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NOTES OF A CASE OF CATATONIA.,

By Harviy Crare, M.D,,
Assistunt Superintendent, Mimico Hospital for the Insane.

Family History—His father died at 60 years of age.
The cause of death was heart failure. Nothing further
is known of him.

His mother is alive, aged 56 years; she has always
‘been healthy.

The patient had five brothers, but as they do not live
in this country nothing is known of them.

The patient had been married five years, and his wife
had given birth to two children. One child is now two
years of age and healthy, the other was still-born.

Personal History—He was born in Pennsylvania of
Swedish parentage on November 1g9th, 1877. Very
little is known of his early life, except that when eight
years of age he was kicked by a horse, and he told his
wife that for many days his friends expected that he
would not recover. A small depression of the outer
table of the skull remains from this injury.

When a young marn: he began work as a barser and
he was always very industrious. He was married when
twenty-seven years of age, and since then he has been
an abstainer from all intoxicating liquors, also from
tcbacco. THis married life was a happy one, and he
aiways took a keen interest in social affairs; he was
fond of company and was highly respected by his
neighbors.
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Present Illness—During the summer of 1909 the
patient was apparently well, no change in his manner
being noticed by his friends. e worked very hard and
did not take any holidays. In September his wife said
that he looked a little dull and tired. In the morning
he wanted to rest, and his wife was compelled to get up
and start the fires; this was very different from his
former habits.

On October 2nd he came home from the shop in the
forenoon, and his wife afterward learned that he had
been so dull and listless that the foreman had ordered
him to go home and rest. At this time he seemed
absent-minded. His wife noticed him sitting quietly
staring at ore object for long periods of time, she also
noticed that when stirring his tea with a spoon he con-
tinued the movement for a long time until his attention
was attracted. About this time the patient complained
of a numbness and tingling in his left hand.

On October 3rd he complained of inability to walk
because his left leg was too weak to support his weight.

e weat to bed, and on October 6th he voided urine
in the bed, and the bowels moved without his paying
any attention to the act. When spoken to he appeared
very sorry, but said that he could not help it.

On October gth he was removed from Cobalt to his
home near Toronto. He waiked out of the house and,
with a little assistance, climbed into the carriage. Dur-
ing the journey on the train he was quiet, but observed
everything that was going on. After reaching the home
of his friends he was put to bed and rested well.

When seen by the writer on October 13th he was in
bed, and was cither unable or unwilling to give any in-
formation concerning himself. Urine was passed and
che bowels moved involuntarily.

The patient told me his name in a low and mumbling
fashion. He was lying on his back with his legs drawn
up, his head was rotated to the left and any movement
seemed to cause him great pain. I attempted several
times to rotate his head to the right, but he resisted and
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turned his whole body to the right; a few minutes later
I saw him turn the head freely from right to left, and
look at everything in the room. At this time any move-
ment of the hands or feet showed a distinct, jerky,
irregular tremor of the part moved; this was so pro-
nounced as to resemble inco-ordination; there was also
a fine tremor of the lips and cheeks. At this time the
pupils were unequal in size, the left being the larger;
they reacted normally to light.

When his left arm was raised above. his head it re-
mained in the position in which it was placed. The
right arm when raised would immediately drop to his
side. At first he would not take hold of the physician’s
hand, but later his grip could not be loosened; he held
on until he raised himself to a sitting position. His
expression was anxious and his face was drawn.

When a hand was placed on his arms or legs the
muscles were rigid and there was considerable resist-
ance to passive movement. Sensation was difficult to
test, because the patient could not cc-operate. Ophthal-
mascopic examination revealed nothing. The triceps
and patellar reflexes were much exaggerated on both
sides of the body. There was no Babinski and no ankle
clonus.

He was taking plenty o liquid nourishment and
seemed to have no difficulty in swallowing, but from the
first he would make no effort to feed himself; the nurse
had to place his food in his mouth. His body was well
nourished, his heart and lungs were normal, although
the pulse was slightly accelerated. Examination of the
urine revealed nothing.

The patient was admitted to the Hospital for Insane
on October 19th, 1909. On admission the pulse was
79, respiration 28 and temperature 97 3-5. He refused
all solid food, but took plenty of milk. He could not:
move his right arm or leg. He made no attempt to
speak, he took no interest in his surroundings, and when
his friends visited him he paid no attention to them.
The left pupil was larger than the right. The tendon
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reflexes were exaggerated. He gradually became weaker,
his pulse more rapid and his respiration shorter until
the hour of his death, which occurred about seventy-
two hours after admission.

Diagnosis—The diagnosis that was made in this case
was the catatonic form of dementia precox. This
seemed at the time rather a doubtful diagnosis, and we
began to ask ourselves, “Is it Hysteria?” “Is it some
form of Paresis?” “ Or is it Peripheral Neuritis com-
plicated by Hysteria?” Again one might suspect some
form of brain tumor because of the stupor, the inco-
ordination and the loss of control of the deep reflexes,
but we had to remember that we had no change in the
retina, no headache and no vomiting, and we did have
resistance to passive movement, indifference and nega-
tivism.

The diagnosis was confirmed by the post mortem
examination, which was made by Dr. Ernest Jones.

DEMENTIA PRAECOX.

J. P. Harrison, M.D,,

Assistant in Clinical Medicine, University of Toronto; Clinical
Assistant, Toronto Hospital for the Insane.

Dementia Praecox is a psychesis of peculiar interest
at the present time, constituting as it does the most com-
plex and the most frequent form of mental disease.

The importance of an early diagnosis cannot be too
fully emphasized, and the object oi this paper, which
deals chiefly with the general symptoms and prognosis,
is to bring the physician in closer touch with the malady.

This disease is essentially one of the period of puberty
and adolescence. It is characterized by a dementia that
tends to progress, but which is frequently interrupted by
remissions. 'The majority of cases occur between the
ages of twenty and forty, tiough cases have been reported
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even earlier than the fifteenth year and as late as the
fiftieth.

The grouping of cases under this head has been
described by Kraepelin. He took psychoses which were
formerly known as disease entities as the catatonia nf
Kahlbaum, Hecker's IHebephrenia, and added the para-
noic form tc complete the group. To this classification
other forms have been added. White, in his text-book,
describes Simple Dementia, or Heboidophrenia, Hebe-
phenia, Catatonia, Paranoid forms, and Mixed Forms.

Hcewever, as Kraepelin has well said: “ Any single
pathogenic factor may make itself known by a great
variety of symptoms.” There is consequently little to be
gained by efforts to differentiate too sharply between
the varisus subdivisions, for many symptoms are common
to uil,

Aetiology.

Of all n.ental diseases Dememia Precox is ove in
which heredity is the great factor. White states tiat
every individucl born in this world has, if it could be
determined, a definite potentiality for deveiopment. The
impetus which starts it on its path is sufficient to carry
it a certain definite distance. The predetermined goal in
each case will he reached if no accident intervenes to
prevent.

In the subjects of this disease the original impetus
has been weak, only sufficient to carry them a short way.
When its force is spent development stops. Retrograde
processes are hastened, or perhaps immediately initiated,
by some special physical or mental stress occurring at
the critical point of puberty or adolescent evolution.

If this is a true conceplion of the hereditary factor
in these cases it is readily seen that it hecomes important
to search for debilitating influences in early life, such as
excessive study, masturbation, etc. Again, conditions
affecting the health and strength of the parents at the
time of impregnation or during pregnancy, such as
alcoholism and tuberculosis, etc., will be unfavorable
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features. There is no form of alienation in which an
intimate knowledge of the individual from the time of
birth is of greater importance as an aid to diagnosis
than dementia pracox.

It has been stated that we might expect to find the
future patient rather dull in early youth. However, we
frequently find the reverse to be the case. This fact,
especially when there is also no serious taint in the ante-
cedents, is thought to throw some doubt on the hereditary
basis of the disease.

Kecently a hypothesis has been promulgated con-
cerning a possible toxic factor in the psychosis. As the
disease is so closely associated with puberty, it was
thought that some toxin originating in the testicle or
ovary might produce these symptoms, after the analogy
of the toxin of thyrodism. However, this is at present
considered very doubtful.

General Svmptomatology.

The prodromal symptoms usually extend over a
period of years, during which time there is gradual
mental decline.  Attacks of migraine, particularly 1n
girls, may precede or usher in the attack. Tollowing
this there is usaally some mental depression.

