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* In adopting our title of the Fournal 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 affected by our German brethren), 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 JourNaL 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 rathology, 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

i:l el\)p,pll:‘c;b;e to navigation which he is compelled to study.”—Sir ¥. C. Bucknill,
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HYSTERIA.

EXAMPLES of true hysteria are relatively rare in asylum
populations, and in the present series of cases there are but six
instances amongst the 728 patients, and all these are of the
female sex. The writer has, however, during his asylum ex-

LIl 1



2 AMENTIA AND DEMENTIA, [Jan.,

perience, seen more than one case of genuine hysteria in the
male sex.

The cases contained in this group are examples of the more
severe forms of hysteria which either are unmanageable at home,
or, possessing no suitable home, drift into workhouses and even-
tually into asylums. As would @ priori be expected, all are
recurrent cases, and have been previously in asylums, and in
those instances where a satisfactory history exists, the patients
had shown symptoms for years before their first certification.

Of the six cases, 5 are single women and one is married.
The last shows marked stigmata of degeneracy, has defective
articulation, is simple-minded and of low intelligence, and is
very unstable, emotional, and hysterical. How she succeeded
in getting married is a mystery. Two of the 6 cases are
good workers, I is an ordinary worker, 2 refuse to work, and
1 is physically incapable of work of any kind.

In general symptomatology, apart from hysterical manifesta-
tions, the cases grade on the one hand into those of Group II,
Class &, namely, “ simple emotional chronic mania,” and on the
other into those of Group V, Class 4, namely, “high-grade
amentia with epileptic mania.”

As from the aspect of pure hysteria the number of cases in
the group under consideration is too small to justify any
symptomatological deductions, the writer has necessarily to
fall back on his asylum experience in order to obtain a basis
for the following general statements concerning the types of
hysterical patient which are found in asylum practice. The
following varieties of case, which are not to be considered either
as distinct entities or as representing all the types which occur
in asylums, fairly completely summarise the writer’s experience
of asylum hysteria.

(a) Cases of marked hysteria or hystero-epilepsy who suffer
from attacks of maniacal excitement much resembling those
which occur in cases of “high-grade amentia with epileptic
mania” (see p. I1).

(6) Quieter cases, who at times work industriously but who
are emotional and unstable, possess more or less marked hystero-
genic zones, and suffer from hysterical attacks. These patients
somewhat resemble, and grade into, cases of “simple emotional
chronic mania” (Vol. LI, p. 528).

(¢) Cases whose symptomatology is somewhat analogous to
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a hystero-epileptic state with a duration of weeks or months.
These patients may be relatively or apparently sane for con-
siderable periods. They then suffer from trance-like conditions,
also lasting for considerable periods, during which they are as
flaccid and inanimate as a recent corpse and have to be fed and
attended to in every way. They may be wet and dirty, or they
may secretly get up and use the commode. They, after a
variable period, may exhibit grand movements and emotional
attitudes, during which they alternate between this mental state
and the previous one. Such a patient, when in bed, has been
seen to hold her arm vertically towards the ceiling, with the
forefinger pointed upwards and the whole limb rigid, for hours
at a time, and has for similar periods performed movements of
wide range with an utter disregard of consequences.

(d) Lazy, well-nourished patients who sit all day like dements
or cases of stupor and never work, but who are very erotic
in the presence of the members of the opposite sex. Their eyes
are bright and wakeful, and they readily smile. They manifest
hysterical phenomena on stimulation of the various hystero-
genic zones, and their physical development is surprisingly
good.

(e) Cases who show various types of “functional” paralysis, e.g.,
monoplegia, paraplegia, etc. This condition has usually lasted
so long that organic changes, which render cure impossible,
have occurred in the muscles, tendons, and joints.

Of the six cases contained in the present group, the following
two are inserted for the purposes of illustration.

Hpysteria in a Case of marked High-grade Amentia.

Caske 229.—E. W—, female, single, no occupation, ®t. 31. Has shown
symptoms for eight or nine years, and previous to these she had a
‘¢ seizure,” which curved her to the left side. Was in an asylum three
years ago for several months.

Face expressionless. Forehead smooth. Silly vacuous grin. On
watching her she soon becomes hysterical. Her eyebrows begin to act,
her eyes suffuse, and her carotids throb. Just as she is beginning to
weep I suggest “Which is it to be?” and she at once shakes with
laughter. Soon, however, this emotional storm ends in a fit of weeping,
which stops abruptly under pressure on the left infra-mammary hystero-
genic zone, and leaves her composed.

She then gives her name and age and when she came and where she
has come from, but not the name of this asylum (she was admitted
yesterday). She knows the day and the name and part of the month,
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but not the exact date. She was previously in an asylum, but she
‘““never put the date down when she went.” She was there six months,
and it must be “free or four” years since she left. She is childish in
speech and behaviour. She says her mother remarked that she was
much better when she left the asylum, and then adds, “but I never
went in the town in B—,” meaning that she was not upset by seeing
people.

She has at times typical hysterical attacks, which are readily stopped
by suggestion, and she is readily put to sleep at night, when trouble-
some, in the same way. On the other hand, the suggestion of a
swelling in her throat brings on an attack.

During her residence she was clean in her habits and easy to get on
with, but she never did any work. She washed her head in cold water
every morning, and attended, more or less, to herself. She was very
noisy, but was never spiteful, and was fond of singing and dancing.
When in the airing court, if not standing or sitting, she used to run
about rather than walk. When excited she would knock her head
about and bang it on a window-frame, or she would do extraordinary
things, e.g., say she was a ‘“lady sanitary inspector,” and go round
pulling the plugs, pulling doors off their hinges, and trying to pull down
the water-pipes, etc. She at variable intervals suffered from convul-
sions, which were sometimes hysterical and at others hystero-epileptic.

Hystero-Epilepsy, Double Personality, Mental Degradation.

Case 232.—E. G. B. M—, female, single, domestic servant, =t. 37.
Certified since the age of 25, and previously in an asylum at the age of
24. Maternal uncle insane.

A very neurotic-looking woman with blinking eyes, a narrow peaked
forehead, and a small jaw. She usually puts on a sardonic grin when
noticed. Her voice is thick and lisping as if she had a perforated
palate, but this is not the case, though there is a scar in the middle line.

She is a marked case of hysteria, and exhibits a condition which
amounts to an alternating personality.

At rare intervals she is quiet and well-behaved, denies her name,
readily reacts to suggestion, and suffers from attacks of typical hystero-
epilepsy which can be readily induced or cut short in the usual way.
When in this mental state she says that her age is 21 next Christmas
day. Her name is not really M—, but this name was given to her by a
slave-dealer, who stole her away. She is the wife of a member of a
noted firm of brewers. She has had “a large number of children.”
Married? “Yes.” Inchurch? * Church and chapel, and drawing-
room too.” Shewas in the asylum from which she has come for twenty
months (really twelve years). She has never been there before, but
E. M—, was there, and she (the patient) was brought from the South
African war, and changed for E. M—.

Usually, however, this patient is in a very different mental condition.
She is excitable, emotional, and quarrelsome, and suffers from frequent
hysterical attacks which either do not react at all to suggestion or only
stop for seconds or minutes. She is troublesome and noisy, and
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though she at times does a certain amount of floor-polishing and rough
ward work, she is destructive, banging the deck-polisher about, tearing
the casing off the heating-coils, etc. On one occasion she broke off the
head of a deck-polisher, an act which must have required the exercise of
quite a remarkable amount of force in the case of a woman. She is
untidy and careless of her appearance. She becomes hysterical and
bangs herself about if no notice is taken of her when one walks through
the ward, whereas if she is noticed she either falls into a hysterical fit,
or acts in a generally emotional and erotic manner. Under these cir-
cumstances she does not deny her name, and is too emotional as a
rule to reply at all to questions.

The latter of these mental states is the common one and the former is
relatively rare—so rare, in fact, that it was impossible to determine, during
the time she was under observation, whether or not a sharp line of
demarcation exists between the two states.

Grour V.
EPILEPTIC INSANITY.

Epilepsy and mental disease—As a preliminary to the de-
scription of this group of cases, it seems desirable to introduce
certain general considerations bearing on the relationship which
exists between epilepsy on the one hand and the entire subject
of amentia and dementia on the other.

Epilepsy occurs in association with mental disease in three
separate groups of cases in the general table which is inserted
in the introduction to this paper, namely, in the first and fifth
divisions of amentia and in the third division of dementia.
The numerical relationship existing between the cases in these
different groups is as follows:

M. F. T
Amentia. Group I.
Idiocy and imbecility, Classes (d), (e), and (f) . 16 19 35
Amentia. Group V.

Epileptic insanity . . 6 18 24

Dementia. Group I11, Class (b) .
Dementia following epilepsy . . 12 8 20
Total . . . . 34 45 79

The percentage of cases suffering from epilepsy out of the
total of 728 is, therefore, 11 in the males, 106 in the females,
and 109 in the whole series, and this does not differ markedly
from the generally accepted average of about 10 per cent.

If, however, the groups of low-grade amentia, of high-grade
amentia, and of dementia be considered separately, the following
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interesting relationship regarding the incidence of epilepsy in
these different groups is obtained:

Idiocy and imbecility . . 04 cases, 37°2 per cent. of epilepsy.

High-grade amentia . . 189 ,, 127, »

Dementia . . . 445 4's ” »
Total. . . 728 ,, 109 »

Hence, whether the question be considered from the point
of view of total cases, or, as is more correct, from that of the
percentage co-existence of epilepsy and mental disease in the
different grades of degeneracy, the statement may be made
that, where cerebral degeneracy is greatest, epilepsy most
frequently occurs in association with the mental disease. This
fact is still further demonstrated when the group of epileptic
insanity is divided into the following two classes—

M. F. T.
Higher grade amentia without marked stigmata of
degeneracy 2 6 8
High-grade amentia with marked stlgmata of de-
generacy 4 12 16
Total 6 18 24

for there are, again, more cases in the more markedly degenerate
class than in the less. The evidence is, therefore, entirely
against the thesis that the co-existence of epilepsy and mental
disease results in cerebral dissolution, and is in favour of the
view that both conditions are degeneracies.

Further considerations will now be adduced which tend to
show that epilepsy nevertheless exerts a harmful influence on
the subjects of mental disease who suffer from it.

An important difference exists, in the symptomatology
following fits, between the cases of epilepsy and amentia and
those of epilepsy and dementia. The former either rapidly
recover from the convulsions or exhibit more or less marked
psychic disturbance, and in neither of these types is there much,
if any, mental confusion. The first of the types resembles in
this respect certain ordinary “ sane” epileptics, and the second
those “sane” epileptics who, in a condition of post-epileptic
automatism, are responsible for many eccentric acts and even
crimes, of the commission of which, on recovery, they are
entirely ignorant. In the case of epilepsy and dementia, on the
other hand, the fits are followed by more or less marked mental
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confusion, which lasts for hours and even days, and after suc-
ceeding series of fits the existing dementia becomes gradually
more profound. Some such cases, in fact, resemble examples
of chronic dementia paralytica (general paralysis) in the point
that numerous and severe fits result in an obvious increase in
the degree of the permanent mental enfeeblement. It is thus
evident that epilepsy acts, in relation to the subjects of mental
disease, in a similar manner to that of the various forms of
“ stress,” which determine the times of onset of first attacks or
of relapses in high-grade aments, and therefore precipitate their
confinement in asylums, and of mental confusion, resulting in
mental enfeeblement, in cases which possess neurones of deficient
durability. The psychic phenomena which occur in association
with epileptic fits in all types of mental disease also afford an
illustration of the general law that cortical neurones of deficient
or subnormally aberrant development are not only less capable
of resisting “stress ” than are those of higher development, but
are also more durable under the influence of such “stress ” as
that to which they may happen to be subjected, and that
neurones of high development but deficient durability are more
able to bear “stress ” without interference with their functional
activity, but, when the point of breaking-strain is passed, tend
to undergo dissolution.

The influence of epilepsy on the psychic processes of the
subjects of mental disease may therefore be thus summed up.
In amentia of all grades co-existing epilepsy accentuates the
psychic abnormalities which are characteristic of cases of
cerebral under- or subnormally-aberrant development ; and in
dementia it increases the tendency to and the progress of
mental enfeeblement in cases possessing cerebra of deficient
durability. The general effect of co-existing epilepsy is there-
fore harmful in all types of mental disease. The epileptic idiot
or imbecile is more spiteful and degraded, the epileptic high-
grade ament is more vicious and impulsive, the epileptic maniac
is more treacherous and dangerous, and the epileptic dement
becomes progressively more demented, than occurs in the cases
of the corresponding types of mental disease when this com-
plicating factor is absent.

Epileptic insanity —The 24 cases included in this group have
been divided, for convenience of description, into the following
four classes:
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M F. T
(a) Epileptic mania in cases of higher grade amentia
which do not exhibit marked stigmata of de-
generacy . . . . 2 5 7
(%) Epileitic mania in cases of high-grade amentia
which exhibit marked stigmata of degeneracy . 4 1 15
(c) Epileptic mania in a case of mild imbecility — 1 1
(d) Epileptic mania inacase of higher grade amentia
suffering from mild senile dementia —_ 1 1
Total . . . . 6 18 24

The isolated cases in classes (¢) and (&) are accidental types.
The former of these has passed the boundary of Group I,
Class (f), which includes cases of mild imbecility with epilepsy,
without entirely deserving inclusion in the above-mentioned
Class (). The latter, on the other hand, would have been in-
cluded in Class (2) were it not for the incidence of senile in-
volution, with consequent mild dementia. For the purposes of
description Classes (2) and (&) and Classes (4) and (¢) will there-
fore be considered together.

Group V. Classes (a) and (d).
Higher Grade Amentia, with Epileptic Mania.

Under this heading are grouped 8 cases, of whom two are
males and six are females. One of the latter differs from the
remainder in the fact that senile involution of the cortical
neurones with consequent mild dementia has begun to de-
velop.

The cases at present under description agree in the possession
of ordinary intelligence and in the practical absence of stigmata
of degeneracy. In the examples in which a satisfactory personal
history has been available, the incidence of the epilepsy has
been delayed till puberty or even adult life has been reached.

The symptomatology of these cases is so well known that
only the briefest reference here is necessary. The patients are
unstable, irritable, and quarrelsome; and especially after, but at
times in association with, fits they are liable to maniacal excite-
ment, with outbreaks of impulsive violence. They are, as a
rule, religious, and they are fond of attending services or of reading
books dealing with spiritual matters. They associate together
like ordinary sane individuals and at times make plans and
plots against asylum government, and they frequently make
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enemies, often as the result of jealousy. On the whole they
differ from the average sufferers from mental disease in being
less selfish, self-absorbed, and callous to the troubles of others,
and in being more self-conscious. They in some respects
resemble criminals rather than lunatics, and may be described
as degraded rather than degenerate.

The violent psychic disturbances which are characteristic of
these cases may occur after or in association with fits, or they
may follow “sensations,” which are probably attacks of petit
mal. The expression “sensation” may refer to an aura pre-
ceding momentary loss of consciousness, but in some cases it
is apparently used to denote a mere feeling of malaise without
visible loss of consciousness. The severity of the psychic
disturbances bears no necessary or definite relationship to the
type or severity of the epileptic attacks. Cases with severe or
frequent fits may show slight mental symptoms only, and others
with mild, non-apparent, or infrequent epileptic attacks may
suffer from severe psychic disturbance. These cases as a class
are probably homologous to the group of “sane” criminals
who suffer from “masked” epilepsy, and who, in a condi-
tion of post-epileptic automatism, commit murders and other
crimes.

In general symptomatology cases of epileptic mania resemble
certain other groups of high-grade amentia. They most re-
semble cases of recurrent insanity (Group 11I), and also, but to
a less extent, they show a resemblance to certain types of
excited and “ moral ” cases (Group II). In some instances, in
fact, the difference between the types appears to lie solely in the
presence of epilepsy, which acts as the exciting cause of, and
increases the violence of, the recurring psychic disturbances
which are characteristic of these cases.

The type of case under consideration shows as a rule less
resemblance to cases with systematised delusions (Group VI),
though examples, eg., No. 237, occur which might almost be
spoken of as cases of abbreviated paranoia.

Cases of epileptic mania are frequently good workers. Both
the male cases worked well, and of the six females, four, apart
from occasional refusals, were excellent workers. The remain-
ing two, owing to age and physical infirmities, were unable to
do useful work.

The following two cases are inserted as illustrative examples:
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Higher Grade Amentia. [Epilepsy, with very slight Secondary
Psyckic Disturbance.

Case 235.—]. W—, male, single, bricklayer, ®=t. 34. Certified
since the age of 27. In asylums at the ages of 26 and 25, and
bas shown symptoms since the age of 23. Mother suffered from
paralysis.

A smiling man of pleasant appearance, who at once looks at me and
asks if he is to sit down. He gives his name, his age, and his birthday.
He knows the day, the exact date, when he came here, where he came
from, and the exact date of his admission to that asylum, together with
the period of his residence there.

He had his last fit five to six weeks ago. He usually has about one
a month. They occur the first thing in the morning as he is getting
up, or occasionally at night, whilst he is in bed. When the fit comes
on he simply drops down, and he can get up and go to work directly
the fitis over. If he has three or four fits in succession he feels “ weak.”
He states that at the time of his admission to his last asylum he was
violent after fits, but has since been well behaved. He passed the
fifth standard at school, and the fits began at about the age of 14,
the second or third year after he started work. He worked in the
garden at his last asylum.

The patient, whilst under observation, was a useful and willing
worker. He suffered from occasional fits, and psychic accompani-
ments were slight or entirely absent.

Higher Grade Amentia. Delusional State Resembling Paranoia.
Epilepsy.

Cask 237.—A. S. M—, female, widow, no occupation, @t. 42. Certi-
fied one year, and was twice in an asylum at the age of 26 and once
later. Father insane.

A garrulous, excited, and highly neurotic woman. She gives her name
and age and the date of her birth, and then asks “ Why don’t you look up
things instead of asking me ?” ‘She knows the day and the date, where
she has come from, and the date of her admission to that asylum. She
states that her mother died five days before the last date. Then she
asks me for a pair of scissors as she says she would cut off my hair and
beard. On further examination, she states that she was the first of the
Talbot family to be born on Rushton Park Estate. They are somehow
a royal family. She was christened on the same day as some im-
portant person or other, and she then continues to repeat all kinds of
inconsequent coincidences. She appears quite unable to appreciate
the proper relationships to one another of external facts and occur-
rences. She strongly objects to my questioning her. She was married
at the age of 26 (? true, as she was in an asylum that year) and bas one
son. She states that her husband left her a million pounds. She
frequently calls me ‘“fool” and “idiot.” She is extremely egotistical.
Whenever she sees the name Talbot (her maiden name) she fancies
that it has something somehow to do with her. She is most abusive
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and is extremely garrulous. Her mental condition much resembles a
kind of abbreviated paranoia.

Patient rapidly became acutely maniacal and continued so for several
weeks, till she was nearly worn out physically. She then improved and
settled down into a stationary condition which lasted during the time
she remained under observation.

She is, on the whole, quiet and well behaved, but she is at times
garrulous, fussy, and hypochondriacal, and at others grandiose. She
would dress fantastically if she dared. She is not at all religious. She
does not hoard rubbish. She is very clean and looks after herself. She
dusts the dormitory and makes several beds, and at times does a little
needlework. If allowed, she would never leave the ward, and she is not
anxious to go either to church, to entertainments, or even into the airing
court. Every few days she becomes more or less abusive but soon
settles down again. She frequently complains about the food, etc.
This is especially the case when she is menstruating and for about a
week at this time the egg is invariably bad or the beef-tea is short, etc.
In her business letters to her lawyer she tends to keep away from the
point, to write inconsequently and verbosely, and to complain of perse-
cution. She frequently, in her letters to strangers, writes about her
private affairs. Her fits are rare but she frequently suffers from * sensa-
tions.” The latter often occur about dinner-time and she has from three
a day to nine a week. She “feels them more than fits.” They cause
severe headaches and make her feel “weak.” In conversation she is
intelligent and at times interesting. Her memory is perfect. She
would often during a prolonged conversation pass for a perfectly sane
woman.

Group V. Classes (6) and (c).
High-Grade Amentia, with Epileptic Mania.

This class contains 16 cases, of whom 4 are males and 12
are females. One of the latter is intermediate in type between
this class and that of mild imbecility with epilepsy.

These cases occupy an intermediate position between the
last class, ¢g., “higher grade amentia with epileptic mania,”
and that of “mild imbecility with epilepsy”—Group I, Class ().
The fits as a rule begin during the early years of life, and the
cases usually show marked stigmata of degeneracy. The
patients in many respects resemble overgrown children, and
hardly a single example of the class would be capable at any
time of passing as a sane intelligent adult, in this respect
markedly differing from the cases of the preceding class.

In many instances these patients are bad-tempered, spiteful,
quarrelsome, violent, and even dangerous. Other cases, how-
ever, are emotional and hysterical, and many of the “fits” from
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which these latter patients suffer, but especially those occurring
during the day and under the influence of emotion, are indis-
tinguishable from hysterical attacks. The fits which occur

during the night are, however, more or quite typically epileptic
in character. :

These patients as a class are often very troublesome, but
they quarrel together rather than combine in action. They,
however, make friends as do sane people, and they are often
favourites with the attendants and nurses. They are usually
vain, and they are fond of decorating themselves with trifling
articles of finery. They are frequently religious.

A large proportion of these cases were useful workers. Of
the four males, one was a good, two were ordinary, and one
was a poor worker ; and of the twelve females, eight were good
workers, and the remaining four, who were all very violent and
dangerous patients, were unemployed.

The following three cases are inserted for the purposes of
illustration :

High-Grade Amentia.  Epilepsy, with slight secondary Psychic Dis-
turbance,

CasE 242.—S. A—, male, single, labourer, ®t. 34. Certified at the
age of 28, and was previously in an asylum at the age of 24. Has
suffered from fits since his birth.

An intelligent-looking man, with a receding forehead and chin,
bright eyes, and a generally neurotic appearance. He gives his name
and age, and the date of his birth. He knows the day and date in full,
when he came, where he is, where he has come from, and how long he
was there. He earned his living from the age of 11 years up to that
of 24, when he first went to the asylum. He has suffered from fits for
‘“some time, only just before I went to H—.” (This is his only
incorrect statement.) Before a fit comes on he feels as if he were
going to faint. If the fit is slight he remembers everything. If it is
strong, ‘I loses my senses.” He has no other aura. As soon as the
fit is over Le *‘feels all right ” and shows no confusion. He speaks as
a rule in rather a childish manner, e.g., Can you read and write? *Yes.”
Have you been to school? ‘I went when I was a little boy, but I
haven’t been since.” He writes well, he is generally intelligent, and
he is a useful and willing worker.

High-Grade Amentia. Epilepsy, with slight secondary Psychic Dis-
turbance.

CQSE 251.—K. L. J—, female, single, no occupation, =t. 3s.
Cfemﬁed since the age of 30, and previously in an asylum at the age
of 29.
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A dark-complexioned, neurotic-looking woman, who smiles pleasantly.
Teeth irregular and projecting. Palate very high and narrow. She
gives her name and age, and says she has “ been afflicted twenty years.”
She was ‘“ not unwell till 17.” The fits came on at the age of 13.0r 14
years. She knows the day and date, and where she is and where she
has come from. She was previously in an asylum for four and a half
months at the age of 29. Her illness * came on as screaming fits and
upset the neighbours, and my doctor sent me there.” She has only
had two or three fits during the day. “They came on during my
sleep.” She feels quite clear in her head in the morning, but is some-
times sick, has a headache, and feels too ill to do anything.

Her memory is good, but she is childish, simple-minded, and
hypochondriacal. She is sensible, well-behaved, clean, and a good
worker. She is very obliging and does her work well. She is very
religious and always remembers the text of the sermon in order to send
it to her mother. She has no special friends amongst the patients.
She, however, does a good deal of private needlework, and writes home
regularly. She has had no fits for over a year, but frequently has
headaches at the menstrual periods and “suffers in her back.” Atthese
times she often loses her memory for short periods or forgets things,
and she is more than usually hypochondriacal.

High-Grade Amentia. Epileptic Mania.

Caske 252.—A. S. P—, female, single, no occupation, @t. 31. Certified
since the age of 27 years, and previously in asylums at the age of 17,
21, and 22 years.

A pleasant-looking woman of pale appearance. She gives her name,
age, and date of birth. She knows where she is, when she came, where
she came from, and the present day and date. She has been in “a
place like this nearly 22 years.” She has been three times previously
in asylums, and three times in workhouses or hospitals. On the first
occasion, shortly after her eleventh birthday, she fell into the fire, was
severely burned, and was sent to the hospital. After her discharge
from the hospital she had only been at home a few days when she was
sent to the workhouse, and she has since spent her life in workhouses or
asylums.

When under sedatives she rarely has fits. She usually has one or
two a month, and they as a rule occur during the night. When the
new moon is about she * has sensations.” She feels them most about
her heart. . The *sensations” do not always end in a fit, but when
they do “I feels lost and hears myself laughing, and cannot stop it.”
When she has a severe fit she has no *“sensation ” at all, but falls down
suddenly. She dreams a good deal at night, but especially at the new
moon. She says she feels disagreeable at times. She is very
hypochondriacal and garrulous.

As a rule this patient works well, and she is very clean and attends
generally to herself. She is, however, very spiteful and interfering.
She makes friends amongst the patients but cannot keep them. She is
very jealous when other patients are taken notice of. She is extremely
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religious. Real fits are rare, but she frequently has ‘sensations.”
When they come on she begins to cry and sob. They are not followed
by confusion, and when they are over she often says, “1 feel better
and that’s for a few days more.”

GRroUP VI.

CASES WITH SYSTEMATISED DELUSIONS (INCLUDING
PARANOIA).

This group contains ten male and sixteen female cases, the
predominant characteristic of which is the existence of a sub-
normally aberrant type of ideation which results in the develop-
ment of a systematised series of delusions. Throughout the
following description the term “ paranoia,” for purposes of con-
venience, will be used in a generic sense with reference to the
whole group of cases.

As all cases of this type sooner or later develop ideas of
grandeur, and in this respect resemble many of the “cranks
and asylum curiosities” described in Group II, Class (&), it
seems desirable here to compare these groups with their sane
prototypes, in order to demonstrate the difference which exists
in the processes by which, in the two groups of cases, these
ideas of grandeur become evolved. The “delusions of
grandeur ” which frequently exist in cases developing or suffer-
ing from dementia will be referred to in the third part of the
paper. It is sufficient here to state that the ideas of grandeur
at present under consideration appear in consequence of
developmentally aberrant ideational processes, whilst those to
be referred to under Dementia occur as a result of imperfect
ideation in cerebra which are undergoing degeneration, or
which are “ mained ” and consequently unable to perform their
functions normally owing to previous degenerative processes.
In the former type ideas of grandeur develop in consequence of
definite and systematised processes of thought, however aberrant
or abbreviated these may be, and, if the premisses were correct,
the conclusions, except for exaggeration, would follow. In the
latter type the ideational processes resulting in delusions of
grandeur are largely unsystematised, and in many cases the
mode of development of the idea of grandeur is simply a pro-
cess of “ going one better ” by relative association as the result
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of the feeling of well-being. For example, a case of dementia
paralytica, on being asked if he possesses a hundred pounds,
may reply “A hundred? Hundreds, THOUSANDS, MILLIONS!,”
and an indefinite number of similar “ delusions of grandeur”
may readily be manufactured by appropriate interrogation.

The “crank,” whether sane or insane, grades into the
paranoiac, also whether sane or insane, and the essential
difference between the two types lies in the process by which
the idea of grandeur is developed. In the former type the
evolution is simple and rapid, and the result may even appear
spontaneous, whereas in the latter the process is complicated
and gradual, being in the sane variety the natural consequence
of a real “hard time,” and in the insane that of a lengthy and
grotesquely exaggerated system of persecution, which may, or
may not, have any basis in fact.

"The sane “crank” accepts or originates an idea which is
contrary to accepted usage or scientific fact, e.g., positive as vege-
tarianism, or negative as anti-vaccinationism, anti-vivisectionism,
anti-taxationism, etc. He glories in his peculiarity, courts
persecution, is insusceptible to argument or proof, develops a
sense of responsibility as a reformer or an innovator, and, as a
natural result, evolves ideas of grandeur.

The insane “crank ” is simple-minded, peculiar, and erratic,
or possesses ability in association with grotesque ideation and
the resulting weird actions and eccentric general behaviour.
Both types, in consequence of petting and spoiling, markedly
develop their inherent vanity, and their aberrant association of
ideas, occurring in the absence of any criteria of comparison,
readily results in notions of grandeur. Even a patient with
intelligence little above that of an imbecile will, for example,
believe in his royal lineage, in spite of the existence of a living
father and mother, if he is told that he resembles the Georges
and particularly such a personage as the late Queen in ap-
pearance ; and the development of ideas of grandeur, when a
patient actually possesses a certain capacity for painting or
poesy, naturally follows still more readily.

The sane “crank,” apart from his fixed idea, may or may
not be a useful or even a prominent member of society. The
sane “ paranoiac,” on the other hand, is frequently a person of
ability, and not rarely has risen in social status by his own
efforts. Such an individual as the latter may be described
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shortly by means of the one word “ upstart.” Men who have
risen from the ranks in the army are at times domineering
to their former compeers, and suspicious of and insolent to
their present more-cultured associates. Women who have
risen from the position of domestic servants may become
dictatorial, domineering, insolent, and unjust to their present
inferiors. Such cases are, to say the least, not of a high
intellectual grade, or they would not so exaggerate their
own performances and would be less ignorant of their own
ignorance. Examples of sane paranoia in persons of higher
capabilities or social status are, however, probably more
numerous. A type of the sane professional paranoiac is,
for example, a medical consultant who has for years had the
greatest difficulty in earning his livelihood, or even in keeping
the wolf from the door. He has during this period associated
with successful men of his own grade, and his vanity has been
fed by the adulation of students and nurses and by the feeling
of pride that he is zo¢ an ordinary general practitioner but is a
member of the higher grade of the profession. The lower the
actual intellectual status of such an individual, the higher, when
success eventually crowns his efforts—and these more often
consist of obsequiousness, tact, and diplomacy than merit the
name of scientific achievements—is his opinion of his position
and importance. He is grandiose, domineering, consequential,
and dictatorial, and his juniors or inferiors find it almost im-
possible to work harmoniously with or for him. A more com-
mon type of sane paranoiac than the professional is the social
variety. An individual manages for years by the exercise of
thrift and tact to live on the fringe of “society.” He carefully
cultivates certain people, who are perhaps most undesirable or
even unpleasant acquaintances, simply because of their social
connections, he submits to any number of rebuffs and indigni-
ties, and he exercises an amount of tact and discrimination in
his management of different people who may be of use to him
from the social point of view, which, if employed for business
purposes, might make him a fortune. The greater the difficul-
ties such an individual experiences in continuing on terms of
acquaintanceship with those whom he considers the elect, and
the severer the hardships he has to suffer, the more he looks
down on the common people—who not being in society have
necessarily been manufactured by the Great Artizan from
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inferior materials—and the more arrogant and insolent is his
behaviour towards them. The sane paranoiac is thus an indi-
vidual who, owing to his limited mental range, views his personal
experiences and capabilities through convex lenses and therefore
develops intellectual stereotypism with ideas of grandeur.
Whilst the “crank ” concentrates his energies primarily on the
accomplishment of an eccentric object which is not directly
connected with his own welfare, the paranoiac devotes himself
to the consideration of his own personality from the aspects of
both experience and accomplishment, as if he were the one
individual with brains in a world of fools.

The insane paranoiac occupies the status amongst cerebral
degenerates which is filled by his prototype amongst the sane.
He begins his life as a sane individual, and becomes out of
accord with his environment at some period of adult life.

An example of the younger and more degenerate type is a
man who, owing to real, but unappreciated, intellectual inca-
pacity, drifts from employment to employment without realising
that his services are dispensed with owing to his inability to
perform his duties in such a manner as to justify their reten-
tion. Sooner or later such an individual develops the idea
that he is badly treated, or that some former employer has
actively endeavoured to deprive him of his situation. The
particular idea of persecution which first develops necessarily
depends on accident of environment, and many different
imaginary wrongs may be considered and rejected before the
basis of his future content of delusions is laid. He may, for
example, see a younger brother placed in his father’s business,
whilst he himself is unable to keep in any permanent employ-
ment, and may, consequently, seek a reason for his father’s
fancied prejudice against him and discover his traducer in a
family friend or medical adviser. The essential feature of such
a case is a suspicion of others which will sooner or later foster
definite ideas of persecution, and these, as the result of intro-
spection, become gradually more intense, more systematised,
and more likely to form part of the content of a permanent
delusional state.

