comparison. The percentage ratios of
each cause to total deaths are here given, together with similar ratios
for the five preceding years. The proportion of deaths from general
paralysis shows some diminution.

’ Causes of death. 1895. { 1896.  1897. - 1898.  1899. ‘ 1909. t|
. . : .
} |
General paralysis . .. . 2000 20 41 1897 17'44 1774, 16 o8
Phthisis pulmonalis . . . 1488 1388 1457 1438 1437 14 18 |
Senile decay . . . . . 771, 869 f 931 . 910 912, 899 '
Pneumonia® . . . . . 701{ 636 613 696 715 | 824!
Epilepsy . . . .. 516 480 466| 523 496! 518
Cardiac valvular disease . . 478 5§73 602 645 5§76, 605
Exhal;stlon from mania and melan- 387 362 365| 337, 366 311
cholia |
Apoplexy . . 316 321 ' 313| 290 274 284
Chronic Bright's disease. . . 292 256 272| 296 312| 3o5
Bronchitis . . . 289 246| 209! 258 275 274
Organic disease of bram . . 260, 350| 346 3 s, 362 | 302
Cancer . . . . . ., 2o1 | 256 213 | 211 212 232
Accident . . . . . ., 040| 042| 045' 047! 045| 037
Suicide . . . . . ., 035| o114 028 . o29| 027 | o017
Other maladies . . . . zz 36 | 21°57 | 22" 43 22'§1 } 2217 | 2376

The number of post-mortem examinations amounted to 6489, or 77°6
per cent. of the total recorded number of deaths, a slight improvement
on the percentage of the previous year. From other tables and
remarks we find that the number of post-mortfems in county and
borough asylums alone rose from 79°7 to 80'8 per cent.

Table XV, that dealing with occupation ratios to population, main-
tains its utterly worthless characteristics. It is true the Report does
not now give ratio calculations on numerical population estimates of
thirty years back—the ratios are apparently all calculated on the
actual census enumeration of 1891. The average number of admissions
into asylums of, say, tailors and carpenters for the five years 1895—
1899 is made comparable with the censal enumeration of 1891. There
have therefore been no additions to the ranks of tailors and carpenters
during the past ten years !

The percentage proportion of the average admissions for the five
years classified as “first attacks” numbered 71°3. It is a pity that all
“ first attacks ” are not classified and analysed annually. The authorities
of other countries supply every year a set of tables giving particulars
of interest relative to every admission, and the value of such a state-
ment would be far greater than ‘“the ratio per 10,000 of the yearly
average of patients admitted during 1895—1899 to the whole population

at the time of the census (1891) according to their ages and condition
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as to marriage,” on which a page of the Report is expended. Those
admissions, moreover, which are ‘“not first attacks” equally merit
classification, for, as we indicated last year, there must be a precious
mine of information in the Commissioners’ offices, hitherto unexplored,
the thorough investigation of which would undoubtedly bring to light
much fresh information relative to the remittent, intermittent, recurrent,
relapsing, and circular insanities.

The Report directs attention to the fall in the proportion of the
general paralytics, epileptics, and suicidal cases among the yearly
average of patients admitted into all institutions. For the quinquen-
nium 1890—1894 the ratio was, for general paralysis, 12°7 per cent.
males and 2'8 per cent. females ; for epilepsy, 8'z per cent. of both
sexes ; and for suicidal cases, 25°4 per cent. of both sexes; while for
the quinquennium succeeding (1895—1899) the ratios are, for general
paralysis, 12°2 per cent. males and 2°6 per cent. females; for epilepsy,
7°7 per cent. of both sexes; and for suicidal cases 23'6 per cent. of
both sexes. Now this is quite an artificial diminution. We are perfectly
justified in assuming that with the larger number of incurable admissions
into asylums and the ever-growing insane residuum in institutions these
figures should show a natural depreciation—an arithmetical diminution
due solely to the steady increase of the fractional denominator in each
instance ; we cannot, as does the Report, arrive at the conclusion that
there are fewer general paralytics, epileptics, and suicidal cases actually.
It is apparently not appreciated that rational proportions of quin-
quennial averages are totally different from pure aggregates.

The table dealing with assigned causes of insanity in the cases of all
patients admitted (XXIII) continues to be cast in a quinquennial
yearly average form. It would be far more useful, even if the obsolete
list of ““moral” and “ physical ” causes be retained, to give the causes
of the admissions, etc., in each year, carefully differentiating first from
other attacks. An average table is almost useless. Reviewers of this
Report in contemporary medical and statistical journals lose sight
entirely of this fact, and take the trouble to remark on the percentage
of cases in which certain causes operated, as if this table were the
annual statement of insanity’s causation. Here first and second attacks
are mixed together, and all one can do is to make the broad and
general statement that a nominal percentage proportion of cases
probably had as a main cause (direct or indirect) a certain
determined factor—there is no possibility of certainty in our estimate.
A comparison of this table, however, with the similar table in the
Report for 1896, wherein the quinquennium 189o—1894 is dealt with,
shows that the per centum proportion of admissions in the latter due to
alcoholism stood at 185 for private males and 7°0 for private females,
212 for pauper males and 8-z for pauper females ; while in this year’s
Report the figures are 208 for private males, 9°4 for private females,
22°7 for pauper males, and 9°7 for pauper females.

We are pleased that the tabulation of the causes of general paralysis,
to which we have so often objected, has been omitted.

Of the patients admitted into all institutions during 1899, 42'8 per
cent. suffered from some form of mania, 28°3 per cent. from melancholic
types of insanity, 4 per cent. from delusional insanity, 6'4 per cent. from

XLVIIIL
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general paralysis, and 4°'9 per cent. from senile dementia. The propor-
tions given in this table are not in accordance with its heading, which
runs * Proportion (per cent.) to the total number admitted during the
year "—this would give the ratio of private males with maniacal affec-
tions as 4°1 per cent. ; it should read “ Proportion (per cent.) to the
total number in each class and for each sex admitted during the year.”

The number of voluntary boarders remaining in registered hospitals
on January 1st, 1901, was 84, in metropolitan licensed houses 14, and
in provincial licensed houses 42. Of the number admitted during
1900, viz., 295, 27°4 per cent. had to be certified.

Table XIII, Appendix B, is one in which the Commissioners say they
“try to show by percentages the degree of attention given in asylums
to various matters affecting the treatment and welfare of the insane.”
There is much in this table to which we might raise objection, merely
because its figures are so evidently imperfect. The only fair way of
dealing with this table is to obtain information from the respective
superintendents as to the percentages of each heading. This, surely,
would be better than to cull the figures from the Commissioners’
visitation reports, the interim period to which they relate frequently not
embracing a whole year.

The admissions into county and borough asylums during 1900
numbered 17,602, of which number 18°6 per cent. had previously been
discharged from institutions for the insane. The recoveries numbered
6704, and the deaths 7766. Post-mortem examinations were made in
808 per cent. of the total number of deaths. The suicides in county
and borough asylums are stated in the Report to have numbered fourteen ;
‘“in three instances the patients were absent from the asylum on leave
or on trial, and in two the act, which subsequently resulted in death,
was committed before admission ;”” but Table IV, Appendix B, states
that there were sixteen suicides in county and borough asylums, two of
which were after escape, six in which the act was committed before
admission, and four in which the act was committed while the patients
were absent on leave. These figures, therefore, do not tally. On
going through their annotations on asylums, we can find but twelve
suicides accounted for by the Commissioners. Of these, five (all males)
died by strangulation; two (one of each sex) by precipitation under
trains ; one (male) by cut throat; one (female) by swallowing broken
crockery ; one (female) by drowning ; one (female) by suffocation ; and
one (female) by evulsion of the tongue.

In their remarks on registered hospitals the Commissioners say :
“ Although the need of further accommodation at low rates of payment
for persons above the position of paupers, but of small means, is
rather growing than diminishing, its provision still fails to appeal to the
public as a desirable form of practical philanthropy.” Of course it
does when the public given to practical philanthropy read in their
Report of the previous year that some of these institutions have hitherto
“inadequately discharged the functions of benevolent establishments,
and in the application of their—in some instances—very large incomes
have shown a comparative disregard of the principles upon which they
were founded.” How can they possibly expect the charitable to provide
additional material for official rebuke? Let these institutions first be
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set in due order, and when they all can be reported upon as doing a
proper amount of charitable work, then let an appeal be made to the
generous for additional accommodation. At present the position of
some of these registered hospitals is, to say the least of it, anomalous.
They pose as charitable institutions with a minimal inclination to
chanity. Not a single suicide is on record in these asylums during 1900,
a fact which redounds to the credit of their management, while the
recovery rate (on admissions), 44'8 per cent., and the death rate (on
average number resident), 6'g per cent., compare, so far as comparisons
are warrantable with such calculations, very favourably with other classes
of institutions.

There was but one suicide in licensed houses during the year, that of
a female (cut throat), and the control of these institutions appears to have
merited the commendation of the authorities.

The Commissioners have this year drawn the special attention of
local authorities in an economic and minatory article to the need of
strict economy in the building, finishing, fitting, and furnishing of
asylums, “that all extravagant and therefore unsuitable decoration both
inside and out should be carefully avoided ;” and they seriously threaten
that ‘“‘an obvious departure from this principle ” will cause them to
advise the Secretary of State to refuse his approval of all such plans.
The standard of * extravagant decoration ” will, we fear, be difficult to fix.
We cordially agree, however, with the expressed opinion that separate
institutions for the chronic insane—demented cases, imbeciles, quiet
epileptics, etc.—and for acute cases, or such as need more skilled and
constant surveillance, would be an economy in the long run.

Some important points referring to the detention of lunatics in work-
houses, the result of the deliberations of the law officers, are furnished,
and the Commissioners give special consideration to the occurrence of
infectious maladies in asylums, their summary of the deaths in county
and borough institutions due to tubercular disease being deeply
interesting.

We share in the regret expressed by his colleagues at the death of
Mr. W. E. Frere, who for twenty-two years had actively engaged in the
duties of a Commissioner, while quite recently we published our
obituary of another conscientious worker in the field of lunacy—MTr.
J. D. Cleaton.

The Report, as a whole, does not reflect credit on a body of officials
who are, without doubt, zealous and earnest in the performance of their
routine official duties. That the vast mines of statistical information at
the command of the Commission are not worked to a more productive
result can be ascribed only to the lack of power, due to undermanning,
especially in the medical element.

We can only repeat the oft-reiterated hope that a large addition to
the medical strength of the Commission will shortly enable it to grapple
with many problems, which the present inadequate staff is unable to
attack, in a manner worthy of the twentieth century.
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Forty- t/urd Annual Report of the General Board of Commissioners
in Lunacy for Scotland (1901).

The well-being of the insane and the economic aspect of pauper
lunacy are not by any means matters of such real and paramount
interest as the larger social question of the state of the national
mental health. Is there, or i1s there not, in these annual human
documents, the Lunacy Blue Books, any evidence of any amendment,
however slight, in the prevalence of lunacy? That is the point of
real and essential interest.

The recently published Preliminary Census Reports enable one to
form an approximately correct estimate of the changes which have
been taking place of late years in the amount and the occurrence of
the country’s lunacy, and, taking a broad and general view of the
Reports of the three divisions of the kingdom, one cannot help being
struck by the fact that 1900, the year under review, stands out in quite
unmistakable fashion from other years.

The following tabular statement gives the proportion of the total
official lunatics on January 1st per 100,000 of the estimated popu-
lation in the middle of the same year in the United Kingdom and
each of its three divisions.

Year. United Kingdom. England. Scotland. Ireland.
1891 305 . 298 . 304 . 346
1898 . 337 . 323 . 331 . 433
189 . 344 . 330 . 343 . 451
Igoo . 347 . 331 . 345 . 460
1901 . 348 . 331 . 345 . 476

The diminishing character of the increase is everywhere evident. In
the whole kingdom the increase for the ten years amounts to 43 per
100,000, while that for 19o1 over 19oo is only 1. In England the
increase for 1899 over 1898 amounts to 7, and that for 1900 over 1899
is only 1, while in 1901 the proportion has undergone no change. In
Scotland very much the same movement is observable, the increases
for these same years being respectively 12, 2, o. In Ireland the ten-
dency, though not so marked, is in the same direction, the increases
being 18, 15, 10. Such are the changes which have taken place in the
collective mass of the kingdom’s lunacy. Is there any evidence of a
like change in its occurrence? Taking first admissions as an index of
occurring insanity these are the facts which are revealed in the Reports.
The proportion of first admissions per 100,000 of the estimated popu-
lation in the middle of the same year is as follows :

Year. United Kingdom. England. Scotland. Ireland.