One of the early and most important symptoms is
the failure of voluntary attention. Juug, in his “ Psy-
chology of Dementia Praecox,” says: “ When the power
of attention disappears, the perception of external objects,
the perception of our own personality and judgment,
the ideas of relationship, faith, and certitude disappear.”
From this lack of attention things in the environment
are often not perceived at all; but, when perceived, they
are usually understood. Consequently, these patients
are well oriented in all three spheres—temporal, spacial,
and personal—and show no evidence of clouding of
consciousness. ‘The attention is readily attracted, but
it is only with the greatest difficulty that one can hold
his continued interest. Sommer states that the patient
places such an excessive value on his mental pictures
that he can only with difficulty rid himself of them.
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The lack of interest, carelessness, and indifference to
dress and environment shown by these patients is also
marked. On a superficial examination this is frequently
not observed. Tor instance: If a patient under treat-
ment in a hospital for the insane is questioned concern-
ing his confinement, he probably will answer that it is a
great injustice to deprive him of his liberty and say how
anxious he is to leave. When it is pointed out to him,
however, that he receives for nothing three meals and
a good bed, he will often state that, after all, he is com-
fortable and quite satisfied. The listless, apathetic atti-
tude towards affairs is only too apparent if the patient
is kept under observation for any length of time. The
power of recollection is usually impaired, particularly
for recent events. When questioned concerning events
occurring within the last few months, the patient has a
very incomplete notion concerning them, unless they
have occurred at a lucid interval or been particularly
impressed upon him. About morc remote events, how-
ever, such as childhood happenings, he is quite certain
and definite. 'This failure in the power of recollection
for recent events depends to a great extent on the
desultory manner in which the patient appreciates events
occurring around him.

From the inability to fix the attention, which results
in defective registration, there is a lack of retentiveness.
Jung remarks: “ But just such a peculiarity shows what
the nature of the memory is. It is nothing but a passive
registration of events that take place in the nearest sur-
roundings. All that requires an effort of attention
passes by without heed by the patient,”or at most is
registered on a level with the daily visits of the doctors
and dinner.”

The emotional deterioration present is also wvery
characteristic. This probably underlies and is respon-
sible for the lack of interest shown. The expressions of
joy and sorrow manifested are superficial, and of short
duration. In other cases, however, there is a certain
“stolidity.”  Information imparted to them that nor-
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aally would be of great interest is received with striking
indifference. Frequently patients make such statements
as: “It is as though I see things through a veil, a mist,
or ihrough a wall, which separates me from reality.
There is an enormous thickness preventing me from
feeling moral impressions. I would like to try to think
of my little girl, but I cannot. The thought of my child
barely passes through my head, and does not leave any
feeling.”

In addition to this, the intellectual enfeeblement,
indicated by the content of thought and shallowness of
ideas, is readily perceived. Here comes in the import-
ance of having the previous history of the patiegt and
the normal intellectual capacity of the individual well
established. In illustration of this enfeeblement is the
total lack of insight that the patient shows into his own
condition.

The physical symptoms of dementia precox are
multiform, but none are characteristic. ‘The reflexes are
frequently exaggerated, but, beyond this, they show no
feature of importance.

The symptoms so far described occur in all three
forms, but are more typical of the hebephrenic and
catatonic varieties. 'This matter, however, will be more
fully exemplified in the discussion under the different
subdivisions.

Hebephrenia.

The prodromal symptoms of this disease frequently
extend over months, and even years. In this type we
have a chronic, slowly progressive form of dementia,
with few evidences of negativism, stereotypy, motor
excitement, or impulsivity. The mental apathy and
progressive dementia are the prominent symptoms.

If a careful history is obtained of the onset, it is
generally found that the patient has for years shown
definite symptoms of alienation, such as eccentricities of
character. The friends will say that he was seclusive,
jealous, quick-tempered, and often careless as to personal
appearance. At or about puberty these symptoms are
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exaggerated, and the eccentricities of character become
more pronounced. However, it frequently happens that
the precocious dement of this class undergoes rapid
intellectual develonment, but shows capriciousness and
emotional instability. Ile is given tc brooding at times
over subjects that do not interest children of his age,
and is thought by his friends to be singularly unconven-
tional. The seclusiveness is frequently the result of the
vague suspicions the patient entertains. He imagines
people to be talking in an uncomplimentary manner
about him, and that people do not care for his society.
The delusions and hallucinations are usually of this
unpleasant type. In the milder cases the fallacious
sense perceptions are lacking in vividness, but are of a
very grotesque character. Visual hallucinations are
said to be more common in this form than in the others.
There is marked intolerance for alcohol. Intermissions
rarely occur, the patient progressing to chronic demen-
tia. The prognosis is accordingly very poor.

Hebephrenia. Male. Aged 25. W. R. Admitted,
May 11, 1909.

Family History—~Both parents of very neurotic type.
One uncle insane. Alcoholic history negative.

Personal History—Early history somewhat indefin-
ite. Was always regarded as a very self-willed, stubborn
child. Had few companions, and since 14 years of age
has never entered sports or taken active part in things
which naturally interest boys. Patient was somewhat
backward at school. Left school at 16, and subsequently
followed many different occupations, seldom remaining
long in any one place. Read considerably, and regarded
by family as quite a philosopher. Such matters as the
“ divinity of Christ” have caused a great deal of specu-
lation on his part. Has been a persistent onanist.
Several previous attacks.

Mental Status—Patient is well oriented. Attention
is hard to gain. Occasionally patient did not answer at
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all, but lapsed into a brown study, and either repeated
examiner’s questions in a pondering sort of fashion or
would say: “ How is that, doctor?” Spends a great deal
of his time staring into vacancy, with expressionless
features. Emotional reaction is of a very superficial
type. Ie followed a request for a razor to commit sui-
cide by a vacant smile and the remark: “T guess it is
too much of a speculation.”

Delusions are elaborated throughout the examina-
tion, 1. ¢., he believes that a girl across the street, whom
he does not know personally, was married to him men-
tally, and is determined to have an actual marriage in
order that her good name shall not suffer. Auditory
hallucinations apparent when he states that he frequently
hears her talking.

His comprehension of situation, apart from delusions
spoken of, appears to be fairly good. though he says
himself that his mind feels at a complete standstill.

Physical Examination.—Negative.

Note—-January 2, 1910: Patient is very quiet, loung-
ing about the ward most of his time. Is very forgetful.
‘When asked to assist with any work will walk up and
down a few times, then stand still until request is
repeated. There is seemingly a gradual increasing
mental reduction.

Catatonia.

This form is characterized by cyclic alternating
periods of depression and excitement, with motor dis-
turbances, stupor, and confusion. The relative promin-
ence of these symptoms varies considerably. Hysterical
attacks, with epileptiform convulsions, are common.

In catatonic stupor the principal symptoms are
stupor, negativism, and excessive muscular tension.
The negativism is manifested in various ways. ‘The
patient refuses to eat, pays no attention to the calls of
nature, and every request is met by a response that
diametrically opposes to the desired act. Attempts to
move his limbs meet marked resistance.
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In other cases quite the reverse of this picture is
seen. There is a condition of marked flexibility. The
limbs may be placed in any position without resistance,
and will be maintained there indefinitely, “ flexibilitas
cerea.” Moreover, pain stimuli are not met by any
response, 1.e., the conjunctiva may be touched without
reaction.

In the stage of catatonic excitement there is an
increased psychomotor discharge. The patiert is noisy,
talkative, and active, but the actions are not consistently
directed to an end. Impulsivity is a prominent symptom,
and attempts at violence are usually the results of this
feature. Quick and intense likes and dislikes occur with
rapid changes from one to another, This illustrates the
emotional instability which is characteristic of the
excited periods. Verbigeration, or the constant repeti-
tion of the same usually senseless phrases, occurs in the
later stages of the disease. Mannerisms are very com-
mon.

Catatonia. Female. Aged 18. Admitted, February
16, 1909.

Family History. — Father pronounced alcoholic.
Mother of very nervous temperament. History of alco-
holism in maternal antecedents.

Personal History—Patient was a bright, strong,
healthy child. Progressed at school exceptionally well,
nearly always heading her class. Attended collegiate
two years, but latterly failed in all departments of her
work.,

After leaving school took situation as a nurse girl,
but was found to naglect her work. Required to be told
what to do over and over again, and was found to be so
much trouble that she was discharged. Then accepted
two or three positions of a similar character, with a like
result.

Patient then attended a business college, but did not
get along at all well. Teachers stated that she seemed
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capable, but never seemed ablc to apply herself or con-
centrate her attention. Then took up elocution and
music, but only for a short time. This flying from one
thing to ancther, accomplishing nothing, was very char-
acteristic at that time.