Cases of paranoia developing at mid- or late adult life agree
in essentials with those occurring at an earlier period, but differ
somewhat in their mode of origin. A clerk, for example, after
several years of hard drudgery in a city office, becomes, owing

LIIL 2
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to the monotony of his life and the constant mental strain of
his duties, nervous and fidgety, and fearful of making mistakes.
He may merely be afraid lest his uneasiness be noted by his
colleagues, or they may actually talk about or even make a
butt of him. Further, when in the streets, his nervous and
absorbed manner or his furtive glances may cause people to
look at him as they pass. He thus readily becomes suspicious
and watchful, tends to apply to himself looks and remarks
which really do not concern him at all, and eventually develops
the mental condition referred to in the preceding paragraph.
A married woman, again, who has for years lived a secluded
and monotonous life, may, as the result of real or fancied
trouble with her neighbours, develop the idea that they try to
annoy her in various ways. Every action performed by them,
every noise produced in their house, or every alteration made in
the outside decoration of their premises, may appear to her to
be done on purpose to annoy her ; and eventually similar ideas
of persecution develop. In such cases, when the mental con-
dition has already become such as to afford a suitable soil for
the growth of the delusional state, this may spring up as the
result of accidental occurrences, which would be without per-
manent ill effects on a normal individual, such as alcoholic
excess, severe illness, monetary losses, or family troubles. In
the cases of the first and second of these exciting causes, ideas
of persecution may develop as the result of hallucinations of
hearing secondary to cerebral toxamia ; and the disorder may
thereupon run a more rapid course. Many examples might be
added to illustrate the various modes of development of what is
finally a delusional state, but the above are probably sufficient
to demonstrate the nature and origin of this condition.

The delusional state has at first no definite, or at any rate
no fixed content; and the actions of the patient in some
respects resemble the watchful and suspicious behaviour of an
animal which has at one time suffered ill treatment, and is,
therefore, inclined . to look upon every stranger as a probable
foe. The content of delusions develops more or less rapidly
part passu with the evolution of the delusional state. The
patient lives in an atmosphere of suspicion, and everything said
or done in his presence is subject to misinterpretation, and in
some way or another is applied to himself. He broods over
his fancied wrongs, and is constantly associating together ex-
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pressions or actions which have nothing in common. The
earlier delusions of persecution may constantly change until
one or more of these is finally accepted and adhered to.
Whilst the exact content of delusions at the beginning thus
depends on accident of environment, this original basis is then
constantly added to by a combination of the results of ex-
perience and introspection until a whole systematised super-
structure of possible and impossible persecutory ideas is even-
tually elaborated.

An individual, for example, accepts the idea that his wife
has committed adultery with some particular individual, and
becomes gradually so suspicious and violent as eventually to
require certification. He appears to lose the idea and is dis-
charged from the asylum. During his detention his wife has
earned her living by taking in lodgers. On his return the
patient finds this out, and he concludes that she has been
keeping a brothel during his absence, and has even been
training her daughters in immoral practices. He says little or
nothing, but watches her conduct, suspecting her all the time
of immoral behaviour with every man she happens to be alone
with. In consequence he develops the idea that even trades-
men and vagrants calling at the house have come for immoral
purposes ; and if his wife when out of doors speaks to a male
acquaintance he suspects her of making an assignation. Finally,
after more or less domestic trouble, associated perhaps with
violence on his part, the patient is again certified, when without
delay he begins to accuse his wife of causing his incarceration
in order to remove him from her path. He then proceeds to
suspect certain of the attendants of going to visit his wife when
they are off duty, and either attacks them or endeavours to
make such complaints against them as will secure their dis-
missal. Such a simple type of case, if at large, would be likely
to commit homicide sooner or later.

Almost any idea of persecution may serve as an accidental
basis for the development of a systematised content of delu-
sions, but in the more typical cases the original persecution
has been carried on by some particular individual, and in at
least many instances the idea contains an exaggerated and
misinterpreted basis of fact. The patient then, as the result of
prolonged introspection, succeeds more and more in blackening
the character of the persecutor, who eventually becomes in his
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eyes an incarnate spirit of evil. The more diabolically ingenious
the persecutor proves himself, and the wider the net which he
has spread for the unfortunate patient, the more and more per-
sistent becomes the question “ Why is he so persecuting e ?”

At this point the patient becomes almost desperate, and
during alternating periods of grotesque exaggeration of his
ideas of persecution, and of comparative sanity, during which
he laughs at the opinions he has expressed, the grandiose stage
of the delusional state begins to make its appearance. The
patient has often hithertc been more or less reserved regarding
his “case,” but he now becomes abnormally garrulous, and
repeats a minutely detailed description of this whenever he can
obtain a listener. He worries everyone around him, and
especially strangers, with a full account of his sufferings, and
endeavours to obtain their opinion and advice. According to
the temperament, the previous experience, and the present
environment of the patient, the persecutor may be employing
secret service agents, who later are associated with secret
societies of world-wide influence, or detectives, who are Jesuits
in disguise, and who gradually come to employ the whole
medizval power of the Roman Church to compass his destruc-
tion, or secret police, who watch him lest he should by chance
escape and influence the political situation in England, Europe,
or the world. One patient, when almost despairing of finding
an explanation why his enemy had obtained his incarceration
in an asylum, suddenly remembered an illegitimate child of his
who was at that time about twelve years of age. He knew
nothing definite concerning the history or connections of the
mother of the child, and eventually, after thinking the matter
over, concluded that she was probably of royal or august
parentage, and had been stolen in infancy and hidden away
under the guise of poverty. He hence concluded that /e was
incarcerated lest he should discover these facts and claim the
throne on behalf of his daughter.

When the persecutory ideas of the patient have thus passed
from the possible to the impossible, accident of environment
will soon cause him to develop some definite idea of grandeur.
The death of a king or queen, the Pope, or an important
political or social personage, etc., at once leads him to apply
for the vacancy, and after several tentative titles he eventually
fixes on one, and the case is then fully developed.
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As the result of constant repetition and introspection the
personal history of the patient has by this time become stereo-
typed and abbreviated, and his description in some instances
becomes almost unintelligible without the key furnished by a
previous knowledge of the case. The patient is an emperor,
a general, the Prime Minister, etc., and round his grandiose
account of himself are fossilised the remains of, usually, his later
delusions. At this, the fully developed stage of the disorder, it
is common to find the patients willing to work usefully, whereas
during the earlier and persecutory stage they frequently refuse
to do any work whatever. .

The period of time required for the full development of the
paranoiac varies from a few to very many years, and numbers
of patients die before they reach the final stages of the disorder.
Frequently the pre-senile or even the senile period of life is
reached before the case is fully developed, and it may then be
complicated by the incidence of involution of the cortical
neurones, with consequent mild dementia.

Both the mode of development and the general characters of
the mental symptoms of paranoia are markedly influenced by
the degree of education possessed by the individual sufferers.
Educated patients reason well and even acutely, whilst un-
educated subjects find great difficulty in expressing themselves,
reason in a faulty manner, and make weird mistakes from
ignorance both of the terms they use and of the exact con-
notation of these. Such patients, on the advent of a new in-
vention or discovery, at once apply this to their own case, and
not only get hold of the new word inaccurately, but also apply
the process or fact in some grotesque manner, which however is
in strict accord with their own limited knowledge and experience.
Errors of this nature have to be carefully allowed for during the
study of the mental processes occurring in this class of patient.

From what has already been stated, the existence of aberrant
forms of the general type of case which exhibits systematised
delusions is readily intelligible ; and unusual exciting causes,
particularly when hallucinatory phenomena result from these,
frequently give rise to an unusual symptomatology and to an
entire modification of the general course of the case. It is also
especially difficult to determine where the group of “ asylum *
cranks ” ends and where that of systematised delusional cases
begins. In this respect, however, the group of cases under con-
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sideration resembles the other groups into which cases of
amentia have been divided. All the groups grade insensibly
into one another, all excepting the first, which contains idiots
and imbeciles, possess their sane prototypes in the outside
world, and all agree in exhibiting to a greater or a lesser degree
the essential characteristics of deficient or subnormally aberrant
cerebral organisation, and, apart from senile involution of the
cortical neurones or degeneration of these from accidental
extraneous causes, of absence of cerebral dissolution and con-
sequent dementia.

Of the 26 cases which are included in the present group, and
of which a considerable proportion had reached their full
development, the majority were useful workers. Of the 10
males, 8 worked very usefully, and of these 3 were early cases
and 5 were more or less fully developed ; one, an early case,
refused to work, and one, a fully-developed case suffering from
senile involution of the cerebrum, was an ordinary, but useful,
worker. Of the 16 females, 8 were good workers, and of these
2 were early cases and 6 were more or less fully developed ;
one early and 2 developed cases refused to work, one early and
2 developed cases were ordinary workers, and one fully-de-
veloped case suffering from senile involution of the cerebrum
and one fully-developed case owing to bodily illness were poor
workers.

The following six cases are inserted for the purposes of
illustration :

Delusional Insanily, Pseudo-Hallucinations, Mild Dementia.

Cask 258.—D. E—, male, married, labourer, @t. 62. Certified since
the age of 57, and symptoms for some time previously.

An intelligent-looking old man, who is very deaf and therefore shouts
loudly during conversation. He says that his deafness is due to a blow
on his head from a shovel. He makes a whistling noise with his tongue
and teeth as he talks. He gives his name and age, and the day and date,
and knows where he came from and where he is. He strongly objects
to the name “Hellingly.” He thinks * heavenly ” might trend to the
good of the inmates, but the present name of this place is blasphemous.
He thinks “ people ought to be very careful in giving names to places.
There is plenty of obscenity on the earth without making it by such
. names. There is too much dancing, etc., at music-halls. People trans-
mit disease from hand to hand, and breath to breath, while dancing.”
He then continues for some time to protest strongly against the obscenity
of dancing. He will not believe that the practice came from the East
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A hundred thousand is enough for his own pocket. He is above
crowned heads in finance, but keeps in a medium position to stop
jealousy. He hears “a sort of muttering, a little by-play, a way they
have of explaining a little roundabout affair over this long life system.”
Asked what this 1s, he says that people can call him the “rightful pro-
longer ” on account of the long life system he has started. ‘A man
can live a thousand years through bleeding, as the anatomy gets harder
every year one lives, from the pulp of a baby to the hardness of a man,
by keeping from all diseases, as one’s whole anatomy hardens, barring
one’s teeth, unless attended to.” He says that these ideas arose from
a dogbite when he was a youth. He bled a basin of blood and felt so
well after that he * has tried and proved these ideas correct,” but then
he has “ a very penetrating mind.” When questioned with the object
of eliciting a persecutory phase to his mental state, he replies that all
through his life certain people and the police have had a modified way
of annoying him. They castrated him to a certain extent, making his
testicles nearly as small as a hazel- nut, but they are now improving.
He thinks “ a little trick was going on,” but he does not know who his
persecutors were.

The patient is a good worker, and is an excellent player on the violin.
He is a member of the asylum band, and at times plays solos. He is
solitary in his habits, and is liable to become violent and dangerous
if interfered with.

Developed Paranoia. Onset at the pre-senile Period of Life.

CasE 264.—]. H—, male, married, farm bailiff, et. 64. Certified
since the age of 53, and was previously in an asylum at the age of 49.
Brother insane.

The patient is a pompous-looking old man with a long white beard.
He gives his name, age, and birthday ; he knows the exact day and date,
where he is and where he has come from and when he came, also the
exact date when he first went to an asylum, and the exact dates when
he was transferred from asylum to asylum during the past eleven years.
His memory and intelligence, in fact, appear normal, and the former
is acute.

He then, observing that I am taking notes, slowly dictates as follows :
“The 17th of August was the day, in the year 1825, when old Farmer
Gilbert Henry Thomas Fowler used the means of getting mother Ann
Longley, daughter of William Longley, and in due time her first-born
son was born. He signed a cheque * Henry Carrington Smith’ for me,
and was really J. W. Fowler Longley.” He tells me this ‘“to show what
a beastly bad fellow that a’ been.” On careful inquiry I find that he
does not suffer from hallucinations, but “everybody seemingly is my
enemy. . . . Why should I not have my liberty, but herd with a lot
of notorious whores, rogues, and vagabonds?” . . . *John William
Fowler Longley is the man who will have his way. He killed two
children in the docks at G—. I didn’t see him, but am sure that he
did so. He also killed three in the docks at L—. He tried to shoot
me and got other folks as was lunatics to do so, and I had to sleep



Digitized by GOOS[Q



26 AMENTIA AND DEMENTIA, [Jan,

carefully to herself and her belongings, of which she possessed a quantity.
She sewed very well and neatly and was very industrious, but absolutely
refused to do any ward work. She was at times abusive and disagree-
able, and was very eccentric and disinclined to make friends. She
misconstrued what was said to her when spoken to, and was very
suspicious. She considered the people around her spies sent to watch
her, and at times remarked that other patients were wearing articles of
clothing belonging to her. She would never have a second helping at
meal-times unless she herself handed her plate to the charge nurse. On
one occasion when excited she was ordered a dose of calomel, which was
given in a cup of tea (!) by an inexperienced nurse. There were, she
noticed, eight patients at the table and also eight cups set out. The
nurse brought in a ninth cup and set it before her. She at once was
suspicious, examined the tea, found the calomel, refused to take her
meal, and, when she saw me, accused the nurse of attempting to poison
her. This incident is a good instance of her general shrewdness, and
on many occasions similar occurrences were noticed.

Paranoia passing into the Final Stage.  Onset in Early Adult Life.

Case 278.—K. L—, female, married, housewife, =t. 35. Certified
since the age of 34. Was, shortly before this age, in an asylum for
some weeks, and has shown symptoms since her youngest child was
born, four years ago.

A smiling, but fatuous-looking woman, with bright eyes, an
expressionless face, and many fine horizontal lines on her forehead.
She gives her name and age, and the day and date in full, and states
exactly where she is, when she came, where she has come from, and
the exact dates of her detention in asylums. She states that she went
to the asylum to visit a friend and they kept her there. She does not
know how the mistake arose, as both her husband and brother want
her out. In fact, she says, her husband has many times brought her
clothes to the asylum, but the authorities would not et her go. She
says that “‘a man next door” wanted their cottage for a friend of his,
and that he sent her to the asylum in order to get rid of her, and so get her
husband, when the housekeeper was gone, out of the cottage. The “ man
next door ” hegan to get things at shops in her name in order to get
her into trouble He went by the name of Ired Bray. She seems to
doubt whether this was his real name, as he only got 23s. a week and a
cottage, and stillwent toBrighton and to theatres, etc. People thought that
she was interfering with other people’s affairs. She has not done so unless
theyknow her thoughts, and her thoughts wouldn’t do any harm to anyone.
She thinks that the “man next door” hypnotised her husband and then
herself, as her husband once gave her a black eye, and he had never
done so before. This man had power to do an injury to anyone who
wished her well. “These people had no business to write to other
people about me; it’'s forgery. If he has killed one he has killed
hundreds. He outraged my little Bessie, aged 8, a pretty little girl.
Such fellows deserve roping. It’s a pity God lets them live, I think.
If he hadn’t something he wished to hide, why did he try to pass
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thought that the charge nurse, when she went out of the building,
received messages for her from different parts. She was very grandiose,
but was quite satisfied with the food and with her surroundings. She
never interfered with other patients, but got on her dignity if anyone
interfered with her.

On Some Relations between Aphasia and Mental Disease.
By SyYDNEY J. CoLE, M.A.,, M.D.Oxon., Wilts County
Asylum, Devizes.

THE hope that a study of aphasia might show a way to a
better understanding of the nature of insanity is not new.
Even at a time when far less was known about aphasia than is
known to-day such a hope was not without easily conceivable
grounds. It will now hardly be maintained that the perverted
speech of a lunatic is always to be regarded as a just presenta-
tion of perverted thought. Not only is the thought disordered,
but often also the speech itself. The symptom of persevera-
tion, for instance, does not always represent morbid prevalence
of an idea ; it may express a disorder which lies rather within
the sphere of speech. This is well illustrated in a case of
eclamptic insanity reported by Heilbronner.(!) Of pictures
representing birds of various kinds, the patient designated
many in succession as “swan,” even when identification was
correct ; she called a stork a swan, and at the same time
alluded to the stork fable. In this instance it is not the idea
that clings, but the word, as in the recurring utterances of an
aphasic. In many forms of mental disease we meet with sym-
ptoms of amnesic aphasia, loss of nouns, inability to name
objects seen. In certain forms of incoherence we can recognise
an element of paraphasia. Thus we can often obtain a clearer
conception of the speech disorder of a lunatic by regarding it
from the aphasic standpoint.

The late Professor Wernicke, who was the first to call
attention in any systematic way to the importance of the
relations between insanity and aphasia, laid stress on the
significance of the so-called “ transcortical” forms of aphasia
as links between the aphasias and the mental diseases.(*) That
form especially to which he gave the name of “transcortical
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”

slightest is Pick’s “ Echolalie in Frageform,” the purposeful
repetition or giving back of a question. As a sign of difficult
apprehension this is met with in confusional states. There may
be a turning of the phrase, as when in response to the question
“ How old are you?” the patient says “ How old am I?” In
the severest grade, “ automatic ” echolalia, the patient mechani-
cally repeats most of what is said to him, and even words and
sentences casually overheard. Between these two extremes
there are any number of intermediate grades, so that it is
nowhere possible to draw any sharp distinction between what
is purposive and what is automatic. Throughout the series a
relation can be traced between the echolalia and defect of under-
standing for spoken language, most clearly perhaps in cases
such as that reported by Sterz.(*) His patient could still
understand and speak fairly fluently her Slavonic mother
tongue, but for German, which she had not learned till grown
up, she now showed echolalia without understanding. Similarly
an unusually puzzling question will sometimes elicit echolalia
from a normal person. A conventional imitation of this natural
phenomenon is presented to us in the entertainments of nigger
minstrels whenever a riddle is propounded.

Arnaud has attempted to distinguish six forms of word-
deafness, three of which, on account of preservation of ability
to repeat words spoken by another person, would come under
the head of transcortical sensory aphasia. (®) In two of these
forms, those which he terms “ mental ” word-deafness, there is
some disturbance of voluntary speech: but while in one there
is echolalia without understanding, in the other the patient
understands the words after repeating them (“echolalia with
consecutive intelligence”). In the remaining form, “represen-
tative ” word-deafness, in which there is no defect of voluntary
speech, repetition is apparently of no assistance. These forms,
as Pick has shown, fade into one another, so that the classifica-
tion has little value. (%)

Transcortical sensory aphasia may be transient or permanent.
As a transient disturbance it may be observed in some cases of
intoxication by alcohol or chloroform.(”) More interesting to
the alienist are the transient disorders occurring in epilepsy.
Pick has given an excellent account of such word-deafness and
ccholalia in re-evolution after epileptic fits. (})) Similar disturb-
ances in epileptic confusional states, not obviously attributable



Digitized by GOOS[Q



32 APHASIA AND MENTAL DISEASE, [Jan.,

she repeats as before, and again, more slowly; then, *“Show my
tongue ? "—and puts out tongue. The same process has to be gone
through for every simple question or command, unless gestures are
employed : these she readily understands. She volunteers occasional
remarks about her arm, asks for something to drink, etc. There is
no paraphasia, and her remarks are quite sensible.

She can shrug the shoulder, but other voluntary movements of the
limb, including finger movements, are abolished. When she is made
to understand that I want her to put her right hand to her face, she
lifts it with the other, but the recurrence of the spasm prevents com-
pletion of the movement. Cutaneous sensation on the limb seems
somewhat impaired. She walks with slight unsteadiness, but does not
tend to fall to one side more than to the other She stands steady,
with eyes shut and feet together, spasm continuing. Knee-jerks and
plantar reflexes normal (flexor response). Pupils normal. I saw her
several times during the afternoon and evening, but the condition showed
no variation.

The spasms continued till 9.40 p.m. (no sleep), and then ceased. At
9.46 a major epileptic fit, lasting two minutes, and involving the whole
body, with deviation of head to the right; 9.53 to 9.56, while still un-
conscious after the fit, occasional recurrence of the spasm ;slept; 2.45a.m.
(May 12th), fit, with similar recurrence of spasm for a few minutes
in the succeeding drowsy stage ; slept ; 5.10 a.m., fit, followed as before
by brief recurrence of the spasm.

Since then there have been no more fits or spasms. By the morning
of May 12th, the word-deafness and echolalia were gone, and except
that she was dull and sleepy she seemed her usual self. There was
marked paresis of the arm, but this improved rapidly in the next four
or five days. Weakness and impairment of finer movements of fingers
were still present two months later. Handwriting slow, tremulous, and
jerky, but quite legible.

Heart somewhat enlarged, impulse felt with difficulty, sounds rather
faint and indistinct. Arteries generally somewhat thickened. Pulse
slow, tension not raised. No albuminuria.

In general paralysis the commonest mode of occurrence of
echolalia is in association with a similar word-deafness in
re-evolution after seizures, as in the following case ;

Woman, ®t. 34. General paralysis two years. Argyll Robertson
pupils, loss of knee-jerks, tremors, ataxic and slurring speech, unsteady
gait, dien étre and grandiose delusions. Talkative, restless, and dirty.
For months she had not given a relevant answer to a question. No
previous seizures.’

On the evening of May 24th, 1905, she gradually became comatose,
and showed well-marked right hemiplegia. Lay for four days almost
unconscious, did not speak, paid no attention when spoken to. On the
fifth day more awake, looked about, smiled happily. Said “ Yes” or
“Well” to everything said to her, but without understanding. On the
sixth and seventh days she repeated automatically everything said to
her, including whole sentences ; added no words of her own. Simple
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The following are the principal cases, arranged in chrono-
logical order :

Pick (1°).—Man, @t. 61, lawyer. Delusions of suspicion and persecu-
tion; imaginary voices. Understanding for spoken language greatly
impaired ; the simplest questions were understood only after much
reiteration. Talkative ; large vocabulary ; speech mostly unintelligible,
correct words being senselessly strung together; no insight for this.
Imitative speech correct; echolalia. Reading aloud fluent and rarely
incorrect ; understanding quite lost. Spontaneous writing fluent;
resembled spontaneous speech. Writing to dictation and copying were
rapid, mostly correct, no understanding. Objects seen could not be
named. Case published in patient’s lifetime.

Pick (11).—Man, @t. 71. Senile dementia; progressive loss of
memory during the past three years; excited and aggressive at times,
and partially disorientated. Understanding for spoken language was
very defective ; simple familiar questions about himself he could mostly
understand, other questions not at all. Was talkative, had a con-
siderable stock of words, but so mixed them up that much of speech
was unintelligible ; verbal and literal paraphasia. He showed partial
insight into his speech defects. Reading aloud was slow, laborious,
and often wrong. Complete loss of understanding for written language.
Preservation of ability to repeat the words of others. Writing, volun-
tary and to dictation, impaired ; copying impaired. Objects seen were
mostly recognised, but often wrongly named. General wasting of cortex,
more of left hemisphere than of right, most marked in left temporal
lobe ; no focal lesion.

ASCHER (1?).—Man, @®t. 45. General paralysis; marked defect of
memory, talkativeness, flight of ideas ; after twelve months, sudden onset
of aphasia. Voluntary speech quantitatively reduced ; vocabulary re-
stricted ; some paraphasia. Marked impairment of understanding for
spoken language ; only the simplest requests were executed ; questions
were mostly not understood. Echolalia. Could point out many named
objects ; when asked to name an object shown, he often used senseless
words, or called it by the name of his attendant. Reading aloud, cor-
rect for single words, some errors in continuous passages; no under-
standing. Voluntary writing almost abolished, and, except for his
name, unintelligible, words being senselessly strung together. Writing
to dictation, paragraphic ; copying, slightly paragraphic. Death at 47 ;
general atrophy, specially marked in first left temporal gyrus; no focal
lesion.

Pick (1¥).—Woman, ®t. 67. Demented ; found wandering ; at times
did not know her son. Spontaneous speech preserved, but vocabulary
ureatly reduced ; great sameness of speech ; prayers and passages from
the Bible were correctly recited. The simplest spoken questions and
requests were rarely understood ; partial insight; purposive repetition ;
imitative speech correct. All writing, and understanding for written
language, lost (little accustomed to read or write). Objects seen could
not be named. General wasting, most marked in left upper temporal
region, and to a less extent in Broca ; no focal lesion.
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aphasia.  Spontaneous speech extremely paraphasic; agrammatism.
Understanding for spoken words and short sentences preserved, lost
for longer and more complex sentences ; simple requests often under-
stood. Imitative speech preserved ; echolalia. Reading aloud, intact,
rarely with understanding. Simple written requests, though read cor-
rectly, were almost never understood ; simple written questions were
more often understood, and could sometimes be answered in writing,
though with paragraphia. Voluntary writing very paragraphic ; to
dictation, occasionally paragraphic, rarely with understanding ; copying
intact, not slavish, no understanding. Objects and pictures were
understood and correctly named, also objects handled with closed eyes.
Still works well as a tailor. Case published in patient’s lifetime.

With these might be compared Alzheimer’s case of peri-
vascular gliosis of the left temporal region, (¥) the cases of
softening around the posterior extremity of the first temporal
gyrus reported by Heubner (*!) and Pick, (**) Bonhoeffer’s trau-
matic case, (¥) and also, of course, the well-known case of
Lichtheim. (%)

The cases of echolalia which are most difficult to discuss
are those with severe dementia, having their starting-point in
earlier life, and presenting in their initial stages symptoms of
acute insanity. Some of these cases appear to answer to the
description of dementia pracox ; it is in the katatonic form of
this disorder that echolalia, according to Kraepelin, most fre-
quently occurs. In a large proportion of such cases the echo-
lalia is not observed until a late stage of the disease ; it is
then associated with gross dementia, marked defect of under-
standing for spoken language, and paraphasic incoherence.
Apparently in reference to such cases as these Pick offers the
suggestion that the dementia may have developed gradually out
of transcortical sensory aphasia.(?*) They appear to be very
slow in their course, and would require to be minutely studied
through a long series of years. - As the aphasic condition
does not specially attract notice till a late stage, we have no
sufficient records of its mode of development.

The diagnosis of katatonia in cases of this class cannot be
regarded as having any etiological significance. For not only
echolalia but other katatonic symptoms, such as echopraxis
and flexibilitas cerea, occur in various pathological conditions
and in various periods of life. They are observed, for instance,
in cases of senile atrophy, and in cases of gross organic lesion.
When they occur in such cases, they not infrequently happen
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Right pupil slightly larger than left: both react normally. Knee-jerks
normal. No asymmetry of face or limbs. No trace of paresis.

For a few weeks after admission she was mischievous and destructive;
and in the summer of 1899 she was noisy and spiteful, and smashed
crockery. Except in these two periods she has given little trouble, and
her condition has varied little. She has been under my observation
since August, 1902. The following account is compiled from notes
made in the autumn of 19os.

Present state—Her general physical condition seems unchanged.
Vision is good : she reads small print. Optic fundus normal. Attempts
to map out the visual fields have proved vain; there is nothing to
suggest hemianopsy. Hearing is good apparently in both ears; she
hears the slightest whisper; formal tests with the watch have been
fruitless. A few rough tests of smell and taste show no defect of these
senses. There is no defect of cutaneous sensation.

She does no work of any kind: sits idle when indoors, but looks
about and takes notice of what goes on around. She knows the names
of various members of the asylum staff, but has difficulty in recalling
them, often giving wrong names before hitting upon the right. She
well knows her way about those parts of the asylum in which she has
been. Knows she has been here a long time, but has no idea of dates.
Is not wet or dirty in habits, but is very untidy. Makes a mess with
her food ; has little regard for the use of a spoon, holds it in the right
hand, between the palmar surfaces of index and little fingers and dorsal
surfaces of second and third fingers. At times she is given to bolting
her food. She is usually able to dress and undress herself, but some-
times she will tie her stockings round the back of a chair, throw her
boots out of window, or put on her clothes in a wrong order. For years
she has had a habit of rubbing the ends of her dress together as if she
were washing clothes. She has some slight mannerisms of posture
when seated. She often reads aloud from books and newspapers, but
without evidence of understanding. She always appears cheerful and
contented. At the slightest smile or laugh of a bystander she bursts
into laughter. Once, in 1903, I saw her walking behind another patient
and imitating her peculiar gait, but on no other occasion have I observed
anything of the nature of echopraxis.

The following sample of conversation is fairly representative : (What
is your name?) What is your name? Fanny R—? Master R—?
Zulu? (What place is this?) Asylum? Devizes? (Where do you
live?) Where do you live? Up at the globe? ’Tilda Globe? Some
httle chair? (What are you doing here?) What are you doing here?
Paintley or what? Solchester? Liquor then? (How old are you?)
How old are you? Fourteen? (Have you any brothers or sisters?)
Yes. (How many brothers?) Good many, good number, ten, score,
acre of land. (How many sisters?) Sisters? Two. (What are their
names ?) What are their names? Thunderland, Saunders, schoolroom
children, schoolbell, tit for St. Paul’s, tit for kettle bell spontial sudden.
. . . (Who is this—Nurse C. B) Who is this? Edith Higgleyhead
sermons, churchgoer, clergy come up, me, ria, . . . (What is to-day?)
Good Friday? Wednesday ? Ash Wednesday? (What have you had
for dinner to-day?) Meat, cooked meat, cold Columbus. (Have you
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without evidence of understanding—e.g., * Do good men go to hell ?”
Even to all manner of abuse and threats she seems deaf, unless they be
expressed simply in a word or two. “You have two noses ” amused
her ; here there is a reference to the concrete. But when I tried
Lichtheim’s test, saying, “I am Peter Black, and I am only four years
old,” and asked her “Is that true?” she said * Yes,” even after several
repetitions. The absurdity was not perceived. Eleven days later she
called me * Peter Black,” though the name had not been mentioned in
the interval. She knows my real name.

Simple commands, as to come here, sit down, stand up, or show the
tongue, are mostly executed, even when unassisted by gestures; but
more complicated requests, as to go and sit in the chair by the window,
or take a book from the table to the mantelpiece, are usually not followed
at all, or are only partly executed ; in the middle of the errand she stops,
with a look of hesitation, and utters some jargon or a few proper names.
She does not appear inattentive or unwilling to do as she is desired.
Gestures are understood.

Questions and requests often have to be repeated several times before
the right reaction can be evoked. Complexity of the sentence and
mere number of its words appear to be important factors in preventing
her understanding;; her difficulty is not only in understanding the words
singly, but in understanding them in combination ; in this respect there
is a resemblance to Berg’s case. Of words which can be understood
individually the stock is not very small, as may be ascertained by pre-
senting them in a short, conventional setting, e.g., “ What is P’
She can understand the names of many articles in common household
use, articles of furniture, food and clothing, names of familiar animals
and birds, etc., but the test-results are very variable and contradictory.
The names of even the commonest things (e.g., spoon, sugar, key, pen),
even when repeated half a dozen times, and when she is not inattentive,
often fail to awake intelligence ; repeated a minute or two later, the same
word may be at once understood. If she can see the object before
her, there is rarely any difficulty. Geographical and historical names
are not understood, with the exception of a few of the most familiar
biblical names ; for these a parrot-like memory of some text may help
her. Names such as “London,” * Thames,” “France ” are apparently
not recognised as names of places of any sort.

In all such tests one must not at once assume that understanding is
wanting because the answer is senseless; it often appears senseless
because it is paraphasic. To this source of error I have endeavoured
to pay due regard.

Imitative speech.—The automatic echolalia is the most noticeable
symptom. The patient repeats a considerable part of what is said to
her ; in the case of short sentences the whole sentence, in the case of
long sentences the last few words. Not rarely she echoes a sentence
of as many as twelve words. Articulation is perfect, and the inflexions
of the speaker’s voice are well reproduced. She repeats the senseless
utterances of other patients. Paraphasia is rarely observed except in
special testing with long and uncommon words ; it may be literal or
verbal. Short sentences in foreign languages are echoed, with some
inaccuracies—not, apparently, because understanding of the meaning
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The paraphasia is primarily zerda/, consisting in the use of genuine
but inappropriate words. Pure literal paraphasia seems not to occur in
her voluntary or serial speech, or in reading. If the jargon is to be
regarded as a mixed literal and verbal paraphasia, the literal disorder is
secondary.

Spelling—She can spell words when asked, but there are many
slight errors; her spelling approximates to phonetic spelling. She
can sometimes say what a word is when it is spelled to her, even if it
contains as many as ten letters, but often she gives a wrong word of
similar sound.

Ability to name objects seen.—When an object is shown, she will give
it a name of some sort, but much more often wrong than right. The
wrong names do not suggest mind-blindness, but verbal paraphasia,
and, to a less extent, word-amnesia. A resemblance to the correct
word is ofter: traceable—e.g., saucer, “citizen” ; sovereign, *“ Solomon” ;
shilling, “shilling ” ; What is it made of? *Salisbury ” (si/ver) ; penny,
“Fred, Frank” (farthing?); What is it made of? ¢ Metal, prince”
(bronze) ; bottle, “ball ”; vase, “voice” ; carpet, * Patrick ” ; parcel,
*“Charlie 7’ ; canary, “bird, cuckoo, canary”; geranium, *flower,
Jemiriam ”; penholder, ‘Inkermann.” Occasionally, association by
contiguity is observable : Cuff, “apron”; a penny of the present reign,
““Queen Victoria.” Sometimes she uses a descriptive evasion: collar,
“shirt-thing ” ; spectacles, * seeing-things.” Often she uses first a vague
or general term (¢f supra, metal, bird, flower), and then one of closer
significance. Often after giving a wrong name, she gives the correct
name. Having given the correct name, she does not go on to give
incorrect or senseless names. If, when she does not find the correct
name, its first syllable is given to her, she usually gives the full word
promptly.

As designations for objects, she frequently uses names of persons and
places, and very often the word “soldier.” Perseveration in typical
form does not occur ; she does not designate successive objects by the
same word, but occasionally a word once used will reappear sporadically
in the course of the testing. Thus, having called a vase “voice,” she
uses that word later for two other objects.

In selecting a named object from a group of objects she rarely makes
a mistake.