1890 . — . - . 522 . 5IQ
1898 . 51’7 . 492 . 61’ . 59'I
1899 . 522 . 494 . 6og . 635
Igoo . 5§26 . 502 . 608 . 619

In the United Kingdom the increase in 1899 amounts to ‘5, while
that for 1goo is only ‘4 per 100,000. In Scotland, while the increase
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between 1890 and 19oo amounts to 86, that for 19oo compared with
the preceding year is only '3, and if the last two years are taken
together, there is an actual decrease of ‘85 as compared with 1898.
In Ireland the ten years’ increase amounts to 10 per 100,000, but the
year 1900 shows a decrease of 16 when compared with 1899. In
England, where returns of first admissions are only available for the
past three years, there is the very slightest increase, but judging from
the total admissions there is here also evidence of change in the right
direction. The rate for these in 1890 was 56°3 per 100,000, and that
for 1900 is 61°5, an increase of 5°2, while the rate for the two years
1899-1900 shows a diminution of ‘2 when compared with 1898.
All round, then, there is quite unmistakable evidence of an improved
condition of affairs as regards the nation’s mental welfare.

Life is defined as “ the continuous adjustment of internal relations
to external relations.” Something in the nature of an alteration of the
external relations must have occurred to bring about this modifica-
tion of the internal relations so noticeable in the mental life of the
nation, and the question is, What? It must have been something
which has affected not one division of the kingdom alone, but all
three in greater or less degree, for the modification is not confined to
any one of the three. The past two years have been years of prosperity,
and there has been no outstanding domestic-political event. Since the
latter part of 1899 that which has undoubtedly been occupying public
thought more almost than anything else has been the war which the
Empire has been waging against its common enemies of the Transvaal
and the Orange River Colony. This, and this alone, constitutes the
one outstanding feature of the past year, and there can be little doubt
that it is this, and this alone, that is responsible for the change which
is so noticeable in these reports of the nation’s mind.

This same influence of war upon the prevalence of insanity was
noticed in the American War of 1861 and in France in 1870, but no
opportunity for its illustration has transpired in Britain until the present
occasion. The present outbreak of hostilities is seemingly proving
beneficial to the British race, exerting as it does a tonic and bracing
effect upon the mental constitution, an effect which shows itself in the
improved returns of the lunacy of the country. .And, further, it is not
only in this direction that the good eflect shows itself. It has been
shown by Durckheim that one of the effects of war is a diminution in
the number of suicides, and this is found to be true of England on the
present occasion. The outbreak of hostilities occurred on October
11th, 1899, and its effect was such as to colour the returns for the whole
of that year. The number of suicides was 70 less than that for the
preceding year, a reduction of 2°4 per cent. The known attempts to
commit suicide in December of 1899 show also a falling off of 2's5 per
cent., as compared with the same month of 1898. In the same way
there is a falling off in the number of all serious offences known to be
committed in that same month amounting to 3'4 per cent. compared
with the preceding year. In Ireland there was a decrease of 85 per
cent. in serious crimes in 1899, and of 7°9 in suicides in 1900, but in
Scotland there was an increase of crime so great as to make 1899 a
record year, though we doubt that this will be found to apply to the
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last month of the year, and here also suicide decreased to the extent of
6°4 per cent.

It might almost be said that the same effect is noticeable even in
such a comparatively small matter as the occurrence of general paralysis
of the insane. In England the percentage proportion to admissions,
which in the two quinquenniads ending 1898 and 1899 was respectively
7'9 and 7°6, fell in the year 1899 to 6°4. In Scotland, while the total
deaths in establishments increased 29 per cent. in 1900, the deaths
from general paralysis decreased 30 per cent, and in Ireland the
yeneral paralytics, who constituted 119 per cent. of the admissions of
1898, decreased in the two years 1899-1900 to 1°10.

Such, in general terms, have been some of the results of the growth of
the spirit of patriotism and militancy which have been such striking
features in the country since war was declared. Whatever interpreta-
tion is attached to these facts it is just as well that they should be
noticed, and it would be a good thing if our Continental friends were
made cognizant of them, for very garbled statements on this, as on other
matters, are not unknown, even in scientific Continental periodicals,
one of these in all gravity publishing an extract from a well-known
lay journal to the effect that the number of the insane in London
had increased in 1900 from 16,353 to 21,369, and that Dr.
tlaye Shaw attributed this increase to the influence of the Transvaal
War !

Whatever the explanation of the improved condition of affairs, Scot-
land is to be congratulated no less than the other two divisions of the
kingdom. This effect of the war is unlikely, however, to prove other
than temporary, but if it is productive of even a temporary steadying
of the mental and moral character of the mnation it will not have been
in vain.

It must not be forgotten that while the country as a whole shows this
general improvement of its mental health it does not by any means
apply to all parts of it. In some there is a very manifest improvement,
while in others the condition of affairs goes on steadily from bad to
worse. Taking the Preliminary Census Returns as a basis, the counties
of Scotland arrange themselves into three groups: (1) those in which
the population is diminishing ; (2) those in which there is an increase,
but under the average ; and (3) those in which the increase is above the
average. In the first group, which comprises 14 counties, having 13
per cent. of the population, the intercensal decrease amounts to 4'14
per cent. ; in the second, with a percentage of the population amounting
to 21 and comprising 10 counties, the increase is 3's; in the third,
comprising g counties, with 66 per cent. of the population, the increase
amounts to 37 per cent., the increase for the whole country being 11°1.
What changes have taken place in these three groups as regards pauper
lunacy in the past ten years? Calculated on the census populations
the increase of pauper lunacy for the whole country amounts to
37 per 100,000 ; in the first group it amounts to 68, in the second
to 38, in the third to 35. What significance is to be attached to
these figures? Not for the first time has it been pointed out that
the position of the poorer and insaner counties, with but few exceptions,
grows increasingly grave, and that the richer and increasingly populous
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counties profit at the expense of their less well-to-do neighbours. It is
a sad prospect that faces the poorer districts, and it promises to be an
increasingly hard problem to deal with, that of their pauper lunacy and
its financial burden. The tide of emigration still sets strongly towards
the large industrial centres, with consequences increasingly disastrous
to the depleted districts, and the remedy is hard to seek.

Allusion has already been made to the subject of general paralysis.
In the interesting section of this Report dealing with deaths from this
cause the diminution of the disease in the year 1900 is brought out
very unmistakably, the deaths from this cause being 92 per 1000
patients resident as compared with 116, the average of the five
preceding years; and it may be anticipated with some confidence
that the year 19or will present characteristics in this respect not
dissimilar to those of the year reported upon. In dealing with a
disease such as this it is necessary to keep in mind the important part
that age plays in its genesis. There can be little doubt that the
removal of so many men necessitated by the South African campaign
has had not a little to do with the decrease of this affection, which is
noticeable in all three divisions of the kingdom ; and one at least of the
reasons for its greater prevalence in urban communities is to be found
in the fact that there is a much greater proportion of both men and
women of what one might call the general paralysis age in these than
there is in the purely rural districts. Unless this age factor is taken
into account fallacious conclusions may be drawn. It sounds un-
commonly like rank heresy to say, as the Commissioners do, that “ the
greater prevalence of the disease among the male sex does not neces-
sarily prove a greater inherent liability of that sex to the disease, but
merely points to the fact that the male sex is much more exposed to
the injurious social influences which cause it.” To say so does not
serve to clear up the mystery of the origin of this affection, but merely
puts the explanation in another form. It is tantamount to saying that
there is an inherent liability of the male sex to expose itself, or to be
exposed, to the injurious influences which are productive of the disease,
which is just the same thing in different words. There is no getting
away from the fact that there is an undoubted proneness, whatever the
explanation, on the part of the insanity of the male sex during the
reproductive period of life to assume this particular form, which con-
trasts strikingly with the comparative absence of such a tendency in the
female sex, at least that section of it which is reproductive. From
the language used one would infer that the general paralytic is merely
the passive and pitiable victim of the injurious influences exerted upon
him by the society of which he is an individual, and that his own
conduct has no art or part in the production of the disease. That
may be so in the case of those females who develop the affection ; that
it is so, equally and likewise, in the case of males is matter for doubt.
Society does not compel any of its individual male members to be
exposed, or to expose himself, to either of the two conditions which
are recognised as agencies in the production of the disease. There
is the further difficulty, too, that not all who commit excesses, sexual or
alcoholic, or who contract syphilis, become victims of this disease, which
argues that there is some additional and necessary individual factor,
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i. e, the inherent liability. As a French observer puts it, paralyticus
nascitur, non fit.

The returns of the year under review reveal the same general tendency
towards diminution in the numbers of the insane poor who are accom-
modated in private dwellings which has prevailed during the past ten
years. In 1890 the percentage so provided for amounted to 24 ; in
1900 this had fallen to 20°6, and the decrease applies to all parts of the
country, with the exception of only five counties, in two of which the
proportion remains the same, while in the other three there are increases
of no great amount. The advantages of the system are, as usual, set
forth strongly by the Commissioners, but apparently without avail.

The reports upon individual asylums afford gratifying evidence of a
prevailing spirit of progressiveness in the treatment of the patients, and
consideration for the staff. The increasing recognition of the arduous
and responsible nature of the duties of the attendants especially is a
point which ought to meet with approval of the heartiest sort. In the
past ten years, while the average number of patients in district asylums
has increased 100 per cent., the increase in the staff amounts to over
133 per cent., giving 1 to 6} patients instead of 1 to 74. In the same
period the total net maintenance expenses have increased 110 per cent.
- The increase under the heading of salaries and wages amounts to 120
per cent., and is entirely accounted for by the additions to the wages of
attendants and servants, for the increase in the total expenses under
that heading amounts to no less than 200 per cent., that for officers and
artisans being only 76 per cent. The changes in the dietary tables, too,
indicate increasing additions to the solid comforts of life, and a com-
parative luxuriousness which ought to be a sort of consolation and com-
pensation to those unfortunate enough to be denied the delights and
blessings of the private dwelling life.

One would fain have hoped that these additions to the staff and
dietary, and the increased remuneration of the attendants, would have
helped to influence for good the recovery and death rates in asylums;
but such, so far, is not the case, for neither of these show any sign of
change in the direction of improvement, but rather the reverse. There
is no improvement even in the number of suicides which take place in
asylums, a matter in which Scotland compares unfavourably. The
deaths from this cause in English county and borough asylums in the
quinquenniad 1891-935 give a rate per 10,000 resident of 2'03, and in
1896-1900 of 2°02; in Ireland the corresponding ratesare 3°08 and 187,
but in Scottish establishments the rates are 5°06 and 6'06. The greater
prevalence of these regrettable deaths in Scottish institutions is, in all
probability, to be explained largely by the greater amount of liberty
allowed to the patients, and not to be attributed to negligence on the
> part of those who have the care of the inmates, and would seem to call
for still further addition to the stafii. The self-sacrifice of the brave
nurse, Isabella Sime, of the Perth District Asylum, in her heroic
endeavour to save her charge from suicide by drowning in the flooded
river, which is recorded in this Report, is only one more of the already
not few illustrations of praiseworthy devotion to duty, the extremely
trying and onerous nature of which the public do not sufficiently realise.

We have only dealt in the most general terms with what seem to us
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to be the outstanding features of this Report, compared with those of
previous years. There is evidence in plenty to satisfy the most exact-
ing Scottish public that the safety and well-being of its insane poor are
jealously safe-guarded, and that at the same time due regard is had to
the economic aspect of the ever-increasing burden of its pauper lunacy.
It is without exception the most encouraging and most promising
Report that we have seen. To be able to record an improvement in
the nation’s mental health, however slight, is a matter of the greatest
import, and one could only sincerely wish that this might turn out to be
other than merely temporary.