In 1907 a change in patient’s disposition was first
noticed, Mother states she would sit, quietly gazing
into space, seeing nothing, and seemingly thinking of
nothing. This was in great contradistinction to her
usual manner, which was exceptionally bright and
active. In 1908 this change was more marked. Patient
developed grandiose ideas, believing she was superior
to most people. Would fabricate in the most fanciful
manner. Judgment greatly impaired. Became careless
of her personal appearance, whereas formerly she was
very neat.

Definjte onset was very acute. In the evening of
February 14, 1909, suddenly grew hysterical. Physician
called and hypnotic given. Following day quieter.
Patient, on seeing her mother, exclaimed: “Oh, mother!
this will be so hard for you! God wants me while I am
good, but the devil wants to keep me until I am bad.”
She explained this by saying that someone had given
her a hypnotic, and had sexual intercoursc with her;
that she was now pregnant, and God wanted her before
the baby came. This was followed by a stage of depres-
sion, which lasted until May, 1909. She was at first very
negativistic, refusing to eat or speak. Later showed
marked suggestibility, a condition of flexihilitas cerea
occurring, which lasted two or three weeks. During the
whole of this time patient was very dull and confused.
Was constantly afraid of being turned into some animal.
Responded to simple requests, but slowly, as if after
labored thinking. Patient’s whole reaction was childish
in the extreme.

In June became much brightsr, conversed freely
about her past life, and took an active interest in her
surroundings. ‘This was followed by a peviod of pro-
nounced excitement, which lasted until December, 1909.
During this time suffered many hysterical attacks, par-



DEMENTIA PRECOX. 15

ticularly at the beginning. All interest in work dimin-
ished, until it was given up entirely. Patient begame
talkative, noisy, and violent.

Mental Status—COrientation is well preserved in all
three spheres. Patient shows no insight into her own
condition. The-e is a marked intellectual and emotional
deterioration, with considerable euphoria. Patient at
present shows a gradual increasing mental reduction, but
is bright and industrious.

Paranoid Form.—Delusions of persecution, which are
not well systematize(, occurring in conjunction with
marked intellectual impairment, are the diagnostic fea-
tures of this form.

The delusional system is loosely organized, and con-
sequently the stories told by the patient are iilogical and
lack continuity. Grandiose ideas are common. The
dement believes Limself to be a king, and {frequently
attributes his persecutions to envy. Audifory and visual
hallucinations, the former predomii +ting, exist in almost
all cases. The patient complained that he is chased by
devils, that people are talking abont murdering him, etc.
Not infrequently hypochondriacal symptoms are present.
The patient, when asked why he does not work, explains
that he is unable, that his heart is displaced, that he has
no stormach, and cannot digest his food.

In the early stages catatonic symptoms frequently
occur, such as excitement, rigidity, negativisra, etc. The
patients are often excessively capricious, full of fads,
crotchety, inconsistent and irritable. Dementia, how-
ever, is very slow in coming, and it is found that after a
time they get more or less accustomed to their delusions,
and consequently more settled.

The following case well illustrates the mental symp-
toms of a case of paranoid dementia praecox:

Admitted to hospital, December 15, 1896. Male,
aged 34, single.

Family History.—~Mother nervous. Rest of family
history negative.
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Personal History—Early history of patient somewhat
inlefinite, Although said to have been unusually bright
at school and college, and always ranking well in his
favorite studies, he showed no aptitude for others.
Was a close and hard-working student. Manner diffi-
dent, disposition retiring. While abroad in 1892 he
broke down from overwork, and was in a hospital for
some time, undergoing treatment. Was brought home
in 1894. While living at home he worked for some
time in a desultory way, was very reticent, sccluded
himself from others, was inclined to take violent dislikes
towards members of his family, but was never violent,
became suspicious of his friends without cause, and
refused to be controlled. Came to the hospital willingly
when told he had been committed. Upon admission he
was quiet and reticent, answered questions in mono-
syllables, but quite coherently, and said he would remain
quietly here,

Physical condition. — Spare in flesh. Movements
nervous and awkward, head ill-shapen, forchead flat.
Complained of dyspepsia of the intestinal type. Remain-
ed in hospital until January 10, 18906, when he was dis-
charged, and left for home. During stay at home he
was diffident and seclusive, ate and slept fairly well,
improved somewhat in weight and strength. Several
attempts were made to employ him, but he showed no
power of attention.

Re-admitted December 15, 1896. Condition about the
same as when in hospital, except that he had gained
somewhat in flesh and strength. During 189y his general
condition remained about the same. Returned to the
hospital, and was allowed to go home for a day or two
at a time. Expressed the delusion that a battery was
being worked on him. Once he left the dinner-table
suddenly, tipping over his chair in doing so. When
asked why he had done so, he said that a galvanic bat-
tery had been applied to him, and that the doctors knew
all about it. Occasionally was somewhat agitated and
markedly discontented, and often asked to be allowed to
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go home. At other times would sit for long periods,
staring vacauntly into space. Ate and slept well. Would
read newspapers and medical journals to some cxtent,
but gradually lost interest. At one time helped with
the urinary analyses in the laboratory, but was erratic
in the work and not to be depended upon. During 1898
kept a great deal to his room, came Jate to meals, was
easily disturbed by the noises in the adjoining room,
moved away from people L :cause he thought “ they
wish to say things they do not want me to hear.”
Swore considerably, sometimes at the doctor. Always
late in going out for exercise, irritable, seldom smoked.
He thought the nurses were trained to keep food away
from him. Tiptoed around in a suspicious manner;
thought he heard noises coming from the regi:ters and
these frightened him. Complained of chirping of birds
and kept his window closed. Was apt to wander from
the walking-party “ to look for bones of dead animals.”
One day he became impulsive, and without provoca-
tion threw a cup at a nurse. Very slow in dressing.
Would pick up his collar and shirt and blow them off
as if trying to get them clean.

In 1901 he exhibited the iollowing peculiarities:
Excessive washing of hands. Would bathe from one
to two hours. Fis manner and position were decidedly
awkward. Would not look at observer straight in the
eye, simply glanced at him and then immediately 10oked
away as if embarrassed. Replied to questions put to
him in as few words as possible. Did not voluntecr
any information. Objected to examinaticn on the
grounds that this procedure, as conducted by the doc-
tors, was unfair and that the information thus obtained
might be used to identifv him if he escaped. He_said
the doctors maligned him and made fun of his gait
and other peculiarities. Very suspicious and thought
that people were trying to injure him and accounted in
this way for his confinement in the institution.

Physical  Examination—No defect in speech.

Thorax shows nothing remarkedly abnormal. Reflexes
3
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slightly exaggerated. Memory for past events accu-
rate and correct. Mental reactions quick. Patient has
an exaggerated sense of modesty. Orientation normal.
Has a number of auditory delusions.

December, 1903. The mental reduction is gradu-
ally becoming more pronounced.

Prognosis~—The hebephrenic form is distinctive in
that it leads slowly but progressively to complete de-
mentia. Consequently the outlook is almost hopeless.

The paranoid form is the slowest in evolution and
runs the most chronic course, but these patients do not
get well.

The prognosis in catatonic cases is by far the best
as it is in this form that remissions, which may last for
years, especially occur.

Kreapelin sta:es that § per cent. of hebephrenics and
13 per cent. of catatonics make practical recoveries. Ie
probably means by these estimates patients in whose
future life nothing abnormal would be noticed.

Other observers stawe that 35 to 40 per cent. make
partial recoveries, but many of these cases relapse.

SCME ASPECTS OF THE SERUM DIAGNOSIS
OF SYPHILIS.*

By J. G. FirzceraLp, M.B,,

Lecturer in Bacteriology, University of Toronto; late Path.
ologist-Clinical Director, Toronto Hospital
for the Insane,

Since the appearance of the original communication
of Wassermann, Neisser, and Briick (1) announcing a
new method of syphilis diagnosis the medical literature
both in Europe and in America has been literally flooded
with papers dealing with this subject, and it is highly

*Read t;efore the Section in Pathology of the Buffalo Acad-
emy of Medicine, November 1§, 1909, Published in The New
York Aledical Journal, January 29, 1910. P. 221,
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probable that no other single topic has rceeived so much
consideration from <o many workers in the various
fields of medicine, and a very great deal of this work has
been of the most careful and painstaking character.
While the subject is a relatively narrow one the signifi-
cance of a luetic infection is such that every aspect of the
question of serum diagnosis has been subjected to the
most careful scrutiny and has been investigated {from both
the clinical and experimental points of view, and now,
after over three years, certain facts have been definitely
determined. With these facts I purpose dealing in a
general way to-night, confining myself first to a general
outline of various methods with a critical analysis of
each, and subsequently with a presentation of results
obtained by the use of the beiter known methods.