Reading aloud.—She can read aloud at a fair medium pace, but not
without errors. How far these are paraphasic, and how far paralectic,
it is not easy to say. The following is her version of part of a magazine
article : “The landing-place consists of steps formed in the prepenny-
ridiculous (perpendicular) side of the rock on which the lighthouse
stands. The coastguards were there to receive us, and told us it was
imperative that each one should stand on the gravel (gunwale) of the
boat and jump directly they gave the word. Most of us did so, but in
one case, if not held back at a satirical (critical) moment, a fatal loop
(leap) would have been made. It is an increasing (interesting) place to
see, and gives one a vital (vivid) idea of the pearls (perils) of the sea.”
Often the errors are more numerous. * Meteorological Office ” is read,
very rapidly, “Emily-Moody-chronologies-calico-office.” Passages in
French are read in senseless paraphasic English. All her reading is
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phasic logorrhcea and jargon. Serial and imitative speech are well
preserved (automatic echolalia). Reading aloud shows slight verbal
paraphasia. Understanding is very defective for spoken language, and
1s lost for printed and written language. Voluntary writing is abolished.
Writing to dictation and copying show marked literal paragraphia.

This, I suppose, from the psychiatric standpoint, may be a
case of katatonic dementia; from the standpoint of general
medicine it is a casé of sensory aphasia. Though the history is
regrettably meagre, I think we may infer with some probability
that the case is one of insanity as ordinarily understood, and
not of gross lesion ; also that there is considerable diffuse
atrophy of the brain, predominating possibly in the region of
the left temporal lobe.

The sensory character of the disorder is shown not only by
the defect of understanding for spoken and written language,
but by the characteristic logorrhcea, the word-amnesia, and the
predominantly verbal rather than literal paraphasia. To these
we may perhaps add the agrammatism. Of the relations of
this symptom to sensory aphasia and to temporal lobe lesions
a useful survey has been given by Pick. (**)

The patient’s speech shows evident traces of what is termed,
not very happily, “flight of ideas.” Though this is one of the
cardinal symptoms of mania, it is, of course, by no means
peculiar to maniacal states. That aspect of it which is termed
“ clang-association ”—the condition in which the current of
ideas (or rather the current of speech) is determined by similarity
of word-sounds—shows an evident relationship to verbal para-
phasia. One of Wernicke’s patients, a young woman who
suddenly became aphasic in consequence of some vascular lesion,
and who certainly was not insane in the ordinary sense, exhibited
not only clang-association but other manifestations of flight of
ideas, as definitely aphasic symptoms. The notes of this case
are of the highest interest. (%)

How are we to picture to ourselves the mode of production
of the echolalia? Preservation of imitative speech in certain
cases of dementia with aphasia is interpreted by Pick (¥) in
accordance with Dr. Hughlings Jackson’s doctrine of evolution
and dissolution. It is observed that a child learns to speak by
repeating the words which he has heard, apparently irrespective
of understanding. A path from the auditory to the motor
speech centre is accordingly regarded as the oldest or first-
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If this application of the doctrine of inhibition to the doctrine
of centres appears awkward, we may adopt a metaphor of
another kind. We may say that if the wave of excitation from
the periphery finds on arriving at the ordinary word-centre that
some of the channels through which it once flowed are now
closed, it tends to flow more strongly through those which still
remain open to it. If the newer channels (those to the con-
ceptual sphere) are blocked, it is forced into the older channel
(that to the motor speech centre).

Whether we are content with such views of echolalia or not,
they have the merit of taking into account the relationship of
echolalia to defect of understanding for spoken language. At
any rate, as Pick shows, we must give up the old view of
Ziehen (), that echolalia is a symptom of irritation. Rather
it is a symptom of defect, most marked in chronic conditions
characterised by absence of other phenomena of the kind we
ascribe to irritation.

Echolalia is often classed, along with so-called compulsive
acts, under the head of symptoms of disorder of will. (*) To
say that it is due to disorder of will is inadequate and mis-
leading. It is useless, because it fails to correlate echolalia
with other speech symptoms. It is misleading, because echo-
lalia may in some cases be fairly regarded as a purposive and
reasonable act. In such a connection as this it is probably
better to avoid the notion of will entirely ; its subjective origin
unfits it for precise scientific use.

When we turn to the consideration of my patient’s defect of
understanding for written language, it may seem puzzling that
she cannot understand a few simple words when she reads them
aloud, though she understands them when they are spoken by
someone else. A difference of this kind was present in some
degree in Berg’s case, and apparently also in others of the cases
abstracted. We can hardly explain it by supposing a disorder
in any one centre, or a path-interruption other than that already
assumed ; for then we should be faced with the question why
the patient does not understand by hearing the sound of her
words as she reads. Perhaps the following considerations may
suggest the direction in which an explanation is to be sought.

Self-observation acquaints us with several ways of reading
which are disadvantageous to comprehension. If I have to
read aloud, I inevitably attend to thg articulation of my words:
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auditory image is the motor image; the auditory image awaked
in reading, like that awaked in hearing, should tend to awake
in its turn the motor image ; reading should have an original
tendency towards articulation. This tendency may, in fact, be
observed in children learning to read. In the course of evolu-
tion it becomes inhibited by the associations which already
inhibit imitative speech. In dissolution, the inhibition is
removed. In harmony with these considerations is the circum-
stance that, so far as I am aware, my patient always reads
aloud. She does so almost automatically whenever any printed
or written matter is before her. Thus, in her reading, we can
trace the operation of the same factors as those which give rise
to echolalia ().

Pick says that in connection with echolalia the principles
of Dr. Hughlings Jackson find one of their most successful
applications. These associated phenomena of reading may
afford some further justification of Pick’s remark.

(Y)Heilbronner, Monatsschr. f. Psych. u. Neurol., xvii, 190§, p. 429.—(%)
Wernicke, “ Aphasie und Geisteskrankheit,” Deutsche med. Wochenschr., 18go,
P- 445; Grundriss der Psychiatrie, Leipzig, 1900, p. 7 ef passim.—(*) Lichtheim’s
“Type V1 (Brain, vii, 1885, pp. 433-484).—(*) Cf. Stransky, loc. cit. infra,
p- 466.—(®) Arnaud, Arch. de Neurol., xiii, 1887, p. 378.— (%) Pick, “ Beitrige zur
Pathologie und path. Anat. des Centralnervensystems,” Berlin, 1898, pp. 20, 32,
42. Also “ Beitrige zur Lehre v. d. Echolalie,”” Fakrb. f. Psych. u. Neurol., xxi
(ref. Revue Neurologigue, 1903, p.9o1).—(7) v. Monakow, ‘ Gehirnpathologie,”
1897.—(®) Pick, “ Ueber die sogen. Re-evolution,” etc., Arch. f. Psych. xxii, 1891,
p- 756.—(°) Raecke, * Das Verhalten der Sprache in epileptischen Verwirrtheits-
zustanden,” Minch. med. Wochenschr., 1904, pp. 256-259.—(1%) Pick * Ein Fall
von transcorticaler sensorischer Aphasie,” Neurol. Centralbl., 1890, pp. 646-651.—
(M) Pick, '“ Ueber die Beziehungen der senilen Hirnatrophie zur Aphasie,” Prager
med. Wochenschr., 1892, pp. 165-167.—('%) Ascher, * Ueber Aphasie bei allgemeiner
Paralyse,” Allgem. Zeitschr. f. Psych., xlix, 1893, pp. 256-277.—(*®) Pick, * Beitrage
zur Path,” etc., pp. 25-36.—(') Pick, /bid., pp. 37-43.—('®) Bischoff, * Beitrage
zur Lehre von den sensorischen Aphasie,” Arch f. Psych., xxxii, 1899, p. 730,
Case 1.—(%) Liepmann, “ Ein Fall von Echolalie; Beitrag zur Lehre von den
localisirten Atrophieen.” Neurol. Centralbl., 1900, pp. 389-399.—('7) Heilbronner,
“Ueber die Beziehungen zwischen Demenz und Aphasie,” Arch. f. Psych. xxxiii,
1900, pp. 366-392; post-mortem note in ibid., xxxiv, 1901, p. 396, footnote 3.
—('8) Stransky, ““ Zur Lehre von den aphasischen, asymbolischen, und katatonen
Stdrungen bei Atrophie des Gehirns,”’ Monatsschr. f. Psych. u. Neurol., xiii, 1903,
ppP. 464-485.—(1?) Berg, ‘‘ Beitrag zur Kenntnis der transcorticalen Aphasie,”
Monatsschr. f. Psych. u. Neurol., xiii, 1903, pp. 626-640.—(®) Alzheimer, “ Ueber
perivasculire Gliose,’ 'Allgem. Zeitschr. f. Psych., liii, 1897, p. 864.—(*') Heubner,
“Ueber Aphasie,” Schmidt’s Fahrbiicher, 1889, ccxxiv, pp. 220-222.—(®) Pick,
“Beitrage,” pp. 111-118.—(%) Bonhoeffer, drch. f. Psych., xxxvii, 1903, pp.
800-825.— (#) Pick, ‘‘ Beitrage,” p. 42.—(**) Pick, /bid., pp. 123-133.—(%®) Kleist,
* Ueber Leitungsaphasie,”” Monatsschr. f. Psych. u. Neurol., xvii, 1905, p. §14.—
(*) Pick, “ Ueber die Bedeutung des akustischen Sprachcentrums als Hemmungs-
organ des Sprachmechanismus,” Wiener klin. Wochenschr., September 13th, 1900,
Bp. 823-827.—(®) Ziehen, in Ebstein's Handbuch d. prakt. Med., iv, p. 48 (ref.

ick, Wien. klin. Woch., loc. cit.).—(®) Cf.e.g., Kraepelin, ‘ Psychiatrie,” 6te Aufl.,
i, p. 212; Ziehen, “ Psychiatrie,” 2te Aufl,, 1902, pp. 134, 173, 184. The only
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MR. PRESIDENT AND GENTLEMEN,—That our certain know-
ledge does not extend beyond our states of consciousness ; that
of the mind we know nothing save that it is a series of ‘‘ per-
ceptions,” a sum of “mental phenomena” ; that the cause of
this “ series ”” or “sum ” is a factor of which we know nothing ;
that no effort enables us to assimilate mind and motion;
that the passage from what we call the physics of the brain to
what we call the corresponding facts of consciousness is un-
thinkable—all these are truths necessarily recognised by those
who refuse assent to propositions they cannot know to be true.

To discuss insanity as a state of mind is, unless these truths
be admitted, as futile as would be a discussion on the national
finances in which the arithmetical sum of two and two was
allowed to be a matter of opinion. Yet many writers on insanity
do not appear to think it of real importance that, not only have
we no primary data other than those of our own consciousness,
but that mental phenomena, whether those of sanity or insanity,
cannot be properly studied unless the face is resolutely set
against any juggling attempt to resolve what we call the psy-
chical into what we call the physical series.

Living as we do in a world in which, as philosophers, we
have to regard the psychical as the only directly known reality,
and the physical as known to us only through the psychical,
while yet our affairs and conduct are regulated by the working
hypothesis that physical ‘“ phenomena” correspond to certain
objective existences, there are obvious and great disadvantages
in the exclusively psychical study of insanity.

In a conventional or empirical sense, then, we have to recog-
nise that insanity is more than a condition or state of mind, a
sum of series of psychical phenomena; and we admit that it
embraces a physical state, a series of physical conditions, the
signs of which differ, not in nature, but in arrangement and
relation, from those physical signs of disease which we do not
usually understand to indicate any part of what we call insanity,

But it is a necessity in studying insanity to consider the
psychical and physical series separately.

The psychical series with which we are conversant is so short
that it may be only as an octave in an illimitable keyboard ; the
physical series, as we know it, is relatively far longer. I can
trace the physical antecedents of a bruised finger far away
from my own person. I can speak of the stone that struck it,
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know them, are of vastly unequal length does not in the least
contra-indicate the use of the similitude of parallels.

Those who hold the doctrine of parallelism, or concomitance,
cannot admit that psychical states are effects of correlated
physical states. But it is not out of harmony with the doc-
trine of parallelism, which is also one of synchronism, to assert
that, though the conditions are synchronous, yet, apparently,
the occurrence of certain variations in the physical necessarily
coincide with the occurrence of certain variations in the psy-
chical. Further than this we cannot go; but even so we can
perhaps conceive how it may be that, though physical remedies
cannot be known to cause psychical states, yet, using the terms
with all stringency, the rectification by physical remedies of
physical states is necessarily accompanied by the rectification
of psychical states. In other words, physical means may cause
physical alterations in nervous states which are synchronously
accompanied by modifications in psychical states:—but not
caused, or else the doctrine of parallelism is a mere logomachy,
and false at that.

If the skin be pricked by a pin, after an appreciable interval
sensation occurs. The prick sets up, or causes, states of
peripheral nerves: these bring about certain (nervous) states
of cortical cells. During the occurrence of these cortical cell
states (or relations) psychical states occur. Time is taken
up, not between the occurrence of the cortical cell states and
the psychical states, but between the prick and the occurrence
of the cortical cell states. In terms of the doctrine of paral-
lelism, the sensation is not caused by the prick. Yet even so
precise a writer as Huxley has, in at least one passage, fallen
into verbal error on this point.

Now, every brain-cell is a definite link in a sensori-motor
chain, or reflex arc, of greater or less complexity. With the
activities of some only of these cells are, so far as we know,
psychical or conscious states correlated. But, proceeding
directly or indirectly from any cell or group of cells during
whose activities psychical states occur, there is some outgoing
impulse which is expressed either by physiological action or by
inhibition of physiological action.(?)

It follows, then, that the essential physical phenomena of
insanity are to be found in the states or relations of those
brain-cells whose normal or healthy activities are accompanied
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I conceive that the study of psychical phenomena, the study
of the psychical series, must in a very great measure be, then,
the study of the order which obtains amongst the successive
sums of psychical states which constitute for us each and all
the egos of the moment.

By introspection we are made aware that the order of suc-
cession of sums of conscious states, or “ egos,” in passing from
childhood to maturity is that of progression from sums of
simple, undifferentiated, inco-ordinated states to others of com-
plex, differentiated, co-ordinated states. In other words, for
each individual the growth of mind is a process in the order of
evolution—a process of integration and differentiation; and
this that is true of the individual is also true of the race.

The history of evolution of mind in the individual is, as
Schneider and Haeckel in particular have proved, a reflection,
or epitome, of the history of the evolution of mind in the whole
ascending series of species.

As old age creeps on, the maturity of middle life gives place
to second childishness and whittles down to the vanishing point
of mere oblivion. This, which we all know, only means that,
as Ribot has so beautifully shown for the detail of memory,
after maturity the normal order of succession of sums of
states of consciousness is, for each individual, the order of
progression from the unstable to the stable, from the complex
to the simple, from the differentiated to the undifferentiated,
from the co-ordinated to the unco-ordinated—the order that is,
in fact, the reverse of the order of evolution.

It is convenient to speak of this order as that of ‘dissolution.”
But the term “dissolution ” in this connection means simply
‘“ the reverse of evolution,” and is divorced from all connota-
tion of physical processes.

It is not in normal senile decay alone that the process of
normal evolution is reversed, that the psychical series is in an
order of involution or dissolution.

Unconsciousness, absolute unconsciousness, unconsciousness
which finds no place for unconscious or subconscious psychical
processes, is death, and marks always the end of a series of
psychical states or sums of states arranged in this order which
we have called that of dissolution.

What we commonly call unconsciousness, (and is that un-
consciousness during which unconscious psychical states may



Digitized by GOOS[Q



56 NOTES ON THE STUDY OF INSANITY, [Jan.,,

sion of delirium with the insanities, the essential resemblances
in order and kind between the phenomena of a dust whirl by
the roadside and those of a cyclone. Like causes produce like
effects. As with the falling apple, so with the solar system.
And we have in our lives curves upon curves, a daily rise and
fall, and still one long rise and fall.

It is not fanciful to say that the poet’s phrase ‘life’s fitful
fever ”’ has an almost literal application. We have our daily
rise and fall, our gain and loss ; at first the one preponderates,
at last the other; we have the rise, the fastigium, the declina-
tion, and the end, to some sudden, to others gradual, to all
inevitable. Yet whether our mental life terminate by crisis, or
by lysis, the order of the succession of the phenomena is always
that which, as Huxley has eloquently said, from the lowest
forms of life to the highest, preserves the same appearance of
cyclical evolution.

“ Cyclic change meets us on all sides, in the water that flows
to the sea and returns to the spring, in the heavenly bodies
that wax and wane, go, and return to their place, in the rise,
apogee, and fall of dynasties, and in the inexorable sequence of
the ages of man’s life.”

It cannot be denied that in progressive insanity sums of
states of consciousness appear to succeed in an order not only
as definite and as inexorable as that which obtains in normal
dissolutions, but actually the same. The difference between
the normal dissolutions of sleep and senility and the abnormal
dissolution of insanity is firstly in time, secondly in regularity,
thirdly in extension. For the more regularly insanity advances,
and the greater its extension the more cases approximate to
one type, becoming less differentiated from each other and
from other forms of mental dissolution.

Dr. Clouston has said that the strongest common clinical
and pathological tendency of every form of mental disease is to
end in dementia, or, in other words, to progress:—a position
supplemented by Dr. Blandford’s dictum that melancholia is
the least departure from the normal and that most likely to
pass away.

Many years ago Sankey wove the ideas underlying these
dicta into his splendid generalisation that insanity is but one
process, and that the so-called varieties are merely differentiated
by non-essential phenomena; that all insanities begin with
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emotional disturbance is a first link”’; that katatonia isa stage in
a process of mental degradation which, commencing with depres-
sion, passes into excitement and, if recovery does not ensue, into
dementia; that cases of persecution mania pass through suc-
cessive stages of depression, mania, and dementia ; that general
paralysis is in its earliest stage frequently mistaken for melan-
cholia or hypochondriasis :—all these are commonplaces, dis-
puted by none, but collectively forming only a part of the over-
whelming evidence that there is in insanity one invariable order
in which psychical states occur—that insanity is, in fact, one
process, and the * varieties "’ of insanity either different stages
of one process or examples of one process differing in complete-
ness and in rapidity.

How absurd it would seem if we heard that physicians con-
sidered phthisis to be, not one disease, but a group of many
kinds of lung disease, one variety of which should be called
consolidation, another cavitation, a third dextral, a fourth
sinistral, and a fifth bilateral!

Surely we should recognise melancholia, mania, and dementia
as stages of one process—that of mental dissolution; and we
should distinguish the varieties of insanity from the psychical
point of view, as the process be speedy or dilatory, regular or
irregular, partial or complete.

The etiology of insanity obviously has no place in any con-
sideration of the psychical series,and can only, for the reasons
I have earlier stated, be discussed with the analysis of the
physical series of phenomena.

Using the phraseology employed by Dr. Bevan Lewis,
“mind ” is a sum of states of object consciousness and states
of subject consciousness—as Spencer would have said, of outer
relations and inner relations.

And if melancholia—that is, the insane condition nearest the
normal—be analysed, it is seen that there is a quantitative
lessening, or at any rate qualitative degradation, of the total
states of object-consciousness entering into the aggregate of
conscious states which constitute for the moment the mind of
the person affected.

From this it follows that there is a relative, but only relative,
increase in the totality of states of subject consciousness,
though they too may be absolutely, yet in a lesser degree,
diminished in * volume” or ‘‘ intensity.”
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spheres, not circles.) The order of invasion or reduction is
always from without inwardly, and, whichever be the sector or
sectors attacked, the area of object consciousness is lessened
first, that of subject consciousness secondarily. However
irregularly the invasion spreads, the order of the zones attacked
is always the same.

As Montaigne has said, ¢ there is no weakness or decay so
universal but some entire or vigorous parts will remain.” So,
though the line of invasion, the order of encroachment from
outside to the centre, is invariable, the extension and regu-
larity of the invasion may vary almost infinitely. Our
cases, our so-called clinical types, do so. But yet the more
symmetrical and regular the process of ablation of mind,
so the more closely do our cases of insanity approximate to
the one type recognition of which is so necessary to our under-
stating of what insanity is.

May we not say that insanity, as a state of mind, is one in
which there is substitution of simple, organised, undifferentiated
and inco-ordinated states of consciousness for complex, un-
organised, differentiated, co-ordinated states of consciousness,
tending to progress towards annihilation; liable to arrest or
reversal, and, while similar to that which occurs in senility,
anasthesia, delirium, and intoxication, differing in circum-
stances of time, regularity, symmetry, and uniformity, and in
the etiology of the correlated physical processes ?

This conception of the progress and process of insanity
corresponds exactly, I think, both with Sankey’s proposition
and with what we should expect a priori, if told that insanity
was a reduction of mind in an order the converse of that of
evolution.

The proof of this requires the statement and correlation of a
vast number of facts, for which the present is no opportunity.
But it is capable of demonstration :—

(1) That the psychical phenomena of insanity occur in the
same order as do those of sleep, delirium, intoxication, anses-
thesia, and senility. ‘

(2) That this order is the reverse of that which obtains in
individual or racial development, and in recovery from sleep,
delirium, intoxication, and anzsthesia.

(3) That in recovery from insanity the order of psychical
phenomena is that of individual and racial development.
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cal; and that the physical is known to us only through the
psychical.

As Huxley said, “ the speculative game is drawn; let us get
to work.”

(*) Read at the Quarterly Meeting of the Medico-Psychological Association, in

London, November 16th, 1905.—(?) In every case of insanity there is a negative
lesion causing sensory or motor paralysis (Hughlings Jackson).

Multiple Lipomata in General Paralysis. By CONOLLY
NorMAaN.(})

THE following case presents certain points of interest. The
extreme prominence of pain crises in the beginning is unusual.
Suicidal tendencies in general paralysis are sufficiently un-
common to be noteworthy, though they are by no means as
uncommon as is generally supposed. The same may be said
of delusions of conjugal infidelity. Finally, multiple lipomata
occurring in this disease have not, as far as I am aware,
attracted the notice of any English author.

CASE 17,391.—Male, &t. 40. Married for some years ; two
children, zt. respectively 41 years and 5 months. The man had
been manager and part owner of a shop in Dublin. He was
said to have been a sober and industrious person. I saw him
first in March, 18935, in consultation with Sir Thornley Stoker,
who desired my opinion as to whether the case was probably,
as he deemed it, one of general paralysis in the tabetic form.
I expressed my concurrence in his judgment. The history
showed no known taint of insanity in the family. Patient had
had syphilis about sixteen years before and believed that he
had been thoroughly cured. His wife was healthy and had had
no miscarriages, and his children were healthy. The first sign
of the existing illness was tremor in the right hand, which
appeared about two years ago. In consequence, his writing
became gradually worse and worse, until it was wholly illegible.
This interfered with the performance of his business. He said
that his left hand was not at first affected, but after a time it
became as bad as the right. (Possibly the condition was simul-
taneous in both, but first attracted attention in the right.)
Then he began to suffer from agonising attacks of pain in the
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On adinission—Fine tremor of the facial muscles. Jerking
about naso-labial folds when he speaks. Tongue presents fine
tremor. Pupils unequal, left larger; light and sympathetic
reflexes gone. Skin of face greasy. Cheeks flaccid and
expressionless. Hands tremulous. Ataxic gait. Kbnee-jerks
cannot be obtained. Speech drawling, nasal, slurring, tripping,
catching (7e., typically general paralytic). He is somewhat
incoherent, and accuses his wife of poisoning him. Says: “I
am poisoned ; I am sure it was poison my wife gave me ; she
did it under the pretence of giving me medicine ; do you re-
member me a little child ? What o’clock is it? Oh! Lord, I
am sure she has killed me.” He also complains of pain in
bladder region, of incontinence of urine, and of impotence,
attributing the latter to his “ wife’s unfaithfulness.”

When he was examined on admission three tumours of
probably lipomatous character were discovered. One lay just
over the angle of the left scapula, was circular in outline, about
an inch and a half in diameter ; another in the left lumbar
region, irregularly oval, four inches by three inches; the third
on front of right side of chest in the nipple line, the lower edge
just above the costal margin, irregularly circular in outline,
roughly an inch and a half in diameter. They had all these
common characters : they were inconspicuous to the eye, they
were freely movable on the subjacent tissue, and the skin was
freely movable over them ; they were non-fluctuating, soft,
and somewhat nodular.

General progress of case—Tremor and ataxy of upper
extremities slowly increased. Loss of co-ordination was more
rapid in the legs. Facial and tongue tremor, irregularity of
pupils, and peculiar speech engagement continued. His
memory was extremely bad ; he never knew the day and rarely
the season ; forgot the events of his life from day to day.
He often answered from the point, and occasionally was quite
incoherent. He was uneasy about his health in a fatuous way,
complaining feebly that he was “diseased.” He was also in
the habit of complaining of incontinence of urine at a period
when this symptom did not exist. He tended to return to
the belief that his wife poisoned him, and also that she was
unfaithful, though he could give no details or connected account
of his reasons, and though when his wife visited him he was
most friendly and satisfied with her. He had several attacks
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:d to be merely local accumulations of sub-
hout any capsule. As the case went on the
ncreased in number, giving a curious appear-
to the trunk, contrasting remarkably with the
's.  They occurred on the front of abdomen,
ion, all over the chest, back, front, and sides.
ur on the face, neck, shoulders, arms, forearms,
regions, thighs, or legs. They were most
>wer portion of the chest, where their uneven

a curious knobby contour that was very
where they might easily enough have escaped
ation. It could not be perceived that they
nce of any kind.

1896, the patient had nineteen epileptiform
he never quite rallied, but lingered till April
:d, just over a year after admission.
ppposition of his relatives it was impossible to
v, but an opportunity was taken to secure a
the smaller and more defined tumours, which
ent the structure of a lipoma.

case presents, as aforesaid, many somewhat
teresting points, there is no individual feature
: seen before, save the condition of multiple
association of this condition with general
as I am aware, mentioned in only one treatise,
irirable work of Magnan and Serieux in the
ies, where the coincidence is casually referred
stry of general paralysis I am aware of but
ise, described by Targowla in the Annales
ques for the year 1891 (“Lipomes Symétriques
n Paralytique Générale ). Targowla, while
:urrence of lipomata in tabes dorsalis, seems to
1ation as hitherto unobserved in general para-
is not noted as belonging to the special tabetic
aralysis. The mental troubles displayed were
:ntal enfeeblement, loss of memory, and vague
ition. Inequality of pupils, tremors of tongue,
uliarities were the leading physical signs.
ral paralysis was made by Magnan, Marandon
| others. The patient was alive when the
ritten. The lipomata were symmetrical, and
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sufficient self-control to make him say that his suspicions of
his wife were groundless. This man presented a number of
small, subcutaneous, painless tumours, which were apparently
lipomata. One occurred on the front of the left thigh, one on
the left flank, one on the outside of the left arm, one on the
inside of the left arm, one on the inside of the left elbow, and
one on the inside of the left forearm. They did not appear to
increase in size while he was under my observation, and Dr.
Travers Smith had drawn my attention to them about two
years before. At the latter date the patient said they had
come on while he was serving in South Africa, a couple of
years earlier.

There is probably some connection between the nervous
trouble in this case—be it general paralysis or not—and the
existence of lipomata. Less close, perhaps, but still probably
existent, is a similar connection in the case of a patient whose
case has been communicated to me by Sir Thornley Stoker.
This patient, an elderly lady, wife of a barrister, sustained
surgical injuries in a motor accident. On examination she was
found to suffer from numerous painless lipomata of old standing
on the arms, legs, and trunk. She is a person of bad nervous
heredity, two of her sisters and one of her daughters having
been insane.

The nervous connections of Dercum’s disease have, of
course, been pointed out.

(1) Read at Irish Divisional Meeting, July 6th, 1905.

DiscussioN

Dr. LErPER said that he had a case of typical general paralysis which about two
months ago developed a series of cutaneous tumours, first on the clavicle, and
then all over the body, which broke down into ulcers. There was a syphilitic
history, and the patient got well as regarded the cutaneous lesions after a week or
two of treatment with biniodide. Could the lipomata have any bearing on sub-
cutaneous gumma ?

Dr. Drapes asked if Dr. Norman meant that general paralytics were more
subject to lipomata than sane persons. He had himself had a case of general
paralysis who suffered from multiple adenomata, but had regarded this as merely
a coincidence.

Dr. FitzGERALD, speaking of general paralysis at large, inquired whether it
was Dr. Norman's experience that melancholic symptoms are commoner in
females than in males suffering from that disease. He also mentioned the case of
a general paralytic in his practice, suffering from urinary incontinence, who
suddenly regained control of his bladder and never lost it a%in.

Dr. NorumAN, replying, said that he did not think that Dr. Leeper's case had
any bearing on that described by him, in which the tumours were true lipomata.
He had not seen any other case of lipoma in general paralysis, but Magnan and
Serieux mentioned lipomata as a tropho-neurosis of the disease, and others as
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reaction, an acid urine being darker than one which is alkaline,
even when they are equally concentrated, and the relative pro-
portion of acid urine to alkaline met with in the cases recorded
has been almost as 50 to I.

(3) Reaction—The reaction taken with litmus paper showed
821, a proportion of 85 per cent., to be acid, due, probably, to
the acid phosphate of sodium (NaH2PO4) and not to the
presence of a free acid; 123 cases, 13 per cent., were neutral,
and only 17, or 2 per cent., alkaline. The patients were
admitted after a journey and a considerable time after a meal,
so that there was no “meal-tide” alkalinity. No quantitative
estimation of acidity was made, nor is this said to be of any
clinical value, for the intensity of the red colour produced in
the litmus-paper is most often a sufficient indication of the
degree of acidity.

(4) Consistence—No special observations have been kept as
to the consistence of the urine, but there have been variations,
as may be inferred from the fact that in a small percentage of
cases sugar, bile, mucus, pus (in one case of pyelo-nephritis),
and other constituents have been present.

(5) Odour—No notes have been kept under this head, but
the urine in some cases has presented a high odour, probably
due to the presence of aromatic sulphates, and possibly indi-
cative of auto-intoxication through the absorption and retention
of some of the intestinal contents. The presence of ethereal
sulphates in the urine, owing to the combination of organic
radicals—such as indol, skatol, phenol, etc.—with sulphuric
acid has been investigated by many foreign workers, and Dr.
Townsend recently contributed an interesting article ( Jfournal
of Mental Science, April, 1905), upon the presence of indoxyl
in the urine of cases of melancholia. This constituent is an
oxidised product of indol, a normal factor in the disintegration
of albuminous substances. It is said to be absorbed into the
blood, whence (uniting with potassium sulphate to form indoxyl)
it is eliminated in the urine. There are several similar fatty
acids formed by the breaking up of albuminous substances, but
it is not ascertained whether their presence is the cause of the
mental depression, or whether they are the consequence, and
due, therefore, to impairment of nerve tone and power caused
by the insanity which thus interferes with normal metabolism.
At any rate, this substance has been taken as an index of the
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large quantities, either unoxidised and combined with albu-
minous compounds as in nervous substance, or in the form of
phosphates in the body fluids and particularly also in the
bones, and only in 68 cases (7.e. in 28 per cent. of the phos-
phatic cases) were the urines alkaline or neutral, a proportion
less than that found in normal persons (33 per cent.). Most of
the phosphorus present in the urine no doubt comes directly
from the food, as is seen in the rise of the earthy phosphates
after meals, but in my notes the presence of phosphates was
not due to food, as no meal had been taken for some time
before admission ; but it is not improbable that some is derived
from the oxidation within the body of the phosphorus of albu-
minoid tissues. Dr. Bence Jones formulated opinions that
in acute inflammation of the brain there is an excessive amount
of phosphorus in the urine, and that when the inflammation
becomes chronic no phosphates can be shown to exist. Itis
significant in my cases that phosphates were more common in
cases of melancholia than mania (viz., 138 to 77 cases), although
the proportion of cases of melancholia admitted into the asylum
were only slightly more numerous than those of mania. It was
also significant that the highest proportion occurred in cases of
puerperal insanity, where we know that the mental symptoms
may be very acute ; the next highest proportion occurred in
cases of epilepsy and in those of general paralysis, in which it
has already been shown by competent observers that there is a
considerable breaking-up of lecithin into glyco-phosphoric acid
and cholin, or neurin. It is curious to relate that phosphates
were almost absent from the urine in cases of alcoholic insanity
and that they were in excess as constituents of the urine in
cases of melancholia, puerperal insanity, and epilepsy.

(8) Albumen.— Of the important morbid constituents,
possibly the first in point of seriousness is albumen, and
it was present in a greater or less amount in 69 cases
(7 per cent. of the whole). The ordinary examination
of the urine for albumen merely shows the presence of a
proteid, but does not indicate which of the proteids of the
blood-plasma may be present. Recovery occurred in 20 cases
of the 69 cases (29 per cent.), and death in 15 cases (22 per
cent.). An analysis of the mental state showed 30 cases(43 per
cent. of those with albumen) to be suffering from the melan-
choly form of insanity (ze, 3 per cent. of all the 969 cases
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roughening of the ependyma of the fourth ventricle may suggest
some association with physiological glycosuria. One was an
epileptic, &t. 37, and two were senile cases. Nine cases
(30 per cent) out of the total recovered—including all the
puerperal and lactation cases.

Those who died in whose urine sugar was found were six,
but primary renal disease was not present in a single instance
as a cause of death or as a contributory factor. The youngest
age at which sugar was found was fourteen years, a case of
adolescent melancholia with acute symptoms, which recovered,
and the oldest was a case of senile insanity, ®t. 82, and in
whom the kidneys each weighed 128 grammes, the capsule
stripped readily, the cortex measured 6 mm. to 8 mm., and the
density was decreased.