Fiftieth Report of the Inspectors of Lunatics (Ireland) for the year
ending December 315, 1900.

For two successive years the inspectors have been able to record a
substantial diminution in the rate of increase of the insane under care
in Ireland. The total increase, computed on the numbers on register
on December 31st, in 1900, was 306, a figure which is not only con-
siderably under that of the previous year (559), but is 186 less than
the average for the past ten years, which was 492. It is, moreover, the
smallest total increase since the year 1893. Last year, in commenting
on the Report, we ventured to express a hope that the high water mark
in the increase of lunacy had been reached in 1898, when the annual
increment had risen to 714. Can we regard the fact that there has
been a very material reduction in the increment for two years in
succession as an indication that the tide is really on the ebb? A some-
what lengthened experience in the fallacies of lunacy statistics suggests
caution in the making of forecasts, and for some years, at least, it is
wisest to act on the time-honoured maxim—never prophesy until you
know.

That a reduction in the rate of increase, however, did take place two
years ago, which has repeated itself in the past year, is at least a
matter for congratulation. The yearly crop of insanity cannot go on
increasing indefinitely. Such a prospect is too appalling, and is not in
the nature of things. ‘‘Survival of the fittest” is not yet an exploded
doctrine. Sooner or later a limit must be reached; sooner, if the
general public—the “ man in the street "—begins at last to learn, and
having learned, to act upon the principles of mental and moral hygiene ;
and, on the physical side, to adopt much the same methods as are em-
ployed—and with these latter he must be to a large extent familiar—in the
raising of healthy stock. As regards the former, there is far too much
ignorance for an age which deems itself so enlightened in other respects.
But “ how shall they hear without a preacher?” This is not a point-
less question to submit to the Lunacy Office. When an invasion of
plague or cholera is believed to be imminent plain directions are issued
by recognised authorities, and disseminated amongst the public, indi-
cating the best means of prevention, precautions to be used, things to
be avoided, and so forth. By this means unreasoning panic is allayed,
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and the public are encouraged to act sensibly, and to adopt rational
measures to meet and overcome the threatening peril. Insanity is no
occasional visitant like plague or cholera, it is always with us. Its
lineaments are but too familiar ; and perhaps on account of this very
familiarity we have come to tolerate it easily, although, not so much
on humane grounds as on account of the huge expenditure which it
involves, the ever increasing mass of insanity in these countries is fast
becoming an intolerable incubus. Now, in the presence of this vast
brooding evil, which causes so much misery, and costs this small island
annually over half a million sterling, an expenditure which has about
doubled itself in the course of the last ten years, and which still keeps
mounting higher and higher—in the face of this deplorable state of
things any and every means should be tried, exhaustively tried, which,
even if it had not the effect of immediately checking, would, at least,
tend to check the growing evil. The enlightenment of the public on
the subject of insanity generally is one such means, and, in proper
hands, might be made a powerful means. But how little of this en-
lightenment is even attempted! Apart from scientific contributions,
which are only addressed to expert hearers, the reports of medical
superintendents are almost the only literature on the subject. These
are read by comparatively few, of whom probably most are only, or
chiefly, interested in the financial aspect of the question. There
remains, then, the ¢ Annual Report of the Inspectors of Lunatics.” But
to that the public, up to this, have looked in vain for guidance. No
note of warning, no word of counsel accompanies the dry chronicle of
events in the world of lunacy, which is only characterised by a dreary
monotony repelling in itself ; and if a long-suffering public were to read
any of these Blue Books from cover to cover they would not find a
single hint or suggestion as to what they themselves might do to check
or counteract this scourge of the human race. The oracle is dumb.
Should this be so? Is it right? Why should not those who are in a
position to speak with authority use that opportunity to the best
advantage? Why should they not set out plainly and clearly, so that
he that runs may read, the main facts bearing on the subject of in-
sanity, which have a vital and practical interest for the public? Why
confine themselves to the bald enumeration of figures, the number of
admissions, discharges, and deaths of patients sent in on warrant or
ordinary certificate, the amount of land attached to each asylum, with
the profits derived therefrom, etc. These are, no doubt, necessary
returns to have printed and kept on record, but as an aid to the public in
the way of enlightenment on the subject of insanity, or assisting to put
a stop to its advancement, they are absolutely barren and profitless.
The inspectors’ office is the central bureau of lunacy matters.
Common sense would suggest that one chief part of its business should
be to diffuse knowledge on that subject with which it is supposed to be
specially familiar. Were it to fulfil this mission, so far from lowering
its dignity (there might be a lurking hesitation on this score in the
official mind), it would undoubtedly largely enhance its value in the
eyes of the public, and it might develop into a really useful department
of State. An analogous case is that of tuberculosis, which is another
terrible scourge in this country. A notice has lately been issued,
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which is now being posted up broadcast over the country, giving in
simple terms a few of the most important facts about this disease, and
olain directions for the prevention of its spreading. Might not some-
thing of this sort be done also in the case of insanity ? By keeping
the salient facts of the disease constantly before the eyes of the
people it is not unlikely that an impression would be gradually made
on the mind of the public which would eventually lead to practical
results.

What the public are asking, asking with more insistence each year as
the tale of insanity, like the ever-growing snowball, relentiessly con-
tinues to increase its already huge dimensions, is, What is the cause?
and next, What is the cure? These are the two great, the two vital
questions, as far as the public are concerned. What enlightenment is
to be gleaned from the pages of the Blue Book? As regards cure, in
the broad sense of a remedy or antidote for the increase of insanity, we
find not one word.  As regards causation, this pregnant sentence satisfies
the official conscience :—*Table XIV gives the probable causes of
insanity amongst those admitted in 1900.” On referring to this table
—the same old, antiquated, useless schedule of causes—what the wiser
arewe ? Do we not rather feel bewilderment? Are we to believe that
“fright and nervous shock,” and nothing else, drove fifty-two persons
out of their senses, that a ‘ previous attack ” was the cause of subse-
quent mental aberration in 278 cases? Does anyone in his sober,
senses believe that ‘puberty” drove nine young persons to frenzy or
despair ? Puberty is a natural developmental period in the life of
everyone ; a period, no doubt, when a certain small proportion of
brains, &f constitutionally unstable, are liable to break down. Butis it
not a misapplication of terms to call puberty the cause of insanity in
any single instance ? The list of physical causes on an tiological plan
of this sort does not go back far enough ; the first heading should be
“Birth.” A man cannot become insane unless he is born, and from
that point of view birth is undoubtedly one cause—one prime cause—
of insanity. We have commented in previous vears on the fact that
insanity is rarely, if ever, the product of a single cause ; and a table of
this kind is not only utterly useless, but a positive imposition, wholly
discreditable to the authority which sanctions it. The fact is, and we
make the statement deliberately, that if a clean sweep were made of all
the causes enumerated in this table, and the simple proposition substi-
tuted for that imposing array, there are two causes of msamty—-
heredity and drink, while far from asserting that this statement is
absolutely correct, we do maintain that it would convey a far truer and
more accurate presentation of fact than the table supplies. Heredity
is stated to have been the cause in only 810 cases out of a total of
3546. Is this credible? Is it even an approach to accuracy? We
repeat, as long as only one cause is permitted to be given, omitting all
contributory causes—which are often equally potent factors with the
single one assigned—this table would be better omitted altogether.
Delenda est.  Let it be either amended or expunged.

A table on page 15 of the Report gives the proportion per 100,000 of
estimated population of lunatics under care from the year 1880 to 1899.
But why not give the actual instead of the estimated population for the
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census years? If we take the three census years 1881, 1891, and
1901, we get the following figures :

Year i Population. | No. of lunatics. 1 o e e | incragser
e - -

1881 l 5,174,836 l 12,082 251 —

1891 4,704,750 16,251 345 37'4

1901 | 4456545 | 21169 475 376

In other words, in 1881, one out of 398 persons was a recognised
lunatic; in 1891, one in every 290; and in 1901, one in every 210.
The insane in private dwellings and those wandering at large are not
included. If these numbered, say, 1000 in the whole of Ireland, the
proportion of insane would be one in 200. It is hardly likely to rise
higher than this. The ratio of increase during each of the last two
decades was practically the same, viz. 374 per cent. If this rate were
to continue, to follow up a no doubt somewhat fanciful idea, though
one not altogether devoid of “interest, computation shows that in 170
years from this, the population of Ireland would consist of exactly an
equal number of sane and insane.

In 1880, the proportion per cent. of total numbers under care was :—
In district asylums, 67; in workhouses, 27; in private asylums, 6.
In 1901, these ratios had altered to 77, 18, and 5 respectively.
That is to say, in twenty years the proportion of insane in district
asylums had increased by 1o per cent.; that in workhouses had
decreased 9, and in private asylums and other institutions by 1 per
cent. The obvious deduction from these figures has been frequently
adverted to, and is corroborated by the fact that the number of
admissions from workhouses into district asylums has, during the past
decade, increased from 1266 to z0°47 per cent. of the total ad-
missions.

The total admissions for 19oo exceeded those of 1899 by only three,
as compared with an increase of eighty in the previous year. There
was a decrease of three in the case of district asylums, where there was
a decrease of eighty-five in first admissions, and an increase of eighty-
two in the re-admissions. In 1899, on the other hand, the fresh cases
increased by 180, while the re-admissions decreased by 10o. The
truly baffling nature of lunacy statistics could hardly be more strik-
ingly shown.

The following table, compiled from that on page 17 of the Reporrt,
gives the respective increments for five-year periods from 1881 to
1900 :
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! | ! ' .l
. ‘A first 1 A -1 Total | | :
svear periods. | HoEE O cent. | admistions. | per cent. admissions. per cent. |
i
| . |
1881-5 | 2163 - 524 - 2687 — 1
188690 | 2270 49 625 ' 192 ‘ 2896 77
1891-5 ' 2426 1 68 743 & 188 | 3168 | g3
! | ) |
1896-1900 | 2683 | 105 752 2 | 3435 « 84
| i

The sudden drop in the ratio of re-admissions during the last
quinquennium is difficult to account for.

Of a total of 3546 admissions, 2415, or over two thirds, were sent
in on magistrates’ warrant. Further comment on this system of
criminalising the insane, which is the practice of Ireland alone of all
civilised nations, would only be waste of time. The Lunacy Department
seems to have settled down into a condition of perfect contentment as
regards this indefensible procedure : s’y suis, s’y reste.

The recoveries show a percentage of 363 on the admissions, and
the deaths one of 7°9 on the daily average. For some years past some
useful tables have been making their appearance in the body of the
inspectors’ reports giving statistics for a series of years. We welcome
their advent as a really valuable innovation, for which we have been
pressing with more or less persistence, and which we hope to see
extended still further as time goes on. For instance, a table showing
the recovery rate, and another showing the death rate for, say, the last
twenty years, would be of distinct value. Such tables appear regularly
in the English Blue Book. They go back to 1873, and give not only
the percentage for each year, but the averages for each period of
five years. Why should we not have the same for Ireland? Over
27 per cent. of the deaths were due to consumption, and 3 per cent. to
general paralysis. An extra column in the table on page 2o, giving
the percentages of mortality from these diseases for a succession of
years, would be a useful addition. Two deaths occurred from suicide,
two from homicide, and three from misadventure, all these latter being
the result of scalding in baths. Such accidents might be avoided by
having baths fitted with patent taps, controlled by a key which turns on
the cold water before any hot can flow. With these there is no
possibility of the patient being scalded.

The highest death rate, 15°2, was in Limerick Asylum; the lowest,
47, in Letterkenny. The high mortality in the former does not appear
to have been due to zymotic disease, as phthisis (31°8), heart disease
(14°0), and general debility (24°0) account collectively for 82 per cent.
of the deaths. The sanitary condition of Ballinasloe is stated to be
very unsatisfactory, ‘“as cases of zymotic disease occurred in every
month of the year.” This appeared to the inspectors to be due to
overcrowding, and a dilapidated condition of one ward on the ground
floor. It would be satisfactory to know if this asylum is provided
with a proper drainage system, and whether its water supply is above
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suspicion. There was a good deal of dysentery in Cork, Downpatrick,
and Richmond, but on the whole the Irish asylums show a very fair
record as regards zymotic disease.