First of all n is necessary to know that the serum
diagnosis of syphilis has been attempted in threc gen-
eral ways: Firstly, by certain so called “specific” methods;
secondly, by methods which while not strictly speaking
specific are in a sense analogous to the “specific” reactions,
and finally, the methods which are based simply on the
observation that certain quantitative differences can be
demonstrated in the body fluids when syphilis is or has
been present. I have used the word specific in speaking
of the first general group. It is perhaps as well at the
outset to say, however, that no one of the r.actions to be
described can be regarded as absolutely specific.

While the Wassermann reaction and the modifications
thereof are of the greatest importance and have priority
ir the matter of their appearance as diagnostic methods,
I will postpone a discussion of them until I have dealt
with the methods included in the other two categories.
A brief reference will be made, firstly, to several of the
methods which were introduced in order to simplify the
technique of the original Wassermann reaction and are
included in the second group of reactions already spoken
of. The first and perhaps best known of these methods
is the Porges-Meier (2) precipitin reaction. These inves-
tigators found that when the serum from a luetic patient
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was added to a small amount of an emulsion of lecithin
prepared from the white of an egg, a flocculent pre-
cipitate appears. Unfortunately, the value of this test
is not very great because while a fairly high per-
centage of syphilitic sera will give positive results
many nonsyphilitic sera will also give it, and it has
been found that the serum of advanced cases of tuber-
culosis very frequently give it (von Eisler) (3). This
method was modified by Porges and Salomon (4) who
used Sodium glycocholate, and by Nobl and Arzt (5)
who substituted sodium oleate for lecithin. Neither modi-
fication, however, materially increased the value of the
method for the reason that the test originally nonspecific
remained so, even after being modified as outlined.
Klausner (6) described a simple method which he stated
gave a high percentage of positive results, especially
in carly, active syphilis. The method was exceedingly
simple and consisted in adding distilled water in a large
amount to luetic serum, and a precipitate was present
after the mixture was allowed to stand several hours.
Despite the fact that Klausner included more than forty
per cent. of controls in his list of cases in which the
reaction was tried, in none of these did he get a positive
result. Other authors, however, soon reported positive
results with this method in cases of tuberculosis and
scarlet fever in which syphilis could be excluded. For
this reason then the method of Klausner is but little used.
The reaction described by Fornet and Schereschewsky
(7) and believed by them to be specific has been pretty
conclusively shown not to be, and it need only be briefly
touched upon. It was asserted by these writers that
when equal quantities of luetic serum and serum from a
patient suffering from some parasyphilitic condition
were brought in contact a specific precipitate was brought
down at the line of junction of the two sera. ‘This phe-
nomenon, however, has been shown to occur when known
normal sera are used instead of luetic sera, and one may
safely conclude then that the test is of little value.
Specific agglutinins for the Treponema pallidum are said
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to be present in the serum of individuals suffering from
syphilis, but since considerable difficulty has so far stood in
the way of the artificial cultivation of the treponema; it
seems unlikely that an analogous reaction to the Griiber-
Widal phenomenon would at the present time be of much
value although this has been suggested by Landsteiner
(9) and others. Neisser (10) and Wolff-Eisner (11)
have suggested the use of a cutaneous luetic reaction
analogous to the tuberculin reaction of von Pirquet;
where general infection with syphilis can be determined,
according to these investigators, by a marked local
reaction, indicating an over-sensitiveness which is inter-
preted as meaning infection with the specific micro-
organisms used in bringing about the local reaction.
This being analogous, not only to the tuberculin
cutaneous reaction but also probably to the ocular
typhoid reaction of Chantemesse and Hamburger and
the gonococcus reaction of Irons. The method outlined
by Neisser and Wolff-Eisner, however, has but little prac-
tical application of the scant literature in regard to its
usefulness may be taken as a criterion. Michaelis (12)
reported a method which may simply be mentioned
because it has no value whatever. It consis.ed in mixing
luetic extract and luetic serum, the precipitate which
comes down, however, can be readily obtained also by
using nonluetic serum. In summarizing the value of the
various precipitin tests it may be concluded that they
have but little usefulness and are of but little assistance
in determining whether or not a given patient has syphilis.
Articles by Butler (13), Wieder (14), and others in
America have summed up in a judicious fashion the
exact status of these methods.

To pass on, then, to a review of the methods of diag-
nosticating syphilis by means of an increase in the body
fluids of some of their native constituents; the first of
these then is the method of Noghuci (15), which con-
sists essentially in determining whether or not there is
an increase in the globulin in the blood serum of syphilitic
individuals. The increase in the globulin fraction of the
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serum is shown by a half satuiration of the serum with a
saturated solution of ammonium sulphate. The washed
globulin fraction is dissolved in salt solution and has an
equal quantity of butyric acid (ten per cent. solution)
added. The increase in the globulin fraction is deter-
mined after the mixture has been allowed to stand for:
two hours by marked opalescence, much more pronoun-
ced than in normal sera and by the presence of flocculi.
This raethod has proved to be of some value in the hands
of certain workers. IHowever, owing to its not being
thoroughly satisfactory even as far as a test of this sort,
nonspecific in character can be satisfactory, a modifica-
tion was suggested by Gay (16), of Boston, and the
writer. In this method 0.1 c.c. of the serum is taken
and to this is added 0.9 ¢.c. of normal salt solution and
0.5 ¢. ¢. of a saturated solution of ammonium sulphate.
In some cases of syphilis a precipitate is at once evident
but not always so. In any event the precipitate is then
rapidly thrown down by centrifugalizing, dissolved in
I c.c. of normal salt soiution and an equal amount of ten
per cent. butyric acid added, the mixture then being
heated to boiling and the result read at once. Marked
opalescence with flocculation is regarded as a positive
result. The test is suitable in certain cases, but not suit-
able where differentiation between syphilis and acute in-
fectious discases is necessary, as the euglobulin increase
can also be obtained in such conditions. The test 1s non-
specific and therefore has a limited field of usefulness.
Another test similar to the last two was devised by Nonne
but has no advantages over either of these and has the
same limitations; it indicates : hen positive, an increase
in the protein content of the blood serum. Finally it may
be Lest to include here the Noguchi test which is applic-
able when cerebrospinal fluid is to be tested. Here 0.5
c.c. of clear cerebrospinal fluid free from any trace of
blood is taken, and to it is added 2.5 cc. of
ten per cent. butyric acid, and the mixture heated
to boiling; 0.5 cc. of a normal (four per cent.)
sodium of hyproxide solution is then added and
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the mixtnre again boiled; opalescence at once and
flocculation within a few minutes are indicative of a
positive result.  Not only is a positive result obtained
in syphilis but also in the parasyphilitic conditions,
tabes, and general paralysis; however, the meningitides
also give a positive result, so that here again the limita-
tions in the field of usefulness are obvious. While it
might be advisable to use any of the last group of methods
where laboratory facilities are more or less limited if one
wishes the most satisfactory and the only conclusive
tests it is necessary to resort to either one or other of the
methods next to be described.

The technique of the Wassermann, Neisser, and
Briick procedure was established on the basis of farts
determined by Bordet and Gengou (17) and known
generally as “the reaction of fixation.”  Bordet first
showed that when an animal was treated with a given
microdrganism there developed in the serum of the
animal so treated a specific sensitizer which ad the
property of bringing about the soiution of the micro-
organism when an appropriate mixture was prepared.
He first demonstrated this by showing that the serum of
a rabbit that had been injected with cholera vibrios was
able to cause a dissolution of the vibrios if the serum was
fresh and had not been heated.  If, however, the serum
was heated then no bacteriolysis (Pfeiffer’s phenome-
ncn) occurred unless a fresh, normal serum was added.
Bordet (18} was later able to show thar this same prin-
ciple huld good in the case of red blood corpuscles, and
about the same “ime Gengnu (19) showed that sensitizers
for albuminous substances were also formed in the serum
of animals pronerly treated. These sensitizers are desig-
natid amboceptors by the adherents of the Ehrlich
nowenclature. The next logical step in the work of
Bor. and Gengou was to show that when these sensi-
tizers (antibodies) and the substance used in bringing
about their production, the so-called antigen, were
brought together and mixed with alexin (complement)
this alexin was nixed. And on this principle, the “reaction
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of fixation” mentioned before and here described in
detail are based the Wassermann and Noguchi methods
for the serum diagnosis of syphilis. Soon after the
reaction was described by Bordet and Gengou in 1901,
it was utilized for the diagnosis of various infectious
diseases where the antigen was easily prepared.