It is accepted that drugs such as chloral, chloroform, and the
salicylates may reduce Fehling’s solution, but in this respect
the previous medical treatment of these patients could not be
ascertained. As already stated, lactose, which also reduces
Fehling’s, may be present in the urine of women who are
nursing. Physiological conditions also, such as the presence of
glycuronic acid, of uric acid in excess, and the presence of
cretinin or hippuric acid, may also give the same reduction, but
the fact that none of these cases died from diabetes mellitus
is evidence that glycosuria is certainly not common in the
insane.

(1) A paper prepared for the Annual Meeting in London, July, 190s.

Dr. KocH, at the Annual Meeting, said that we could not judge anything at
present of the mental condition from the mere analysis of urine. We might be able
to draw some general conclusions as to the state of nutrition, especially in cases of
under-nutrition, such as phthisis and wasting diseases, when we could tell if the
patient were losing nitrogen. Urine analyses have recently been put upon a very
accurate basis by Otto Folin, of the McLean Hospital for the Insane at Waverly,
Massachusetts. The method requires, however, to be carried out bya trained chemist,
and does not at present permit of any conclusions as to nervous metabolism, which
is evidently of a very special kind. Indican (indoxyl potassium sulphate) in the
urine indicates bacterial decomposition in the large intestine, and probably does
not itself influence the mental state, although some of the bacterial toxins may
lead to states of depression, frequently observed also in people not afflicted with
mental disease. Phosphates are so largely derived from the food directly and
may be metabolised by so many tissues of the body that the breaking up of nerve-
tissues would not necessarily lead to an increase which could be detected by
analysis with any degree of definiteness. Numerous attempts to correlate mental
activity with phosphorus excretion have demonstrated this.
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information on the subject is so imperfect that the data requisite
for a proper scientific classification are wanting, or that there
is such an essential difference between insanity and all other
departments of knowledge, that the construction of a system
of classification on the usual broad principles which obtain in
the case of all other branches of science is impracticable.
Probably each of these factors forms an element of difficulty in
greater or less degree. Our knowledge of mental action is as
yet very imperfect, and as regards a great deal of it merely
conjectural ; and, again, mental functions differ so radically
from all other functions of the body, our methods of investiga-
tion of them are so totally dissimilar in the one case and in the
other, that attempts at classification of mental disorders by
similar methods to those adopted in the case of other bodily
diseases have up to this spelt failure. Is the unravelling of
these causes to be regarded as impossible? Until they are
discovered it is to be feared that their effects, from which we
have been so long suffering, must be looked on as irremediable.
I am fully conscious that anyone who enters upon the thorny
path of the subject of classification is as likely as not to be
pointed at with the finger of scorn as a case of ‘ fools rushing
in.” At the risk of meeting with this fate, however, I venture
some considerations on the subject which must be regarded in
the light of suggestions only.

Disease or disorder of any bodily organ is recognised by
symptoms which are mainly referable to the functions of the
organ affected. They are the outward expression of the internal
disturbance; and they may be objective or subjective, patent
to an outside observer, or only appreciable by the patient him-
self. Cough, vomiting, paralysis are evident to any outsider;
pain, giddiness, or nausea are only cognisable by the person
who is the subject of them. But disease is also revealed by
physical signs, and these are wholly objective. I need hardly
say to which class a physician attaches most importance. The
physical signs of disease and the objective symptoms are what
he mainly relies on as helping him to a diagnosis. The sub-
jective symptoms have a certain value, but in many instances,
and notably in the case of functional nervous disorders, they
have to be largely discounted.

Insanity from a clinical and diagnostic standpoint presents
some special difficulties. Except in the case of general paralysis
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with mental symptoms; they are as diverse and as complex as
the operations of the healthy mind itself. Still, we find types
of mental derangement corresponding broadly with those of
motor or sensory character. We have in the excitement of
mania an example of excess or over-action in some highest
centres, in the condition of apathy and stupor we have defect,
and in delusion we have perversion of these centres. And it is
a question whether in any classification of insanity it might not
be well to start with some such division as this, so bringing its
symptomology into line with that of the disorders of the lower
centres. In old days an impassable gulf was made to separate
mental from all other functions of the body, but the less the
functions of mind are divorced from those of other parts of the
same nervous system, whether they are in normal or abnormal
operation, the better for the progress of mental science.

In derangements of the lower centres physical signs, and
very significant ones, can be elicited which are of high value in
determining the seat and nature of the disease which produces
them. In mental disorders, on the other hand, such signs are
almost wholly wanting. We cannot palpate or auscultate the
brain. We cannot locate a delusion or a focus of mental ex-
citation as we can a lesion of sensory or motor centres. The
nearest approach to physical examination that we have in such
is inspection of the condition of the fundus oculi with the
ophthalmoscope, and it is only rarely that any help in diagnosis
is obtained in this way. We are therefore debarred from one
of the principal methods of investigation in the case of
“bodily ” disease.

It would seem, then, that anything like a complete or satis-
factory classification of insanity in the present state of our
knowledge is an impossibility. The most we can do is to
classify our cases on some basis on which all or the great
majority of psychologists can agree. There are different con-
siderations, each of which might serve to form a basis of
classification. For instance, all cases of insanity could be
grouped according to the duration of the disease, or according
to the degree of intensity, or according to the period of life at
which they occur, or to the predominant mental condition,
such as excitement, depression, stupor, etc. Any of these
expresses facts, and facts upon which everyone would be in
agreement. No one would be at a loss to understand what was
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in terms. But it need not be. For, on the whole, having
regard to the etymology of the word, it would be better to use
the term “ chronic” exclusively with reference to duration than
in either of the other senses, as thereby there would be no doubt
as toits application in any particular case, and facility of applica-
tion is the great desideratum either in terminology or in classifica-
tion. But some one meaning should be selected and adhered to by
all. The complementary term to “‘ chronic "’ should be *‘ recent,”
not “acute,” recent referring to occurrence in point of time,
while acute denotes intensity. And in this way to say that a
case, although of chronic duration, was acute in character would
not be the contradiction in terms which, at first sight, it might
seem to imply. We might adopt, as regards the duration of
an attack, a scale of three degrees—recent, sub-chronic, and
chronic, meaning cases of, say, three, six, and twelve months’
duration respectively ; and as regards intensity we might also
have three degrees—acute, subacute, and mild. The use of
these terms would at least give definiteness to our ideas, and,
what is equally important, they would be generally understood.

Take now the word ‘‘ dementia.” By most alienists, and
up till recently by all, this term was held to denote a general
failure of all mental faculties, such as occurs so frequently in old
age. Here the mind fails in all departments—intellect, emotion,
volition, conduct. The process may be slow or rapid, and of
various degrees, from mere impairment to, in advanced cases,
total abolition of the mental functions, of which memory is
generally the first, or one of the first, to become affected. It is
a condition which is found under long-acknowledged and well-
recognised circumstances, viz., as the terminal stage of all forms
of insanity, as a result of organic disease of the brain, and as the
effect of senility, and therefore the old classification of dementia
into secondary, organic, and senile has a sound basis of fact
underlying it ; and, again, it is easy of application to any par-
ticular case, and probably on this point the vast majority of
alienists will be found in absolute agreement. The form
“ primary dementia” was, of course, also included in this
classification, but I venture to think that it would have been
wiser if such a term had never been employed. The term
“ dementia” is associated in our minds for the most part with
an incurable condition, the privative particle de¢ denoting the
loss of something once possessed, and, in my opinion, it would be
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dition where there is unimpaired ability to understand and to
remember ? Surely this is a misapplication of terms. If com-
prehension and memory are unimpaired, what is dementia ?
(I refer to the dementia with which we are all familiar, or think
we are familiar.) Let us hear Kraepelin himself on a case of
senile dementia in the same work: “ The most prominent
feature of the case is the almost complete failure of the power
to retain impressions, which far exceeds anything we have
observed in other forms of disease. . . .. Absolutely no
connected chain of ideas ever comes into existence . . . . clear
impressions are far more slowly arrived at than is the case with
healthy people. Hence many of our patient’sideas vanish before
they have really become clear. It is easy to understand how
the united effect of these two disturbances may produce the
condition presented by her, which we will call ¢ senile bewilder-
ment.’” It would be difficult to discover by what process of
reasoning these two forms of mental derangement are classed
together as varieties of the same genus dementia. To call by
the same name groups of cases in which on the one hand one
of the diagnostic symptoms is unimpaired ability to understand
and remember, and on the other mental distraction and be-
wilderment, with very slow comprehension, and complete
failure to retain impressions, is not this to take an unwarrant-
able liberty with language, and to give a latitude of meaning to
a term outside the limits of reason and common sense? Aslong
as psychiatry permits such totally different, even contradictory,
significations to be given to the same term, it seems hopeless
to expect that we shall ever arrive at anything like a scientific
classification of insanity.

But the position may be defended in this way. The term
“‘dementia,” as used in dementia pracox, does not imply that
there is a condition of dementia present from the first, but that
sooner or later the train of symptoms described under that
designation will end in dementia, premature in its onset. If
that be the essential inwardness of dementia prazcox, then it
differs not at all from all other forms of insanity, which also,
sooner or later, if the patient is not cut off by intercurrent
illness, end in dementia. In fact, to follow the precedent of
Mark Twain in connection with the claims of Michael Angelo,
why not lump all insanity together and call it dementia
precox ? Which would seem the most satisfactory way of
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done, to the ambiguous sense in which the terms ‘“acute ” and
“ chronic ” are used. But, while hesitating to differ from him, I
can hardly think that he has suggested the best way out of the
difficulty, although he quotes high authorities in support of it.
Dr. Easterbrook is inclined to discontinue the use of the terms
“acute,” ‘“sub-acute,” and ¢ chronic,” and to substitute for
them  recent,” *sub-recent,” and * persistent.” I venture to
submit that the terms “acute’” and ““sub-acute” are not properly
correlated with “ chronic” at all, but should be used to express
degrees of intensityalone, which, as I have suggested in my paper,
might be three in number—*‘ acute,” ‘‘ sub-acute,” and *‘ mild,”
and that there should also be terms available for expressing
three degrees of duration, such as those which Dr. Easterbrook
suggests: ‘“recent,” *sub-recent,” and ‘persistent,” or, pre-
ferably as I think, “recent,” * sub-chronic,” and ‘chronic.”
Dr. Easterbrook asks:  Who has not heard a chronic maniac
during one of his attacks described as being ‘ acutely ’ maniacal ?
How a person can be described as being at one and the same time
both acutely and chronically ill is difficult of comprehension in
the ordinary medical meanings of these terms.” But, never-
theless, it is a fact that there are patients whose insanity is of
considerable duration, say over a year or longer, and who are
as acutely maniacal as they were twelve months previously.
Here the illness is surely chronic in duration, but acute in
intensity ; and we should have terms to express these facts
clearly. It does not matter much whether we call such cases
‘“ persistent acute” mania, or ‘chronic severe” mania. But
what I do urge is that, in any scheme of classification, degrees
of intensity and degrees of duration should be kept perfectly
distinct, and that appropriate terms admitting of easy applica-
tion should be employed to denote them.—T. D.

(*) Read at a meeting of the Irish Division of the Medico-Psychological Asso-
ciation held in Dublin on November 22nd, 1905.

The David Lewis Manchester Epileptic Colomy. By
ALAN McDouGALL, M.D.

THE David Lewis Colony is one of the latest results of the
sympathy for the epileptic spread, if not originated, by Pastor
von Bodelschwingh, of Bielefeld.
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Through the middle of the colony there stretches a line of
buildings which, including the intervening spaces, is over a
quarter of a mile long. These buildings, in order from north
to south, are the administration block, the recreation-hall, the
observation (or quarantine) block, the central kitchen, the
greenhouse, the schools, and the farm buildings. To the east
of these are the three houses for women, to the west the three
for men. A building containing boilers and plant for generat-
ing electricity, various workshops, and the laundry stands to
the west of the schools. The sewage works, with its septic
tanks, stands far away from the other buildings at the extreme
south-west.

There are two pairs of cottages, one near the entrance gates,
the other near the engine-house. Each of these cottages has
been built and furnished to lodge a married workman and three
colonists.

The administration block is the only three-story building
on the colony. It is built in the Cheshire black-and-white
style, the oak forming part of the framework of the building.
It has on the ground-floor the Board-room, separate offices for
the director, the matron, and the clerk, the attendants’ dining-
room, a pantry (corresponding to a ward-kitchen) ; the grocery
stores, the central telephone-room, and the director’s quarters.
Above are the living rooms and bedrooms of the matron, the
attendants, and the servants.

The recreation-hall is a large room capable of seating some
four hundred people. It has a stage with dressing-rooms at
one end. At the other end, under the gallery, there is a recess
that contains the chapel appointments. This recess can be
hidden from sight by a wooden curtain when the hall is not
being used for religious purposes.

The observation block and the hospital are near together
and are connected by a covered passage. They are usually
unoccupied. The hospital has two wards, each containing four
beds; each of the halves of the observation block has a
dormitory for three or four colonists and a day-room. The
dispensary is situated in this block.

The kitchen (in which food is cooked for all parts of the
colony) is large, and will not need extension should new houses
be added to those now built. In addition to the large central
room, the block contains a smaller kitchen, a vegetable-room,

“
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reserved for groups of colonists. The style of the furniture in
this house and in the corresponding house for women is probably
unequalled in any other colony.

On the east side of the colony there are three houses for
women. These, except as regards the furniture, are an exact
copy of the men’s houses.

The building in which the children live serves both as their
home and their school. It is licensed by the Board of Educa-
tion for twenty-one boys and twenty-one girls. It has two
stories ; the upper, consisting of dormitories and bathrooms, is
used only at night. There are high padlocked gates at the head
and at the foot of each staircase. There are two good school-
rooms and two large living rooms, together with the necessary
small rooms and lavatories. The playground is being com-
pletely fenced in, to meet the requirements of the Board of
Education, and to separate the children and the adult colonists.
Covered playgrounds are being provided.

From the numbers given, it will be seen that there are beds
for 10 first class men, 10 for second class, and 48 for third—
68 in all. There is corresponding accommodation for an
equal number of women. There are thus beds for 136 adults
and 42 children. But this is not all; for, leaving the hospital
out of consideration, the observation block would lodge eight
or ten people comfortably ; and there are four cottages, each
of which is to hold three colonists. That is to say, we can
accommodate 200 colonists.

It was in September, 1904, that the Lewis Trustees handed
over the colony to the committee; a month later the first
colonists arrived. They were admitted one or two at a time;
it was necessary for us to feel our way, for the new colony was
unlike anything that existed ; it was possible to take hints, but
not to copy exactly.

And as we are still in our first year, I am not in a position to
tell you how a colony ought to be worked, I can only tell you
what we are doing at the present time.

To each house of twenty-four colonists there are three
attendants, and these are women, but there is a man who gives
baths to the men and boys, cuts their hair, and shaves the
men, in addition to his other duties. Two of the attendants
are on duty by day, the third is up all through the night. The
word “ patient,” like the word ‘“fit,” is avoided on the colony;
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later be occupied in the dairy, and we are at last succeeding in
getting them to work in the garden.

The children receive instruction from the schoolmaster and
the schoolmistress provided by the Manchester Education
Committee. They help to keep their house clean, and work in
the garden under the supervision of a gardener.

Gradually, as the colonists become trained, new occupations
will be found ; but at first it is, I think, best to put them to
tasks that can be performed almost mechanically, but which at
the same time produce an obvious and useful result. He who
can be taught to polish a spoon may some day rise to scrub a
floor.

The colonists have learned to play as well as to work. It
was as difficult to teach them the one as the other. In the
early days they tried to spend their evenings sitting round the
fire telling sad stories of the fits they had ; but now the pianos
may be heard after breakfast and in the dinner-hour, as well
as in the evening ; cricket matches have been played ; croquet
and tennis are in full swing; and at the Saturday night enter-
tainment the only difficulty is to find time in two hours and a
half for all who wish to perform.

And with what result ? In the short time that we have been
in existence the diminution in the frequency of attacks has
been less striking than the remarkable improvement in the
mental and general condition of the colonists. This improve-
ment is obvious to the staff: it is still more obvious to the
friends of the colonists.

The colonists themselves recognise it. Though they look
forward to return to the world some day, they are content to
remain with us; they are happier than they were at home.

Discusston.
At the Annual Meeting in London, July, 190s.

The PRESIDENT characterised the paper as a most interesting description of a
really splendid institution, which, as it became more widely known, would be taken
great advantage of. As Dr. Milsom Rhodes was a member of the committee of
the institution, the meeting would be very glad to hear any remarks from him.

Dr. MirLsom RHODES said he thought Dr. McDougall had given the information
respecting the colony so well that very little remained for him to say. But he
wished to make one observation—namely, that there was too much sentimental
gush in connection with some institutions. The paper just read, however, was
written in cold blood, and was a good description of what had been done. The
treatment of epileptics had not received as much consideration in England as it
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The PrREsIDENT asked what steps were necessary to procure admission to the

-colony.

Dr. McDovucgaLL replied that application forms were sent in to the Committee,

-and they dealt with them.

The PRESIDENT assumed there was no delay about the admissions as yet,
because there was sufficient accommodation.

Dr. McDoucaLL said there was room still. There were now thirty-three men
for forty-eight beds, but the numbers of applications were constantly increasing.

Dr. McDoucaLL, replying on the general discussion, said he did not put all
patients on bromides as a routine procedure. Patients were seldom put upon
that drug before the expiration of a fortnight after admission. At present his
usual practice was to leave them for some days after coming in without any treat-
ment at all. Some of the patients were much worse on bromides. One of his men
could not eat anything if the drug were administered, while others were better
for it. Most were at present on 30 grs. a day. A chart of fits was kept at the

-colony, and if the patient were left for a time, and then bromide were given, the

fits sometimes at once diminished. Still, more trust was placed in outdoor work
and attention to the general health—especially the state of the alimentary tract—
than in anything else. Sundays were extremely difficult days at the colony ; there
were two services, and the patients were taken out, but following the idling they
relapsed, and on Monda({ morning everybody appeared to be in a bad temper; so
that Sunday was rather dreaded. He had not gone very much into the question of
heredity himself; but there were carefully-taken histories. He believed a history
of migraine in the parents of epileptics was more common than one of actual
epilepsy. It was said that of six children of an epileptic parent, one would be the
subject of epilepsy.

Notes upon the Incidence of Tuberculosis in Asylums.
By GEORGE GREENE, M.A., M.B.Cantab., Assistant
Medical Officer, Claybury Asylum.

IT is the prevalent opinion that phthisis is the scourge of
our English lunatic asylums, and that these institutions are,
literally speaking, hotbeds for the growth and distribution of
the tubercle bacillus. In the Irish asylums, where the death-
rate from phthisis alone amounts to nearly 30 per cent. of all
causes of death, there seems to be just grounds for this belief.
In the English asylums, however, the mortality is much lower,
and is but little, if any, greater than that amongst the general
population. This can be verified by examination of the
Registrar-General’s Report, from which it appears that phthisis
accounts approximately for one in twelve of all deaths. These
figures probably represent less than the true proportion of
deaths from phthisis, since post-morten examinations in the
majority of cases are not made, and thus, doubtless, many
cases of pulmonary tuberculosis are overlooked.

The general practitioner, moreover, is often loath to assign
phthisis as a cause of death when other reasons can be stated,
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built on high and healthy sites, where the atmosphere is pure
and abundant. The amount of air-space in the day-rooms and
dormitories would compare favourably with that enjoyed by
the general population, and is indeed vastly superior to that of
the filthy and overcrowded slums of our larger towns.

The enforced regular and daily exercise is also an important
factor, all patients in asylums taking at least three or four
hours a day in the open air, and for many this period is con-
siderably extended.

Again, since the phthisical insane rarely recover their mental
stability, there tends to be an accumulation of these patients in
asylums, who remain only to die and magnify the death-rate
from pulmonary tuberculosis. This statement is in part borne
out by reference to the various asylums Reports, when it is seen
that it is chiefly in the older asylums that the highest mortality
from phthisis occurs, namely, those in which patients affected
with this disease have in the course of time accumulated. The
insane do not as a rule afford opportunities for the communica-
tion of the disease by the dissemination of desiccated sputum,
both coughing and expectoration being comparatively rare
symptoms.

Lastly, the evidence of the post-mortein: rooms gives striking
proof against the theory that the bacillus is disseminated in
asylums. Out of forty-seven post mortemns showing tuberculous
lesions of the lungs performed at Claybury last year, the condition
of the lungs, together with the time the patients had been in resi-
dence, showed that twenty cases had certainly developed the
disease previous to admission and that only one had acquired
it in the institution, the remaining twenty-six being classed as
doubtful. Carefully balancing the foregoing statements, it is hence
not improbable that there is little or no difference in the incidence
of the disease in the general population and in the residents of
asylums, but that whilst in the case of the former external
environment is an important factor in causing the development
of the disease in persons who would otherwise remain.healthy,
in the case of the latter the much greater susceptibility of the
insane to the disease is largely counteracted by better hygienic
surroundings and the absence of the different varieties of mental
stress.

In the insane death from phthisis is relatively and absolutely
more frequent in females than in males, as can be ascertained
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of bolting their food, there being a deficient laryngeal
reflex. The majority of cases of pulmonary tuberculosis,
however, which occur in asylums differ from the above varieties.
The patients are usually chronic lunatics with a moderate
degree of dementia, and are of a type which constitutes a large
proportion of asylum populations. They may be depressed or
excited or delusional cases, according to their original type,
but the essential feature is the existence of a moderate degree
of dementia. Such patients when tuberculosis is developing—
and this occurs more commonly during the winter months—
become depressed, dull, sullen, stupid, spiteful, or resistive.
They tend to hide themselves, crouching in the corners of the
wards or airing-courts, are solitary in their habits, and are fre-
quently violent or abusive if disturbed. The early and constant
clinical feature is a progressive decrease in weight. Such
patients not infrequently become depressed and dull and lose
weight in the winter, becoming more excited and noisy again
as they regain their weight during the summer, a steady pro-
gress, however, taking place year by year in the course of the
disease.

Of the male population of the London County Asylums
about one-twelfth are general paralytics, and, contrary to what
might be expected, although inhalation pneumonia, frequently
associated with gangrene of lung, is common, tuberculosis is
relatively rare in this class of patient.

The clinical symptoms and physical signs of pulmonary
tuberculosis in the insane differ from those of the sane, in as
important particulars as do those of the disease in the adult
as compared with those in the child. Such symptoms and
signs therefore require special experience in order that they
may be satisfactorily elicited and interpreted.

Of all symptoms in the class of patient under discussion,
the most constant and the one which is most readily observable
is progressive wasting ; this may occur continuously until the
termination of the disease, or may intermit with increase of
weight during the summer months.

Almost as common as wasting is a change in the mental
state. The patients may become depressed, dull, or stuporose,
or they may be irritable and complaining, making frequent
and groundless charges against patients and attendants. Pyrexia
is much more common than is generally supposed to be the




Digitized by GOOS[Q



98 INCIDENCE OF TUBERCULOSIS IN ASYLUMS, [Jan,,

gressive wasting and mental depression or a general tendency
to be irritable and to complain about trifles.

In the physical examination of insane patients it is most
essential that the case should be considered as a whole and
the evidence carefully weighed. If care is not taken in this
direction, the disease will not be diagnosed.

It is probable that the statement, which has frequently been
repeated, that the physical signs of tuberculosis in the insane
are indeterminable, is in many cases due to a neglect of proper
precautions and to an endeavour to obtain evidence of the
disease from a stethoscopic examination alone.

Discussion
At the Annual Meeting in London, July, 1905.

Dr. RoBERT JoNEs quoted from an article by Dr. Menzies in the current
number of the Fournal of Mental Science, which was in the hands of members
of the Association. In that article Dr. Menzies stated that the death-rate from
tuberculosis in asylums was at least ten times higher than among the general
population in England and Wales. He did not think there were data available
for such conclusions, as tubercle was either active or obsolete, and such informa-
tion could not be got from its incidence among the general population. Until
1874 the certificate did not even give the cause of death. He explained that the
recognition of obsolete tubercle in the post-mortem room was the finding of scars
and cicatrices in the apices of the lungs, also of calcareous glands, but it did
not include pulmonary adhesions, which might be pleuritic, ang might, therefore,
be possibly non-tubercular. Dr. Mott and Dr. Watson had already pointed out
in their Annual Report that the cases in asylums in whom the tubercle bacillus
was often found were cases of melancholia and of dementia pracox, so-called;
and that the date of onset of the phthisis corresponded more or less—much
more, he thought, than was generally known—with the attack of the mental
disease. He encouraged Dr. Greene to present his statistics to the Association
purely for the reason that that gentleman found from his experience that phthisis
was not so common as was asserted; whereas, as already pointed out, Dr.
Menzies was very strong on the statement that it was at least ten times as preva-
lent in asylums as among the general population outside. There was no doubt
that phthisis was an endemic communicable disease, and he (Dr. Jones) had long
felt it was most desirable to approximate the treatment of phthisical cases in
asylums to that adopted at sanatoria. It was impossible to get sanatoria for the
insane, the rate per bed would be prohibitive, certainly over and considerably
more than £300 per bed; and building a sanatorium for 200 insane persons would
mean building it for all classes of the insane. At Claybury the blinds had been
lowered five inches at the top—i.e., there was no blind for the upper five inches
of the windows, so that all the upper sashes were kept open day and night, and
the wind did not cause the blind to rattle and interfere with the comfort of the
patients. Excluding air was as important and as vicious as excluding daylight.
During the last two years he had also made a special point of prescribing an
ounce extra of fat in the shape of ““ dripping " for phthisical patients on the male
side, and with very marked good effect. The weight of the patients had not only
been kept from diminishing, but in many cases had been increased. The dietary
in asylums generally he regarded as certainly deficient in fat, more especially for
this class of patient. There were stated to be 58,000 persons who died from tubercle
every year, 48,000 succumbing to phthisis pulmonalis, and it was stated there were
100,000 poor persons who were consumptive, showing that the question in regard
to tubercle was a very important one, both within and without the asylums, and
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a very rapid course, and he died on April 8th. After his death a medical friend
of his intformed Dr. Urquhart that during his residence in London the patient was
at least suspicious of his own condition, because he had been taking a course of
creasote. It was therefore concluded that the phthisis had become quiescent before
admission. From 1827 till 1879 the average death-rate from phthisis in Murray’s
Asylum was 13 per cent. The institution was old, and it was crowded with
paupers. Three patients slept in rooms of 800 cubic feet each. The death-rate at
that time from what was called “ gangrene,” to which the term * bed-sores "’ was now
applied, from cholera, and other diseases, was very heavy indeed. But the death-
rate, on the whole, was rather less than it had been of late years, because there
was a different class of patients. The death-rate from phthisis after 1879 was
moderate until, in 1897, a very bad case of phthisis was admitted from another
asylum, There was a good deal of expectoration, and the patient could not be
induced to respect the cleanliness of the institution. After that, phthisis seemed
to gain a distinct hold in the new hospital. Six male patients developed phthisis,
and it became essential to add to the institution special sanatoria for the treatment
of phthisical patients. A brief recital of the following cases may be of interest :
No. 18—Admitted September 24th, 1886. Male, suffering from dementia and
incipient phthisis. Phthisis diagnosed September 12th, 19o1. Apparently re-
covered, and in excellent physical condition of late years. No. 19—Admitted
September 19th, 1900. Male, suffering from melanchol’i'a. Phthisis diagnosed on
admission. Recovered physically and mentally February 18th, 1go1. Has managed
his own business since, and reports himself in excellent bodily health. No. 20—
Admitted September 19th, 1899. Male, idiot. Phthisis diagnosed January 2oth,
1901. Apparently recovered, and in good health since. No. 25—Admitted February
oth, 1902, suffering from melancholia. Phthisis diagnosed March 1gth, 1903.
Discharged recovered July 2nd, 1903. Reports himself as quite well and strong,
and has been in business since. No. 27—Admitted July 1oth, 1902, suffering
from dementia. Phthisis diagnosed on admission. Apparently recovered physically
and in excellent bodily condition. No. 29—Admitted April 1st, 1903, suffering
from melancholia. Phthisis diagnosed on admission. Direct infection from his
brother, who was treated until his recovery at Nordrach-on-Dee. Discharged re-
covered mentally and physically on June 13th, 1903. s reported as well and strong,
in business in South Africa. No. 31—Admitted February 7th, 1903, from another
asylum, suffering from melancholia. Phthisis diagnosed in April, 1904. He has
been resident in a new villa quite apart from possible infection. At this date he has
apparently perfectly recovered physically. The fatal casestreated in the sanatoria
were : No. 26—Admitted August 19th, 1898. Female, suffering from melancholia.
Phthisis diagnosed September 1st, 1902 ; died May 17th, 1903. No. 28—Admitted
November sth, 1895. Male, idiot. Never brought into contact with other
phthisical cases. On admission he was suffering from a severe gunshot wound of
the lower jaw, and phthisis was frequently suspected, but no bacilli found until
May 8th, 1903. He died on April 22nd, 1904. No. 32—Admitted January 31st,
.1895. Phthisis diagnosed May 18th, 1904; died May 29th, 1904. This case is of
definite interest, as illustrative of the extreme difficulty of diagnosing phthisis in
certain insane patients. She was entirely silent, obstinate, resistive, and not only
unable to communicate her sensations, but continually objecting to examination,
and rendering any fine diagnosis quite impossible. There was some cedema of the
feet, and it was noticed that she was falling off in flesh, but at the age of sixty that
did not appear to be important. The first symptom of serious mischief was on
May 18th, when her pulse was found to be 120, her respiration 30, her temperature
103° F. She persistently suppressed any cough, but with difficulty a little sputum
was obtained, and tubercle bacilli found. Post mortem there was deposit in both
lungs and a cavity in the left apex. During the last twenty-five years there have
been 32 cases of phthisis under treatment in Murray’s Asylum—14 died, 12 were
treated to physical recovery, 2 improved in bodily condition, 8 were treated to
mental recovery, and 1 improved. Of those still remaining, 5 have been treated
to physical recovery, or at least the phthisis is quiescent. and 1 remains under
treatment—an old case of fibroid phthisis of many years’ duration. The total
number of deaths in Murray’s Asylum during the last twenty-five years is 214—14
being due to phthisis, equal to about 6'5 per cent., as compared with 13 per cent.
formerly. I attribute this remarkable difference to the improvement in sanitary
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could be more wide of the mark than this. One particular desire of the general
practitioner was to diagnose phthisis at the earliest stage, to be able to tell the
relatives at once when phthisis was present, and to avoid the usual statements of
‘ specialists ’ that “ the patient ought to have gone to a sanatorium months ago.”
He felt certain no practitioner would hesitate to state the true cause of death, so far as
he knew it, on the death certificate. * Phthisis’ appeared on death certificates, in fact,
with undue frequency, because sometimes, in rural districts, carcinoma and other
wasting diseases were overlooked, and in such cases phthisis was often put down
as the cause of death. He was sure that ‘“ phthisis’ appeared on the death
certificates supplied by general practitioners at least as often as it ought to. In
asylums the case was different, because many people who died with phthisis there
were general paralytics, and their deaths were commonly ascribed to general
paralysis, or to ‘“chronic brain disease,” which bulked so largely in the Com-
missioners’ returns. A great part of Dr. Greene’s paper was taken up with an
attempt to demonstrate that phthisis did not occur with undue frequency in
asylums because of certain advantages in the matter of soil and position with
which asylums were favoured. No doubt phthisis ought not to be common in
asylums. Dr. Greene, however, did not prove that it was not common—only that
it should not be common. There were the actual figures showing that, in spite of
the advantages of soil and position, it did occur with undue frequency. What he
(Dr. Crookshank) and others had tried to do was to point out the reason why, in
spite of the obvious advantages of soil and position, it did occur so frequently.
It was because hitherto but little trouble had been taken in segregating phthisical
cases. He believed Dr. Jones said that a certain amount of differentiation could
be made at pos¢ mortems between those cases which acquired their phthisis before
coming to the asylum and those which acquired it afterwards. He (Dr. Crookshank)
had the greatest respect for the pathologists at Claybury, but when he was doing
pathological work at the Brompton Hospital he did not know any physician who
took it upon himself to say what the date of origin of a scar found in the lungs
was—whether it had occurred five or twenty-five years before the post mortem.

Dr. RoBERT JoNEs said it was not so much obsolescent as recent tubercle that
had been located in point of time. In a certain number of cases in which a post-
mortem examination had been made, although death was certified as due to causes
other than tubercle, recent tubercle was present, and it was possible in some recent
admissions to fix a limit for the onset of this lesion.

Dr. CrooksHANK said he thought the statement had been made that post-
mortems had proved in a certain number of cases that the lesion was too old to be
attributable to the patient’s residence in the asylum.

Dr. RoOBERT JoNES said this was so in regard to the date of commencement of
some cases of recent and active tubercle.

Dr. CROOKSHANK rejoined that even so it was difficult to assign the date of the
commencement of the tubercle.

Dr. RoBERT JoNEs said that in cases of dementia praecox of a certain duration
and in other recent cases it was not impossible to make a fairly satisfactory esti-
mate of the date of the commencement of the tubercle.