Post-mortem examinations were held in 327 cases, as against 311
in the previous year. This increase is evidently regarded favourably
by the inspectors, but if we take the number of deaths in each year
into account, we find that in 27°4 of those of 1899 post-mortems were
made, and in only 256 of the fatal cases in 1900, so that the record
<an hardly be considered satisfactory.

In connection with this subject, the inspectors *“are glad to notice
that the Irish asylum authorities have originated a proposal to establish
a central institution for the study of mental pathology, and to enable
the local committee to contribute towards the maintenance of such an
institution.” * Asylum authorities ” is a rather vague expression, which
usually is taken to mean the asylum committees, who, as a matter of
fact, have taken no action whatever in the matter. The first move
towards this important object emanated from the Irish Division of our
own Association, who appointed a committee for the furtherance of it,
which, having obtained the support of the Colleges of Physicians and
Surgeons and some of the medical societies of Dublin, memorialised
the Chief Secretary, and subsequently sent a deputation to wait upon
him, with the result that the application by asylum committees of
funds for the purpose has become legalised, and it is to be hoped that
all the committees may be induced to join in the movement, and so
materially aid the progressive and enlightened study of insanity in this
country on similar lines to those which are being followed in the case
of the London asylums, and other groups of asylums in England and
Scotland.

The average annual net cost per patient for maintenance was
£ 25 135. 6d., which is £2 3s. 1od. higher than in the previous year.
This the inspectors attribute to increased cost of necessaries. In the
tables given on pages 30 and 33 of the Report, the daily averages for
1899—19oo and 1goo—1gor are given as 15,785 and 16,283, whereas
in Table II of the General Statistics (Appendix) the figures for 1899
and 1900 are 15,682 and 16,114 respectively. Which is correct? and
if both are so, how are the former figures arrived at ?

The condition of the workhouse lunatic is still anything but satis-
factory, and in many instances deplorable. Guardians do not seem to
trouble themselves much about this saddest class of the insane. They
are, we fear, never likely to be better off until they are transferred from
under the control of the bodies under whose charge they are at
present and placed either in district asylums or in institutions where at
least some adequate provision will be made for their proper treatment
and comfort. Although under the 76th section of the Local Government
(Ireland) Act power is given to county councils to provide for the
chronic and harmless insane by utilising a workhouse or other suitable
building as an auxiliary asylum, in one case alone, that of Youghal,
has any attempt been made to carry out this object. As the old style
of workhouse is, as a rule, ill-fitted for the accommodation of insane
patients without more or less costly alterations, the inspectors are of
opinion that it would be preferable to establish special buildings as
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annexes to the existing district asylums of a simple and inexpensive
style for the insane now located in workhouses. With this opinion we
are inclined to concur.

During the twenty years from 1880 to 1900 the number of patients
in private asylums has increased by 87, but the increment has been
confined altogether to male patients, who have increased by 8o,
whereas the number of females has decreased by 2. The average
number of annual admissions has advanced from 157 in the first
decade to 184 in the last, a rise of 17 per cent. The condition of the
private asylums generally which were reported on by the inspectors
appears to be, on the whole, satisfactory, and does not call for any
special comment.

Psychology : Normal and Morbid. By CHARLES A. MERCIER, M.B,,
M.R.C.P, F.R.C.S., Lecturer on Insanity at the Westminster
Hospital Medical School, and at the London School of Medicine
for Women, etc. London: Swan Sonnenschein and Co., 19o1.
p. xvi, 518. Price 15s.

Some eleven years ago I had the privilege of reviewing for Mind
(No. Ix, October, 1890) Dr. Mercier's Sanity and Insanity. His
point of view and his method had been more or less familiar to the
psychological world before then. I still recall vivid impressions
of the novelty of system involved in his * Classification of Feelings”
contributions, afterwards embodied in his Nerwous System and the
Mind.. In that work, Dr. Mercier modestly professed to *“do into
science ” the leading results of Spencerian and Jacksonian speculation.
He carried out his aim with much thoroughness and lucidity. He
was, it is true, somewhat dogmatically familiar with cerebral mole-
cules and their marvellous evolutions and repositions in the dance of
mind, and he has been twitted—not, I think, quite legitimately—with
assigning to those intimate mechanisms more than a conceptual value
for the particular science he was at the time handling. The neuron
and its ramifications and interconnections and new “amcebisations ”
(if I may coin a wor for the occasion) had not, in those days, passed
into the * psychologies.” The term * molecules,” with their decom-
position and recomposition, served the purpose of scientific *“scaffolding”
to let the builder proceed. But even the neuron, though not there
in pame, was there in reality, and one of the most striking points of
Dr. Mercier's book was the speculative use he made of new passages
in the “ground substance” as the physical correlatives of fresh
acquisitions in consciousness. After all, the functions ot the neuron
are the functions of nerve-cell and fibre writ large, and the *“ ground
substance ” forms still the matrix where that infinitely delicate jeily-
fish, the neuron, ventures forth its tentacles under stress of
stimulus. These matters I mention mainly to secure an ¢ orientation ”
for Dr. Mercier’s new book, Psychology, Normal and Morbid. The
two former works were also Psychology, Normal and Morbid. In
them, Dr. Mercier, following the Spencerian analysis, reduced the
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fundamental process of thought to the establishing of relations between
feelings, or, may I say ? sensations. Comparison is the fundamental
feature of thinking. From the most rudimentary feeling to the highest
involutions of thinking the process is continuous, and the special
work of an analytic psychology is to decompose into those funda-
mental forms the apparently stable compounds that constitute
experience. The value of this analysis, as set forth by Dr. Mercier,
was that it made possible a continuity beyond the normal to the
abnormal. As the method tackled each grade of fasciculated relations,
the continuity of growth and integration became obvious; the system
set forth revealed possibilities of lapse and defect, and the defects were
the basis of the insanities. These, however, arose out of a fundamental
relation not yet referred to—the relation between the organism and the
environment. The failure to adjust certain internal (may I say psycho-
physical?)complexes of relations to certain complexes of external relations
was the basis of insane conduct and of insanity generally. The same
conception was worked out in detail in the Sanity and Insanity, and
that is why I said of it, “he has laid down, as it were, the institutes of
insanity.”

The fundamental thought of these two works has been continuously
active in Dr. Mercier's mind, and the result is the new volume before
me. Although this is, in every way, a complete book, carrying on its
face all that is needed for the siudy of its contents, it yet should be
read as the sequel of the other two. Chronologically, they come first ;
logically, this is first. Let the reader, however, work first by chro-
nology ; he will thereby sooner reach to the science sué specie acternitatis.
This book contains, in a system, the presuppositions of the other two,
and as presuppositions are the last to be discovered, in the order of
learning—hence all this bother about “first principles "—the learner
should begin with the more concrete and apparently simpler exposi-
tions. He will then find himself less at sea among those algebraical
symbols of relation that form a leading feature of the first half of the
new volume. .

What, now, are the general characteristics of the new volume—
Psychology, Normal and Morbid. “A system of philosophy,” wrote
James Frederick Ferrier, in the Znstitutes of Metaphysic, * is bound
by two main requisitions—it ought to be true, and it ought to be
reasoned.” For positive science, truth has not quite the same “con-
tent” as for philosophy, and I do not press that category on Dr.
Mercier’s book. But “reasoned ” it is from beginning to end—from
postulate to application. And this means a great deal. Hegel used
to complain that certain opponents—Schelling, for instance,—shot their
¢ Absolute” out of a pistol, while his must be generated out of the “labour
of the notion.” The same is true of much popular psychology. Some
of it is nothing but the survivals of broken systems, pensioners drawing
pay for work they can no longer perform. It is true those fragments
from the middle ages have all the air of intelligence, of system, of
logical efficiency, but their claims always demand renewed scrutiny,
and one of the chief virtues of a book like this is that it attacks the old
notions afresh, and makes an effort to reason things from their true
postulates. I emphasise this because I anticipate a possible objection
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from the practical standpoint—that the book is too abstract, at least in
the earlier part. Abstract, as compared with the ordinary text-books,
it certainly is, but abstract for a purpose, and the reader will do well to
work straight ahead. He will, as a consequence, find his appreciation
of the concrete much more intimate. And let it be premised further,
the book is not easy reading, it demands thinking at every sentence.
I cannot help feeling, however, that in not dividing the subdivisions into
chapters, sections, and subsections in approximately logical suberdi-
nation, Dr. Mercier has lost in simplicity what he has gained in
continuity. He has made the mechanical fatigue of reading greater,
and I see no advantage to balance this. The chaptering of a book
logically is, no doubt, always a compromise, but it is an unquestionable
economy of attention, and notwithstanding the apology of the preface
I regret that Dr. Mercier did not divide, subdivide, subordinate, and
number a good deal more than he has done.

To come to the contents. In an introduction of six pages, Dr.
Mercier sketches the leading concepts of the book. The dawn of
consciousness in the midst of material objects, the development of
intelligence, the inchoate, then the complete, distinction of self and not
. self, the correlation of consciousness with a nervous system, the grading
of this system, the concomitance of consciousness with the activity of
the highest grade of nervous organisation, the subdivision into subject-
consciousness, which accompanies the activities regulating the internal
bodily organism (the visceral nerve circulation of the Sanity and
Insanity), and object-consciousness, which accompanies the adjustment
of the self to the objective world, the fundamental functions of the
nervous system, the reception of motion (the physical correlate of
sensation), the modification of motion (the physical correlate of thought),
the emission of motion (the physical correlate of will), the absolute
interrelation of all three, the interaction of organism and environment,
—the favourable interactions being the correlates of pleasure, the
unfavourable of pain; the teleological nature of an organism—strife
towards an end being the correlate of desire, hindrance of strife the
correlate of aversion ; memory, experience,—these are the stages in the
synthesis of the organisation named Mind.

“ Thus, then, we triangulate the country that we have to explore in
detail. Moved by the desire to attain ends, and by aversion to the
obstacles which obwviate attainment, man acts in the circumstances in
which he finds himself. The interaction between self and circum-
stances is experience. Such experience as is an advance towards his
aim is pleasurable, such experience as baffles or hinders his advance is
painful. Every experience leaves in his organisation a change of dis-
position, which is memory. The elements in every experience are
reception, emission, and redistribution of motion, which have their
conscious correlatives in sensation, will, and thought ” (p. 6).

Dr. Mercier then proceeds with the analytical account of sensation,
giving only the general cbaraqteristics, mentioning the evolutional
significance of the highly specialised senses, and leaving to the special
text-books the detailed analysis of sensations. His object is to show
at what point defect, error and disorder of sensation may supervene.
From this he passes to thought. **The process of regulating conduct
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to circumstances is called intelligence” (p. 20). This term does not
seem to me quite happy; it is so intimately associated with the
purely mental aspect of nervous action that its application to the
process of adjustment, as such, without reference to the mental
accompaniment, is somewhat unusual. This, however, Dr. Mercier
recognises on page 27, where he passes from thc more or less
stable adjustments—properly named mechanisms—to the formation
of entirely new adjustments, whose mental accompaniment is think-
ing. This is a very clear section. The issue of it is—thought is
essentially the establishment of a relation of likeness or unlikeness
among mental states. Numerous illustrations, symbolic and concrete,
are given to drive this generalisation home. The first establishment of
an adjustment is more difficult than the second ; the nerve-tissue
retains the effect of the process, and gradually new organisations
become permanent or relatively permanent. The analysis, then, clearly
must follow the sequence—What is the relation? How is it established ?
How does it cohere after being established ? How is it related to other
thoughts? We are thus introduced to the Forms of Thought (p. 40).
The reader must now keep his wits about him. Abstraction (p. 44),
generalisation (p. 47), and classification (p. 48) are now explained.
For teaching purposes I should myself prefer to begin with classifica-
tion, but the sequence is immaterial. As Bain has it, the individual is
a “ conflux of generalities.” The three functions, abstraction, or con-
centration on the point of likeness between individuals ; generalisation,
or the combining of individuals into concepts based on the likeness ;
and classification, or the arranging of individuals in view of their like-
ness and unlikeness, are all aspects of the same mental fact. They are
set forth here with excellent effect. They are subsumed under a single
term—synkrisis, which means comparison. Following on this are
illustrations of the corresponding errors, including errors of judgment,
errors of perception. and hallucinations, in so far as synkritical (to
expand Dr. Mercier's term).