It will be obvious that the method would be useful
in determining not only whether an antibody or sensitizer
was present, but also wheti - an antigen existed in a
mixture, provided one knew that the antibody was present
and this would be determined by learning whether or not
the alexin was fixed. TI'or our purpose this evening it
is sufficient to say that if we suspect that a patient has
syphilis we use as antigen, luetic material (or some satis-
factory substitute), and endeavor to find out whether or
not a so-called antibody exists. If alexin is bound or
fixed we conclude that it is. Now in order to learn this
we must use an indicator, and for this purpose an
heemolytic system is used. This consists simply of fresh
washed blood corpuscles and the serum of an animal that
has been immunized against these corpuscles, inactivated
(heated to 56° C. for thirty minutes); if alexin is not
fixed the corpuscles that have been sensitized by the im-
mu-.c serum are hemolyzed by the free alexin. Having
these facts in mind, Wassermann conceived the idea of ap-
plying the principles already enunciated in the diagnosis
of syphilis, and because the antigen could not be obtained
in any other way he utilized a watery extract of syphilitic
feetal liver. e found that this extract when mixed with
the serum of a syphilitic patient and a small amount of
normal guinea pig serum as alexin (complement) the
alexin was fixed so that when subsequently a mixture of
suitably sensitizod sheep’s corpuscles were added they
were not haemclyzed. He therefore concluded that the
blu sd serum of a syphilitic individual contained an anti-
substance to the cause of syphilis, or a so-called fixation
antibody, and the combination of the two is known as
an antibody-antigen reaction, the union being brought
about by means of the alexin. In the original method of



SERUM DIAGNOSIS OF SYPHILIS. 235

Wassermann he used the following ingredients, 0.2 c.c.
of a salt solution emulsion of a luetic feetal liver added
to an equal quantity of inacuvated (heated to 56° C. for
thirty minutes) patient’s serum and o.1 c.c. of the blood
serum of a normal guinea pig. ‘This mixture is incubated
for one hour at 37° C. When I c.c. of a five per cent.
suspension of thoroughly washes sheep’s corpuscles
and two minimal hamolytic doses ¢f a rabbit antisheep
sensitizer made up tn a volume of I :.c. is added. The
mixture is wgain gut in the thermostat for one hour, and
complete exhibition of haemolysis at the end of that time
is to be regarded as a positive result, as fixation of the
alexin is thus shown to have occurred. ‘Wassermann
used various amounts of his antigen and serum that was
being tested; and in each instance hiad a control tube in
which .ither the antigen or antibody was replaced by
salt solution.

For some time no one questioned the explanation of
the reaction advanced by Wassermann that it was a true
antibody antigen reaction. Wassermann h. .« Porges and
Meier (20) investigate various antigenic . “ixtures, and
they found that not only did a watery extrac. of a syphil-
itic liver give fixation, but also that an alcoholic solution
ot normal liver and pure lecithin gave similar results.
Slightly earlier than this Marie and Levaditi (21), and
Michaelis also showed that an extract of a normal liver
would serve as well as the extract of the luetic liver.
Levaditi and Yamanouchi (22), and others also showed
that an alcoholic extract of either a normal or syphilitic
liver would act equally as well as the salt solution emul-
sion proposed by Wassermann. all this evidence threw
doubt on the specific character of the Wassermann re-
action and very considerable discussion has been aroused
as to whether or noi the reaction really is a true anti-
bedy antigen complex.

In order to clear up this question much work has been
done in investigating the nature of the substances con-
cernied in the fixation process. First of all it was thought
that possibly since an antigen antibody reaction was
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present, or at least something analogous to an antibody
antigen reaction, that it would be possible to demonstrate
the presence in the patient’s serum of the specific antigen.
The varicty of substances, however, that were found to
give fixation made this impossible and the chemical
character of the antigen was then investigated, and
Levaditi and Yamanouchi (23) were able to siow that
it was a substance that was soluble in alcohol, the solu-
tion was not changed by heating to 80° C., and it was
found to be a lipoid, present in the luetic liver which
material had been used as an antigen.  This observation
has also been reached by Landsteiner (24), Noguchi
(25), Porges and Meier (26), and others.

While it is known that lecithin will act as antigen,
as has already been mentioned, yet Gross and Volk (27)
were able to show that it was not the lecithin in an
alcoholic extract of the human heart, used as antigen,
that gave fixation, but some other lipoid not unlike
lecithin. Nearly all writers oa this aspect of the subject
have maintained that the antigenic substance is a lipoid.
Weil and Braun (28), however, have pointed out that
when a watery extract of a liver is taken and all the
lipoid extracted (by means of petroleum ether), the
antigenic property still remains. Sachs and Altmann
(29) profess to have shown that scdium oleate can act
as antigen. In the face of all this .mass of conflicting
evidence it is satisfactory to know that the majority
of workers using the Wassermann method prefer the
luetic extract to any of the other substitutes, and various
observers state to be able o get a higher percentage of
positive cases in this way. While much has been doné
the exact nature of the antigen remains unsettled.

In regard to the character of the antibody or substance
in the serum of the syphilitic patient that combines with
the antigen to fix the alexin, the work of Noguchi (30)
on the subject has been the mosi exhaustive and most
conclusive; he was able to show that the active component
of the substance combining with the antigen is contained
in the euglobulin fraction of the serum, can be inactivated



SERUM DIAGNOSIS CF SYPHILIS. 27

by heating for twenty minutes at 76° C., is destroyed by
acid and alkalies and by the combined action of Eosin
(a photodynamic substance) and sunhight. e also
showed that the serum remains active for one year, and
these observations have Dbeen confirmed by various
observers.

Regarding the exact nature of the phenomenon, then,
Wassermann maintains that it is caused by the alexin
being fixed by specific substances in the luetic scrum
(produced as a result of the infection) combining with
a lipoid suhstance in the antigen. This practically reduces
it to a specific antibody antigen reaction. TFrom this
extreme view of Wassermann on the one hand, opinions
range all the way to the exactly contrary opinion of
Elias Neubauer, Porges and Salomon (31), and others,
who hold that the reaction is nothing more than an inter-
action between certain colloids. This view, however,
has not been finally accepted. In a recent article Flash-
man and Butler (32), after going over the ground in
an extremely careful and judicial fashion, conclude that
“the reaction in the infection would thus seem to be
placed in the same category with the alexin fixation
which occurs with all antigen antibody reactions, and
it seems necessary under this supposition to consider
that certain substances of a highly organized nature
produce the antibodies whose presence is indicated by
alexin fixation,” and later say: “It would seem that the
minds of many observers have been so diverted by the
discovery of the possible explanation of the Wassermann
reaction by the interaction of known chemical substances
that their attention has in some degree been drawn irom
the biological aspects of the test. All antigen antibody
reactions are probably ultimately chemical in their nature,
and sooner or later the nature of the substances which
act as antigens in infection, whether contained in the
body substance of a microdrganism or formed by its
influence, and of the other reacting substances, the anti-
bodies, will be more or less exactly determined.”

Having thus considered the theoretical aspects of the
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reaction I will outline very briefly the method of making
the Wassermann reaction, which I have followed in a
series of approximately one hundred and forty cases with
exceedingly sa:sfactory results. For antigen I have
used a dried extract of syphilitic feetal liver cxtracted
sion of well wasked sheep's corpuscles and 1 c.c. of
this emulsion in 1 c.c. of normal salt solution being used;
0.2 c.c. of the serum or cerebrospinal fluid to be tested
and 0.1 c.c. of normal guinea pig serum as alexin. This
mixture is put in the thermostat for one hour at 37°
C., then taken out, and 1 c.c. of a five per cent. suspen-
sion of well washed sheep's corpuscles and 1 c.c. of
rabbit antisheep sensitizer in the strength of three minimal
heemolytic doses is added. The tubes are again put in the
thermostat, and read finally at the end of one hour or
when haemolysis is complete in the control tubes.

In a rapid review of the literature I have been able
to find recorded the results in over ten thousand cases
examined by the Wassermann method, and the results
on the whole have been thoroughly satisfactory. A
positive reaction is obtained in a high percentage of
cases of syphilis and not in other conditions, with the
exception of certain of the trypanosome infections and
in some cases of leprosy. Miich and Kichelburg (33)
stated to have obtained positive results in scarlet fever,
and certain other workers assert to have obtained similar
results. Jochmann (34), Meier (35), and Hoehne (36),
on the contrarv, obtained negative recults in scarlet
fever, and after some personal experience I am decidedly
of the opinion that the reaction does not occur in scarlet
lever.