Dr. CROOKSHANK said the point was this: it was known that 20 per cent. of the
Eersons examined in workhouses and other places after death were found to have

ad tubercle at some time or other during life. But if a person at twenty years of
age had a tuberculous lesion which lasted a few weeks or months and then healed
up, and that person went to an asylum some time afterwards, and acute tuberculosis
supervened, he did not think that anyone finding the old scar would be warranted
in acquitting the asylum of being afactor in the fatal result. He was glad to hear
that the deficiency of fat in asylum diets was receiving attention at Claybury. It
was an important matter, and its being removed one of the most important steps
which could be taken. If, as he had no doubt, it were a fact that the mortality
from phthisis at Claybury was not now so great as it was six years ago, in his (Dr.
Crookshank’s) opinion, it was no doubt due to the measures of prevention which
Dr. Jones had so ably directed. But the state of affairs at Claybury at the present
time did not in the least invalidate his statement as to the general prevalence of
phthisis in asylums throughout thecountry six years ago. The figures which were
quoted with respect to the pos¢ mortems at Claybury he did not %uite grasp. He
believed that the results of 163 post mortems on males and 157 on females had been
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upon the very vital question of ventilation. He (Dr. Weatherly) did not believe
in any of the modern, much-vaunted, systems of ventilation. He was satisfied
from his own experience that the only perfect system of ventilation was the open
window. He thought that the commissioners had never made a greater mistake
than when they advocated the absence of protection for the windows and suggested
that instead of such protection the windows should be blocked so that they could
not be opened more than a certain small distance top and bottom. He felt this
very strongly in visiting many large asylums and inhaling the tainted air in the
associated rooms and corridors. It was impossible with such small open space in
the windows to get proper and adequate ventilation, and, if this were so with the
dwelling-rooms, how much worse was it in the case of the sleeping departments}
He had no hesitation in saying that he believed the dormitories of asylums
were the very hot-bed of breeding-places for this dreadful disease. In the insti-
tution over which he had presided for some years he entirely disregarded the
wishes of the Commissioners in this matter, and he had ornamental bars to
his windows, enabling them to be opened to their fullest extent. The result
had been that he had constantly heard from Commissioners and visitors the
remark made that they never seemed to inhale the usual asylum smell when
visiting his institution, while the sleeping rooms were always well supplied by
specially constructed windows with plenty of fresh air. He could tell them of
numbers of cases of consumption having been developed in healthy constitutions,
simply through their having either slept in rooms with consumptives or having had
to work long hours by day in an ill-ventilated room with another workman or
workwoman who was consumptive. He was satisfied that this disease was very often
acquired in asylums, and that strong and definite measures, on the lines which the
Tuberculosis Committee laid down in their Report, were the only means of
diminishing this danger and preventable loss of life. Nothing to his mind was
more certain than that with strong and universal efforts on the part of the Govern-
ment and the authorities, backed up by the determination of the public, consump-
tion could be stamped out, just as typhus fever and smallpox had been almost
stamped out, and that such a happy result might be reached in, comparatively
speaking, a few short years. Without any legislation, without any governmental
suggestion, asylum superintendents could do much in this direction, and he
sincerely hoped that ere long their asylum Reports would show that by their
determined efforts the death-rate of consumption in.their institutions had very
materially decreased.

Dr. DRAPES said Dr. Greene's paper bore out, in reference to England, exactly
the conclusions he had come to five or six years ago in relation to Ireland. Up to
that time he had held, as he believed was still held by the majority of psychiatrists,
that there was a close and intimate connection between insanity and phthisis, and
that one was a predisposing condition to the other. He consulted the Registrar-
General’s figures and the asylum records with respect to the mortality from phthisis,
and in relation to the mortality among the sane and the insane, and he found when one
took the age-period, which was an important matter, that at the phthisical age, from
twenty-five to forty-five, the mortality among the sane and among the insane was
almost precisely identical; whereas if one took the older patients in asylums, vis.,at
age forty- five and upwards, the asylum death-rate was exactly double the rate amongst
the sane. The conclusion he drew was that it was not insanity but asylum life
which predisposed to phthisis, and of that he was still more persuaded from what
he had heard that day. At the time of its publication he drew attention to Dr.
Crookshank’s paper, in which the greater prevalence of phthisis in asylums than
outside was referred to, and he pointed out the fallacy involved in basing that
calculation upon cases of phthisis as compared with the living population and not
the relative mortality from other diseases. And, as Dr. Jones had shown that day,
if the phthisical mortality was ten times as great in asylums as elsewhere, the
general mortality in asylums was also high. In the paper which he (Dr. Drapes)
published in the Journal he gave a tabulated schedule of the commonest diseases,
as compared with consumption ; and it showed that every one of those diseases,
including phthisis, was more prevalent in asylums. The most important matter
in regard to the asylum was ventilation. Upto five or six years ago they
had no artificial system of heating in Enniscorthy asylum, which was only a small
establishment, and only one case of phthisis in one year, or at most two. It was
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Sunlight and fresh air were the things chiefly wanted, and they could be obtained
with a wooden shelter. He did not think it had yet been decided what type of
sanatoria should be had in asylums. It had been pointed out that a sanatorium
for an asylum required to be a small asylum, and to have accommodation for all
kinds of patients, and there was no sanatorium yet devised which met the need of
an asylum. He had advised his Board not to build a special sanatorium, but to
make some alterations in the existing structure. Another point which Dr. Jones
referred to, and which confirmed his own views, was that many patients came to
the asylum suffering from insanity who at the same time were probably the subjects
of incipient phthisis, and probably the insanity was due to the phthisis. A pro-
portion of the cases classified as “ dementia precox " were really those who were
suffering from carly phthisis. He (Dr. Robertson) had a case recently which he
regarded as one of typical dementia pracox ; the patient was in a stuporose con-
dition, and although careful examination was made no phthisis was discovered.
In a week or two after a course of thyroid treatment he showed signs of com-
mencing tubercle, and in a month he was dead of acute tuberculosis. Another
important point was the diagnosis of cases of phthisis. He wished it were possible
to be absolutely certain on that point. Every year all his chronic patients were
examined with that object. Not only was the body-weight taken,-and the tempera-
ture, so as to discover whether there was a rise due to tubercular infection, but a
careful physical examination was made. No doubt many cases of phthisis were over-
looked, and he wished to know whether it was possible, by the methodical use of
tuberculin, to discover whether a case was phthisical, and whether there would be
justification for trying it in every case coming into the asylum.

Dr. URQUHART said he would like to do justice to one of the Association’s
honorary members in the matter, Dr. Toulouse of Paris. Dr. Andriezen men-
tioned the work of Dr. McDonald at New York, but Dr. Toulouse, some dozen
years ago—long before the tuberculosis cry was heard—instituted the system. Of
course Dr. McDonald’s method had been very beneficial, as Dr. Andriezen
explained. In his own experience, if a dirty dement was put into the fresh air
and sunshine of a sanatorium he almost invariably improved in every respect.

Dr. GEORGE ROBERTSON said a point which he omitted -to mention was the
methodical treatment of the wards by formaline sprays. At every spring-cleaning
the whole walls of the asylum should be treated with formaline spray.

Dr. Haves NEwINGTON said Dr. Robertson had made a remark which he
himself had intended making. It was difficult to build sanatoria for all classes of
patients. Patients suffering from phthisis required, not only disinfection, but also
appropriate treatment for their mental condition. It would have to be a very
complicated machinery which would do justice to all such patients. A remark had
been made in depreciation of heating by means of steam. He understood it was
simply in regard to that, not to ventilation.

Dr. DrAPES said there were ventilators in each room.

Dr. NewINGTON said he could quite understand objections being made to
certain systems of ventilation, because they consisted of connecting trunks which

- went over every part of the asylum. He, however, could not see any objection to
heating by steam or by hot water, provided there were open windows. He did not
see how the disestablishment of the old-fashioned fireplace and the substitution of
a new form of heating could produce phthisis if there were a thoroughly efficient
ventilation. Perhaps the place was over-heated. But the chief point was in
regard to the form of ventilation; and cross-ventilation was most important.
Dr. Robertson spoke about half or whole windows being taken off. If all the
windows were on one side of the room, nothing less than a whole sash being
up would be sufficient, and even then it would take time to clear a room of all
materies morbi. If the wards had windows on both sides, a small amount of
cross-ventilation would prove adequate. The whole place sweetened then in a
minimum of time.

Dr. WeATHERLY desired to say a further word on hot-water or steam heating.
If a proper open-air treatment were carried out, he would defy anybody with a
double service of hot-water pipes to get the temperature of the establishment on
a cold winter's day more than two degrees above that of the outside air. It had
been tested in his establishment in every way. Where the patients slept in asylums
they should be thoroughly safeguarded in reference to the warmth of their bedding,
with plenty of free ventilation.
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gator, which tended to demonstrate that tubercle was present in 40 per cent. of all
deaths. The fact that the phthisis rate did vary was a very important one, as
further showing the unreliability of statistics unless compiled by one authority. In
one of the asylums of London—although he returned his own phthisis rate at
something like 14 per cent.—the rate was returned as 4 per cent.; but there was a
special pathologist at Claybury, upon whose statistics reliance could be placed, and
who did the post-mortem examinations. What Dr. Lloyd Andriezen said about
the Manhattan establishment he was already aware of, and showed the pictures of
the tent treatment of tuberculosis at the recent Congress of the Sanitary Institute
in London. Dr. A. E. Macdonald in America had found this method an economical
and practical one of getting fresh air, and it bore out, as Dr. Weatherly said, that
it was not the warm air which suited those patients, because they lost weight in
the summer and gained it in the winter, July being the month of greatest loss of
weight. Camp life caused a definite gain in weight in these phthisical cases. Dr.
Robertson referred to a similar experience to his own, and also with regard to
heating by means of the abominable Plenum system. He had held lighted tapers
to see how the air was moving in the extracting shafts and found the current to
be in the opposite direction, so that, instead of exhausting, these shafts were
supplying foul air into the wards. One never knew which way the air-currents
in these channels and shafts were going to act. It was so bad that he recommended
that this method of heating should be cut off entirely in many wards in Claybury,
and heating by radiators in the wards with cold air coming in direct from outside
over the radiators substituted in its place, which answered admirably, providing
there was cross-ventilation. As to bars to windows and a sash to throw up, the
Colney Hatch fire was a desperate fright, and now every bar had been removed,
and therefore the sash only opened up for the regulation five inches, instead of, as
formerly, the whole way up.

The Necessity for State Interference on bekalf of the
Imbecile. By F. E. RAINSFORD, M.D., Medical Super-
intendent, Stewart Institution.

THE few remarks which I have to make in dealing with the
subject of this paper are only fragmentary, and are intended
merely to direct your attention to the subject, and to elicit a
resolution embodying your views which can be sent on to the
authorities responsible for the government of Ireland.

The question of what can be done for the imbecile is one
that is slowly forcing its way into public notice. For a long
time the public regarded this question in an apathetic manner
and either remained in complete ignorance of the existence of
such a class of mentally defective.persons, or else remained
satisfied that they got all the care they needed. I am glad to
think that gradually a more enlightened and liberal view is
being taken, and it is not Utopian to think that eventually the
public will be induced to see that this is a problem that must
be solved.

1
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of their inception the managers found their work greatly
hampered by the constant influx of epileptic and helpless
imbeciles, who crowded out the younger and more improvable
cases, interfered with the educational work, and imposed
onerous and exacting duties on the staff. To remedy this they
devised a scheme whereby a small institution was started for
150 children of either sex of the improvable class, drafted from
the large institutions, officered by a matron and a visiting
medical officer, and advised by a specialist in imbecility. This is
reported to have given very satisfactory results, which would
probably have been better had the accommodation been more
extensive, and had it not been difficult to retain the males after
they had reached the age of puberty.” It is added, however,
‘ the training arrangements including kindergarten and school
work, and industrial training in basket-making, boot-making,
tailoring, laundry work, and ordinary household occupations,
including cooking, have met with most encouraging success.”

To further extend this excellent work the managers have
recently published an extended scheme whereby, at Darenth
Schools and Asylum a threefold arrangement shall prevail, viz.
a school for training improvable juvenile imbeciles, an industrial
colony where patients can be accommodated and employed at
remunerative industry on their transfer from the Schools, and
an asylum (pavilion) for the helpless and unimprovable cases.
To further help the difficult work of classification all imbeciles
are, in the first instance, admitted to the new asylum at Tooting
Bec, are there kept a short time under observation, and are
then distributed to whatever institution is thought to be best
fitted to receive them. The industries proposed to be taught
at Darenth Schools are carpentering, firewood-chopping
(already a remunerative industry), plumbing, painting, basket-
making, boot-making, tailoring, brush-making, tinsmith work,
upholstering, baking and garden work. These for the males,
and for the females laundry and kitchen work, needlework, etc.,
all, of course, supplemented by careful school teaching and .
kindergarten. This is no doubt a formidable list, and the
managers have set a high ideal before them to strive after.
Time alone will tell how far their views are being justified by
results. One must, at any rate, give them credit for an honest
and generous attempt to grapple with a difficult problem.

1 make no apology for thus prefacing my remarks, as what I
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depend upon but the charity of its friends ; difficulty of getting
cases suitable for training; the election difficulty; the labour
involved in getting a case elected not always compensating for
the loss of service of a hopeful inmate ; the expense in starting
industries in which, owing to the paucity of the numbers who
could be employed, the results would be unremunerative. Yet,
despite all these drawbacks, a good deal has been done in the
way of teaching habits of order, cleanliness, and method,
domestic work, outdoor occupation, mat making, and tweed
weaving, and in not a few cases inmates have been so improved
that at, or before, the expiration of their period of election they
have become able to be useful in the home or to earn their
living at some simple occupation.

Now, the solution of the difficulty is by no means easy, and
I am desirous, in anything I may suggest, rather to elicit your
opinions than dogmatically to put forth my own. Yet, bearing
in mind what, though imperfectly, has been done by a public
body, could not something similar be done in Ireland?
Suppose there were two administrative boards for Ireland,
for the north and south respectively, consisting of delegates
from the various county and rural district councils, the county
members of Parliament, etc., who would get a building for
each district and receive from the workhouses and county
asylums all the imbeciles under their care, together with such
harmless chronic lunatics as are at present in the workhouses,
and whose care there is a blot on our civilisation, the cost of
maintenance to be paid pro rata by the various boards to which
the patients would be chargeable, supplemented by a Govern-
ment grant per head. Necessarily, the initial expense of
acquiring suitable building and a sufficiency of land attached
would be large, and I think the duty of providing this ought to
lie on the State, as it would derive the greatest benefit by the
removal of the unfit out of public life. I understand that there
are in Ireland several disused workhouses, any one of which
might, with the expenditure of money, be made suitable for
the purpose required. One essential condition should be that
there should be a good-sized farm attached, as, in this class of
work, I believe the greater proportion of the inmates would
find an agreeable and suitable employment. This building
thus acquired should, I think, be divided into two sections,
viz., a school and an industrial colony. The former would
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there is something that will elicit discussion, and that more
experienced and wiser heads than mine may, by their views,
help us to formulate a scheme which we may put before the
public as something to strive after.

A definite well-thought-out scheme set forth by an association
such as ours should have considerable value in influencing
public opinion.

I think myself the main objection to any well-furnished
scheme will be on the score of the cost. Ours is a poor
country, and local taxation is already a heavy burden, and to
suggest anything which will tend to add to this burden is to
court disaster. If, however, our paternal Government could be
got to see that this is a question which interests them, and
doing so would come forward with a promise of financial
assistance, something might be done. If the initial cost of
building and equipment was met by the Government, and in
addition a grant per head, I think the local authorities might
very reasonably pay the difference. The withdrawal of a
large number of cases from the county asylums and work-
houses will relieve the local rates to a small extent so that the
increased cost of the imbecile in the suggested institution will
be more apparent than real. If the local authorities are to be
represented on the Board of Management they must reasonably
expect to contribute something towards the upkeep. The
expenses would, no doubt, be higher than in a county asylum,
and it would be a great mistake to run such an undertaking
too economically. The officers, male and female, should be
carefully selected and well paid. The various craft instructors
should be persons of the highest intelligence, experienced in
instructing mentally deficient persons, and they should be well
paid for their work. Then at first there would probably be
little or no profit from the industries, but I have every conf-
dence that in time as the instructors got more experience and
the pupils more skill their work would become of value to the
institution.

DiscussioN
At the Meeting of the Irish Division.

Dr. McKENNA thought that many imbeciles at present in asylums could be made
very useful if trained in youth. Such patients could be taught to do farm work,
and even industrial work in an automatic fashion. He was of opinion that 50 or
60 per cent. of the imbeciles of Irish asylums could be so trained.

Dr. NORMAN said that the treatment of imbeciles was more than usually difficult
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The Employment of Female Nurses in the Care of Insane
Men in Asylums. By GEORGE M. ROBERTSON, M.B,
F.R.C.P.Edin., Medical Superintendent, Stirling District
Asylum, Larbert, N.B.

The Mothering Instinct in Women.

THis system of care rests on the solid foundation of a prin-
ciple of human nature—the mothering instinct in women.
This is not restricted in its operation to a woman’s own off-
spring, but extends in a certain degree to all children as well,
and often manifests itself in the most striking manner in those
women who have no children of their own. Nor is it reserved
for the helplessness of childhood alone, but it includes within
the scope of its action the weakness of the sick person and the
infirmity of the aged. As a consequence of this, a liking exists
on the part of most women for sick-nursing, which in some
amounts to an instinctive craving which must be gratified, and
almost all for the same reason possess a natural aptitude in
picking up the practical details of nursing and care which
amounts in not a few to a species of genius. If we exclude the
care of insane men from our view, it can be said that wherever
we have weakness and suffering and the need of personal care,
there women find an opportunity for the exercise of what is
a natural vocation, there we find them acting as ‘‘ ministering
angels.”

If women have captured the whole field of sick-nursing from
the opposite sex, or have excluded them from it, it must be
admitted, according to the doctrine of the survival of the fittest,
that men have either less love and aptitude for this kind of
work than women, or that their natural instincts, paternal or
otherwise, find a more valuable outlet in other channels. There
is an element of truth in both explanations. Many years ago
Dr. Clouston, an accurate observer of human nature, pointed
out that his female nurses all longed to work in the hospital
attached to the asylum, whereas his male attendants all wished
to be kept out of it, and preferred outdoor work, and that he
never saw a man enjoy sick-nursing in the same way that many
women appeared to delight in it. On the other hand, not only
does the employment of women as nurses harmonise with the
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without question been regarded in the past as being outside
their province altogether. There is, however, an interesting
exception to this statement in what has been the practice at the
General Hospital of Amsterdam. This institution, which, it is
interesting to note, is under the matronship of a lady who was
trained at the Royal Edinburgh Infirmary, now contains a
pavilion for insane patients, in which the men are to a very
large extent cared for by the nurses of the hospital—a six
months’ course in these mental wards being part of their
regular training. The Wilhelmina Gasthuis, as this fine modern
hospital is called, replaced the old Buiten Gasthuis or infirmary,
and in this building at one time lepers were cared for by
religious women. As leprosy died out in Holland, insane
patients took the place vacated by the lepers; but these same
women, or their successors, with the help of male attendants,
who were subordinate to them, continued to discharge their
useful and humane duty of caring for the insane as they had
previously done for the leprous inmates. Thus the leper-house
was converted into the asylum; but evolution did not stop
here, for by the admission of patients suffering from ordinary
sickness, the asylum finally developed into the general hos-
pital, with special wards for mental cases. The history of this
hospital presents many unusual and interesting features; and
while the mental wards of a general hospital are only partially
comparable to the more complex arrangements for all classes
of the insane in a regular asylum, it is instructive to note the
fact that from an early date up till now women nurses have
continuously cared for insane men in this institution.

There is no difficulty in accounting for the anomaly that
while women are born nurses, and have nursed most success-
fully all sorts and conditions of sick men in hospitals, they
have not till recently nursed and cared for insane men in asylums.
This is due, in the first place, to the fact that in our country
the original conception of a madhouse was not that of a home
for the comfort and happiness of a dependent class, nor even
that of an asylum or retreat for the care and protection of the
enfeebled in mind, and certainly not that of a special hospital
for the cure and treatment of a disease. Had the purpose for
which madhouses existed been for any of these objects, women
would almost certainly have been employed in them. The
madhouse was a special prison for the safe custody and con-
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men. In connection with the existence of this danger, and the
difficulty of overcoming it, two modern developments must be
kept in mind. The man or woman who became a keeper in
the madhouse of the past was usually of a most dissolute and
brutal class. No intelligence and no moral character were
needed for the post, provided the applicant had the necessary
qualification of brute force, and desired to enter the ranks of a
despised occupation. Haslam wrote of it in 1808 : *“ Although
an office of some importance and great responsibility, it is held
as a degrading and odious employment, and seldom accepted
but by idle and disorderly persons—
“¢All that at home no more can beg or steal.’”

The men and women who are now entering asylum service are
of a very different order; every year it is improving, and we
not only expect a good moral character in our staff, but it is
bare justice to many honourable men and women to say that
we get it. In the next place, in the past the supervision of the
staff was of a most elementary character, and the keepers were
seldom disturbed by the visits of those in supreme authority.
At the present time it is not certain that the supervision that
exists is as perfect at it ought to be, especially by night, and for
that reason the introduction of a more reliable system of super-
vision by means of assistant matrons or sisters is advocated,
but in any case the supervision of the staff that is now prac-
tised everywhere, especially by day, is very much more perfect
than was employed in the past. These are some of the reasons
why women in the past were excluded from the occupation of
nursing insane men.

Hyistory of the Introduction of Female Nurses.

I have inferred on general grounds that women would influ-
ence the evolution of the care of the male insane, and that
sooner or later this influence would show itself in an unmistak-
able manner. This is not the time to describe in detail all the
attempts that have been made in our country to employ women
on the male side of asylums. It is perhaps sufficient to say
that the attempt has been very frequently made during the last
sixty-five years, and this of itself is strong proof that the
practice is based on some fundamental truth and is not of the
nature of an individual fad. There can be no doubt too,
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male attendants were then disposed to treat the patients under
their charge. The fact that the first woman engaged was
employed in the * refractory ward,” as is stated in the minutes
of the asylum, is confirmatory proof of this statement.

A further step in the development of the practice of employing
women was in operation at the London Asylum, in Canada, in
1883. Here three women were employed on the male side of
the asylum ; they attended to household duties, supervised the
indoor work of the male patients, and associated with them in
the wards. They were trusted to conduct themselves in a
proper manner under the ordinary supervision of the asylum,
but they were women who were specially selected for the good
character they bore, and they were all widows. At the London
Asylum the female nurses worked and associated with the male
patients in perfect safety, but it would appear from the pre-
cautions taken that the Superintendent, Dr. Bucke, realised
that there were obvious dangers of a sexual character to be
guarded against. Dr. R. M. Bucke died in 1902, and he was
one of the most striking personalities of the American Medico-
Psychological Association, of which he was President in 1898.
He was regarded as one of the foremost men in medical circles
in Canada, and he has this additional claim to our respect, that
he introduced the system of non-restraint into Canada.

A few years later another step in advance was taken at the
Royal Edinburgh Asylum, under Dr. Clouston. In the male
hospital block Dr. Hitch’s plan of employing the wife of the
charge attendant to assist in the care of the patients had been
in force since 1877, but about the year 18go, the husband
having died, the widow was placed at the head of the hospital,
with the male attendants under her authority. This was an
innovation, but a more important step was taken when per-
mission was granted to this female charge nurse to engage the
services of two young women to assist her, while she was held
responsible for their good behaviour. I think this experiment
—which was quite successful—marks the end of the first stage,
that of employing one or more women in household work on
the male side, and as auxiliaries to the male attendants in the
care of insane men. We find it demonstrated that women can
mix among the male patients in some, at least, of the wards of
modern asylums without danger of violence from them, and
without being subjected even to insults. With regard to the
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nurses by day. He had originally intended to staff this sick-
ward with male attendants, who were to work under the super-
vision of the hospital nurse, but she and the matron preferred
to undertake the responsibility of managing this ward with the
assistance of other nurses rather than in association with male
attendants. Dr. Turnbull was willing to make the experiment,
and it proved to be a success in every way. It is difficult to
over-estimate the value of this demonstration. Fortunately
for Scotland, the Commissioners in Lunacy immediately
realised its true nature, and congratulated the District Board
and Dr. Turnbull on having made so important a step in the
improvement of asylum management. Sir John Sibbald was
then the Senior Commissioner, and this honoured and saga-
cious counsellor, whose recent and irreparable loss we all
deplore, encouraged the then superintendents of the Murthly,
Gartloch, and Hartwood Asylums to place the male hospital
wards in each of their asylums entirely in the charge of female
nurses by day. Other asylums soon adopted the system as
well, and three years later, in 1900, at the Stirling District
Asylum, the experiment begun by Dr. Turnbull may be said to
have been finally completed by placing female nurses in full
charge of male patients, not only during the day, but during
the night as well. This final development has also since then
been adopted in other asylums in Scotland.

Before passing to a description of the most recent develop-
ments of this system, I desire to emphasise the importance of
the fact Dr. Turnbull first demonstrated by actual experiment,
that women are able to take complete charge of insane male
patients in asylums for this reason, that it makes it quite
certain that the male patients get the benefit of female nursing.
In those asylums where one, two, or even three women were
employed to assist the male attendants, the greater bulk of the
nursing continued to be done by the male attendants. The
women fed some of the patients, and by personal attentions no
doubt added greatly to the comfort of others, and by their
presence checked exhibitions of violence and improved the
tone of the ward; but the work that they were largely engaged
in was household work, such as the care of the clothing,
the cleaning and decoration of the wards, and all the work
connected with the ward kitchen. When patients are com-
pletely handed over to the care of women a revolutionary
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advantage was in part—he would only say in part—on account of the maintenance
rate. He felt, without much experience in the matter, that Dr. Robertson must
have surmounted a considerable number of difficulties to have carried out the
nursing of men by women. He could foresee many difficulties to this in a large
asylum, where the matron already had her hands full, and he felt loth to make
her responsible for working a part of the male as well as the female side; but he
believed there were present those who, even in large asylums, had had some
experience in the matter. .

Dr. Briscok said that he wished to add his testimony in support of the adoption
of female nursing for male patients. He referred to the desirability of giving
mental nurses a training in a recognised hospital.

Dr. TavLoR said he had listened with interest to Dr. Robertson’s paper. On the
opening of Hellingly it was arranged that one or two of the male wards should
be staffed by female nurses. He feared he could not go so far as Dr. Robertson
had done, but with regard to the infirmary, he had had one ward staffed by females,
by night and day, since the institution was opened, and the plan was very satisfac-
tory. And while every endeavour had been made to train female nurses and make
them as skilful as possible, there were also in the institution trained male nurses to
look after patients who needed them. One point mentioned by Dr. Robertson was
that female nurses preferred not to have male nurses associated with them in the
charge of the ward. That question was raised by the female nurses at Hellingly,
and he mentioned the matter to the charge nurse, who said she would not like to
have a male attendant present; for two years she had managed the ward suc-
cessfully. He agreed that females could nurse a certain class of male patient,
but he felt he could not dispense with male nurses, and an attempt should be
made to render the latter as efficient as possible.

Dr. D. G. THoMsoN said he had written upon the subject now under debate
rather in opposition to Dr. Robertson, and wished to express his appreciation of
the able way in which that gentleman had again brought the subject forward.
But Dr. Robertson rather baulked discussion by saying it was incapable of settle-
ment by an academic debate, and that experience and a trial of the method was
the only solution. If that were so, discussion was useless. Still, a few matters
might be referred to in connection with it. He admired the tremendous enthusiasm
with which the Scotch superintendents, who, however, were not unanimous, worked
out the nursing of male patients by females. He (Dr. Thomson) wished somebody
would advocate the male nursing of female patients, because his difficulty was to
get good female nurses. He had admirable male nurses, far better, as asylum-
trained nurses, than his woman nurses. Then, with regard to the enthusiasm of
the Scotch in the matter, he invited his hearers to look at another side of the
picture. He went to an asylum in the Hague, an almost new institution, and
probably its proximity to this country had caused it to be known to some of his
hearers, who would support what he said. There were female nurses in nominal
charge of male wards. In some wards which he went into there were male atten-
dants also. And when he asked the superintendent if he had any difficulty socially
with those young people being together (male nurses and female nurses) his reply
was a significant shrug of the shoulders and a reference to ‘ human nature ;" from
which he (Dr. Thomson) gathered that he had his troubles. Not only so, but the
“ calming influence " of the females which had been alluded to by the advocates
of the system was not indicated at the asylum at The Hague. The ward was what
was known in England as a “day corridor,” a gallery of single rooms, and the
female nurse was seated, nicely dressed, at a table engaged in knitting. But in
each of the single rooms was an excited male patient in seclusiom. That, of
course, was not worthy of approval. He did not say it was done in Scotch asylums,
but it was right the Association should know the facts when continental advocates
of the system were quoted. He was naturally interested in the patients, and in in-

sane foreigners still more so; he was kept back by the doctors, who warned him
to take care lest the patients attacked him. There seemed to be no nursing atten-
tion paid to the patients, or anything of the kind. That was an asylum staffed
by female nurses for male patients. He could only speak of what he saw, and he
saw what he had described. He quite admitted that, speaking generally, women
were more suitable for the nursing profession than men; but in all walks
of life in which women, as a rule, had the natural pre-eminence, the few
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witnessing its effect there, and was in hearty accord with the principle. He was
sure Dr. Robertson touched the crux of the matter when he said that to insure
success the staff must be entirely female, and not mixed. With regard to the vexed
question of hospital training and the introduction of hospital-trained nurses, his
own view was that in a large asylum the amount of skilled surgical and medical
work was sufficient to give a very adequate training if those who were responsible
would utilise it by focussing it, and not scattering it about the building, and by
having well-organised hospital wards. In small asylums it was probably difficult
to provide nurses with sufficient training in that direction. He thought it would
be of practical value if Dr. Robertson would some time, preferably in the Journal,
give a detailed list of his staff, enumerating the scope and character of each ward,
with the number of patients and staff in each. He did it some time ago, but the
number of the female staff had now been extended, and one would like to see the
exact present arrangement.

Dr. BEDFORD PIERCE said he had had practically no experience on the subject
before the meeting, and at the outset those who had not that experience were dis-
couraged from expressing any opinion on the matter. But perhaps he would be
allowed to ask Dr. Robertson one or two questions. With regard to nurses in an
institution in which middle-class patients were received, did the same conditions
obtain as in Dr. Robertson’s institution, where he understood the patients were all
parochial, and where the nurses were in a better social position than those they
were nursing? If the step recommended were taken at the * Retreat,” there
would be nurses of the same social position as that of the patients, and on this
account he thought questions of delicacy would arise and be more difficult to
deal with than in a county asylum. He did not think Dr. Robertson covered
the whole ground when he discussed why women took up the profession of
nursing as they did. He spoke of it as being essentially due to the ‘ motherly
instinct”’ of women; but he seemed to forget the fatherly instinct of man.
He gathered that the real reason—or at least a reason—was the social one—
that women, and not men, took up the work of nursing in hospitals because
there was no possibility of a man earning enough to maintain a wife and
family. He thought that, if it were possible, the catheter cases in general hos-
gitals should always be nursed by men; it was only seemly that it should be so,

ut expense forbade it. The question of kindness was also dealt with in the
paper, and that had already been spoken to. His own opinion was that men were
every bit as kind as women. It was by no means easy to make comparisons
between the nursing on the male and female sides of the institution, and he
hesitated to say anything upon such a delicate matter. He need not remind Dr.
Robertson of an incident Dr. Robertson had himself related in this room which had
happened in the women’s side of his own asylum to make it clear that nursing
by women did not solve all our difficulties in insuring uniform kindness by our
staff. He inclined to believe that the male nurses on the whole were quite as kind
as the women nurses, and that, when each were nursing their own sex, he thought
the men sometimes had the advantage, especially in relation to some of the
smaller, petty details of management. He also thought Dr. Robertson had not
done justice to men’s capacity for nursing. At his (Dr. Bedford Pierce's) institu-
tion there was an attendant who was seriously ill, and requiring an operation. He
went to a well-known general hospital, where he was nursed by women. He
regretted to say he was not well nursed there by the women nurses; he developed
a bed-sore, and generally had a bad time. No doubt such an event was an excep-
tion in that hospital. The man was brought back to the “ Retreat” and nursed
by one of his own colleagues for many months, and the difference in his comfort
and in the quality of the nursing which he received was very great, and this the
patient most gratefully recognised. Of course that was only a single instance,
and to argue on a general question from an isolated case was notoriously falla-
cious. But it did illustrate the point that there were men who were good nurses,
and if Dr. Robertson’s recommendation were to become general it would mean
that no men who were good nurses would have a chance of developing their
faculties or qualities, and that would be a pity. Just as he considered that medical
women had a place in the art of healing, so he believed that men had a place in
the art of nursing. So, whatever might be the outcome of that discussion, what-
ever might be the future trend of the question, he hoped matters would be so
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annoyed at being brought back ; would not work. April 19th : Restless,
attention and concentration imperfect ; does not answer questions readily,
but rambles on incoherently. Latterly, while in the hospital, he had
been quiet and depressed. Early in October, 1904, the patient had two
slight epileptiform attacks, but none before or after this date. Died
August 12th, 1905.

There is nothing unusual in the pAysical condition, except that,
although at the autopsy tape-worms were found, no segments had been
reported in the stools, despite the fact that at one time while in the
hospital the patient had had fairly large doses of compound decoction of
aloes. Never at any time did the patient have a *voracious” appetite.

Autopsy.—Nine separate intussusceptions, varying from 1 to 4
inches in length, were found in the small intestine, probably of the
“agonal” variety, and had supervened either shortly before or after
death. In the intestine were five large teniee (mediocanellatz) varying
from 4 to 6 feet in length. No segments found in any part of the large
ntestine.