Under the heading Axiomatic Reasoning, we have a discussion of
the syllogism as a form of thought. When, at the first glance among
the pages, I caught sight of the bow-shaped lines of print that Dr.
Mercier uses to exhibit the fundamental relations of the three terms of
the syllogism I felt impelled to say with Cyrano, Que diabdle allait-sl
JSaire en cette galdre? And now that I have gone over the ground in
detail I am not sure that my impulse has wholly spent itself. Dr.
Mercier is, I think, quite within his right, even from his own stand-
point, in placing such great emphasis on the syllogism. He does not
need to apologise for dealing in detail with what Aristotle found
not beneath him. He need not scruple to ask of his readers something
more than the invincible ignorance of the ‘“average ass,” who regards
logic as scholastic jargon. But he has, I think, made rather too
much of Mill’s effort to fill the old bottles with the new wine.
Mill's effort has helped to weld induction and deduction (including
the fundamentals of the syllogism) into a single system ; but, as Bain
pointed out (Mind, III, 137, Old Series), the syllogism properly deals
with consistency, not with material induction. The same view was
later expounded by Minto, who showed by a very simple reference to



1902.] REVIEWS, 99

the history of Aristotle’s invention that the syllogism has to do with
consistency of granted propositions expressed in words. Mill raised a
wholly different question when he asked—How is the proposition con-
taining the major term proved or establi%red? Dr. Mercier’s criticism
here is acute; but—again notwithstanling his preface—I think the
whole discussion is essentially logical, and only incidentally psycho-
logical. I should like to see this section recast, condensed, and
mostly relegated to an appendix. His schemata could be made clearer
if the ordinary schemata of the syllogism were placed immediately side
by side. At this point, too, the symbols become rather numerous for
ready comprehension. Altogether, in spite of ‘““my old wounds
burning ”* at the criticism of Mill, I cannot ieel that this section is other
than superfluous or on the wrong tack. Nor do the illustrations
of syllogistic fallacy seem to me to forward in any great degree the
book’s main purpose, which is to prepare the reader for the errors
prominent in the syllogising of the insane. Much the same is true of
the discussions on immediate and mediate inference; but the dis-
cussion is stimulating, the illustrations, as illustrations, are analysed
with much point, and the dialectical gymnastic necessary to the study
of them is not a bad propzdeutic for the subtleties of the later sections.
Proportion forbids me to argue the points, or to test them by the later
criticism of Mr. Bradley or Mr. Bosanquet.

From the ‘“forms of thought,” Dr. Mercier passes to analyse a
sequence of states that as a whole may, with moderate appropriate-
ness, be designated epistemology, or theory of knowledge. Perhaps I
should rather say that the categories in question— certainty, uniformity
in experience, likelihood, probability, expectation, truth, credibility—
are, psychologically modes of belief, and, logically, criteria of know-
ledge. Dr. Mercier now enters on an extremely valuable series of
analyses. The practical alienist will do well to follow the analysis of
each category in detail, for at a subsequent stage each is used to
illuminate certain features of smsane belief. Here, more than in the
discussions of the syllogism, the purpose of the book as a *prolego-
mena to any future psychiatry ”—to parody Kant's phrase—becomes
obvious. To go into full detail would be to write another volume. It
is enough to say that well-worn doctrines are stated with vigour and
lucidity from the new standpoint. The feature of certainty is the
resistance the state offers to the dissociation of its elements (relations).
This indissolubility of relations is the subject-counterpart of uniformity
in experience (p. 159). There are various grades of uniformity.
Hence the graded states—likelihood (p. 166), probability (p. 170),
expectation (p. 190), truth (p. 197), credibility (p. 210). Under
probability we get a very pertinent discussion on the value of
quantitative statements as a factor in establishing beliefs. Dr. Mercier
admits a certain value, but he very properly discounts the speculative
mathematician’s applications of quantities to matters that quantity can
little affect (pp. 175 ¢f seg.). Under credibility we have a detailed
discussion of the evidential factors in belief. 1In all these categories
one thing is kept clearly forward, namely, that they are the formulae of
experience. The test of belief is practice—the reference to experience,
the reference to reality. Before, however, Dr. Mercier proceeds to
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the application of his categories to the analysis of the errors of
belief and delusion, he touches on originality (p. 238) and apper-
ception (p. 244). Originality offers an opportunity for suggesting that
genius is an example of ‘ldgh originality in discerning likeness”
(p- 244), and that talent is “an example of ‘high originality in the
discrimination of difference” (i64d.). Of course, neither difference nor
likeness is to be considered apart. The one always implies the other.
A feeble punster is for ever seeing likenesses, but the point of the good
puns is in the synthesis of likeness in differences. His criticism of
apperception (p. 274) is not quite convincing. The * guasi-in-
dependent entities ” of the *thorough-going apperceptionist” (p. 247}
are, after all, only gwasi, not absolute; and if Dr. Mercier is to
use “parasitic nervous mechanisms,” as he does to excellent purpose,
I cannot see that his position is much more tenable than that of the
apperceptionist. I quite agree that the notion has been run to death,
as association was a generation ago, and redintegration two generations
ago, when Hamilton dominated the terminology. But the term
apperception is an excellent one for certain features of the flowing mind,
and emphasises the fact that the least coherent phantasy is yet a system
—whether similarity or contiguity predominate being for the moment
disregarded.

And now we come to one of the most important expositions in the
volume—errors of belief (p. 248). There are four forms of belief—
experiential, evidential, authoritative, delusional. The first three are
normal, the fourth is morbid. What is the differentia of the fourth—
delusion? Dr. Mercier’'s argument here deserves, and will receive,
careful attention. To begin with, a delusional belief is indestructible,
even when contradicted by experience, testimony, or authority. The
delusion may have its beginning in a perfectly normal process—the
forming of an hypothesis to account for a sensation or other mental
state (pp. 262—-3). But the relation formed in delusion becomes indis-
soluble out of proportion to experience. And here the categories
referred to apply. Our thoughts are continually * changing pickets ”
from inconceivability to credibility, from credibility to fact, from fact to
truth, and back again variously at the instigation of objective experience.
This is normal. In the morbid state, however, concepts *change
pickets ” in the mind without this reference to experience. This trans-
ference constitutes delusion. But on what cue does the transference
occur if not at the instigation of experience? This is the very nerve
of the theory of delusion. A final answer Dr. Mercier does not give.
His provisional answer is this :—* Experience is not the sole source of
our beliefs” (p. 271), the * categories of belief” develop *with the
general development of mind ” (p. 272), hence persistence of infantile
readiness of belief or the production of such readiness by degenera-
tion; the physical basis is a dissociation of nervous centres—the
formation of a *parasitic mechanism” (p. 273). His provisional
hypothesis of the formation of this mechanism is that the branches
of different neurons get “anchylosed” (p. 273). This theory corre-
sponds in general with Mr. Edmund Parish’s in Hallucnations and
Delusions (English edition). The consequences of this hypothesis
and the varieties of delusion due to the transference from category
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to category are well expounded. It is an unquestionable gain that
the rough division, according to those highly general categories, is of
distinct clinical value (pp. 267 ef seg.), particularly for prognosis. One
can readily see, too, that a minute analysis of particular delusions
would gain in purport from a consistent following of the method indi-
cated. This volume deals with generalities ; but one may hope that it
will stimulate some psychological clinician in Britain to imitate the
industrious subtlety of the Salpétriere observers, particularly Dr. Pierre
Janet and Dr. Raymond. With Dr. Mercier’s earlier classification,
based on the association of delusion with emotion, we were made
familiar in Sanity and Insanity. He reverts to it here. The two
classifications can be made to assist each other. This section ends
with the following :

““We find, therefore, that while there are wide and valid distinctions,
both clinical and systematic, among the various groups of delusion,
there is at the same time a link which connects them all together and
prevents the distinction from being in any case absolute, and that this
feature, which is common to all forms of delusion, is the cloudy
swelling of the subject—the exaggeration of the importance of the
self in the scheme of the universe ” (p. 282).

This completes one great division—thought. We now pass to
another great division—volition. We are now on the “ outgoing ” line.
The pages, sixty or so in number, devoted to attention, effort, will, and
desire, free-will or choice, form, I think, the best exposition of the
whole volume. The argument moves from point to point with a
lucidity that reveals every articulation. To those that are familiar with
the stadia of the free-will controversy, it will be obvious that all the
essential points are caught up in their place. To those that are not
familiar, the division forms an admirable introduction. In substance,
Dr. Mercier is at one with Spinoza’s classical chapter. The expression
in terms of modern psychology will enable the reader to appreciate not
only Spinoza but also the many others. Pages 237 and 238 show
that a sentence may flow on for a page and a half without losing a
shade of its clearness. Every element in the analysis is afterwards used
to explain the disorders of attention, effort, instinctive determination,
and acquired determination. The “ parasitic mechanism ” is again in
evidence, and justifies itself by its capacity to correlate facts.

The very important divisions memory, pleasure, and pain, I must
pass over with a word. The study of memory includes a reasoned
account of structural memory, dynamic memory, active memory, con-
scious memory, reminiscence, and faults of memory. The exposition
here, as elsewhere, is illustrated with much wealth of detail. The
formulze that were found so effective in the other departments—dis-
tribution of motion and establishment of relation and determination—
are applied with decisive effect. As with volition, so with memory—to
those familiar with the many discussions the division is an admirable
summary, with many original elements ; to those unfamiliar it is a
well-proportioned introduction and interpretation of historical theories.
The same may be said of the sections on the various modes of pleasure
and pain.

'l‘ll:’:l last division deals with subject-consciousness (p. 488). The
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various meanings of self are elaborated. The association of self—
the Subjectissimus, a happy term for the innermost self—with the
highest nerve-regions, the utter subjectivity of volition (p. 502), the
subtle changes that supervene in disorders of this highly complex
aggregate of unified sensations, emotions, thoughts, and volitions that
constitute personality, are a few of the topics illustrated copiously in this
section, which focuses the expositions of the whole book. 7To illus-
trate at once the style and the restraint of speculation in this section, I
give another quotation :

“ We can form some dim and approximate idea that, as a current of
motion passes inwards along the nerves and reaches some destination—
breaks upon some shore—a sensation arises in the mind, but what
physical state or process underlies this ‘I myself,” who feel, act, will,
and think, I can form not even an approximate concept; much less
can I conceive a modification or disorder of such a state or process.
‘T'hat insanity is a disorder of the process of adaptation of the self to its
circumstances seems to me as true now as it did when I first put it
forward ten years ago, and every phase and factor of insanity, whether
disorder of thought, feeling, perception, emotion, volition, or conduct,
is expressible in terms of this formula ; but the formula is a descriptive
definition, not an explanation, and while it correctly indicates of what
process insanity is the disorder, it does not help us to a knowledge of
the process, or of the way in which it is effected.