In regard to the results in primary syphilis, from
ninety to one hnndred per ¢ont. of cases give positive
results when the serum is examined, about ninety per
cent. active secondary cases, and from forty to eighty
per cent. of tertiary cases are also positive, the variation
depending upon whether or not the case is active or
latent. In the parasyphilitic diseases, Plaut (37) in an
examination of the blhod in 186 cases of general paralysis
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obtained one hundred per ccat. of positive results, and
with an examination of the cerebrospinal fluid from these
same cases obtained ninety per cent, of positive results. It
is interesting in this connection to note that in syphilitic
nervous diseases the cercbrospinal fluid is positive in only
about ten per cent. of cases This has led recently to a
reiteration by Edel (38) of the dictum of Plaut and
others Keine Paralyse ohne Syphilis. In my own series
of 133 cases I obtained eighty-seven per cent. of positive
results in general paralysis where the cerebrospinal fuid
was exam ned, seventy-five per cent. positive in secondary
syphilis where the serum was examined, seventy-five per
cent. positive with the serum in cases of general paralysis,
and twenty-five per cent. positive in latent tertiary lues.
Several cases of scarlet fever were negative ang no other
noaluetic condition gave a positive result.

The work of Neisser (39) is interesting in connec-
tion with the question of results obtained in a very exten-
sive series of tests done with the blood serum of
artificially inoculated monkeys and apes. He was able to
present a remarkable series of controlled results, that is,
inoculating the animals and observing when the primary
and later lesions appeared He also pointed out certain
other features of interest, and one of these was most
striking: He showed that in a large percentage of cases
a positive result in serum diagnosis could be obtained after
the animals were inoculated but before the primary lesion
appeared, and in such cases excision of the primary lesion,
ater when it appeared, was of course of no wvalue,
sccondary symptoms developing. If, on the other hand,
after artificial inoculation and after the appearance of the
primary lesion a complete excision was done and a nega-
tive result was obtained, when a Wassermann reaction
was made, then the removal of the primary lesion could
be shown to have resulted in a complete cure, secondary
manifestations never developing.

A consideration of the Noguchi modlﬁcatlon of the
Wassermann reaction and the other modifications that
have been nroposed need not be dealt with at any great
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length here. Bauer's inodification consisted simply in
substituting for the rabbit autisheep serum in the
haemolytic system, spoken of before, the normal sensitizers
for sheep’s blood present in the human serum. This is
a very variable factor and cannot be safely relied on.
The modifications of Hecht, Stern, Detre, and T'scherno-
gubow are all open to serious objections and need not
be discussed any further. The Noguchi method. on the
other hand, is being largely used and is warmly advocated
by those who have used it. Fundamentally it differs
from the Wassermann method in substituting for the
rabbit antisheep hwmolytic system, a rabbit antihuman
system, thus obviating any possible source of error due
to the presence of natural sensitizers for sheep’s blood
in human serum. The originator of this method has also
prepared the various factors entering into the reaction
so that they may be kept stable for long periods. It is
possible by this method to use exact amounts of the
various substances.

The wide field of hscfolness of the two methods of
serum diagnosis is constant'y increasing and at the
present time it is used in many clinics abroad not only
for the diagnosis of syphilis primarily but also as a guide
to when treatment might be discontinued or whether it
should be resumed. It might be noted in this connection
that under active mercurial treatment a positive reaction
frequently is changed to a negative one, but again
becomes positive if treatment is discontinued too soon.
The test has also assumed sociological importance and it
is frequently used to <etermine whether or not it is
advisable for an individual who has had syphilis to marry
or whether one who has had syphilis and is married
could be advised in regard to whether or mot it would
be safe to have children. In a recent number of the
Miinchener medizinische Wochenschrift, Staathoff dilates
at considerable length on the wide and varied usefulness
of the Wassermann reaction. He has never obtained a
negative result in active syphilis and in no case in which
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a luetic infection could be definitely excluded has he
obtained a positive result.

Many of the cases quoted in this article are most
enlightening and show how it is possible by means of the
Wassermann reaction to clear up certain cases which the
internist has to deal with in a way that no other method
vet devised has been able to do. The obscurity of so
many conditions often leads to the greatest confusion in
regard to the possibilities, and when the question of
syphilis can be at once settled, as it so frequently may be,
it 1s indeed looked upon with faver. Some German
internists have gone so far as to assert that in every
obscure case where the diagnosis is uncertain a Wasser-
mann reaction should be done. While I am not prepared
to argue the correctness of this view, I do feel that every
medical clinic should have attached the services of
a man familiar with the technique of the Wassermann
reaction. At the present time it is distinctly a dagnos-
tic method that should only be done by those who have
had some training in immunity, are familiar with the
fundamental phenomena in this field of research, and
capable of checking up the results obtained. Like all
other laboratory ruethods, those of value in the serum
diagnosis of syphilis are most useful when done in close
connection with the clinical work and when the clinical
facts have been most adequately determined. No other
diagnostic method of recent times has met with such
general approval after several years of trial and scrutiny,
and the interpretation of the phenomenon, not the method
or the results, have led to the controversies that have
been waged. And while the last word has not been said,
the reaction has an assured place in the list of diagnostic
aids.
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I.—Iutroduction.

As the result of a number of observations, some of
which will presently be related, I have been led to re-open
the problem of allochiria, one that has attracted little or
no interest for many years past. In a previous paper
(29) the clinical aspects of the problem were considered
in detail, and perhaps the most satisfactory way of recall-
ing the new standpoint there adopted would be to quote a

. Publisllgd in The Review of Neurology and Psychiatry, Aug.

and Sept. 1909. A translation of this paper appcared in the
Journal fiir Psychologie und Neurclogie Bd. XV, Heft 4 5.
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selection of the conclusions that sumuaarised the paper.

“ Under the name of allochiria two fundamentally
different conditions have hitherto been confused. A
patient’s mistake in determining the side of a stimulus
may be:—(1) Part of a general defect in localisation—
allozsthesia ; or (2) a specific defect independent of any
error in localisation—dyschiria. The name allochiria has
further been incorrectly applied—as in the terms electro-
motor and reflex allochiria—to symptoms which are in
no way related to either of these conditions.

“ Dyschiria may be defined as a state in which there
is constantly either ignorance or error in the patient’s
mind as to the side of given stimuli, quite independently
of any defect in sensorial acuity or in the power of
localisation. This corresponds closely witli the definition
of allochiria given by Obersteiner, though he did not
distinguish the condition from allowesthesia.

“There are three stages of Dyschiria: achiria, in
which the patient has no knowledge as to the side of the
stimulus; allochiria, in which he refers the stimulus to
the corresponding point on the opposite side; and syu-
chiria, in which he refers it tu both sides; there are three
sub-varieties of the latter.

“All writers subsequent to Obersteiner have ab-
stracted one feature from his definition, namely, the
reference of the stimulus to the opposite side, and have
used it to define allochiria. It is suggested that the term
allochiria be ahways used in this its current sense, with
the important proviso, however, insisted on by Ober-
steiner, that the symptom is independent of any defect
in sensorial acuity or in the power of localisation. The
significance of this proviso has been entirely overlooked
hitherto, and even Obersteiner did not recognise that a
direct corollary of it is the separation of the allozsthesic
from the allochiric error.

“ There are seven precise clinical features that enable
a differential diagnosis between allozsthesia and allo-
chiria to be made with certainty.

“ Dyschiric manifestations may be general in distri-
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bution, or may relate only to certain segments of the
body. There are characteristic introspective, motor and
sensory manifestations of each member of the group.
The last-mentioned may occur in connection with all
varieties of stimuli or with only some. The motor allo-
chiria has been unnecessarily termed “ allokinesia.” Sen-
sation resulting from stimulation of a dyschiric part has
six peculiar attributes, which I have grouped under the
designation phrictopathic.”

The first part of the present paper is a condensed
account of a clinical study of two cases of dyschiria, and
serves to afford both confirmatory evidence in support of
the position taken up in the previous paper, together with
an amplification of the description of dyschiria there
given, and a material basis of fact from which the prob-
lems of pathology can be investigated. The latter part,
dealing with its pathology of dyschiria, has been divided
into two, as it was thought advantageous that considera-
tion of the problems concerning the essential nature of
the varieties of dyschiria should precede discussion of the
pathogenesis or mode of origin of them. Throughout an
attempt has been made to simplify the problems at issue
and to deal with only the more elementary of them. I
hope later to publish an account of some further experi-
mental observations, together with a discussion of some
of the more recondite aspects of the subject. The con-
clusions offered at the end of the present paper are there-
fore to be regarded as only the necessary preliminaries
to a more exhaustive consideration of the problems con-
cerned.

II.—Study of Two Cases of Dyschiria.
Case A.—Hysteria. Unilateral Dyschiria.