The principal interest of this case lies, I think, in the intus-
susceptions and in the mental condition of the patient. These
‘““agonal ” intussusceptions are moderately common in deaths
where “tape-worm” is found in the intestine. The explanation,
I believe, is that in these cases just before, at, or after death,
the bowel being in an atonic condition and the teniza still alive,
the movements of the latter cause these intussusceptions to
take place. Regarding the mental condition, one could not say
how long tape-worm had infested the patient. It is well known
that tape-worm (skellem esimhlope) is very common among
the natives of Natal, but so is ‘““insangu” smoking. Both
cause mental upset—patients with tape-worm are usually de-
pressed, insangu smokers have outbreaks of excitement. This
patient was depressed and excited at times. It is an interesting
question whether the misery and depression caused by the
parasite were not responsible for the excessive insangu smoking,
which in this case brought on excitement and untidy habits,
resulting in the patient being sent to the asylum. Patients as
a rule recover quickly from the effects of insangu smoking, and
it would therefore appear that the state of depression might
have largely been due to the presence of the parasite.

It is fairly safe to infer that in this case the intussusceptions
were not produced by excessive straining by drugs, since (1) the
compound decoction of aloes had been exhibited for several
weeks without causing any invagination : (2) no dose had been
given two days previous to death; (3) the invaginations were
recent.
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countenance. That night I lay down dressed upon my bed,
while my landlady and the servant sat in the adjoining room to
watch, but whether at my request or not I cannot remember.
I did not sleep that night, and the next day I felt everything
about me stranger than ever. 1 went to my office and tried to
concentrate my thoughts on my work, but soon gave up the
attempt, and went out to pay a visit to a friend in another
part of the city. I reached his house and was received as
usual, and asked to remain and take tea with the family.
We had scarcely sat down, however, when I complained of
feeling very unwell and asked to be permitted to lie down.
I was accommodated in an upper room, and soon after
lying down I either went temporarily blind, or, as I believed
myself at the time, would not open my eyes for fear of what 1
might see. I then heard a number of voices about my bed.
The voices seemed familiar, but in my own mind I knew them

to be the voices of fiends preparing to torture me. I was not
surprised, therefore, when I began to feel my face and hands in
process of being hacked by these fiends into little pieces about
one inch square with knives. I could not move, and I would

not or dared not look, so I lay there and suffered. Ah! how I

suffered! These were the tortures of the damned indeed, and
I know not for how long they lasted. While under this torture,

a consciousness came to me that by making a mental effort I

could effect a junction of the piecesinto which I was being cut.

I accordingly made the effort and immediately the pieces of my

hands and face apparently joined, to be immediately cut again

into little pieces by the fiends about me. This process of being

cut into pieces and rejoined went on for I do not know how long,

and I found that by a strong effort of will I could suffer the

torture which was being inflicted upon me without flinching.

At last it was over, and, after an interval of unconsciousness, I

awoke to find myself in the same room, and a strange man

sitting watching me near the window.

Whenever I moved this man came and pressed me down in
bed, until I promised to be quiet, and then he sat at the window
and smoked. Either it was very rank tobacco or my senses
were abnormally excited, for I never in the whole course of my
life smelt such vile stuff. Indeed, it did not smell like ordinary
tobacco at all; I was a smoker myself then, and am so still,
so anything in the shape of tobacco of an ordinary kind
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was I heard ? Indeed, it would be impossible, for the music I
heard was not of this earth. The man who turned the handle
of that mean-looking box was but the instrument to convey to
my senses such a ravishing flood of melody as I am convinced
only spirits are privileged to hear. It was grand, it was
majestic, it was sublime. Not the finest organ ever constructed
could emit the tones of that wonderful melody. Of course it
did not come from the barrel-organ, and I myself was the
instrument which was being played upon by the music, but I
was unaware of that at the time.

On reaching the station we were soon seated and whirling
along on our long journey. It was a terrible journey to me in
my weak state. Ilaybackina corner of the carriage and looked
out of the window and at my fellow-passengers alternately ; I
felt at one period burning with intense heat, at which times all
those in the compartment took on a bluish tinge and looked
like devils; at another I chilled with intense cold, when they
looked like themselves again. On looking out of the carriage
window, the air seemed full of motes or flakes ascending or
descending. Some were white like snow, and these were the
ascending ones ; while others were black and descended. Those
which ascended were to my consciousness the souls of the good,
the saved ones, going up towards heaven, while the others were
those of the lost, descending in a continual shower. The cling,
clang of the train sounded ominously to my ears like the sound
of the chains clanking in the bottomless pit. By-and-by we
reached a large junction, where we had to leave the train and
change to another. I knew the station well, having often
travelled by that route before, but on this occasion everything
was altered. I was in an abnormal condition, consequently I
saw things which at other times were not visible to me. For
instance, I saw a procession of black-frocked nuns filing
through the entrance, gliding like spirits along the platform.
Their appearance filled me with dread, and I was glad to get
away from their vicinity. We now entered a small hotel near
the station and I had some refreshment ; while here voices came
to me tempting me to do unutterable crimes, but I resisted with
all my strength and overcame them. At length we reached
our destination, and I was taken in a cab to my home. We
sat down to table, and opposite to me was a little child—
my own nephew. The little fellow gazed at me open-eyed,
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it was famous affected me prejudicially or not I cannot say, but
I felt distinctly worse while I remained there. The smell of
the cattle at the farm where we lodged was horrible to me
beyond words. It reeked of blood and offal even when at a
distance. The dogs howling in the distant kennels affected me
most lugubriously ; they seemed to be straining to get at me to
tear me to pieces. The rocks were full of human faces. When
I went up to the well-house the people took awful shapes to
my distorted fancy. A little cripple boy resembled the devil in
human shape, being palish-blue of tint, and an old lady in black
and white seemed to me the embodiment of a shape from the
nether regions. One day I was walking in the meadows, and
all at once I felt as if there was nothing between me and infinite
space. No words can express the awful feeling of isolation that
came upon me; it seemed to me that for a moment I stood
there absolutely naked of soul, with nothing between me and
God. I do not know how I recovered myself, but the feeling
passed and I walked on.

I will now relate two of my more remarkable dreaming
experiences, but before doing so I should state that every night
dreams of the most vivid character visited me, so that I lived
as much in dreamland as in the world of actuality.

In the first of the two dreams the sky seemed full of living,
flaming thoughts or words, which succeeded one another with
the rapidity of lightning; my brain reeled in the effort to follow
them, but at length came darkness, deep and impenetrable, in
the midst of which I heard one voice, and I felt that I stood
in some awful presence and was being judged. I did not doubt
then, and I have never doubted since, that at that moment my
soul or spirit was in presence of the Judge of all mankind, and
that the words I heard were those of my accuser and Advocate.
What was said I never could recall or I did not comprehend,
yet I knew that I stood at the bar of that dread tribunal where
every human soul is destined to be arraigned when it shall have
“shuffled off this mortal coil.” My name was called and the
trial took place. I know nothing of what took place, except
that at last I heard the voice pronounce sentence of acquittal,
and I came back to earth and the things of sense once more,
but whether, like Paul, I was in or out of the body when I went
through that supreme ordeal I cannot tell.

" In mysecond dream I seemed to be wandering through some
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my thought, and whenever I ceased the voices would continue
saying something else, or another would take up the discourse
and keep me following it with wearisome persistence. = How
tired it made me and how I longed for sleep! and yet I could
not drive them away while consciousness remained.

At this time I was subject to a sort of nervous shock which
came at regular intervals like the thud of a sledge-hammer. As
I grew convalescent the shocks decreased in frequency and
intensity, and as I recovered they came only occasionally, and
at length ceased altogether.

It is said to be a physiological fact that every particle of the
human body is renewed every seven years, yet it was nearly
three times seven years before I could say I was perfectly free
of the singing noises in my head and the voices which visited
me at intervals.

In summing up the results of my experiences, I can see that
many of them were waking dreams, but to me they were at the
time terrible realities. The brain was in such an excited state
that it knew no difference between reality and what is called
hallucination. But the question occurs, Was it all hallucination?
May not there be an exalted mental state where an existence is
revealed of colour, form, and sound not apparent to the subject
when in his normal condition? Why was everything that
seemed to occur as real to me as when I was in the normal
state? Are hallucinations glimpses of the actuality that lies
beyond our normal senses ?

Occasional Notes.

A Diploma in Mental Diseases.

The vast increase in the number of insane persons under
care in institutions has correspondingly added to the ranks
of the medical men engaged in their treatment, and there
is every reason to expect that, as the necessity for medical
skill in combating these forms of disease is more fully recog-
nised, there will be a still greater addition to this large body,




Digitized by GOOS[Q



140 OCCASIONAL NOTES. .Jan,,

with any special interest in psychiatry. Such men, who have
often distinguished themselves in examinations,etc., unconnected
with insanity, bar the way to others, less distinguished perhaps,
who are intending to follow the treatment of the insane as a
career. In this way many valuable workers are lost to the
asylum service, and the junior ranks of it are occupied, not by
those who are keenly interested in the opportunities offered,
but by those who are simply beating time, so far as the serious
study of insanity is concerned.

The need extends, however, much beyond the asylums.
There is a great and growing need of medical persons, experi-
enced in the treatment of insanity, to take charge of single
cases. In the case of really experienced persons, they may,
under certain circumstances, take charge of two (single) cases,
in addition possibly to uncertifiable borderland cases, and thus
find an occupation that enables them to employ their experi-
ence to the benefit of the community.

.In the consultant branch of psychiatry such a diploma would
also have a beneficial influence. It might not overcome the
shyness of the public in consulting psychiatric physicians, but
some at least would accept it as an evidence of the existence
of a definite specialty and the more intelligent would recognise
that a knowledge of the diseases and disorders, the physiology
and the structure, of the spinal system does not necessarily
connote a similar knowledge of the higher and more complex
disorders of the brain. Moreover, with such a diploma in
existence, an unskilled physician would possibly hesitate to
pose as a psychiatric specialist, as he would at present decline
to assume the réle of a diplomat in hygiene.

A diploma in psychiatry would appear, therefore, to have
valid reasons in favour of its establishment, and if the Medico-
Psychological Association abandons its examination for the
Medico-Psychological Certificate it is to be hoped that it will
again approach the degree granting corporations, with a view
to this object. The power and influence of the Association
has greatly grown since the last effort was made, and these
examining bodies are in a much less lethargic condition. Such
an effort, if very vigorously made, might now have a reason-
able prospect of success.
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promptest attention. The sensation novelist has ceased from
raging about asylums just now. While this pest of society is
busy with anti-vivisection and anti-vaccination the law could
quite safely do something for the unfortunate insane.

Part I1.—Reviews.

The Fifty-eighth Report of the English Commissioners in Lunacy,
June, 1905.

Among the more important topics dealt with in this Report, perhaps
none is of more practical interest than the Commissioners’ remarks
upon the #ransference of aged insane paupers from workhouses to
asylums. A perusal of the annual Reports of asylum medical super-
intendents will show that for several years this question has been
regarded as a pressing grievance and as tending to usurp the proper
functions of an asylum. The Commissioners have felt it desirable to
obtain definite information upon the subject, and procured returns of
all persons ®t. 70 and upwards who were admitted during the years
1903 and 1904 into the county and borough asylums direct from work-
houses. They point out that their inquiry was limited to the pauper
insane in workhouses, and did not deal with those removed to asylums
direct from their homes, who number approximately twice as many as
the former in the age-periods here dealt with. The request for these
returns were coupled with an invitation to the superintendents to indicate
those who in their opinion could have been suitably cared for in the
workhouse. It is stated that definite replies were received from the
majority of the superintendents. On reading through some of the replies
quoted, a considerable amount of caution is observed to permeate them.
The Board fully recognise how troublesome and necessitous many of
these senile cases are. But they, nevertheless, as the outcome of their
inquiry, are of opinion that in many instances the *transference has
not been effected with due discrimination, and has operated prejudicially
to the subject of it who has been removed from the environment to
which he (or she) has been accustomed.” They are further of opinion
that “it is incumbent on the Guardians, especially of the more populous
Unions, to provide special care and accommodation in their workhouses
for inmates whose mental derangement is mainly due to the advance
of years, so as to obviate the necessity for sending away from their
accustomed abode those amenable to slight control.” They add that
they urge this mainly in the interests of the patients themselves, but are
not unmindful of the fact that if such provision were made it would
operate to the advantage of asylums, which yearly show an increasing
proportion of aged inmates.

An important pronouncement is made again this year upon the rafio
of increase of insanity and is referred to in detail below under Statistics.
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In 1904 the corresponding figures were 11°8 per 1000 and 2°9 per cens.
When a similar comparison is made between the two years, separating
the asylums into three groups according to their size, a noteworthy
falling off of cases of the disease in the larger asylums, where it most
prevails, is observed. In their summary of the etiological considera-
tions of the disease, the Commissioners say that, as met with in asylums.
there can be no doubt as to 1ts infectivity, but that the degree of the
latter is not established, and that there must be conditions which render
it at times more infective than at others. In reference to its determin-
ing causes, the opinion of three superintendents is quoted, who hold
the view that habitual constipation is a powerful predisponent in “asylum
dysentery.” Of the total number of asylums dysentery occurred in 693
per cent. A useful measure of its potential prevalence would be a state-
ment of how many per cent., of the total number of patients under treat-
ment during the year, appear on the register as having had at some time
or other an attack of dysentery or epidemic diarrhcea. The inception of
the register is probably too recent to admit with advantage of such a
return.

Tuberculosis.—There were 17°5 deaths from tuberculous disease in
every 100 deaths. We would again urge the value that would accrue
from the establishment of a register of the incidence of tuberculosis in
asylums, analagous to that adopted by the Commissioners for dysentery
and diarrhcea.

STATISTICS.

The number of persons in England and Wales known to the Com-
missioners to be under care as duly certified insane on January 1st,
1905, was 119,829. This was 2630 in excess of the number for the
previous year. The increase was satisfactory in that it exceeded the
average annual increase in the ten years ending December 31st, 1904,
by only 55, and was less than that in the five years ending the same
date by 14.

Te distribution of insane patients shows that the above increase is
again mainly to be found in the county and borough asylums.

Classification of insane patients.—Allusion is made to a difference
in practice, among the asylums, as to classification between private and
pauper cases. It is laid down that, strictly speaking, whenever the
whole cost of maintenance is refunded to the Guardians by relatives or
friends the patient should be classed as private. But some asylums, in
order to include the interest in the original cost and upkeep of the
building, fix the minimum charge for a private patient at a higher rate
than the bare cost of maintenance. We drew attention to this point
in our review of their Report of June, 19oz. It is instructive, the
Commissioners say, to find that the increase in the total number of
private patients is entirely due to the growing numbers of those who,
admitted as paupers, are transferred to the private class. Later on in
their Report a further reference is made to this point, and it is shown
that, if no transference had taken place between those admitted as
paupers and those admitted as private patients, there would have been
421 fewer private patients at the close than there were at the commence-
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ment of the year 190o4. A reason, other than that of rase of admission,
why private patients have not increased in like manner to the pauper
insane is mentioned, namely the much higher proportion of those dis-
charged annually from the private class. Thus, taking a decade’s
figures, amongst pauper patients the total discharge rate was 44°5 per
cent. (36°5 recovered and 8o not recovered), while amongst the private
patients, in the same period, the discharges amounted to 78°1 ger cent.
(3479 recovered and 342 not recovered). The wide difference between
the two percentages belonging to the not-recovered discharges is pro-
bably explained by the number of harmless feeble-minded private cases
discharged, who, if paupers, would be unable to obtain their living, and
would, therefore, require to be retained in the asylum under control.
The pauper patients now number 91'1 per cent. of all the certified
insane. As regards the distribution of pauper cases, an interesting
comparison is made between England (with Wales) and Scotland and
has been set forth in the subjoined table :

England and Wales, January 1st, 1908. Scotland, January 1st, 1904.
Per cent. Per cent.
In asylums, hospitals, and licensed In asylums . . . . 69'29
houses . . . . . . 7862
In workhouses (including the Metro- In poor-houses . . . . 1180
politan District asylums) . . 1629
‘With relatives and others . . §'09|In private dwellings . . . 1890

Distribution of pauper insane in counties and boroughs.—In this rela-
tion two most instructive maps of England and Wales are supplied and
contrasted, one showing the comparative density of population of the
administrative counties including their contained boroughs (from the
census of 1901) and the other, reprinted from the Commissioners’ 57th
Report, showing the comparative distribution of the pauper insane. It
is stated that, as may be seen from these maps, there is no apparent
relationship between the density of the population and the ratio of
insane ; four of the least densely peopled counties are instanced as
examples of the highest insane ratio. But while in no way undervaluing
the importance and interest attaching to such a comparison, we would
venture to urge that such an inquiry is beset with difficulty, and that cer-
tain disturbing factors present themselves. Thus, it has been recognised
that there is, especially among the more vigorous of the population, an
increasing migration from rural to urban districts, resulting in a lowering
of the intellectual level of the rural population. In one of the many
counties instanced this migration has been into towns not within that
county, but belonging to neighbouring counties, to the inevitable ulti-
mate detriment of its rural inhabitants. There is no doubt as to the
value of such a comparison ; but we should like to see it carried a stage
further and a similar one made between the various counties, deducting
first the population of all their towns possessing a population above the
fixed minimum, and then a comparison made between towns of corre-
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sponding populations. To free these comparisons from another possible
fallacy, they should be made in corresponding age periods.

The ratio of the insane to the population was, on January 1st, 1905,
1 to 285 ; in other words, the ratio of the insane for 10,000 of the popu-
lation was 35'09, showing an increase of 1'09 per cent. on the corre-
sponding ratio for the previous year. Charts are appended which again
show clearly that, whereas in the pauper class the proportion of insane
to population has grown almost pari passu with the increase of total
insanity in the population, there is no such parallelism in regard to
private patients.

Ratio of admissions to population.—Excluding idiot establishments,
22,142 (2455 private, 19,450 pauper, and 237 criminal) patients were
admitted during 1904 into single care and institutions for the insane.
Of these 823 per cent. were first admissions. The total admissions
represent a ratio of 6°56 per 10,000 of the population, and the jfirss
admissions a ratio of §5°40.

Comparison of 1904 ratios with those of 1869 shows that, in spite of
the large numerical increase, *it will be found that when considered in
relation to the growth of population the proportion of insane has »of
increased as much as the population.” In their previous Report the
Commissioners supplied a masterly analysis of figures dealing with this
subject, taking as a basis the Census returns for 1891 and 1901 and
dividing the persons considered into those ®t. 20 to 54 and those @t
55 and upwards. The deduction then made was that . . . “if
comparison with the actual rate of increase of the population in the ten
years be permissible, the rate of increase of the ratio of the insane to
population is seen to be delow the foregoing rate in the younger group,
but adope it in the older. It may therefore be inferred that the growth
of insanity amongst those of the community upon whom its burden
would most be felt is really lower than the rate of growth in population
at the same period of life, and that it is only when that term is past that
a rate of increase in excess of that of the population is to be found.”
The extreme importance of such a statement justifies its repetition.

The annual movement of asylum population—The Commissioners
have in this Report utilised the material in their possession, which has
accumulated from the statutory continuation of reception orders, to
furnish some wery interesting figures. They find that for every 100
patients admitted in any given year not more than 48 will remain after
one year, 37 after two years, 28 after four years, 21 after seven, and 15
after twelve years. They state that it is not possible to give the actual
numbers of those who were discharged recovered or of those who died.
We would venture to suggest the value of somewhat analogous figures
in reference to cases discharged recovered whereby it would be possible
to learn, from an authoritative analysis of a large number of cases, how
many of 1oo recoveries took place within 3, 6, 9, 12, 18 months, and
2 years of certification.

"The recovery rate in proportion to the admissions (exclusive of trans-
fers and statutory re-admissions) in 1904 was 36°67, which was below
that of the preceding year and the average rate for the decade 1895-
1904. It was higher amongst females (40'15) than among males
(33'02). 1In 1885 it was as high as 41°99, and as low as 36°13 in 1902.
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We have on previous occasions expressed an absence of feeling of
surprise at such fluctuations, having in view the many fallacies attached
to the accepted method of endeavouring to express recoverability.

The death rate, reckoned upon the average daily number resident,
was 9’95 per cent., being lower than that for the preceding year, but
slightly above the average rate for the decade. A most valuable and
instructive table is supplied which permits of the contrast between the
insane and general death rates at different age-periods. It is somewhat
startling to find that, while there is a slight gradual approximation as
age advances, yet even where they are nearest the former is nearly
twice as much as the latter, and from twenty to twenty-four the insane
death-rate for each sex is nearly twenty times that of the general death-
rate. Such figures, besides emphasising the physical basis of mental
disease, are of vital importance to those interested in life assurance
problems. This question has been at times raised with some urgency,
and for its satisfactory answer we believe that to these _very valuable
figures the addition of certain others are necessarp It is well known
that, of those dying insane, an appreciable number have been the subjects
of mental disease for very lengthy periods, and might have been
accepted as “ firstclass lives.” It seems to us that each set of cases
shown in the table as dying at certain age-periods should be capable of
being further analysed to show, in a few broad age-periods, the age at
which the insanity first appeared in them and the form of such insanity.
These two additional data could be incorporated with ease in the
statutory * statement of death.”

Causes of insanity.—The difficulty of their determination is again
alluded to, and caution enjoined as to the use which can be safely made
of the figures given in the table. ~Special attention is directed in this
Report to aleokolic intemperance as a cause, and a map is supplied illus-
trating the comparative prevalence of cases associated with this factor in
the different counties of England and Wales. There is a marked con-
trast between it and the map showing the relative distribution of insanity
in the counties. Another map is appended, from a comparison with
which it is interesting to observe that the counties where the proportion
of cases associated with alcoholic excess was large are mainly those in
which, from the criminal statistics, crimes associated with drunkenness
prevail. If the data are obtainable, we would suggest the addition of
another map to show the comparative consumption of alcoholic liquors
in the various counties.

The Report concludes with a sympathetic reference to the loss to the
Board bydeath in August, 1904, of Mr. Frederick Andrew Inderwick, K.C.,
who had been a membersince January, 1903. The vacancy thus created
was filled by the appointment of Mr. Lionel Lancelot Shadwell.

Forty-seventh Annual Report of the General Board of Commissioners on
Lunacy for Scotland, 1905.

THE Scottish Commissioners report a slight increase of 347 insane

persons under official cognisance—the numbers having risen from

16,894 to 17,241 during 1904. There has been some alteration in the
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main classification of patients owing to the opening of new asylums at
Aberdeen and Edinburgh, so that the figures stood as follows on
January 1st, 1905:—In Royal asylums an increase of 67 private
patients and a decrease of 218 pauper patients; in district asylums a
decrease of 37 private patients and an increase of 707 pauper patients ;
in private asylums a decrease of z ; in parochial asylums an increase of
12 ; in poorhouses a decrease of 205 ; in private dwellings a decrease
of 2 private patients and an increase of 46 pauper patients. The
Commissioners note that the average increase during the preceding
five years was 261, so that the increase of 296 during the year 1904 has
been somewhat above the average of the quinquenniad.

It is to be noted that the county of Lanark contributes 182, or over
60 per cent. of the whole increase of pauper patients in establishments ;
while Edinburgh comes next with 62, and Aberdeen with 57. Owing
to the boarding-out of suitable cases in Dundee, Forfarshire shows a
diminution of 63. Twelve counties record a stationary or diminishing
number, while twenty-one show a slight increase—in addition to those
above mentioned.

It does not appear that the foregoing figures are greatly affected by
changes from pauper to private class, and vice versd.

The number of private patients admitted during last year was 563,
being 91 less than in the preceding year, and 6 less than the
average for the quinquenniad 1900-4 ; the number of pauper patients
admitted was 3091, being 118 more than the number during the
preceding year, and 83 more than the average for the same quin-
quenniad. The transfers are, of course, deducted in arriving at the
statement first quoted ; but information as to this class is complicated
by the new asylums opened. It appears that 72 private patients and
871 pauper patients were transferred—zz0 by authority of Sheriffs and
723 by authority of the Board of Lunacy.

Voluntary patients show a more marked decrease than private certifi-
cated patients. There were only 66 admitted during 1904 as compared
with 81, the average of the preceding ten years.

The Board of Lunacy exclude transfers from the number of those
discharged, on the same principle as they deduct the transfers from the
ordinary admissions.

The recoveries were fewer in number in both private and pauper
classes, as, indeed, might be expected in view of the exceptional trans-
actions of the year. Private patients recovered were 8 fewer, and pauper
patients recovered were 18 fewer than the average of the latest quin-
quenniad.

On the other hand those discharged unrecovered, excluding transfers,
numbered 4 above the average, and pauper patients 57 above the aver-
age of the same quinquenniad.

The death-rate shows a decrease as indicated by the following table :

1900.  IQOI. 1902. 1903. 1904.
Private patients . . . 82 .. 80 .. 85 ... 773 ... 73
Pauper patients . . .92 .. 85 .. 92 ... 99 ... 90

Both . . 90 84 91 95 88
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The changes in the numbers of attendants and servants fortunately
indicated some diminution, but it would be of interest to discriminate
between the nursing staffs and the domestics and others. The general
unrest amongst domestic servants is quite as marked in private houses
as in establishments, and while continuity of service 1s desirable in
kitchens and laundries, it is of more importance to ascertain the changes
amongst those who are responsible for the direct care of patients. It
is evident that much has been done in Scotland to promote the comfort
of attendants—houses for married men are increasing in number year
by year and nurses’ homes are attached to many mstltutlons. On the

other hand, men are attracted from asylums to the prison service owing
to the better conditions of housing, and the certainty of pensions in old
age. The district asylums of Scotland are still denied the reasonable
provision of pensions, and even the Royal Asylums have no absolute
security. The female attendants are often required in marriage, and
both men and women are frequently desirous of undertaking private
nursing on the completion of their training in asylums. There are
justifiable as well as unjustifiable reasons for resignation, and the Com-
missioners enter into a short discussion of the conditions, which would
be more valuable if embodied in a special return.

The number of escapes was lower than the average shown during
the last ten years. The number of fatal accidents was 14, eleven
having been apparently due to suicidal impulse.

An interesting table of the progressive history of patients first admitted
into asylums in 1898 is submitted.

New cases Re- Un. Remaining
Year. admitted. admissions. Recovered. recovered, Died. at sist Dec.
188 ... 2539 .. 77 .. 678 .. 135 .. 247 .. 1556
1 . 132 .. 390 .. I23 .. 160 .. 101§
1900 —_ I . 93 ... 45 ... 113 .. 875
1901 — 8 .. 51 .. 3 .. 5§ .. 819
1902 ... — 56 ... 52 .. 24 ... 83 ... 746
1903 ... «— 5§ .« 43 . 22 .. 41 .. 695
1904 ... — 45 .. 29 ... 17 .. 35 .. 659

This shows that at the close of the second year 209 readmissions
had occurred, and that at the close of the seventh year the readmissions
numbered 557. These figures, with the remarks of the Commissioners,
command most careful scrutiny if we are to regard as the important
point the life history of each individual patient.

The various institutions under the inspection of the Board are
generally commented upon favourably, and there is evidence that a
progressive scientific spirit largely animates the direction of these
establishments.

The number of insane persons in private dwellings with the sanction
of the Board showed an increase during 1904. As compared with the
previous year, the pauper patients thus provided for attained the
maximum of 2704, being an increase of 46. The table dealing
with this matter begins with 1516 patients in 1881, rising to 2700 in
1896, and fluctuating since then to the maximum number ; but the
proportion of patients in private dwellings has decreased relatively to
the total number of the insane and the general population. The usual
reports in reference to this class of the insane continue favourable.
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Dr. Charles Macpherson has investigated the condition of South Uist
and Barra as compared with North Uist. He concludes that the differ-
ence is real, and states facts of great value. A careful compilation of
observations on heredity is given in the appendix, which should be
studied by those interested in these important researches.

Dr. Macpherson says :—* Expressed in proportion of pauper lunatics
per 10,000 of population, these tables show :

For North Uist . . . 77 per 10,000.
» South Uist . . . 47 »
»» Barra .

. . 1°4 ”»

This shows North Uist high above the highest county in Scotland,
South Uist as equal to the seventh highest, and Barra as nearly as
possible the mean for Scotland.” Apart from hereditary taint and bad
selection in marriage, the points of similarity are exhausted. The only
marked difference is in religion, and Dr. Macpherson refrains from
a discussion relative to that.

The Commissioners enter into a consideration of the cost of
district asylums at some length, and it would appear that at May, 1904,
the pauper patients in these institutions were maintained at a cost of
419 7s. od. as rental per bed, the total cost being £46 11s. 2d. per
patient. If asylums be grouped with institutions for imbecile children
the maintenance expenditure per patient at May, 1904, was 427 11s.,
for poorhouses £19 18s. 7d., for private dwellings £18 os. 3d., being
an average of 425 18s. 3d. It is notable that the gross expenditure
fell gradually until 1894, and thereafter rose almost steadily. While
*food ” has decreased, ‘“salaries and wages” have increased. This
must be regarded as a satisfactory cause of increase, for the nursing
arrangements of modern asylums are greatly in advance of what was
thought sufficient twenty-one years ago.

The Commissioners give a retrospect of the statistics of lunacy in
Scotland from 1858 till 1905, and the usual quinquennial retrospect
ending with the year 1904. We may reproduce the conclusions of
this lengthy study.

There has been, in the period of twenty-five years, a large increase in
the population of establishments, both absolutely and in proportion to
population, small as regards private patients in proportion to population,
but large, general, and progressive as regards pauper patients, especially
during the past ten years. The admissions to asylums of private
patients in proportion to population show no increase during the past
thirty years, while pauper patients show a considerable increase, general
and progressive. The increase in proportion to population of pauper
patients admitted during the last quinquenniad is small and confined to
certain counties, most parts showing a fall as compared with the
previous quinquenniad. The rise in the number resident in the last
quinquenniad, notwithstanding an admission rate which has in many
cases decreased, and which in no case accounts for the extent of the
increase in the numbers resident, is due to a fall in the rate of discharge
which has been continuous in all parts of the country during the past
three quinquenniads, and is specially marked in the five years just
ended. This fall is apparently due to various causes, and demands
inquiry and action when these causes are within control. The death-
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rate of pauper patients in asylums has generally increased throughout
the last fifteen years amongst the more densely-populated parts of the
country. The number of pauper patients admitted to the register for
the first time has undergone no increase during the past five years.

We may gather, therefore, that, in view of the reports of the Scottish
Commissioners for the past two years, there are indications of a
more favourable nature than we have been accustomed to for a very
considerable period in the history of the country.

Recherches Cliniques et Thérapeutiques suy IEpilepsie, PHystérie, et
P Idsotse (Compte rendu du Service de Bicétre pendant P Année 1902).
Par BOURNEVILLE, avec la collaboration de MM. Ambard, Ber-
thould, Blumenfeld (M.), Boyce (J.), Crouzon, Lemaire, Morel
(L.), Oberthur, Paul-Boncour, Philippe, et Poulard. [Chnical
and Therapeutical Researches on Epslepsy, Hysteria, and Idiocy.
By BOURNEVILLE and others.] Vol. xxiii. Paris: Aux Bureaux du
Progrés Médical, and FeLix ALcaN. Pp. cxx and 304, 38 figures
and 10 plates, large 8vo. Price 7 francs.

This volume contains, as usual, the Annual Report of the Fourth
(or Children’s) Section of the Division for Insane at the Bicétre, and of
the Fondation Vallée, followed by over three hundred pages of clinical,
therapeutic, and pathological observations by Dr. Bourneville and his
colleagues.

At the Bicétre there were in 1902, 438 idiotic, imbecile, and epileptic
males, and at the Fondation Vallée 216 idiotic, imbecile, epileptic, and
hysterical girls. At the former establishment 17 deaths occurred during
the year, at the latter 12. New admissions numbered go and 47
respectively. It would appear, therefore, that the mortality at the
Fondation Vallée was considerably higher than at the Bicétre itself;
§ of the males and 6 of the girls are recorded to have died of tuber-
culous disease. Some interesting particulars are given of methods of
instruction pursued. Recognition of the printed names of common
objects is cultivated by placing upon the dinner-table, adjacent to
the articles themselves, cards bearing in large characters the equiva-
lents of &nife, fork, glass, etc.,and a similar plan is followed with regard
to brusk and comb and the necessaries of the toilet. Dr. Bourneville
rightly insists upon the importance of manual occupations—of whatever
kind—to insure the peacefulness as well as usefulness of feeble-minded
patients, and complains of restrictions imposed by the administration as
regards their employment in little domestic jobs. He lays stress upon
the moral influence of labour as an adjunct to school exercises and
medical treatment, urging that it is not so much the value of the
products of industry that should be considered as the beneficial habits of
industry inculcated. Referring to the evils of lack of occupation, he
traces to this source in many cases the tendency to onanism which he
impresses sedulously upon the attendants the necessity of watching for
and suppressing.

Dr. Bourneville gives some interesting observations bearing upon the
frequent prevalence in institutions like the Bicétre of ophthalmic affec-
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tions. Out of go children taken at random in the wards, reputed
free from conjunctivitis, he found that in no less than 5o there was
evidence of the existence of the diplobacillus of Morax in the con-
junctival membrane. This form of contagious eye trouble often escapes
the notice of attendants and nurses, whereas the acute form of con-
junctivitis (with the “Weeks'” bacillus) is more obvious and more
easily dealt with.