‘“ Be this what it may, we have to recognise that in insanity there
are not only those disorders of the object-consciousness— those delu-
sions, doubts, obsessions, and so forth which are described in the text-
books—not only is there often an alteration in the feeling of well-being
—a melancholy or an elation—which is somectimes recognised to
belong to the subject, but there is, in addition, a more profound and
intimate change in the subject itself ; a change in the mode of activity;
a change in the capacities or possibilities of acting; a change in the
direction of action; a change, in short, of the very selt, which renders
the insane man a different person from his sane seif. This is ihe
meauing of that ‘altered disposition,’ the ‘deterioration of character’
which is so often spoken of as a frequent sign of insanity. Of all
the pitiful statements that are made by the friends of insane persons
n-ne is more pitiful than the frequent explanation, ¢ Oh, doctor, he
used to be o different! You would never believe it was the same
man.’” The same man he is, but not the same person. Within that
same body the personality is changed, and it is a new self that
looks out from those familiar eyes. The cursings and revilings that
come from those loved lips do not proceed from the old self—the self
endeared by kindness, sympathy, and affection,—but from a new self,
which has, perhaps, not even its object-consciousness in common
with the old. Thus insanity differs by its universality from all other
infirmities to which man is subject. It is a disorder neither of the
body alone nor of the mind alone, but of both. It is a disorder
neither of the subject alone nor of the object-consciousness alone, but
of both. It is a disorder not of the affection alone of the subject,
not of the sense of well-being alone, but of the degrees and modes of
activity as well. It is a universal disorder. In insanity, not only are
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mental processes wrongly conducted, not only is the sense of well-
being unadjusted to the circumstances, not only are the products of
mental activity erroneous, but the bodily processes also are modified,
often profoundly modified. We can observe the skin, macerated in
its own sweat, desquamating and stinking. We can observe the fingers
and toes in one large bleb from chilblains. We can observe the
distorted nails, the harsh and staring hair, the pigmentation and the
changes of complexion that so often occur in insanity. But we cannot
observe the internal changes, the alteration of metabolism, the subtle
changes of visceral function, which go along with the changes that we
do see. All experience leads us to infer that such changes there are,
aud that with the mens insana is invariably conjoined a corpus insanum”
(p- 512).

In this short sketch, I have endeavoured to hint at the importance of
this distinguished essay in psychology. It ought to become, it will
become, the constant companion of the clinical psychologist, who will
find at once a guide in reflection and a criterion of observation. [t
will prove to him, by innumerable hints, that in the manifestations
of mind there is nothing common or unclean; that the gross and
unthought-out characterisation of the ordinary clinical records are
not the only analyses possible to the sympathetic and patient observer ;
that as a sound therapeutics must always rest on a sound physiology, so
a scientific alienism must rest on a scientific psychology. And now for
the future. This book sets forth a plan of ideas. There is room for
yet another to work out the ideas in concrete studies. The raw
material for analysis and descriptive synthesis lies there to hand in
appalling quantities. May I express the hope that Dr. Mercier’s book
will be a stimulus to himself or to others of his dialectical subtlety to go
forward, in detail, on the lines of positive study here set forth ?

W. LESLIE MACKENZIE.

Science and Medieval Thought : the Harveian Oration of 1900. By
THos. CLIFFORD ALLBUTT, M.A., M.D., F.R.S, etc.,, Regius
Professor of Physic in the University of Cambridge. London:
Clay and Sons, 19o1. Crown 8vo, pp. 116.

At every railway station may be seen the semblance of a huge ox apos-
trophising a tiny cup of beef teain the words * Alas ! my poor brother!”
and we can well imagine that with similar emotion the little volume
under review might be apostrophised by the mighty tomes of Lewes and
of Ueberweg, for it is a history of philosophy within the limits of a
pamphlet. It is very far from being a mere concentrate, however. It
is crammed and stuffed not only with erudition but with illuminating
thought, and there is scarcely a page that does not contain some
aphorism which summarises a phase or an era in the history of thought,
and by captivating our admiration sticks in the memory.

Professor Allbutt sketches the evolution of medizval into modern
thought. He shows how the greatness of Harvey. consisted in his return
to the experimental method of Galen, since whose time the gap of
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centuries had been filled by the controversies of the schoolmen respect-
ing realism and nominalism and the nature of universals. The author
first sets forth the huge overwhelming mass of dogma, of authority, of
tradition, custom, and faith, whose weight had so long crushed down
upon the seed of natural science and stifled its germination. He
shows how the riddle to which the theory of universals was the answer
is the eternal riddle of the connection between form and matter, force
or energy, or pneuma and matter, soul and body, determinative essence
and determinate subsistence, male principle and female element,
archzus and body, the potter and the clay of the potter, type and in-
dividual, cause and effect, law and nature, becoming and being, thought
and extension—the riddle which, throughout all these varied expressions,
demands an explanation of the static and dynamic aspects of things—
of the incessant formation of variable and transitory individuals in the
eternal ocean of existence. The answer of medizvalism, in spite of
isolated protests of great thinkers such as Erigena, Roscellinus, Roger
Bacon, and Amaury, crystallised slowly into a rigid realism, and of all
the obstacles to the progress of knowledge this was the most formidable.
Looking back now we see that Harvey might well have adopted the
phrase of Gambetta, with slight modification—* Le Realisme—uvoild
lennemsi ! ”  “Still,” says Professor Allbutt, *“it stretches its withered
hand over us, in the nursery, in the school, and in the great arguments
of life. We profess Aristotle, and we talk Plato.”

Having set forth the history of the gradual solidification and fossilisa-
tion of opinion under the petrifying influence of realism, the author
next describes the origin and course of the stream of scepticism by which
the impregnable rock of dogma was undermined, excavated, and at
last crumbled away, leaving, however, many a huge block in mid-stream
to testify to its former dimensions.  Scepticism arises when beliefs
are put into formal propositions. Then, as experience and comparison
enlarge, we detect scepticism in three forms or degrees, namely, doubt
of a particular creed ; doubt of all unverified propositions ; and doubt
of the validity of reason itself, whether in respect of the supernatural
only or of all argument.” Even in the darkest ages some glimmer of
light still shone in the heavens; not even then did the indomitable
spirit of man lie under tyranny in silence. *“Even in ages of most
prevalent faith some current of doubt has flowed under the surface.”
During all these ages the heated and often furious controversies of the
schools at least kept the lamp of reason burning; they kept men in
practice in the use of the weapons and tools of argument, and, in
encouraging dialectic, they so far encouraged the exercise of reason, of
thought ; they kept alive the possibility of scepticism even while they
trampled out every sceptic spark that was temporarily enkindled. It
was soon found that “the issues of all schemes of thought led, indeed,
as inevitably to natural science as all ways to Rome,” and the Church
stuck at no means of repression, however bloody and cruel. But the
attack upon dogma was made not only from within, but from without ;
was not only open, but insidious. ‘“The faith, the chivalry, and the
learning of the Saracens led men to feel that without the Church all
might not be utter darkness.” A new fount of learning sprang out in
Spain, whither, from Antioch and Persia, from Alexandria and Bagdad,



1902.] REVIEWS, 105

Greeks, Persians, Arabs, Syrians, and Jews carried the erudition of the
East to renew the learning of the West. The study of Rhazes, Avicenna,
and Averroes proved once more that wisdom was no monopoly of the
Church. This revival was but temporary, it is true, and was followed
by that thicker darkness which precedes the dawn. ‘With the fall of
Constantinople [in 1453], the stream of learning, driven eastward in
the first period of the Middle Ages, set westward again; . . . the
political and commercial ambition of Venice, the Holland of Italy, of
which state Padua was the learned quarter, and the influx of liberal
thinkers from other nations, kept her aloof from the fury of the Catholic
reaction of the sixteenth century which ruined Paris.” And it was at
Padua that Harvey learnt whatever of medicine the science of that day
could teach. -

The three great adversaries of natural science in the Middle Ages
are identified by Professor Allbutt as faith, realism, and that pride of
the human mind which led men to look upon physical nature as base
and degraded, and to concentrate their efforts upon speculations on
the infinite and the absolute. In a passage of rare insight and fine
inspiration Professor Allbutt elucidates the true character of what is
called materialism. “ Analysis is a disintegrating function ; the de-
parture of the scientific inquirer is rather from below upwards; it is
not only his bias, but also his deliberate method to decline to use the
discipline and the methods of higher categories until he is satisfied that
those of the lower are inadequate. A certain natural process may not
be attributed to those of chemistry until those of physics are proved
to be inadequate; to another process biological conceptions and
methods are denied until those of physics first, and then of chemistry
have been tried and found wanting; psychological conceptions are
denied to another until in their turns the physical, the chemical, and
the physiological are exhausted, and so on; and within each category
the same economy prevails. Now this scientific economy, perhaps
first formulated or effectively used by William Ockham in the phrase
entia non sunt multiplicanda—known as Ockham’s razor—is what is
nowadays called ‘ materialism.’”

With all his enthusiasm for natural science and his triumph at each
step of its victory over the fearful odds by which it was opposed,
Professor Allbutt is not without admiration and sympathy for even
these adversaries at whose defeat he rejoices. He recognises the service
done in their time and to their time by the scholastic philosophies, and
in this ample recognition he displays the just and equal balance of his
mind.

Of a book so full, not only of erudition but of profound and stimu-
lating thought, it is difficult to speak in any terms but terms of praise ;
but, as already said, the book is a concentrate ; and all food, whether
physical or mental, that is highly concentrated is difficult of digestion.
While every sentence is clear, and many are epigrammatic, the general
argument is often difficult to follow. The author is apt to presume on
the part of his readers a knowledge of the general history of the subject
and a familiarity with names and dates which will not always be
justified. He carries us backward and forward from century to
" century—from Spinoza to Erigena, from Augustine to Aquinas, from
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Albertus Magnus to Roger Bacon, from Alcuin to Abelard, back again
to Galen and on again to Occam, with transitions so rapid that they
become rather bewildering. For this appearance of disjointedness—for
it is an appearance only—his limitation of time was, of course, in large
degree responsible; but we cannot help regretting that Professor
Allbutt should not have carried his admiration of revolt against custom
and tradition and authority, beyond eulogy into practice, and have
printed the oration, not as it actually was delivered, as custom requires,
but as it would have been delivered if he had had time to say all that
he had to say. CHAs. MERCIER.

The Correlation of Mental and Physical Tests. By CLARK WISSLER,
AM. (Monograph supplement to Psyckological Review.) New
York : Macmillan Co., 19o1. Octavo, pp. 62. Price 2s.

The method of tests has become well established in psychology, and
it has been generally assumed that they furnish an approximate index
to related aptitudes and capacities of the individual, that a test for
quickness in one respect will indicate a tendency to quickness in other
respects, and so with accuracy, memory, etc. A number of investi-
gators, with a bias in favour of this assumption, have hastily concluded
in favour of a connection—or correlation—between aptitudes that
seemed, or even that did not seem, obviously to suggest such a
connection. Usually, however, their conclusions have not been
reached by any sound scientific method. Now Mr. Wissler (with the
aid of Professor J. McKeen Cattell, of Columbia University, to whom
are due both the conception of the problem and the data made use
of) comes forward to inquire more carefully into the validity of this
assumption, making use of Pearson’s mathematical formulee. He seeks
to test the tests and to define their significance.

The data experimented with consist of the accumulation of routine
tests made on freshmen at Columbia College and on young women at
Barnard College. These tests include size of head, strength of hand,
fatigue, eyesight, hearing, reaction time, rate of perception (by marking
the A’s among a number of capital letters), rate and accuracy of move-
ment, auditory, visual, and logical memory, etc.

It was found, as mlght be expected, that there was distinct correla-
tion of stature and weight, short men tending to be light, and tall
men heavy. But when we turn to the mental tests for quickness and
accuracy correlation ceases to be distinct, and is, for the most part,
absent altogether. Thus, an individual with a quick reaction time is
no more likely to be quick in marking out the A’s than one with a slow
reaction time. A test involving the time required for naming colours
was found to show more correlation with other mental tests than any
other test in the series, but yet too little to be of much significance.
On the whole the rank of the individual in the whole.series of time
tests seemed to be subject to chance. In regard to tests of accuracy,
again, the tests for accuracy of movement (striking dots) and for
perception of weight correlated neither with each other, nor with the
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tests for estimating size. Nor were any correlations found between
these tests and the accuracy of estimating time intervals, or of follow-
ing a given rhythm. And when speed tests generally were compared
with accuracy tests no undoubted correlation could be demonstrated.
When we turn to memory tests there is no evidence of much correla-
tion. Moreover, when the mental tests for quickness and for memory
are compared with the results of class standing, little or no correlation
can be traced. In class standing itself there was some correlation,
especially between Latin and Greek, Latin and German, German and
rhetoric. There was no correlation between class standing and strength
of hand. Some correlation appeared between length of head and vital
capacity, and between stature and vital capacity, and between these
and strength of hand. There was also a rather striking connection
between long heads and good memories, though the author thinks this
may be accidental. Weak eyesight, as might be expected, tends to be
inaccurate, but the reverse is not true. Most of those reporting audi-
tory hallucinations were classed as above normal in hearing ability.
The influence of age in mental tests is small.