I am indebted to Dr. Rose Bradford for the oppor-
tunity of investigating this case, and for permission to
publish an account of it. The patient was a man of 3I.
He was suffering from severe hysteria that followed on
a railway accident he had met with six vears previously.
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He had, amongst other hysterical symptoms, complete bi-
lateral amaaros:s and ageusia, profound retro-anterograde
systematised amnesia and recurring ‘‘ Dimmerzustande,”
accompanied by very severe pain in the head. One aspect
of his sensorial state has already been described elsewhere
(26), and the present account will be confined to the
dyschiric manifestations.

At the outset it should be stated that the case was an
instance of that very rare condition, pure hysteria. The
patient’s freedom from neurasthenia complications was
very striking, and his courageous endurance and clear-
sighted intelligence were invaluable aids in the siudy of
the symptoms, for they rendered possible an introspective
analysis that elucidated problems otherwise difficult or
impossible of solution.

During two years of trcaiment, which ended in re-
covery, the symptoms now ir question passed through
various stages, and it will conduce to clearness if we
divide these two into four: Ansesthesia, achiria, allochiria
and synchiria respectively. They will be described in
this order, which represents the relative degree of the
disaggregation present, and in each the sensory, motor
and introspective features will be considered separately.

First Stage—Hemianesthzsia.

(a) Sensory: There was anzsthesia of the right halt
of the body, implicating all the accessible mucous mem-
branes, and everywhere sharply marked off by the
middle line.  The anwesthesia was complete; tactile,
painful, electrical and thermal stimuli, all .equally
failed to elicit any response. Catalepsy could always be
easily induced on this side. Sensibility on the left side
was quite normal.

(0) Motor: The left side was quite normal also in
this respect. On being asked to carry cut any move-
ment on the right side, however, the patient failed to
comprehend the order, merely feeling vaguely that he was
being asked to do something out of his power ; the reason
for this will be made clearer when we consider the intro-
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spective aspect. He further had an intuition that his
failure made him look foolish because it was something
simple that was being asked of him, something which
other men could do easily.

Tn spite of this fact, certain habitual and automatic
movements were often carried out by the right hand, so
that the defect was limited to conscious processes. Fur-
ther, if he was first asked to perform a simple movement
with the left hand and ther the request made “ Now do
the same with the other nand,” the word “right” not
being used, he would make strenuous attempts to carry
out the request; even then. however, he usually failed to
do more than move the right hand a few inches, although
intense effort was visibly being employed.

When asked to touch with the left hand 2 point on
the right side of the body, he had the very greatest diffi-
culty in doing it. Under no circurastances could he be
got to touch any point on the right side with the right
hand, and one could get him to touch with this hand
points on the left side only by the device of not using
the word “ right,” but by saying “ Now the other hand ”
just after he had used the left; even then it was exceed-
ingly difficult.

(¢) Introspective: The most striking feature in this
respect was that the patieut not only could feel nothing
with the right side, but he could feel nothing of the right
side; in other words, so far as feeling went, he had no
right side to his body. This loss was so complete that
the patient’s mental attitude on the subject must be
described in some detail.

(1) Right-Sidedness: He was of course aware
that, like other men, he had two pairs of limbs and
two sides to his body, but this knowledge was
barren, abstract and devoid of meaning; as a matter
of direct feeling a man was for him a one-sided
creature, and it was only by constantly reminding
himself that he could remember the contrary. The
absence of meaning from the knowledge was more
complete in the case of his own body, so that he
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looked upon himself as something apart, as one
differing from other men in having only one side;
at the same time he had no clear idea as to wherein,
this difference !z2y, nor could he imagine what it
voould feel like to have two sides, or what advantage
could be derived therefrom.

(2) Left-Sidedness: He looked upon his left side
not as being a whole, as might have been expected
from the foregoing, but definitely as being a half of
something, the other half of which was missing.
In fact, he felt an abrupt cleft in the middle iine, at
which his body seemed suddenly to stop. Further,
he was clear that this half that remained was a
left half, though he could not express the meaning of
leftness because of his ignorance of its complement.
When asked “What is meant by left-sided,” he
wouliu indicate his left side and say “something on
this side.” whereas, when asked “ What is meant by
right-sided ?” he invariably replied “I don’t know.”
He therefore regarded the question of restoration
of feeling in the other half of his body as probably
meaning the addition of another left half, though he
had a vague suspicion that it might mean the
addition of something differing from his present
left half in some undefined way that he could uot
understand.

(3) Right-Handedness: He had no conception of
what right-handedness meant, or in what way it
differed from left-handedness.  Consequently he
had no idea of the functions that are specifically
right-handed, for, being originally a right-handed
man, he lost all knowledge of these with the loss of
his right side. He avoided all conversation in
which the subject occurred, for whenever his
infirmity became evident he experienced great
annoyance. Thus, if he was asked by a comrade
whether a given nut or screw was a right-handed
or left-handed one he would get out of the difficulty
by offering to help with the task going forward.
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(4) Left-Handedness: Here again he seemed to
retain some conception of the meaning of this term.
He realised that a left-handed person was somehow
anomalous, that he was at a disadvantage in the use
of tools, and that left-handedness was generally an
impediment. This he felt as an intuition; he could
in no way explain its significance or give any further
description of the term.

Summary of Anesthetic Stage.—

1. Complete and total anc sthesia on the right half of
the body.

2. Complete amnesia for the feelings of right-sided-
ness and right-handedness, and for the meaning of these
terms.

Transition from Anesthetic to Achiric Stage.—The
essential feature of this transition was the recovery of
the sensorial acuity of the right half of the body. This
was gradual, and came about in the following way. The
first sign of recovering sensibility was an intensely severe
pain at a localised spot on the right side of
the head, as it later transpired, that had been
struck during the accident, which occurred on the
application of a strong faradic current to the right foot.
In Bosc’s case of allochiria (1) the same phenomenon
was noticed. Subsequent stimuli always caused this pain
in the head, though it was not so severe as at first. Then,
in addition to the head-pain, came an intensely disagree-
able “ shuddering ” sensation. He could not say where
he felt this; it secemed to be in space at some indefinable
distance from his real body; it was foreign, strange and
essentially not part of himself. The various normal attri-
butes of sensation, nature, quality, position, etc., only
gradually appeared. The sensibility passed through all
stages of acuity before reaching the normal; thus sensa-
tion was elicited at first only with strong stimuli, later
with weak ones also.

A oA
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Seccond Stage, Achiria,—

(ay Sensory: After the transitional stage was
passed through and achiria definitely developed, the sen-
sorial acuity was absolutely normal. I wish to emphasise
this fact, for it has a decisive importance in connection
with the theory of the condition. There was no hypo-
esthesia to the most delicate tests, and every attribute
of a stimulus could be accurately determined except the
one pomt of its sideness. The patient could localise a
stimulus applied on the right side precisely as well as one
appliec¢ on the normal left side, but he had not the least
idea as to which side it was on; ther: was no feeling
of sidedness attached to it. It obviously was not
on the left side, the f{feeling of which he knew.
It could not be on any other side, for he knew
of no other side; the expression “right side” conveyed
no meaning to his mind and aroused no feeling of a side
at all. This state of affairs applied to all kinds of stimuli
equally. The patient could thus distinguish the precise
nature of stimul. applied to the right side, their quality,
temperature, exact locality, etc., as well as a normal indi-
vidual, but he had no notion whatever of their side.

Any sensation evoked by right-sided stimuli had the
following six pecu'iar features, which I have grouped
under the designation “ Phrictopathic” (27). ‘These
were present in every stagee of dyschiria, but as they were
most marked in the achiric stage I shall briefly mention
them here as they then appeared:

(1) Abnormal persistence. A momentary stimulus
evoked, instead of a momentary sensation, one that lasted
in unabated intensity for 50-60 seconds.

(2) Delay of conscious reaction-time. An interval
of between four and six seconds elapsed before tl * sen-
sation was consciously appreciated. This delay has been
noted in cases of allochiria by Bosc (2), Janet (17) and
others.

(3) Non-perception when a more normal sensation is
present. The sensation was altogether prevented from
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being appreciated if a stimulus was at the same time
applied to any part of the normal left side, so that if the
patient was touched on both sides at the same time he
felt only onc sensation, the normal one on the left side.
TFurther, if any part of the left side was touched while
the patient was still feeling the unduly persisting sensa-
tion that followed a touch on the right side, this abnormal
sensation instantly ceased I am not aware that any
similar observation has been previously described.

(4) Tendency to immediate motor response.  The
stimulus was followed by an instantancous and irresistible
start on the part of the patient.