The clinical and pathological portion of the volume is replete with
interesting observations both of symptoms seen during life and of pos#-
mortem appearances. A case of Mongolian idiocy, in which the cause
of death was tubercular disease, is described at length. The autopsy
showed a brain with few secondary convolutions and a fair-sized
thyroid. Full-page illustrations of this brain are given in the valuable
collection of plates which close the volume. Several histories of
““ myxcedematous imbeciles” (sporadic cretins) subjected to thyroid
medication are minutely recorded ; and in one fatal case a most com-
plete autopsy was effected including the examination of the skeleton,
which is well shown in two illustrations. Two brothers who suffered
during life from spastic infantile diplegia and idiocy (affection familiale
as Bourneville designates it) were both found after death to present
symptoms of cerebellar atrophy with degeneration of the pyramidal
fibres.

As usual, this year-book is a veritable mine of neuro-pathology, and
will repay careful perusal. G.E. S.

Recherches Cliniques et Thérapeutiques sur I Epilepsie, I Hystérie, et
I Idiotse, etc., 1903. Vol xxiv. Par BOURNEVILLE, etc. Paris:
Aux Bureaux au Progrés Médical, 14, Rue des Carmes, and Felix
Alcan. clxxiv + 346 pages, 72 figures, and 17 plates. Pnce
7 francs.

This volume keeps up the reputation of its predecessors as a service-
able compendium, not merely of the history for the year 1903 of the
Children’s Department at the Bicétre, but of various pathological investi-
gations undertaken by the staf. Commencing with a chapter devoted
to methods of training, in which some ingenious devices for teaching
children to walk are pictured and physical exercises are described, we
learn that Dr. Bourneville has made extensive trials of thyroid medica-
tion in cases of sporadic cretinism, mongolism, dwarfism, and obesity.
For epilepsy he has tried injections of bromo-hydrate of hyoscine and
treatment by cerebrine and calcium chloride (injections of which have
proved useful, though inert when given by the mouth). A shapely,
strong garment for destructive patients is illustrated. In the section
devoted to technical instruction we are told that 159 workers at various
handicrafts have produced work valued at 30,000 francs, half of which,
Dr. Bourneville urges, should be devoted to improvements in the
methods and material used in industrial training.

A weekly consultation is held by Dr. Bourneville at the Bicétre
available for advice on the placing out of backward and epileptic
children, and also as to the medico-pedagogic treatment of nervous
and backward children at their own homes. No less than 711 persons




1906.] REVIEWS. 153

availed themselves of these consultations during 1903. Interesting
information is given by Dr. Poulard on ophthalmic troubles prevalent
amongst the children, which he divides into (1) chronic conjunctivitis
(with diplo-bacillus) ; (2) acute contagious conjunctivitis (with Weeks’
bacillus) ; (3) granular conjunctivitis. The first form is common,
though apt to be overlooked ; the second was diagnosed in 83 cases;
whilst 3 only of the third form were brought under medical notice.
Vigilance on the part of the nurse, with observance of minute pre-
cautionary measures, was found here, as elsewhere, the only means of
staying this very troublesome affection.

It would seem that 428 cases were under care and treatment at the
Bicétre at the end of 1903, of whom 63 are described as * pathological
liars,” and no less than 177 as onanists ; 24 patients died during the
year, and 93 were discharged from the “section”; ¢ deaths were
attributed to tubercle, mostly pulmonary, besides 7 who had other
pulmonary diseases. We see no mention of open-air treatment having
been tried in any of the tuberculous cases.

At the Fondation Vallée there were resident at the end of 1903, 236
girls, classified as epileptics, hysterics, and idiots or imbeciles ; 6 deaths
occurred and 2o were discharged. It would seem that tuberculous
disease was almost twice as common among the girls as among the
boys.
A valuable chapter is devoted to the teaching of speech to idiots
and backward children, the exercises being described in full.

In the pathological portion we find the various forms of dwarfism
discussed, and good results of thyroid medication are recorded in
several cases, which are described in minute detail. An interesting
account of the histological condition of the brain, etc., of a Mongolian
imbecile is contributed by Dr. Oberthur, and the brain is pictured,
showing very coarse and simple convolutions. Other chapters contain
notes on autopsies in cases of infantile hemiplegia, of hydrocephalus
with pseudo-porencephaly, and of epilepsy. There are numerous
illustrations, including seventeen large-sized plates of abnormal brains.

G.E.S.

T%e Life of Sir Henry Vane, the Younger. By WiLLiaM W. IRELAND.
London: Eveleigh Nash, 1905. 8vo., 513 pp.

Biography should theoretically be the particular domain of the
psychologist. In practice this is rarely the case, and a work, therefore,
by such a well-known psychologist as Dr. Ireland is of especxal interest.

The life of Sir Henry Vane has the double interest of being asso-
ciated with the foundation of the American Republic and of having
been connected with the English Commonwealth period from beginning
to end.

Dr. Ireland has well brought out the important part played in those
historic events by Sir Henry Vane, and has given forcible character
sketches not only of his protegé, but also of many of the leading actors,
of this historic period.

Sir Henry Vane, pace Dr. Ireland, played very much more important
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parts, in naval administration amongst others, than he has been
generally credited with. Cromwell’s achievements, on the contrary,
have been greatly exaggerated, according to the author.

This diversity of view adds interest to a book that is thoroughly
attractive from its clear and concise account of the events of this
period, as well as for the clever psychologic sketches of the leading
actors. We can confidently recommend it as worthy of attentive
reading, and of a prominent place on the historic bookshelf. The
pleasure of reading 1s enhanced by the excellence of the type.

Part III.—Epitome of Current Literature.

1. Physiological Psychology.

The Psychology of Dreams. (Amer. Journ. Psychol., Jan., 1905.)
Jewell, J. R.

This study is founded on a guesfionnasre sent out chiefly to Normal
schools ; more than 2000 dreams were received from some 8oo people.
The author believes that his results are based on a larger mass of data
than any previous study of dreams. Puberty is found to work a con-
siderable change in dreaming ; before that epoch the events of daily life
tend to be immediately reflected in dreams; afterwards the interval
becomes much longer. Over go per cent. individuals have at some time
walked or talked in their sleep, and 15 per cent. (all young women) fre-
quently laugh or cry. Motor activity during sleep is, however, dis-
tinctively a childish characteristic, though it frequently persists into later
life. Suggestion is very often efficacious in preventing undesired dreams.
The confusion of dreams with real life is almost universal in childhood,
and not uncommon in late life. So-called premonitory dreams are usually
susceptible of a rational explanation. The influence of dreams upon
real life is vastly greater than is usually supposed. Every mode in
which the mind functions in the waking state may also occur in the
sleeping state. The above and other conclusions are discussed and
illustrated. Haverock ELLis.

Nyctophobia [La Nyctophobie ches les Enfants|. (Arck. de Psychol.,
Feb.—March, 1905.) Sanet, R.

The author of this paper, who is a professor in the Normal School of
Dolores in the Argentine Republic, has studied “ night terrors” in 519
children. Between the ages of 7 and ¢, all children, boys and girls,
were found to be afraid of night or of the dark ; even the most courage-
ous children were thus affected. The percentage of children with nycto-
phobia gradually diminishes after thisage. For the whole school period
(ages of 7 to 14) 140 out of 160 boys, and 340 out of 359 girls, experi-
enced nyctophobia, sometimes associated with various other nocturnal
phobias, but very rarely with any of a diurnal character. Sanet
recognises a ¢rescendo of phenomena in a child who is liable to the fear
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of darkness : (1) A sensation of depression ; (2) increased auditory acute-
ness and generalised hyperssthesia ; (3) endoptic phenomena externally
projected ; (4) true hallucinations ; (5) terror. He considers that nycto-
phobia is a phenomenon of intellectual rather than of emotional origin,
and therefore secondary to some other fear, such as of robbers. He
makes no reference to the plausible atavistic theory of Stanley Hall, who
had previously discussed this fear. Haverock ELLis.

The Pathology of the Smile [ Pathologie du Sourive). (Rev. Phil., June,
1905.) Dumas, G.

In a previous study of the smile, based on analysis and experiment,
Dumas has shown that it is susceptible of a purely mechanical explana-
tion, as the necessary result of slight excitation of the facial nerve. He
now proceeds to apply this explanation to morbid conditions. All
morbid conditions which diminish or suppress the tonus of the facial
muscles should, if this explanation is sound, abolish the smile and pro-
duce the opposite expression of depression, while morbid causes which
increase the tonus of the facial muscles should increase the smile.
Dumas proceeds to show that this is actually the case. Thus in passive
melancholia, the muscular tonus is diminished throughout the whole
body, the arms fall, the head and knees are bent, the thighs are flaccid,
and in the face this hypotonus, acting on the zygomatics and the eleva-
tor of the lips, relaxes the muscles that cause the smile and produces
an expression of dejection. So in facial paralysis, wherever the seat
of the lesion may be. In maniacal excitement, on the other
hand, there is hypertonus of the whole body. Arms and legs and
thighs are firm and elastic, and in harmony with this general muscular
contraction the facial muscles assume a smile even apart from asso-
ciated sensations of an agreeable character. It is the same also in the
hypertonus of the expansive forms of general paralysis. The hysterical
hemispasm is explained in the same way, hysteria producing without
anatomical lesion the same smile as hemiplegia with descending pyra-
midal degeneration. It is essential, for the production of the smile,
that the spasm should be slight, more pronounced excitation of the
facial nerve producing a grimace. The smile is thus defined as
“the easiest motor reaction of the facial muscles to every slight stimula-
tion of the facial nerve, whether that stimulation is sensory, electric,
circulatory, traumatic, or inflammatory.” Such an explanation, Dumas
believes, renders unnecessary the * extravagant theories ” of Darwin and
Wundt. The article is well illustrated. Haverock ELLis.

A Biological Theory of Sleep [Esquisse dune Théorie Biologique du
Sommeil). (Arch. de Psychol, Feb.—Marck, 1905.) Claparide, Ed.
The chief current theories of sleep are the circulatory, the neuro-

dynamic, the bio-chemical, and the toxic, with Dubois’s recent theory

of carbonic auto-narcosis. Claparéde criticises these explanations, and
then sets forth a biological theory of his own. Sleep, he argues, is not,
as the current theories presuppose, a merely negative and passive state.

It must, on the contrary, be considered as active and positive, as a

function. Cabanis, Myers, De Sanctis, and others have already so
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regarded sleep, but they have not put forward any satisfactory theory
on that basis. This Claparéde attempts to do. He regards sleep, not
as the result of exhaustion (which is more likely to prevent sleep), but
as a method of preventing exhaustion. He draws an elaborate parallel
between the act of sleep and that of micturition, which also is not a
passive result of distension but an active manifestation. Sleep, thus
considered, i3 an act of reflex order, an instinct. Physiologically, the
author regards the mechanism of sleep as a process of active inhibition,
resulting from a stimulation ; he also recognises a specific reparatory
action (beyond mere repose) in sleep. A discussion on sleep in relation
to hysteria follows, and the views of Janet and more especially those of
Sollin are acutely criticised. The whole argument of this lengthy
study is conducted in the clear and orderly manner, with full knowledge
of the existing literature, to which the author has accustomed us in his
previous works, notably that on “association.” HaveLock ELLis.

A Case of Vision acquired in Adult Life. (Psychol. Rev. Monograph
Supplement, Unsversity of Jowa Studies in Psychology, 1905, No. 5.)
Miner, J. B.

Observations on the first visual experiences of persons who obtain
their sight at an adult age are not very uncommon, but the author
believes that this is the first case of the kind in which the modern
laboratory equipment has been used to investigate systematically and
quantitatively the new visual sense and the learning process. The
patient, a young woman, @t. 22, when operated upon, had complete
cataract of both eyes from birth, with only the very dim vision usual in
such cases. She came under observation some months later, when still
very ignorant of common visual processes, though having unusual
natural ability, an excellent High School training, and very keen powers
of introspection. The eyes had fully recovered from the operation, so
that she could carry out extended tests without fatigue, and she was
%ble to read print with some facility, though unable to recognise persons

y sight.

In testing the other senses it was found that, as regards hearing, she
had a very wide range of tone sensations, but no unusually keen tone
discrimination. In localising sounds the most noticeable point was the
tendency to move the head. With the zsthesiometer passive touch
showed no peculiar sensitivity, but action touch was found to be very
acute. Both hearing and touch seem thus to have been improved by
training. Her vision, considering that she has no lenses in her eyes,
may now be regarded as excellent ; her reading glasses have lenses of
+ 13 dioptres, and with these she can read even very small type when
held close to the eyes. In colour vision the subject is decidedly above
the average ; she can detect colour solutions which were perfectly trans-
parent to the workers in the laboratory, and in the spectrum she can
apparently see ultra-violet, which is beyond the usual field of view.
With the Lovibond tintometer her colour vision was also found decidedly
superior to the normal. It is suggested that the absence of the lens
may possibly give a clearer colour vision, or that the powers of the
retina may have been preserved or heightened, rather than deteriorated,
by disuse. Another remarkable fact is that, reversing the usual
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illusion of irradiation, black objects are seen as larger than white objects
of the same size. The author believes that this anomaly is of central
origin, and suggests that it might be of interest to measure the illusion
in persons suffering from melancholia, by whom darker colours are said
to be preferred. The subject reacted normally to most visual illusions.
Many other interesting observations are brought forward, and the
author proposes to publish a more elaborate record of his experiments.
Haverock ELLis.

Confabulation [Zur Psychologie des Confabulation). (Neurolog. Clbl.,
June 1st, 1905.) Pick, A.

Professor Pick, who has already dealt with various allied conditions
of morbid mentality, here discusses a condition which he defines as
“the ﬁlling out of lacunz in the memory by falsifications of recollec-
tion,” and proposes to term “confabulation.” He attempts to investi-
gate the psychological foundation of this phenomenon, pomtmg out its
1mportance, especially for criminal psychology.

Memory defect in hysteria, traumatic amnesia, and allied conditions
does not necessarily involve confabulation ; and Wernicke, who first gave
special attention to the condition, is inclined to connect it with the
dream-life, but Pick objects to this that confabulation can usually be
voluntarily turned in a desired direction ; he agrees with Bonhoeffer
that the patient, having discovered a lacuna in memory, is seeking
voluntarily to conceal it. Suggestibility also plays a part. The patient
is, further, led to confabulation by the need of filling a defect in the
localisation of his memories, normal memories requiring to take their
part in a panorama of impressions. This is an unconscious need.

HaveLock ELLis.

The Intelligence of the Sparrow. (Amer. Journ. of Psychology, July,
1904.) Porter, J.

Mr. James Porter, in a paper of thirty-three pages, details experi-
ments which have been applied in the Psychological Laboratory of the
Indiana University to test the intelligence of this cosmopolitan little
bird, which he always calls the English sparrow. Forty years ago it
was introduced into North America, where it has multiplied greatly and
spread into the Western territories, much to the grief of the farmers.
Passing over what has been done in the study of the brain of the
sparrow, Mr. Porter gives us a study of its psychology. His methods
of experimentation are described in detail. These treat mainly of the
intelligence of sparrows kept in captivity in obtaining food under various
condmons In time they learned to raise the latch of a food-box, to
recognise the forms of vessels, and to get in or out of passages. Attempts
were made to test their sense of colour and their estimation of groups
and quantities. Across the Atlantic, the sparrow sustained its character
for shrewdness and readiness. It was found quite as intelligent as
monkeys, if its ability to profit by experience is taken as a criterion, and
its method of learning is empirical, “one of trial and error,” but it
profits by imitation. Itseems unable to profit by any result which does
not closely follow its directed effort. The English sparrow never ceases
in his efforts to get through or out of the maze. He seldom stops to
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preen his feathers, or to sit down and rest. He also returns again and
again to get into the food-box—* He is persistency itself.” Kept in
the laboratory for months, the birds still remained wary and did not
become tamed. Sparrows were found to have a nice sense of position,
but none of number. A female sparrow distinguishes the standard
colours, red, blue, green, and yellow, almost if not equally as readily as
a female monkey. WiLLiaM W. IRELAND.

Experimental Studies in Mental Deficiency. (Amer. Journ. of Psy-
chology, July, 1904.) Kuhilmann.

Mr. Kuhlmann comments upon the want of an accurate terminology
in the description of mental deficiencies. He observes that the division
into idiots, imbeciles, and feeble-minded, according to the degree of
general development, is perhaps the most common, yet any one of these
terms is applied as descriptive of all degrees. This is scarcely the case
in Britain, and certainly not by the same writers. Mr. Kuhlmann hopes
to remedy the confusion by proposing further divisions. He is not con-
vinced that an accurate classification based upon the degree of general
development is not possible, and believes that the experienced hand can
make a further division into low, middle, and high-grade idiots, imbeciles,
and feeble-minded, without any serious blunders in the classification of
cases. Mr. Kuhlmann, however, need not expect to escape the common
difficulties of getting other observers to agree to his nine subdivisions.

Dr. Sommer has constructed a general Frage-Bogen for use in dia-
gnoses of different forms of insanity and arrested development, and
Moller has constructed a scale for the latter cases. Mr. Kuhlmann’s
paper occupies fifty-six pages of the Journal. He gives a natural prefer-
ence to the experimental methods over the general method of observation,
though he admits that any preconceived plan which has been the result
of the experimenters’ training in a psycho-physics laboratory is doomed
to fail. He strangely overlooks the consideration that most of the
studies of idiocy and imbecility presented by previous writers have been
made from the observations of teachers who have been associated with
them for years, and have with marvellous patience laboured to overcome
their deficiencies and to exercise and improve their weaknesses. Indeed,
he has the hardihood to say that psychological studies made by super-
intendents and teachers in training schools on idiots are based upon
general observations only. The results have been expressed in genera
terms, but in what other form could they be put, acceptable even to the
medical public? In fact, Mr. Kuhlmann uses the same generalisations
in his summary, and his conclusions do not differ from those already
published by previous writers who have closely studied the subject ; if
they did, we should scarcely give him the preference. Like them, he has
repeated what has been often noted. Surely it is nothing new to learn
that imbeciles lack attention, are lazy, and are easily distracted by
external stimuli, and soon lose interest in prescribed exercises, and that
the memory-span of the feeble-minded falls below that of a normal
<hild, and that they remember some things better than others. We
object to any one deficiency, such as want of attention and will power,
being used as a criterion. Mr. Kuhlmann might well have given us
some observations on the musical capacity, which is sometimes surpris-
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ingly great even in idiots of low grade. Most of his observations have
been made upon imbeciles, not upon idiots of a low class, who often
present interesting features, but naturally are not easily experimented
upon with his reaction keys, kymographs, pendulums, metronomes, and
other bewildering apparatus from a psychological laboratory. He has
given us a detailed description of the mental history and attainments of
nine cases of idiocy, some of them too carefully posed to be character-
isticc. The author has used praiseworthy diligence in compiling his
results and computing his averages. He presents at the end a very full
collection of the recent literature of the subject, which will be most
useful to those who seek to follow in his footsteps.
WiLLiam W. IRELAND.

Studies on the Defects of Perception [Studien iiber Merkdefekte).
(Monatss. f. Psyckiat., Feb., 1905.) Boldt.

In making these investigations, Boldt has availed himself of the
methods used by Ransburgh, described in the ninth volume of the
Monaltsschrift. He has arranged his inquiries under seven heads: first
he applied tests to the memory of heard words, in the second to the
recollection of é)ersons, in the third to that of colours, in the fourth to
the position of figures, in the fifth to the memory of isolated words, in
the sixth to that of names, and in the last to the recollection of
numbers. Dr. Boldt experimented with forty persons, thirty-five of
whom were insane patients, comprising general paralytics, senile
dements, cases of brain disease, alcoholic and epileptic dementia and
imbecility. Dr. Boldt observes that the faculty of memory depends on
perception and reproduction. The first step is to ascertain if the patient
1s able or willing for the necessary attention, and then if he has reached
the correct apprehension of what is to be remembered. In normal
persons the exercise of memory seemed to improve the answers received.
Next day, with the patients contrary results were obtained. Where the
mental capacity was but little impaired the greatest defects of memory
were found in cases of insanity following drunkenness. One patient
had the form of insanity described by Korsakoff, in which aberrations
of memory is the most prominent symptom. Instances in which the
loss of memory surpasses other mental symptoms are not common.
The deepest impairments of memory were found in general paralysis,
senile insanity, and arterio-sclerotic degeneration. In the single imbecile
examined, a lad at. 15, the memory was good, though there was a grave
deficiency in the intellectual capacity. Dr. Boldt finishes his paper by
presenting, in a tabular form, the outcome of his thirty-five patients as
to their capacity for recollecting and keeping in memory the exercises
used under his seven heads. WiLLiaM W, IRELAND,

2. Etiology of Insanity.

The Relation of Tertiary Syphslis o Tabes and General Paralysis [Ueéer
die Besichungen der tertiaren Syphslis zur Tabes Dorsalis und
Paralysis Progressiva). (Neurol. Cbl., Feb. 1st, 1905.) Hudovernig
und Gussman.

Although most physicians who have studied the question are satis-
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fied that tabes is of luetic origin, there are others who are still much
dissatisfied with the evidence and oppose statistics of their own to those
of Fournier and Erb. Gliser found that amongst 759 persons infected
with syphilis there was only one case of tabes, another in which it was
suspected, and a third of spinal paralysis. In these 759 patients there
were six cases of general paralysis. Matthes found in the medical
clinique of Jena records of 568 cases of secondary and 130 cases of
tertiary syphilis. Of these 160 persons were already dead. By diligent
inquiries he so far succeeded in following the rest that he ascertained the
proportion of these luetic patients who became victims to tabes to be
no more than 2 per cent. with the men and 3'5 with the women.

In this state of the controversy, Drs. Hudovernig and Guszman
determined to take advantage of the extensive material in the dermato-
logical clinique attached to the University of Buda-Pesth to make a
searching inquiry into the neuropathic sequelz of syphilis. Rejecting all
doubtful cases, they obtained information regarding fifty cases in which
tertiary symptoms were noted. They accepted Mauriac’s estimate that
from 5 to 20 ger cent. of syphilitic patients pass into the tertiary stage.

All these tertiary cases had suffered from syphilis for at least three
years. Twenty-four of them were men and 26 were women, in age
varying from 24 to 64 years; 23 of them had never had antiluetic
treatment, in 15 the treatment was imperfect, in 6 it was more careful,
and in only 6 it was thorough. Of these so patients there was here-
ditary tendency and nervous affections in 36 per cent., the incidence
of tabes and general paralysis reached 59 per cent., while of the 64 per
cent. who had no such proclivity only 41 per cent. were so affected.

The result of the whole inquiry is summed up in the following table :

Nervous system unaffected in 22 patlents . .. 44 per cent.
Combined symptoms of :

Spinal disease in 1 patient . . w2y

Suspected cases in 4 patlents . .y 8

Tabes dorsalis in 12 patxents . e ey 24

‘General paralysis in 7 patients . A 7

Tabo-paralysis in 4 patients » 8

The authors consider that these statistics leave no doubt of the
intimate connection between syphilis, tabes dorsalis, and general para-
lysis. But whether syphilitic infection be the sole cause of these two
nervous affections, or whether they be distinct diseases or special mani-
festations of the luetic poison, are questions which cannot at present
be decided. Itis clear from their observations that heredity plays an

important part as a predisposing cause. WiLLiam W. IRELAND.
Syphilis and General Paralysis. [Prog. Med., April 29th, 1905).
Christian.

This short communication deserves the widest possnble circle of
readers. It is a protest against the doctrine, now in danger of being
raised to the level of a dogma, that general paralysis is a syphilitic affec-
tion. This teaching has recently been enforced by the utterances of
Professor Fournier at the Academy of Medicine. But Dr. Christian
asks for proof. Very pertinently he urges that inasmuch as the partisans
of this view rely upon statistics, what becomes of that percentage of
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cases of general paralysis in which investigation finds no history of
syphilis; and this percentage exists. These exceptions moreover
resemble in every respect those other cases in which the syphilitic taint
is declared. Syphilis, then, can not be the only cause. Further, what
are we to say about cases such as this, which Professor Fournier brings
forward, and which describe the contraction of syphilis by a young man,
his subsequent thorough medical treatment, his marriage five years later,
the persistence of excellent health in himself, and in his wife and
children, no taint appearing in these. Such an one after ten years
develops general paralysis. Is syphilis, then, incurable ? and is this
apparent good health a mask ? and, in the words of the comedy, must we
hold that *“cette grande santé est A craindre”? It is a maxim of his
student days, Dr. Christian tells us, that “ naturam morborum ostendunt
curationes,” but how does this apply to general paralysis? Admittedly,
even for those who hold most strongly to the syphilitic theory, general
paralysis is entirely refractory to syphilitic treatment. To meet this
impassé we are now, on the strength of theory alone, to substitute pre-
ventive for curative methods, and henceforward the syphilitic is to be
subjected during a period of some ten years to a series of vigorous
mercurial courses of treatment—he must be mercurialised and re-
mercurialised, and again mercurialised.

And what of the mental condition of the patient who has this sword
hanging over his head through these long years? Shall we not look to
see an alarming increase in the number of syphilophobes, hypo-
chondriacs, neurasthenics, and even suicides ?

HARRINGTON SAINSBURY.

On the Nature of Katatonic Symptoms [Die Natur des Katatonischen
Symptomkomplexes). (Cbl. f. Nervenkeilkunde u. Psychiat., April
157k, 1905.) Lunberg.

Dr. Lunberg lays down from the outset that katatonic symptoms are
most frequently met with in cases of dementia precox. They also
occur in idiots, epileptics, and paralytics. He considers that these
symptoms may depend upon auto-intoxication following upon insuffi-
cient or perverted function of certain glandular organs. He thinks that
he can discern a connection between tetanic, epileptic, clonic, and
tonic spasms, and that they are the result of disease of the glandule
parathyroidee. Dr. Lunberg believes that the function of these little
glands is to regulate the neuro-muscular activity. The thyroid glands,
on the other hand, have to do with the psychic and certain other condi-
tions, and they are in a measure regulators of mental activity. He
rests these opinions upon the experiments of Blum upon dogs deprived
of the thyroid. Blum thinks that the toxic matter which the thyroid
removes from the circulation comes from the decomposition of the
albumen in the intestinal canal. Dogs fed upon milk lived longer after
extirpation of the thyroid than dogs fed upon flesh. These animals
showed decided psychical symptoms. They were indifferent, stupid,
and wandered aimlessly about, seemed to have hallucinations, snapped
at the empty air, and pushed against one another. They all died of
exhaustion, some in the stafus epilepticus. It appears from the experi-

LIIL II
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mental studies of Berger that a small quantlty of blood-serum taken
from a patient with katatony and injected into the occipital lobe of a
dog may be followed by clonic muscular spasms in different parts of
the body, also by apathy and other katatonic symptoms. It appears to
Lumberg that from the experiment, as:well as from several others
made by Berger, we have here a poison produced within the economy
which may be the cause of katatonic symptoms and muscular spasms,
and that this condmon is dependent upon disease of the thyroid and_
parathyroid glands.” WiLLiaM W. IRELAND, = '

3. Clinical Psychiatry and Neurology.

On the Diagngsis and Symptoms of Cretinism. [Beitrag sur Dtagvmse

. und Léhkre vom Cretinismus unter besondere Bevucksichtung der
Differential Diagnose mit anderen Formen won Zwergwuchs und
Stlmfadmnn] Bayon, G. P. (Wurzburg, 1903, pp. 120.) ) .

In this little treatise, Dr. Bayon describes his own inquiries into
cretinist, adding an admirable summary of our present knowledge
upon this interesting subjec}. He informs us that the first clear mention’
of cretinism in its connection with goitre is given by Paracelsus in the
beginning of the sixteenth century. Bayon complains that some writers
still ‘repeat Virchow’s theory that cretinism depends upon an early -
synostosis of the spheno-basilar bane, which has been years ago shown
to be erroneous. - Though this malady has attracted many able observers,
we have not yet reached a knowledge of its specific cause. Dr. Bayon_
thinks that it may be due to bacteria. He observes that goitre occa-
" sionally comes in epidemics which rise suddenly and disappear quickly.
That goitre may be caused by drinking water from certain springs is a
belief very widely diffused. Dr. Bayon quotes Thieme that in Mane-
bach near Ilmenau cretinism was endemic. ~ They trated the cause to
a source which they called the goitre spring (Kropfbrunnen), which
being put out of use there were no more cretins, though there were still .
some cases of goitre. One thing is now established : cretinism (Athy-
reosis or- Hypothyreosis), is the result of disease or deficiency of the »
thyroid gland. Thus, in endemxc cretinism, goitre is the first stage; in -
sporadlc cretinism, the gland is wanting ; in myxcedema, its function is

mpaired. He confiders that the:thyroid has a regulating action upon
the metabolism of the body, whichis impfhired by the loss of the gland
and promoted by-giving doses of the thyroid taken from animals.

The endemic goitre generally has the character of a’ struma cystica.
hzmorrhagica or parenchymatosa. Bayon has learned through corre-
spondence that the Kabyles decorate goitres by tattooing, and in the West
Indies, they adorn them with medals and bright-coloured silk ribbons
as if the tumour was something to be admired.

Bayon graphically describes the symptoms of cretnmsm—the broad
grotesque appearance owing to the short nose, low forehead, thick eye-
lids, and the general infiltration of the skin, which is of g, pale yellow
hue. The perspiration is generally small; the development of the
skeleton is slow and incomplete. This is well illustrated by two radio-
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graphic plates. In one, a male cretin, ®t. 17, the ossification of the
bones of the hand is no further advanced than with a normal child
of 3 years of age. In another plafe, a female cretin of 10 years,
the ossification appears to be three years behind.

The genital organs are generally tardy of development, the functions
wanting or incomplete. There is a notable diminution of the red
corpuscles in ‘the blood. The proportion of hzmoglobin is also
lessened. - This has been observed after extirpation of the thyroid in
young animals, and in the'cachexia thyreopriva in man. It is thought
to be owing to degeneration of the red marrow in the long bones.

~ “The breathing is generally slow, the temperature below normal, about

*.36° C.rinstead of 37'5° as in ordinary persons. The senses of smell,

rd

taste, and feeling are dull. The hearing is especially bad; many
_cretins are deaf. They are without exception intolerant of alcohol.

« We think that Bayon lays too little stress upon the deficiency of mental
power. He says that many cretins are not especially feeble-minded,
and gives as an example an undoubted cretin who for four years has
written the menu cards in the Café du'Nord in Zurich with great skill

- afid taste, and whose intelligence is no lower than that 6f*an under

~workman. We should say that this case is more of an exception than
an example..
THhe following passage gives Bayon’s views on thls question : “Cretins,
both sporadic and endemic, are often fatuous ; but this imbecility is
not organic, as in idiots, being the sequel of: defectnve mental develop-

- ment. While the brain of the idiot is wholly incapable of elaborating

his impressions, the cretin can .quite well make use of his thinking
apparatus, though somewhat slowly. It should be borne in mind where
the thyroid is deficient (bes' A#hyreoiden) there is almost always dulness
of hearing or total deafness, which renders the learning of speech
difficult or impossible. The cause of this dulness éf hearing is. for the
most part, not central, but the result of swollen tonsils and blocking
through cedema of the Eustachlan tube.. - If the cretin ’s hearing is good,
he may reach the mental state of a ‘normal child. Farther he cannot
" progress owing to the deficient development of his perceptive faculties,
which, however, may be helped by the administration of thyroid.” The

“brain of cretins on an average weighs from 1ogo to 1400 grammes. The

cerebellum is relatively light. Weygandt has observed that in cretins
as well as in dogs after extirpation of the thyroid there is a prolongation
of the processes of the pyramidal nerve-cells with granular degeneration.
The 'spinal cords of cretins when examined have been often found

. small, an infantile mark.

The author has had an opportunity of making a complete study
of three cretins. He describes at length the symptoms, and the

- result’of post-morfem examinations. It two of these cases, one #t. 56,

. the other ®t. 25, the thymus was found remaining. In one of the cases

he noticed sclerotic’ patches in the aorta. He regards atheromatous
and calcareous degeneration of the large arteries as frequent in cases of
athyreosis and thyroidectomy. In all three skulls, the union of the
sphenoid with the basilar process was incomplete, thus adding gvidence
already more than sufficient against Virchow’s theory.

-In treating cretins, Bayon has denved good results from the adminis-
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tration of the thyroid substance, whether in the form of the fresh
glands or in tablets. The dose borne varies with different persons.
He observes that the transplantation of the thyroid into the cavity of
the abdomen originally proposed by Schiff and Horsley has been of
little avail, as the gland soon becomes absorbed. But recently Cristiani,
Kocher, and Kummer have used portions of the thyroid from the
human organism, which they have implanted under the skin in different
parts of the body of their patients. These have increased in growth,
and Bayon has been assured by Dr. Cristiani in Geneva that the
subjects keep well, and a definite recovery is expected. Bayon looks
favourably upon the educational treatment of cretins.

He traces at length the differential diagnosis between cretinism and
other forms of idiocy, microcephaly, rickets, and adipositas congenita,
and though in most cases there is little difficulty in distinguishing, his
remarks upon these diseased conditions are interesting.

Treating of dwarfs, he remarks that most of these creatures are
deformed, affected by achondroplasia or osteomalakia. Inother dwarfs
the growth has been retarded in the infantile stage. In a few all the
parts of the body are equally developed and go through the ordinary
changes of growth, but all on a smaller scale. He proposes to call
them microsomes. As an instance of these ‘harmonious” dwarfs he
mentions the Count Borwilewski, an account of whom may be found in
biographical dictionaries. He gives a more detailed description of the
Hungarian dwarf, Dobos Nanos, who was exhibited in Germany in 1895s.
He was then said to be 14 years and 8 months old. He was 107 cm.
(= 42 inches) in height, and weighed 13 kilogrammes. When 14 he
had hair on the pubes and in the axilla.