These results are of very considerable importance. If, as the author
remarks, we accept the conclusions of the research as final, ‘“an
individual must be regarded as the algebraic sum of a vast array of
small abilities of almost equal probability, the resulting combination
conforming to the laws of chance.” Cases of all-round quickness,
dexterity, etc., certainly occur, but the number of such cases would be
governed by accident. In classifying by ‘temperament,” also, we
should have to be careful to avoid any assumptions as to the definite
abilities involved by our ““temperaments.” Mr. Wissler’s study cannot
be accepted as quite final, but it is an important piece of pioneering
work which cannot fail to lead to more elaborate investigations along
the same lines. The search for a test that really correlates in a high
degree will probably be stimulated, but in the meanwhile, though tests
still remain valuable, we must not too hastily assume that they mean
anything more than on the surface they profess to mean.

Haverock EvLLis,

Studies in Human and Comparative Pathology. By Woobs HUTCHIN-
soN, A.M,, M.D. Edited by Dr. Epwarp BLAKE. ILondon:
Glaisher, 1901. Pp. 340. Price 125. 6d. net.

This fascinating volume is a contribution of the first importance to
the young science of comparative pathology, a science in which Mr.
Bland-Sutton has been, in England, an energetic pioneer. It is, more-
over, marked not only by its wide knowledge and scientific insight, but
also by the singularly vivid and charming style in which it is written,
though it cannot be added that the style is marked by classical
accuracy. This slight defect is, however, probably due to the lament-
able fact that the author, who is professor of comparative pathology
and embryology in the University of Buffalo, has, in consequence of a
complete physical breakdown, been forced to seck the shores of the
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Pacific, issuing his book in a less complete form than he intended, and
leaving its revision to the friendly hands of Dr. Blake.

As it stands the work consists of twelve chapters. The first
discusses the cell ; the author believes that the pathology of the future
will insist even more than at present on the independence, vitality, and
*“ personality ? of the cell, and also works out his conception of the
practical identity of excretion and secretion, the part played by the
cells of the intestinal epithelium, for instance, being probably as much
excretory from their standpoint as secretory from that of the rest of the
organism, so that we really live upon our own waste products. No less
than four chapters are devoted to the lungs, thorax, and their diseases,
more especially tuberculosis ; some of these diseases are regarded as
reversionary, and the marked susceptibility of the lungs to disease is
attributed to their recent appearance in phylogenetic development.
Two chapters are devoted to tumours and two to the alimentary canal,
one to the heart and another to what the author terms the *skin-
heart.” Prof. Hutchinson regards the blood-system of the skin as
a subordinate heart, with more than mere mechanical functions ; he
suggestively works out this conception, not merely by appealing to the
phenomena found among the lower vertebrates, but by reference to the
remarkable effects of stimulation of the skin, as in the Nauheim system
of treatment; while the dicrotic wave of the pulse is explained in a
similar manner, the predicrotic oscillation being regarded as a merely
mechanical recoil of the elastic tissue, and the dicrotic wave proper as
an active contraction of the muscular coat.

The remaining chapter deals with the skin, more especially in its
sympathy with the kidneys, and constitutes a very interesting illustration
of the author’'s methods. The author considers that the skin is an
organ to which justice has not yet been done; we do not realise all
that is meant in the fact that the skin gives origin by its infoldings to
the brain and nervous system, and to the alimentary canal with its
appendages ; a recognition of “the dignity and importance of the skin
as an organ ” is, the author believes, a most important contribution by
evolutionary pathology to a knowledge of its diseases. Whenever we
come in contact with disorders of the skin we are brought back to its
hereditary relations and ancestral tendencies. He compares and
contrasts the epiderm of plants with that of animals, and remarks that
the power of the animal to invaginate its skin—to divert its metabolic
surface-sheet towards the interior—is probably the key-note of all animal
superiority, preventing death at the centre. We only have one
structure in the body which grows tree-fashion—the crystalline lens ;
“cataract is the legitimate result of a plant-tissue in an animal body.”
Eczema and acne are chosen to illustrate in detail the ancestral
characteristics of the skin, the former as a form of the great “exudation
reflex” of living matter, the easiest response of the skin to undue
pressure of the environment, and the latter as a disease of sebaceous
glands which have lost by evolution their primary function of hair-
follicles. Reference also is made to the facts which show that sympathy
between the skin and the nervous system still exists.

To some readers it may perhaps appear that Prof. Hutchinson over-
estimates ‘“the value of an intelligent use of the imagination in
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pursuing scientific problems,” but at the same time he is well aware
that the science of comparative pathology is still too young for more
than tentative conclusions to be possible in many directions. Enough
has probably been said to indicate that his book is full of facts and
suggestions that will be found helpful and stimulating to the student in
any branch of pathology. HaveLock ELLis.

Beitriage zur Pathogenese und pathologische Anatomie der Epilepsie
(Contributions to the Pathogenesis and Pathological Anatomy of
Epilepsy). By Dr. L. W. WEBER. Jena: Gustav Fischer, 1gor.
Octavo, pp. 96, with 2 plates.

This monograph is an interesting and useful contribution to the
pathological anatomy of epilepsy. It is based on a study of thirty-five
cases, in each of which both the clinical history and the pathological
changes found post mortem are summarised. The definition of epilepsy
given by the author, following Binswanger, Jollg and others, is as
follows :—* It is a chronic disease of the nervous system, which depends
on a general affection of the whole brain, but especially of the cortex,
and manifests itself in recurring seizures of a definite character,
disturbance of consciousness, and persistent changes in the psychical
personality.” This definition is necessary in order to have a correct
basis for the selection of his material. Following Liith, he divides
epilepsy into two forms, the early and late, and gives the pathological
changes associated with each. It is unnecessary to go into these in
detail, as at the end of his work he states his conclusions regarding the
correlation of clinical symptoms with pathological changes in the
following terms :

1. Recent changes in the blood-vessels and cells (hzmorrhages,
edema, and proliferation of nuclei) are found in all epileptics who
have died during a fit, in status epilepticus, from coma, or with
marked mental confusion, and account in part for the irritative and
paralytic phenomena observed in these states in the motor, vaso-
motor, and respiratory organs.

2. Proliferation of the neuroglia in the form of spider-cells and
cellular proliferation in the vessel walls are met with if epileptic
seizures have been frequently present before death for a longer or
shorter time.

3. A pronounced increase in the neuroglia, especially in the form of
regularly arranged fibres, a connective-tissue increase in the vessel
walls, and the disappearance of many nervous elements is the
anatomical expression of a prolonged epilepsy leading gradually to
dementia.

4. An irregular association of all these changes of the paralytic
(G.P.) type is found occasionally in cases of rapid, steadily advancing
epilepsy, in which a coarser and more acute disease of the cortex is
not the cause.

Most investigators will agree with these conclusions. But one cannot
help having a feeling of doubt as to whether these changes are the
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cause of the clinical symptoms, or are not rather the consequence of
the morbid agency which is the causa causans of the epilepsy. The
author himself hints this, but goes no further. He refers to the toxic
theory without any attempt to discuss it.

One important omission is apparent in his work. There is no reason
to doubt that Bevan Lewis’s description of a state of “ developmental
arrest ” of the nerve-cells is the pathological basis of some cases of
epileptic idiocy. The author describes such a state, but is apparently
unaware of its significance and distinctive character. In this, as in
one or two other places, he shows a want of acquaintance with English
work. On the whole, however, the book is good, and well represents
the present state of our knowledge of the pathology of epilepsy, so far
as the changes in the nervous system are concerned.

' JamEs MIDDLEMASS.

Epilepsie:  Traitement, Assistance et Médecine ligale (Epilepsy -
Treatment, Public Aid, and Jurisprudence]. By PauL KOVALESKY,
M D. Paris: Vigot Fréres, 19o1. Pp. 290, small 8vo. Price 3 f. 50.

In this well-printed book our corresponding member, the Russian
physician, Dr. Kovalesky, states his conviction that for the successful
treatment of epileptics it is necessary not only to combat convulsions
by appropiate medication, but primarily to deal with the whole con-
stitution of the patient. Diet and hygiene, in his opinion, are of
greater importance than drug treatment; inasmuch as regeneration of
irritable tissues is more effectual than merely calming their excitability |
by bromides (which, however, he does not dispense with). Dietary
should be arranged so that the organism does not absorb that which
will tend to sustain the abnormal activity of the nervous elements, while
substances favourable to the regeneration of the tissues should form its
groundwork. At the same time metabolism should be promoted by
healthy exercise. After passing to review the experience of many
authorities on the subject of diet Dr. Kovalesky ranges himself on the
side of those who condemn the consumption by epileptics of strong
meats. Hare is proscribed as specially hurtful, its flesh containing
many extractive matters of an exciting character. A vegetarian régime
with plenty of milk, care being taken that only a moderate quantity be
given at a time, no alcohol, no coffee, and no tobacco seems to our
author the best. He rightly insists on the importance of occupation of
a suitable character both for children and adult patients. Drug treat-
ment is discussed at some length, but we notice little that is original
beyond the fact that Dr. Kovalesky commences his course by a com-
bination of tincture of strophanthus with bromide of sodium, and he
prefers the latter to the potash salt. The surgical treatment of epilepsy is
described, without, however, much in the way of commendation.
Nearly one hundred pages are given to a descriptive account of the various
establishments for epileptics in Europe and America, and the author
laments that in the whole Russian Empire, in which he estimates (on the
bases cited by Shuttleworth and others) that there must exist at least
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200,000 epileptics, there is only special accommodation for 200! We
heartily join with him in hoping that the day is not far distant when his
idea of a convent-colony for Russian epileptics may be realised, provided
that scientific and not merely ecclesiastical notions predominate in its
management.

In the concluding chapter the difficult subject of psychical epilepsy is
treated at some length from the medico-legal point of view as well as
the clinical. Kovalesky believes, with Legrand du Saulle, that between
the lucid epileptic who is responsible for crime, and the insane epileptic
who is irresponsible, there is a third class with diminished power of
moral resistance, but yet susceptible of being influenced by modified
punishment. :

Le Traitement pratique de I Epilepsie | Practical Treatment of Epilepsy).
By Professor GILLES DE LA TOURETTE. Paris: B. Bailliére et Fils,
1gor. Small 8vo, pp. 95. Price 1 f. 50.

In this little manual, one of the series designated Les Actualités
médicales, Professor Gilles de la Tourette sets forth the grounds of his
belief in the treatment of epilepsy by the bromides—more particularly
bromide of potassium—never intermitted and long continued. He
prefers mixed bromides in commencing doses of 1 gramme, combined
with benzoate of soda (y% gramme); but the sufficing dose in each
case is a matter of individual experiment, ranging from 2, 3, or 4
grammes daily to 10 or 12, or even 14. According to the author the
state of the pupil is a valuable criterion as to the sufficiency of the dose,
which should be pushed until the pupillary action is slow, though not
abolished, and the pupils remain permanently dilated. This last
seems to be the chief point of originality in the brochure, which,
however, contains a good 7Zsumé of the accepted treatment of epilepsy.

Psychologie de I Idiot et de I Imbécile [ Psychology of the Idiot and Imbecile).
By Dr. PauL SoLLIER. Second edition, revised. Paris: Félix
Alcan, 1901.  Octavo, pp. 236, 12 plates. Price §f.

This is a new edition of Dr. Sollier’s work which embodies his study
of the psychology of idiots and imbeciles made when associated with
Dr. Bourneville at Bicétre. In the opening chapters the definitions
and classifications suggested by various writers on the subject of idiocy—
more especially those of the French school—are weighed in the balance
and found wanting, and Dr. Sollier proceeds to give reasons why a
more practical classification can be based upon the degree in which the
power of attention is imperfectly developed in a particular individual.
Thus he divides all serious cases of original mental defect (not in-
cluding those of backwardness and mere feeble-mindedness) into three
groups, viz. those of—

1. Absolute idiocy, in which power of attention is completely absent
and impossible.
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2. Simple idiocy, in which there is _feebleness and difficulty of attention.