In December, 1902, Hanseman had an opportunity of examining this
creature. At that time he was 93 cm. (= 364 inches) high. He found
by radiograph that the epiphyses of the long bones were mostly
ossified. His cranium had a circumference of 39's mm. (= 154 inches).
This by Rieger's method would give a presumable estimate of 600
grammes for the dwarf’s brain, about half the normal weight.
Hanseman stated that he was intelligent enough, and that besides his
native Hungarian Nanos had learned some English and French. I
know no previous instance of any person above imbecility with so small
a brain ; but it has not yet been weighed.

WiLLiaM W. IRELAND.

Studies on Epidemic Cretinism.  [Studi del Cretinismo Endemico.]
(Ann. dell Istituto Psychiat. della Universitd di Roma, vol. iii,
Jasc. 11, 1904.) Cerletti and Perusini.

The authors have made a thorough investigation of this malady
occurring principally about Sondrio on the Italian side of the Alps.
Their contribution occupies 175 pages and is illustrated by 70 engrav
mgs of cretins, single and in groups. A second part is promised deal-
ing with anthropological and anthropometrical studies on endemic
cretinism. There is a detailed description of 70 cases.

The authors begin with a review of recent researches upon cretinism
by French, Italian, and German pathologists. They observe that
decided instances of cretinism are not so numerous as might appear
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from published statistics, since many included in that term are really
cases of idiocy, deaf-mutism, or dementia. Familiar with the Alps by
years of residence, the authors have hunted out cretins in many infected
valleys, gathered information about their origin, and studied their
symptoms.

They distinguish between three forms of deficiency, hypertrophy,
or disease of the thyroid gland. The first is endemic cretinism, which
is only met with in places where goitre and cretinism are rife. Here
deficiency or hypertrophy of the thyroid is met with in the ascendants
or collaterals of the cretins ; the malady is congenital and is observed at
birth or in the first months of infancy. The main symptoms are arrest
of the development of the skeleton, feebleness of the mental faculties,
and trophic affections of the skin.

The roughness, discoloration, and infiltration of the skin are char-
acteristic of cretins. As life is prolonged the infiltration diminishes,
and it often disappears, with the males about the twenty-seventh year;
with the female cretins the bagginess disappears later, about the fortieth
or forty-fifth year. This the authors regard as connected with atrophic
changes in the sexual organs. The sexual development of cretins is
often imperfect and féeble or it is much retarded. About 20 the sexual
organs are not grown beyond the childish stage, and may go on pro-
gressing till the age of 40 or 5o years.

In the acquired form (kypothyroidia endemica acquisita) affection of
the thyroid in the parents may be absent.

It is met with in the haunts of endemic goitre and cretinism. The
symptoms of cretinism appear after a period of normal growth, long or
short, sometimes in childhood, sometimes at a later age. The form of
the disease is incomplete and the symptoms irregular. The injury to
the mental power is not so grave and the course of the disease is slower.
The third form, sporadic cretinism and myxcedema (idsotia mixedema-
tosa sporadica) occurs in localities where goitre and cretinism are not
endemic ; it does not appear to be hereditary, and is dependent upon the
absence, deficiency, or disease of the thyroid. This is a form well
known to physicians in Great Britain. The authors cite the observations
of Mordret, who has found that atrophy of the thyroid gland is common
with idiots and stands in relation to the depth of the mental obtuseness.
They also refer to the histological and statistical researches of Amaldi,
who found that in cases of feeble-mindedness (frenastenie) lesions of the
thyroid gland were as frequent as 85 per cent. and in senile dementia
and pellagrous insanity 68 per cent., while in other vesaniz the lesions
were less frequent. WiLLiaM W. IRELAND.

A Case of Hereditary Microcephalus [ Bull. de la Société d’ Anthropologie
de Bruxelles, tome xxi|. (Reported in Cbl. f. Nervenheilkunde,
No. 186.) Houzé.

The microcephalic child described was 3 years of age. The cir-
cumference of the head was 30 mm., longitudinal measure 99, index g5s.
He was the third child in the family. The two older children were
healthy, taking after their mother. She had a severe and lengthened
attack of typhoid following the second confinement. After the third
child, she had continued inflammation of the upper jaw, which weakened



166 EPITOME, [Jan.,

her. The fourth child was also a microcephale. The father of these
children was submicrocephalic, circumference 492, longitudinal measure
169, transverse 158. The grandfather had also a small head, circum-
ference 515, longitudinal 175, transverse 159, index go—8s.

WiLLiaM W. IRELAND.

Double Consciousness in an Epileptic [ Epileptische Bewusstseins Veran-
derungen). (Monatss. f. Psychiat., Jan., 1905.) Morchen.

Dr. Morchen had an opportunity of observing a case of this nature in
the Merzig-Anstalt at Taunus. The patient, a male, now at. 26, came
from a family in which epilepsy had several times appeared. When a
child he had a severe injury to the skull, which was later in life followed
by headaches and an intolerance ofalcohol. Otherwise the young man
was of normal capacity, and he passed through his military service with-
out any discredit. It was in his twenty-second year that he showed the
first signs of nervous derangement. An attack was followed by changes
in consciousness, with forgetfulness of his previous situation and con-
ditions. On passing into this state, he forthwith quitted his parents’
house and wandered about. His affection generally lasted from two
days to a fortnight. The return to ordinary consciousness came like
awakening from a sleep. In 1901, he had what seems to have been an
ordinary epileptic attack. After a long interval, there came a second
consciousness, which lasted for two months. This was accompanied
with loss of memory of his past life, which was not so complete but that
he could still give his own name and could tell where he was going.
He wandered restlessly about, paying no regard to persons, and occupy-
ing himself with knavish tricks and thievery. He fell into the hands of
the police and awoke from his somnambulistic condition to find himself
in prison. On the hearing of his case, he was found to retain some
memory of his previous incidents. He was nervous and tremulous, and
on full recovery the oblivion was complete. While detained in prison,
he had a maniacal attack, followed by amnesia. He remained well for a
year after, till he again fell into the condition of second consciousness,
which lasted for three months, and left him with complete forgetfulness
of what he had been doing. During this time, he availed himself of his
previous service in the post office to perpetrate a number of frauds.
His manner of life was irregular ; he drank heavily and gave away money
in a senseless way. On passing out of this state, he resumed the course
of his old life as an honest, steady, and diligent workman.

WiLLiam W. IRELAND.

On Pseudo-melancholia. (Monatss. f. Psychiat., Jan., 1905.) Julius-
burger.

The patient, an unmarried woman, ®t. 30, was under the care of Dr.
Juliusburger in the sanatorium of Fichtenhof. There was insanity on
the mother’s side. The following are some passages freely translated
from the graphic description written by the patient of her desolate state
of mind :

‘“ At the age of fourteen I went to school. At the least fault I felt like a great

criminal, but I learned easily and was always at the top of the class. In 1887 my
mother died, which affected me deeply; since then my natural cheerfulness



1906.] CLINICAL PSYCHIATRY AND NEUROLOGY. 167

deserted me : I used to fancy things which could not happen. In 1893 I was
deeply moved owing to a love affair which had an unfortunate end. I reproached
myself that I could not keep my promise. In 1894 I found that I could not realise
in my mind’s eye my relatives, my dwelling, and place of residence. I failed to
recall the images of what I had seen. 1 ceased to notice how the time passed ; I
could not sleep, and I used to get up at night, light my candle, and look at myself
in the glass, saying to myself that I was strange and altered. My own hand-
writing appeared strange to me, yet I knew that I had written it. This affection
came upon me when I was at Saarbriicken. Two months after 1 had returned
from my home, which now seemed strange to me. My voice sounded as if it were
not mine; other parts of my body seemed unchanged. My eyes had a comical
look. For nobody had I any more love or longing, nor had I pleasure or pain; even
the feeling of hunger and of satisfaction after food was gone. For a long time I
could eat nothing. I was heavy and without energy, a riddle to myself. Thinking
was difficult: I could resolve upon nothing. {Vg{en I heard music it sounded
different to me. What I saw seemed lifeless, like a painted image.” * That year.
I had the feeling that my strength was at an en£ My usual duties were too
heavy ; I had no logical sequence of ideas. Since the end of June I remained
sleepless for many nights; I stuttered in my speech and confused the letters when
writing. | went about like a sleep-walker. I did automatically what I had
formerly done voluntarily. I had lost the consciousness of myself.”

This lady was only eighteen days in the sanatorium, apparently
detained by authority, for she was urgent in demanding to be released.
She was removed by her friends without admitting any improvement in
her health.

Dr. Juliusburger observes that her conversation and behaviour when
under his care did not bear out the dismal description which she gave
of her inner mental state. She took part in some of the pastimes of
the establishment, and occupied herself with hand-work, also reading,
and learned by heart some of Goethe’s poems. She answered questions
correctly and her memory seemed unaffected. Her case was different
from ordinary melancholia, in which the demeanour of the patient
shows despondency. He explains the feeling of emptiness, and of her
voice seeming strange, the loss of will power and muscular capacities,
as due to a functional decline of the nervous system, so that the feeling
of bodily presence and the realisation of the changes in the outward
world, in which rest the sentiment of personality, is rendered weak and
faint. In the melancholia, as met with in asylums the patient is but
little sensible of outward things, and the feeling of utter misery is often
very acute. In the case described, there was a general effacement of all
impressions, both subjective and objective, but enough of the power of
mental guidance still survived to allow the patient to conduct herself
like a reasonable being, though with energy much diminished.

Wirriam W. IRELAND,

On Micropsia and Poropsia. (Deutsche Zeits. f. Nervenheilk., B. xxvii,
H. 5u.6.) Heillbronner, K.

He describes a case in which objects appeared to be smaller, giving
the idea of increased distance. He mentions cases in which objects
appeared more distant than in reality without any alteration of their
size. This he calls poropsia. Such conditions are sometimes accom-
panied with false impressions of the situation of the body and with
giddiness. Micropsia sometimes occurs after epileptic attacks, and is



168 EPITOME. ' [Jan.,

supposed to be dependent upon the implication of the portions of the
cortex connected with vision, and the nerves that regulate the move-
ments of the eye. WiLLiAM W. IRELAND.

Pyromania and Puberty [Pyromanie et Pubert!). (Arch. de Neurol.,
Dec., 1904.) Leroy.

This is a medico-legal report on a case of pyromania of some interest.
The culprit, a girl, ®t. 15, made a series of attempts on successive days
to set fire to her mistress’ house. No motive of revenge could be
suggested. On examination, it appeared from the girl’s statements that
she had acted under the influence of a typical obsession—an imperative
impulse of sudden onset, with precordial anxiety and other anomalous
sensations completely relieved by yielding to the desire. The obsession
first occurred on the fifth day of her third menstrual period, which had
been unusually abundant, and had brought on a state of marked anzmia
and irritability. The family history showed some insane taint on the
maternal side. In childhood the girl had been emotionally unstable,
and had suffered from somnambulism, but had otherwise enjoyed good
health, and was regarded as hard-working, willing, and affectionate.
Though not of high intelligence, she presented no evidence of mental
or moral abnormality. Stigmata of degeneracy were few and unim-
portant.

Dr. Leroy’s conclusion was that the act was the outcome of an
irresistible impulse associated with the onset of puberty in an hereditary
degenerate, and that the girl was not responsible.

W. C. SULLIVAN.

A Case of Mind Blindness unique in that the entive Mesial Surface of botk
Occipital Lobes and botk Optic Radiations were preserved. (Amer.
Journ. Med. Sci., May, 1905.) Holden, W. A.

This was a case of dementia after hemiplegia, together with aphasia,
apraxia, and an interference with vision which much of the time amounted
evidently to total blindness.

The chief points in this patient’s history were as follows : Eight years
before his death, which occurred at the age of 53, he staggered one day
in the street, and after reaching home was found to be numb on one
side and unable to speak intelligibly. The following day he seemed
quite well again and returned to his work, that of roasting coffee.
Seventeen months before his death he came home one night feeling ill.
On arising the next day he bumped into objects, apparently being blind.
His mind was confused, and he was unable to speak intelligibly. He
went to bed and remained there a week, after which he was able to
get up, but his left arm and leg were very weak. He had become
emotional and depressed, and refused to feed or help himself in any
way, and accused his wife of infidelity. Three months later he im-
proved, and at times talked rationally. Speech was difficult, and
memory for recent events was much impaired. He seemed to see, but
never tried to read. Visual hallucinations were frequent. A month
later he began to fail both physically and mentally, and then ceased to
answer questions. At times he appeared to be quite blind, talked
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thickly, and failed to recall the words he wished to use. He also
showed inability to handle objects, such as his pipe, which he
recognised. He slowly wasted away and died finally of enteritis.
This case, says the author, was apparently not of the commonest
form of mind.blindness in which the patient unquestionably sees, but
does not recognise that which he sees. This case differs from those
previously reported in that here calcarine cortex and optic radiations
were preserved. Here the primary visual pathways from retine to
calcarine fissures were normal, but softening of the angular gyri and the
parts adjacent, in which it is believed the higher visual centres lie, pro-
duced such marked disturbance of vision that it was a question much
of the time whether the patient had any power of visual perception.
This case, then, shows that extreme disturbance of vision may be
brought about by lesions in the higher cortical visual centres alone.
A. W. WiLcox.

Typhoidal Insanity in Childhood, with some Notes as to its Character
and Prognosis. (Amer. Jour. Med. Sci., Feb. 1905.) Edsall, D. L.

The author reviews, at considerable length, the literature on the

subject of typhoidal insanity in children, and concludes that the im-
portant points brought out by this study are that, in an appreciable
number of cases, the insanity persists, that mania is but little more
common than dementia, while melancholia is much less common, and
that a very marked proportion of the dementias do not get well. He
found that a number of writers on this subject agree that dementia
following typhoid fever is much more common in children than in
adults. As to the time of onset, he is convinced that a larger proportion
of cases of infectious insanities than is generally stated show distinct
evidence of actual insanity before convalescence begins.
- Typhoidal insanity, he says, is little, if at all, less common in children
than in adults. The author describes in detail two cases occurring in
his own hospital practice. He believes that the mental disturbance in
these cases 1s directly related to the condition of the general nutrition,
and therefore advocates that, in cases which show a distinct tendency
to the development of a psychosis, the feeding should be as free as
possible even during the latter part of the fever, and that the food
should be very rapidly increased during convalescence.

In conclusion, he states that some cases of melancholia with profound
home-sickness recover more quickly when allowed to leave hospital and
return to their own homes. A. W. WiLcox.

4. Pathology of Insanity.

Clinical and Pathological Studies on Juvenile General Paralysis [Studi
clinici ed anatomo-patologice sulla paralisi generale giovanile.] (Ann.
di Freniat., vol. xv, fasc. i, March, 1905.) Burzio.

In this paper the author summarises a clinical and pathological
observation of general paralysis in a juvenile patient which he com-
municated to the Turin Academy of Medicine in 1899, and publishes
notes of two other cases which he has since met with.
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In the earlier observation the symptoms of the disease appeared in a
patient, ®t. 23 years, who had contracted syphilis in infancy. Of the
two new cases, one was that of a girl whose father died of general
paralysis, and who herself developed the disease at the age of 18.
In the third case, where the patient was a boy, =t. 16, the special
feature of interest was that the symptom-complex of general paralysis
was found in connection with an interstitial encephalitis, probably due
to hereditary syphilis, and confined to the bulbar region and to part of
the occipital convolutions.

His observations led the author to the conclusion that juvenile
general paralysis, as compared with the adult form, is characterised by
the frequent presence of signs of infantilism, by the predominance of
physical over mental symptoms, by the frequency of spinal and bulbar
lesions, and by a very wide range of variety in the pathological appear-
ances. W. C. SULLIVAN.

Anatomical Findings in two Cases of Korsakoff’s Symptom-Complex
[Journ. Ment. and Nerv. Dis., March, 1905). Sims, F. R.

In 1887 Korsakoff published his first description of mental dis-
turbance associated with multiple neuritis. Since then much has been
written about this symptom-complex, but, as Sims points out, com-
paratively few cases with anatomical findings have been reported. He
then describes two cases, with the clinical details and anatomical find-
ings in each.

The first is one of acute-alcoholic multiple neuritis in a woman, et.
48, accompanied by delirium, hallucinosis, and romancing. Later there
were convulsions, with twitchings of various muscle groups, which was
followed by spasticity of one extremity and flaccidity of the extremities
of the opposite side. Some paralysis of the facial muscles was present.
Death, which was preceded by a rapid rise in pulse and temperature,
occurred after five weeks. The anatomical findings were slight arterio-
sclerosis, hypostatic pneumonia, fatty infiltration of the liver, and acute
degeneration of many of the peripheral nerves ; axonal reaction in cells
of the anterior horns, Clarke’s columns, and many cranial nerve nuclei ;
degenerations in the posterior columns, direct cerebellar tracts, and the
root bundles, and a moderate ‘“acute alteration ” of the cortical cells.

The second case is one of acute alcoholic mental confusion following
chronic neuritis, and of the type of Korsakoff’s symptom-complex,
occurring in a travelling salesman, ®t. 35. There was marked amnesia
for recent events, irritability, increased emotional reaction, imperfect
onentatlon, and mild delirium. Later he developed difficulty in speak-
ing and in swallowing, and died from vagus paralysis and failure of
respiration one month after his admission to hospital. The anatomical
findings in this case were general arteriosclerosis, involving the aorta
and coronaries ; fatty degeneration of the heart, liver, and kidneys ;
acute bronchms acute degeneration in the penpheral nerves of the
lower extremmes, and also in the vagi; axonal reaction in the cells of
the anterior cornua, in Clarke’s columns, some cranial nuclei, and the
Betz cells of the cortex. There were vascular changes in the cord and
cortex, with numerous microscopical hamorrhages throughout the
cerebrum, and acute degeneration of the cortical radiations, and of
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both motor and sensory systems of the cord, as well as degenerations
of the cord not easily reconcilable with the systemic changes.
A. W. WiLcox.

5. Treatment of Insanity.

On the Lumbar Puncture in Mental Affections [ La Ponction Lombaire en
Médicine Mentale)l. (Bull. de la Soc. de M{d. Ment. de Belgigue,
Feb., 1905.) Deroubaix, A.

At the Froidmont Asylum the method of procedure is to make the
patients sit on the edge of a table and by leaning well forward arch the
back strongly. An ansthetic is used only for the very timid or the
restless, in order to avoid sudden movements. The puncture is made
indifferently in the third, fourth, or fifth lumbar space (the last is pre-
ferred) with Tuffier’s needle of platinum, iridium tipped, 8 cm. in length
(just over 3 in.), of short bevel and armed with a stylet ; strict asepsis is
observed. The injunction not to remove more than 10 c.c. (about 2§
drachms) at one sitting, upon which some authorities, including Quincki
himself, have insisted—this was not found to be imperative. Double
this quantity and even more was removed on occasion without any
trouble, nothing worse than a little headache resulting. The only pre-
cautions adopted were to make the patients lie down for two to three
hours after the puncture.

The pressure of the cerebro-spinal fluid varies greatly in health, vz.,
from 40 to 60 mm. of water up to 150 mm. In disease it may rise to much
higher levels, spurting out on puncture, or it may fall so low as to escape
only very slowly, drop by drop. All causes which raise temporarily or
continuously the pressure within the cranium or the spinal canal raise
this pressure of the contained fluid The highest pressures were found
in states of mental excitement and particularly in epileptics and general
paralytics, but exceptions to this were noted even in well-defined cases.
These high pressures are therefore suggestive but not pathognomonic.

In respect of the chemical constitution of the fluid, the presence of
albumen in quantity above the normal, e.g., 1 per cent. and beyond, was
only noted in cases of general paralysis, not in the other psychoses.
But again the sign is not pathognomonic, for exceptions were observed,
cases, v13., of general paralysis with normal or even subnormal albumen
percentage. The high percentage is, however, decidedly suggestive.
From the presence of formed elements in the cerebro-spinal fluid a
clearer leading is obtained ; thus lymphocytes were never found in epi-
lepsy or in dementia precox or in states of confusional insanity, whereas
they were constant in cases of general paralysis. The albumen per-
centage was determined by Esbach’s albuminimeter ; the formed ele-
ments were obtained by centrifugalising for twelve to fifteen minutes,
and then examining the sediment. HARRINGTON SAINSBURY.

On the Action of Hyoscine in Neurological and Psychological Medicine
[Zur Wirkung des Hyoscins tn der neurologisch-psychiatrischen
Praxis). (Neurol. Cbl., May 16th, 1905.) Higier, H.

Hyoscine has been shown to be identical with scopolamine. The
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halogen salts of hyoscine have been most in use, and of these in parti-
<cular the bromide of hyoscine. The author of the paper has been
accustomed during the last ten years to employ hyoscine in the most
varied nervous affections. He administers the drug chiefly in watery
solution and in pills, less frequently hypodermically, exceptionally by
instillation into the conjunctival sac. He finds it an excellent sedative,
.especially in those neuroses and psychoses which are characterised by
an over-excitability of the motor areas and iz p»¥mis in paralysis agitans.

In fifty cases of Parkinson’s disease he obtained excellent results—
exhibiting the medicine chiefly by the mouth in solution or in pill form
(occasionally, in those cases in which it did not seem to agree with the
stomach, instillation into the eye gave equally good results without any
detriment to the eye.) The dose of o0'2—0°3 mg. (gr. 5—3%) pro die
was rarely exceeded, and it was possible to maintain this dosage for
long periods. One patient had taken this dose, alternately with
duboisine, for seven years. In only one case was idiosyncrasy observed ;
in this instance a pill of gr. 45 caused a high-tensioned pulse, tachy-
«cardia, hurried and oppressed breathing, confusion of thought.

Dependence upon the drug was noted in certain of the cases to an
extent warranting the name “ hyoscinism.” Intermission of the remedy
caused here symptoms of cardiac weakness, depression, and attacks of
faintness. A tolerance demanding a rise in the dose was not observed.
In three cases of the severe type of chorea very fair results were obtained
after bromides, arsenic, salicylates, chloral, and morphia had failed. In
the dose of 1 mg. (gr. &) for a period of one week this was effected.
In certain forms of severe ltchmg (exceptmg the pruritus of diabetes)
hyoscin in the daily dose of gr. ;,—gr. 3 gave fairly good results. It
was given along with a small dose of antipyrine.

In spasmodic asthma, hyoscine injected subcutaneously in association
with caffeine answered satisfactorily.

In the treatment of chronic alcoholism (not delirium tremens),
hyoscine did not seem to advantage the patient appreciably, but in
morphinism more encouraging results were attained.

In periodic mania, hyoscine failed to prevent the attacks, though
administered before the onset of the mamacal stage.

As a symptomatic remedy for the maniacal excitement of various
forms of delirium the drug was of great value; it was given in the sub-
-cutaneous dose of zi5—1i¢ 8-

Against the heroic administration of large doses of hyoscine the
writer gives warning, also against its employment in the treatment of
young children and in cases of disease of the heart and vascular system.

HARRINGTON SAINSBURY.

Upon the Specificacy of the Toxine in the Blood-Serum of Epileptics
[Ueber das wesen unde die Spesiffizitit der im Blutserum der
Epileptiker enthaltenen toxischen. Stoffe). (Cbl. f. Nervenheslkunde
u. Psychial., March 15, 1905.) Ceni, Carlo.

Dr. Carlo Ceni, continuing the investigations of which he gave a
preliminary sketch in the meeting of the Congress of the Societa

Freniatrica 1taliand at Ancona two years ago, * has given us the

* Vide articles in Rivista Sperimentale di Freniatria, 1901 and 1903, Neurol.
Cbl., No. 8, 1903.—(Eb.]
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result of fresh experiments. He had found that by making injections.
of serum taken from the blood of epileptics into the subcutaneous
tissues of epileptic patients an improvement of the symptoms follows,
and sometimes the reverse. This induced him to inquire whether
there were differences in the serums used by Catola, Wendel, and
Tiengo. For this purpose he chose seven epileptics, upon whom he
practised injections of the serum and antiserum, which is obtained from
any animal supposed to be rendered immune against serum derived
from epileptics. Upon these patients he practised injections of
10 cubic centimetres of blood-serum taken from other epileptics..
These did not cause any acute symptoms, local or general, when used.
either in the interval between the epileptic seizures or during the-
attacks. Ceni found that in this latter time or in the status epilepticus.
the blood-serum is often hypertoxic. This serum even in small doses.
is apt to occasion symptoms of local and general disturbances, especially
headaches, mental confusion, a febrile condition, and renewed epileptic:
attacks. Applied to men who are not epileptic, the injection of this
serum has a toxic effect, but it is slight and without any symptoms of
epilepsy. As far as one can see Ceni does not furnish any proof that
these serums have any specific effect whatever in causing or checking
epilepsy, and that it is apt to bring on attacks on patients already
known to be epileptic, in whom any disturbance of the circulation or
nerve-excitement is liable to become the exciting cause of renewed
seizure. The hypertoxic epileptic serum injected in large doses into-
various animals—dogs, cats, rabbits, cavies, white mice, and fowls—
failed to bring on epileptic attacks. WiLLiaM W, IRELAND.

On Certain Characteristics of the Specific Antitoxines in the Blood-Serum
of Epileptics [Ueber einige Charaklere specifischer Antitoxine im
Blutserum der Epileptiker). (Cbl. f. Nervenheilkunde u. Psychiat.,
May 15, 1905.) Ceni, Carlo.

Professor Ceni thus sums up his conclusions from recent experi-
mental investigations: (1) The antitoxic powers of the blood-serum
of epileptics, as shown by its reaction with specific anti-serum, do not
appear to vary to any extent in the various phases of the disease during
its regular course—i.e. whether the serum be taken before or during the
attacks or in the intervals. (2) In the severer cases of epilepsy, or in
those exacerbations which may arise in the course of the ordinary
disease (status epilepticus), the antitoxines of the serum diminish even
to seeming disappearance. (3) An epileptic treated by injections of the-
specific anti-serum, together with a serum such as that obtained from
the severer cases mentioned in (2), is rendered very decidedly worse,.
and at the same time the antitoxic powers of the serum of this patient
fall considerably. HARRINGTON SAINSBURY.

Merck's Annual Reports, vol. xvisi, 1905.

Narcgy!/.—Among the newer additions to pharmaceutical preparations
we noteethyl narceinehydrochlorate first employed in France as ¢ Narcyl.”
It is a definite crystalline compound not very soluble in water, more so
in spirituous solutions. It is stated to be a good hypnotic and analgesic
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and to be devoid of the undesirable by-effects of morphia ; it is suitable
for administration to children. It has been given in doses varying
from 1 gr. up to 24 grs. in the day.

Bromipin.—Further experience confirms the value of this drug,
especially in epilepsy (Hirschkron, Levi, and de Moor). In chorea
Hirschkron has also found it of value, likewise in cases of sexual
neurasthenia, and Thumen praises it in the treatment of neurasthenia
and hysteria. De Moor, speaking from a wide experience, lays stress
upon the nutrient value of the preparation in addition to its sedative
powers. The Toulouse-Richet method of administration of the bro-
mides—uiz., with a dietary poor in chlorides—in order that the bromide
may more intimately substitute itself for the chloride ; this method may
with advantage be adopted when bromipin is used. Bromipin may be
given either in 10 per cent. or 33} per cent. strength, or in the form of
tablets (Bromipinum solidum saccharatum). In the oily state, it may
be given either as such or in capsules.

Dionin.—Hydrochloride of ethyl morphine more than maintains its
position ; indeed, its field of application has widened out considerably.
Among other uses, its employment in insomnia, either alone, in doses
varying from 4 to & gr., or in conjunction with veronal (13-8 gr. of veronal
with 1—} gr. of dionin) has been spoken of highly by Meitner and by
Dr. D— (Journ. M¢d. de Bruxelles, 1904, No. 12). It was adminis-
tered by the mouth in tablet form. Its advantage over morphia consists
in the absence of after-effects.

Neuronal, bromo-diethylic acetamide, is a white crystalline powder
which dissolves freely in alcohol, somewhat sparingly in water ; it has a
bitter cool taste somewhat resembling menthol. It is described as a
useful hypnotic in doses of gr. 8-15; its effect, like that of trional,
is somewhat weaker than veronal. It has, in some few cases, caused
-stomach disturbance, and in one case of epilepsy Stroux noticed an in-
creasing headache. Inasmuch as the molecule in this compound con-
tains bromine it has been chiefly used as a sedative in epilepsy. Rixen
.administered it in this disease in doses of 15~30 gr., and he found it
.a useful sedative. In severe motor unrest the dose was raised to 45-60
gr. It is described as very useful in the headache arising after
-epileptic fits.

Scopolamine hydrobromate (hyoscine hydrobromide) is much praised
by M. Kochmann in mental disease. In the Jena Asylum it has been
.exclusively used to combat intense motor excitement. In doses of
+4—3% gr. it invariably produced sleep, with strengthening and retarda-
tion of the pulse and a simiiar effect upon the breathing. K. Liepelt
finds it useful in various forms of mental excitement, and that it greatly
-excels chloral hydrate and morphia in delirium tremens and in the
-delirium of pneumonia and of typhoid. His dosage hypodermically is
tho—% 8. The calmative effects of these doses would persist some
‘three to five hours. In these doses and even in the dose of ¢ gr.
no disturbing symptoms arose. A. Rose (British Medical Journal,
1903) describes it as a specific in paralysis agitans; his dosage was
3o 8- twice daily.

Veronal.—The therapeutic value of veronal has been abundantly
;proved and further investigations, both experimental and _clinical con-
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tinue to be favourable. It has been given in animals up to a dosage
of 11 gr. per kilo. of body-weight without toxic effects, and in man
135 gr. have been given in a single dose without serious symptoms. The
blood does not suffer in its composition, neither is the blood-pressure
lowered, the respirations are unaffected, the kidneys not irritated.
Because of this relative harmlessness it has been administered without
hesitation in serious heart failure and also in phthisis, and renal disease
does not appear to contra-indicate it. It does not disturb the ahmentary
tract, and may be given even when this tract is deranged. According
to some observers the albuminous waste of the tissues is lessened by
veronal. In simple nervous agrypnia and in all forms of the insomnia of
mental disease it is prescribed with benefit. In the sleeplessness of
affections of the stomach, heart, lungs, kidneys it is sennceable, and the
fact that, in combination with a small hypodermic injection of morphia the
effect of both drugs is enhanced, encourages the hope that in the morphia
habit veronal will be valuable dunng the withdrawal of the morphia.

In the insomnia of convalescence from acute mfecnons, such as in-
fluenza and typhoid, it is a good remedy. It has been given largely to
children, and it has even been administered to infants. For adults the
dose is 8-12 gr. ; in the case of women and girls smaller doses may be
tried, vis., 4-5 gr. For infants the dose is $-1{ gr. Hot peppermint-
water is a good vehicle. In aqueous solution it may be given as an
enema, and in this way is said to be equally effective. The infusion of
camomile is a good vehicle when thus administered.

HARRINGTON SAINSBURY.

6. Sociology.

Insansty in Prisons [ La Folie dans les Prisons). (Rev. Psychiat., April,
1905.) Pactet.

In this article the author calls attention to the occurrence, in his
opmlon very frequent, of cases of unrecognised insanity in French
prisons. He points out that the records of the insane criminal section
at Gaillon show that the greater part of the prisoners sent there come
from a very small group of prisons—those, namely, with a special
medical staff trained in psychiatry ; while the prisons which are in the
medical charge of local doctors furnish only a quite insignificant pro-
portion of cases. He further instances his own experiences at Villejuif,
where he has repeatedly received insane patients who had just been
discharged from prisons.

The remedy which the author advocates for this state of things is
the adoption in France of the system of alienist inspection of prisons
established in 1891 in Belgium. As a demonstration of the advantages
of that system—which has not been generally regarded as a success—
Dr. Pactet has, with the co-operation of Dr. Collin, started on an
amateur tour of inspection in the French prisons in quest of insane,
or at all events abnormal, criminals. The results so far obtained are not
stated in the paper. W. C. SuLLivan.

The Increase of Lunacy (Glasgow Med. Journ., Marck, 1905).
Parker, W. A.

In this paper the author discusses the causes of the increase-of lunacy
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in Scotland. He points out the well-recognised fact that this increase
is, in part, apparent and not real. Thus the disappearance of prejudice
against asylums, the eagerness of parishes to obtain the State grant, the
increasing reluctance ot the poor to look after aged or insane relatives,
or their inability to do so owing to migration towards the large towns,
are all causes of increase in the number of registered lunatics. This
does not mean, however, a true increase in lunacy, although costing as
much as if it were. On the other hand, there is a true and regrettable
increase represented by the increased numbers of general paralytics and
other incurable wrecks found in Scotch urban asylums. Decreased
infant mortality and improved public health administration outside
asylums, with what is in reality a lessened death rate within these in-
stitutions, are also causes, he thinks, of a .true increase by interfering
with the law of the survival of the fittest. He then deals with the
difficult subject of the prevention of insanity, and is of opinion that
sterilisation of lunatics and habitual criminals, although impracticable at
present, would be quite justifiable for the preservation of society. He
also advocates a law automatically dissolving marriages in all cases of
insanity, and making it illegal for anyone to marry who has suffered
from epilepsy or has been insane. Over-pressure at school he strongly
condemns. Alcohol he believes to be a prime factor in the causation
of a large number of cases of insanity, and that many alcoholics who
do not themselves become insane beget insane offspring.

The stamping out of tuberculosis, legislation to prevent the marriage