3. Imbecility, in which there is instability of attention.

The author is careful to explain that in speaking of attention he
refers to spontaneous attention rather than to voluntary attention, so
that he differs from the doctrine of Séguin that idiocy is, in fact, a
“lesion of the will.” Incidentally he refers with approval to Ferrier’s
suggestion that intelligence is proportional to the development of
attention, and is proportional also to the development of the frontal
lobe. But the point he makes with regard to the distinction between
idiocy and imbecility is ‘ that all idiots really present cerebral lesions,
whilst imbeciles do not manifest them.” Sollier, indeed, would have
us designate as idiots all cases in which intellectual defect is associated
with physical abnormality or pathological lusion, reserving the designa-
tion of imbecility for those cases of mental weakness not presenting
such pathological features, but sufficiently marked to render the
subjects of them unfit to fill their appropriate social ré/s. In these
days when the tendency (in this country and America, at any rate) is
to substitute euphemisms such as “feeble-minded ” for the harsher
sounding “idiot,” it is well to be reminded that the latter term has a
distinct connotation, though we should personally hesitate to apply it
to mild cases of mental defect, simply because of the association of
certain paralytic symptoms, for example.

Our author, however, elaborates the distinction between idiots and
imbeciles so as to class the former as extra-social, the latter as anti-
social. The instability, that is, the intermittent character of the faculty
of attention in the imbecile, renders him unreliable in work, even for
which he has ability ; and his extreme suggestibility renders him an
easy prey to moral contagion. In consequence Sollier is inclined to
regard imbeciles as useless and dangerous beings, who need to be
placed where they can do no harm to society, and to be made to work
so far as practicable ; while idiots require to be assisted on the same
basis as all other chronically infirm people.

For those who wish to study the mental phenomena of idiocy and
imbecility from the purely psychological aspect we can strongly
recommend this analysis of Dr. Paul Sollier, who is evidently an
ardent follower of Ribot. The book is hardly what one would call
practical from the point of view of the administration of an institu-
tion for idiots and imbeciles, but it is very suggestive as to modes
of noting abnormalities of mental action in these patients. Twelve
plates are attached to illustrate characteristic peculiarities in writing
and drawing by various grades of defective pupils.

G. E. SHUTTLEWORTH.

Studit Clinid ed Anatomo-patologici sull’ Idiozia [Clinical and
Pathological Studies upon Idiocy]. Pel Dottor G. B. PeLL1zzI
Torino: Fratelli Bocca Editori, 1901. Pp. 275. Six plates.

This is a reprint of a series of articles recently published in the Annal/i
di Freniatria (1899—1go1). The work is divided into three parts,
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dealing respectively with (1) idiocy associated with tuberous sclerosis ;
(2) the classification of the various forms of idiocy ; and (3) idiocy and
epilepsy.

In the first part the whole subject of the cerebral tuberous sclerosis of
Bourneville (the “hypertrophic nodular gliosis” of Sailer) is most exhaus-
tively gone into. The cases previously fully recorded in literature
(twenty-two in number) are first reviewed in considerable detail, and then
three cases examined post? mortem by the author are very fully described.
There follows a minute analysis, based upon these twenty-five cases, of
the facts that have been ascertained regarding the disease. Its tiology,
symptomatology, commencement, course, and termination, differential
diagnosis, associated physical anomalies, pathological anatomy,
anatomical differential diagnosis, pathogenesis, and its course and
symptoms in relation to its pathological anatomy and pathogenesis
are in turn considered. The author maintains that cases of tuberous
sclerosis form a variety of idiocy which has special clinical and patho-
logical characters. He regards a neuro-psychopathic heredity as the
only factor that has indubitable importance in its &tiology. The clinical
picture is constituted chiefly by idiocy accompanied by epilepsy. Among
the many commonly associated physical anomalies, perhaps the most
remarkable are multiple “ renal tumours,” which have been found in one
third of the cases. They have generally been regarded as true neoplasms,
but the author maintains that they are really developmental anomalies
derived from germs of the suprarenal capsules. The hypertrophic areas
at the surface of the brain have an appearance so characteristic that they
cannot be confounded with any other lesion. Microscopically they
consist essentially of a more or less dense neuroglia feltwork, generally
accompanied by a considerable number of nerve-cells, which show
various abnormalities of form and arrangement. As regards pathogenesis,
the author differs from previous writers, and advances a view which
certainly seems to be very strongly supported by his own anatomical
observations. He holds that the disease essentially consists in a dis-
turbance of the histogenesis of the cerebral cortex, dependent upon an
insufficient endowment of its nervous elements with evolutive energy, in
consequence of which they are unable to attain those conditions of form
and arrangement that they normally have in the adult. The fault is
primarily in the nerve-cells ; the neuroglia changes are merely secondary.
The morbid process does not interfere with the formation of the
primary and secondary sulci, and therefore it must arise only after the
eighth month of fcetal life, by which time these sulci are formed. It
tends specially to occur in those situations in which sulci of the third
order are normally most abundant.

The author’s suggested classification of idiocy is of much interest, and
certainly deserving of the most careful consideration. He criticises the
classifications given by Bourneville, Ireland, Shuttleworth, Fletcher
Beach, and Hammarberg, and sets them aside as unsatisfactory. His
own division is primarily based upon a recognition of the fact that such
defects of cerebral functional power must essentially depend upon one
or other of two fundamentally different abnormalities of cerebral
organisation, namely (1) those due to causes inherent in the brain
(endogenous), consisting in alterations, anomalies, or arrests of develop-
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ment of the brain ; and (2) those due to causes operating from without
(exogenous), such as traumatism and pathological processes that directly
or indirectly injure the brain. The primary divisions of his classification
are therefore as follows :—(1) Idiocy dependent upon simple defects of
development of the brain, or idiocy from endogenous causes ; (2) idiocy
dependent upon pathological processes affecting the brain or its envelopes,
or upon traumatism or idiocy from exogenous causes; (3) mixed
forms of idiocy. He makes numerous groups and sub-groups, and
explains the foundation for them at some length. In view of the present
uncertainty regarding the pathology of many varieties of idiocy it is only
to be expected that the author should lay himself open to much criticism
in the course of this tabulation. It is to be said, however, that he him-
self fully recognises that his classification is in many of its details only
provisional, and one that is certain to require modification as knowledge
advances.

One can hardly read this work without being much impressed by its
thoroughness, orginality, and scientific spirit. It throws much newand
important light, not only upon the form of idiocy with which it specially
deals, but also upon the pathology of idiocy in general. It is probably
the most important contribution to this subject that has yet been made.

W. FOorD ROBERTSON.

L’ Hystérie et son Traitement. Par le Dr. PAUL SOLLIER. Paris: Félix
Alcan, éditeur, 1901. Pp. 294. Price 4 f.

Having in Genése et Nature de I Hystérie expounded his views on the
nature of hysteria—a localised (more or less generalised) numbness or
sleep of the brain—Sollier in the present book details his plan of
treatment. Embodying as it does the results of the twelve years’
experience (in treatment) of a competent practitioner living in daily
contact with his patients, it is an important contribution to the
literature of the subject.

In the first part of the book, dealing with the nature of hysteria, he
points out that there is no agreement among those who adopt the
psychological theory of hysteria as to the real psychological
characteristic of the disease, that a fair proportion of hysterical mani-
festations are not susceptible of a purely psychological interpretation,
etc., so that one is led to adopt the physiological theory of the disease
which he has elaborated at length in his first work. According to this
theory hysterical patients are in a condition of *vigilambulism,” whom
one must awaken to cure them, the awakening bringing about the
disappearance of their disordered sensibility. This torpor or numbness
of the brain may be more or less generalised, various centres being
affected. Sollier claims to have defined visceral centres in the cortex
presiding over respiration, the heart, the stomach, the bladder, etc.,
torpor of which produces corresponding affections of those various
organs. Hysterical attacks, according to this view, are due to the more
or less complete loss at first, and to a more or less complete return after-
wards, of sensibility. Moreover, by the help of his method of treatment,
called the awakening of sensibility, he believes that he has shown that
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the brain acts not only upon the functions of relation, but upon the
functions of nutrition, and that the various apparatus, the various
organs of the body, are there represented in various centres, which
may be put into action by the will of the subject during hypnosis.
Anzsthesia is the objective sign which reveals this pathological cerebral
torpor, and a second and most important consequence of it is
diminution or suppression of normal sleep.

In the second part are considered certain general indications regarding
the treatment of hysteria, such as the qualifications required from the
medical attendant, the importance of excluding family interference, etc.
Drugs in the treatment of hysteria are divided into two classes, the
useless and the noxious. Surgical interference Sollier considers is
always noxious, and often dangerous (/. e. in the case of utero-ovarian dis-
orders). Much useful information is given on the question of isolation,
its advantages, the conditions under which it should be carried out, etc.
A specialist in the treatment of hysteria who lives in the same house as
the patient (where insane patients are nof kept) is the ideal attendant.

Awakening the various functions is accomplished by suitable feeding,
physical agents (light, air, etc.), etc.; restoration of sensation by
mechanotherapy (forced passive movements which produce pain,
respiratory exercises, “ visceral gymnastics,” etc.). \When improvement
occurs, we are told that not only do we get typical sensations and
motor reactions in various parts and organs corresponding to the
sensory excitations produced, but they are accompanied by psycho-
logical phenomena, modifications of the memory, a retrograde re-
appearance of various lost impressions, which extend back to the time
of onset of the disease, and, parsi passu with this, a regression of the
personality. Massage is to be rejected in the treatment of hysteria,
and douches are only of use in mild cases. As regards psychological
treatment, the attention especially must be trained. On the subject of
hypnotism and suggestion, which have been so much vaunted in the
treatment of hysteria, Sollier has much to say. Hypnotic suggestion,
he believes, develops hysteria instead of combating it, and direct sug-
gestion enfeebles the will and judgment of the patient, disorders her
personality, reduces her to the state of an automaton, and thus exposes
her to all kinds of dangers and to definite incurability. Jndirect sug-
gestion is often useful in awakening associations of ideas, reflection, the
attention, and judgment. Hypnotism should never be used in mild
cases, but it may be justifiable in dealing with obstinate hysterical
manifestations after other measures have failed. In profound cases of
vigilambulism it is quite legitimate.

He insists on the importance of thoroughly waking the patient after
each séance, and of obtaining the consent of the patient before beginning
hypnotism ; a third person should be present, or quite close at
hand, during its performance.

The various measures referred to above (isolation, mechanotherapy,
etc.) may succeed, and do succeed in average cases, in reconstituting
completely the personality of the patient, when the patient can then
be said to be cured. During this process recollections which had
vanished reappear. But in many cases, and all inveterate ones, the
method of cerebral awakening (‘ révedl cérébral,”) is required ; this may
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be a simple injunction to the patient to * wake up” without prior
hypnotism, or after hypnotism, 7. e. simple awakening, or it may be the
more complex method, which the author calls “awakening by partial
restorations of sensation.” The patient here is fairly deeply hypnotised,
and her attention being drawn in succession to various parts of the
body, she is told to “feel, feel more, feel still more, go on, etc. . . . ”
Apparently definite subjective sensations accompany the return of the
part affected to its normal condition, which the author considers are the
unmistakable signs of recovery, and occur invariably and in the same
order in different patients. Moreover, pain in certain spots, with
characteristic return of sensation, accompanies the awakening of the
various cerebral centres themselves when they recover after hysterical
affection. “No shadow of suggestion occurs.” Dr. Comar, of the
Villa Montsouris, Paris, apparently confirms all this, having adopted
Sollier’s method, and found it answer. Months of this treatment,
four, eight, ten in bad cases, are necessary.

The third part of the work is devoted to the special treatment of
hysteria—attacks, disorders of sleep, fixed ideas, tremors, spasm, etc.,
1. e. to the treatment of its many and varied isolated manifestations.

In presence of these remarkable observations, all that one can say is
that only subsequent experience can enlighten us as to the real value
and efficacy of the treatment recommended. H.J. M.
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Les grands Symptomes neurasthénigues (Pathogénie et Traitement).
Dr. Maurice pE FLEURY. Paris: Félix Alcan, éditeur, 19or,
pp- 412. Price 7 f. 50.

This is an attempt to explain the leading symptoms of<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>