(5) Disagreeable quality. This is the most striking
of all the attributes. The quality was not one of pure
pain, though it was always cxceedingly unpleasant. The
sensation radiated widely, often along the whole length
of his body. When most marked it would be described
only as a hurrible shuddering, the objective manifesta-
tions of which it was painful to witness. In Janet’s case
of achiria, where the feature was only slightly marked,
he describes it as “ une sensation vague de quelque chose
de génant . . . ce n'est pas une douleur proprement
dite” (15).

(6) Impairment of the sense of personal ownership
of the part. This has been described above; in .ne
achiric stage the feeling of personal ownership of the
part stimulated was practically absent.

(b) Motor: The only difference in this respect be-
tween the first and second stages was that in the latter
the patient could be got, by the indirect means mentioned
above, to exercise rather more power wich the right side.

(¢) Introspective: The introspective actituce toward
a part being stimulated has been referred to above, and
the peculiar foreignness of the sensation pointed out.

Spontaneous introspection, i.e., not during stimula-
tion, showed only one change from the first stage, to
wit; transition from the anesthetic to the achiric stage
was accompanied by a peculiar feeling as though the left
side were being powerfully drawn in towards the middle
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line. This became almost compicte when achiria was
reached, so that the left side, and therefore the whole
body, felt as though it were situate in one plane, the
middle line of the body. The abducted left arm felt no
further from the middle line than the shoulder; thus the
patient seemed to himself in this stage to occupy two
dimensions instead of three. ‘Lhe feeling was accom-
panied by a state of great misery, which the patient
described as “ feeling shrunken, decrepit, good for noth-
ing.”

Summary of Achiric Stage:

(1) Complete amnesia for the right side, except
when it was being stimulated.

(2) Complete amnesia for the fecelings of right-sided-
ness, dextrality* and right-handedness under all circum-
stances.

(3) Sensorial acuity absolutely normal on right side,
but presence of the six phrictopathic features to a marked
degree; impersonal feeling in part stimulated.

(4) Loss of feeling of lateral extension on the other-
wise normal side.t

© Third Stage, Allecliria:

The motor and introspective aspects of allo-
chiria have an important bearing on the theory
of the condition, and, as they have been largely
overlooked hitherto, I shall describe them in some detail.

(a) Sensory: As in the achiric stage, the sensory
acuity on the right side was absolutely normal in all
respects. Similarly all sensations arising from stimult
applied to this side were accompanied by the six phric-
topathic features mentioned above, though these were less
marked in this stage; for instance, the delay in reaction-
time was three seconds, the abnormal persistence reached
" *TThis ter1® is used to Indlcate the superior capacity that
usually the right shews over the left.

t This symptom has ounly an indirect relation to dyschiria.
and so the pathogenesis of it will not be dscussed in this paper.
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to 35 seconds, and the diffuse shudder was only very dis-
agrecable, no longer horrible.

In striking contrast to the achiric stage, however, the
sensations now evoked by right-sided stimulation were
accompanied by a definite fecling of sidedness, but this
was left-sidedness. In other words, all stimuli applied to
the right side were invariably referred to the left. This
was done with an air of the most absolute conviction, so
that tlie patient felt no more certain that a stimulus was
on the left side when it really was applied on this side
than he did when it was applied on the right. Other dis-
tinctions, however, between the two sets of stimuli will be
described in connection with the introspective aspzcts.

Three further remarks must be made in the present
connection. The transference applied cqually to all kinds
of stimuli. tactile, thermal, electric or painful; it was thus
general, and did not shew the selectivity sometimes met
with in allochiria. It was absolutely invariable : not some
or most stimuli were referred to the left, but all without
exception. Lastly, the place on the opposite side to which
they were referred corresponded precisely with the sym-
metrical point touched, so that, apart from the error in
side, the patient localised a touch applied to the right side
exactly as well as one applied to the left.

(b) Motor: When the paticnt was asked to make a
simple movement on the right side he did not, as in the
achiric stage, merely fail to understand the request, but
he promptly carried it out, on the left side. This was
done invariably, and with no trace of doubt as to the cor-
rectness of the performance.

The question of right-sidedness, as well as several
more complex questions concerning the motor functions,
will be considered in relation to the introspective aspect.
Two points only will be dealt with here.

In the first place it is clear that dextral functions*
were transferred to the left hand under certain circum-
stances. 'This may be illustrated by considering a speci-

» ¥unctions for whick one hand, usually the right, manifests

superlority. & have recently published a paper (36) dealing with
the nomenclature of tnis subject.
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fically dextral act, such as that of winding a watch or
using a screwdriver. If a patient was asked to insert a
screw with his right hand he would take the screwdriver
with his left and use it quite dexterously and naturally.
If, on the contrary, he was asked to do so with the left
hand, he would again take the tool with this hand, but
would now be practically unable to use it, merely fum-
bling with it in the clumsicst way. If one simply put the
screwdriver into the right hand it was not used, not
because the hand seemed specially clumsy, but be-
cause the patient did not seem to know how to use
it; if one put the tool into the left hand he used it quite
dextrally if he thought he was engaged with the right
hand, but not if he thought he was engaged with the
left. It was astonishing to witness the change that tcok
place if, while he was in the act of confidently using the
tool in a dextral manner with the left hand, one suddenly
said, * Now use it with the left hand ”; under these cir-
cumstances he would become puzzled, drop the tool, and
pick it up again with a hand that was anatomically the
same as before, but functionally an entirely different
membet. In other words, the left hand was used either
right-handedly or left-handedly, according to whether the
patient felt he was using the right or left hand respec-
tively.

In the second place, this transference of dextral func-
tions to the left side concerned, like all dyschiric manifes-
tations, only conscious processes. For habitual move-
ments subconsciously and automatically performed in
daily life the patient would use the right hand normally,
unless some difficulty or other element directed his con-
scious attention to the act when the above mechanism
appeared. This might happen during the performance
of an individual act. In the instance just taken, the
patient, if he were left to himself, might automatically
use the screwdriver with the right hand until the last
threads of the screw were reached, when he would change
over to the left, under the impression that he was using
the same hand throughout.
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(¢) Introspective:

The left side now again felt quite normal, the feeling
of lateral extension having returned.

As in the previous stages, the patient declared that
he had no right side to his body. the word * right side ”
conveyed no meaning to him. It would scem a natural
inference that a left side being present but no right, therc-
fore, as before, only one side was present. This was
how the patient himself expressed it, and it was some
little time before I discovered that this apparently obvious
conclusion was incorrect. Introspective analysis, towards
which he showed great aversion, as will presently be
described, demonstrated the following state of affairs.
It was true that he could feel no right side and that all
he could feel was on the left, but i. was not true that he
could fecl only one side. He could feel two, both on the
left. 'We next ask what was the difference between these
two left sides and how they were to be distinguished from
each other? Light is thrown on this question by con-
sidering the change that had occurred in relation to cer-
tain semi-voluntary actions. If the patient was directly
asked in the former stage whether he could use various
right-handed implements, such as a hammer, screw-
driver, etc., he was only puzzled, for, although in fact he
could in an automatic manner use them with his right
hand, he did not seem to know that he could, and usually
had, amnesia for the various occasions on which he had
done so. On the contrary in the present stage if he
was asked a similar question he promptly replied in the
affirmative and said that he couid certainly use them—
with the left hand. In fact, however, he still used them
with the right hand.  Therefore the transition to the
present stage seemed to him to signify an accession of
further capacity, for whereas formerly he could, so he
thought, do only left-handed things, he could now also do
things that were not left-handed, though he did not
specifically recognise that these were right-handed. Later
on, when he recovered completely from his allochiric con-
dition and recognised that these right-handed things were
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being done by the right hand—-as habitually they really
had been all along—he translated this fact as a loss of
the extraordinary power that the left hand had been
enjoving.  This subsequent interpreiation thus ran as
follows: Ide had lost the use and feeling of his right side,
and gradually his left side learnt to be able to do things
it had previously been unable to do; with the recovery
of his right side, his left lost this increased capacity.
Wher, however, I demonstrated to him that he was totally
unable to use a screwdriver with the same left hand that,
according tr, him, had recently been so expert in such
matters, he was considerably puzzled, for, of course, he
knew that when a left hand replaced an injured right hand
and learnt its work, it generally retained this acquired
capacity, at all events for a long time. e had previously
encountered difficulties in the way of his explanation, and
these had caused him such intellectual bewilderment that
he had striven, ultimately with counsiderable success, to
ignore them. The most important «f these difficulties
was that he could really distinguish in: feeling that he had
two separate “sides,” both of whichk, however, were on
the left. There was, first of all, the true left side, which
could perform only left-handed or ambidextral actions,
and which felt to him alive, real and natural. Then there
was a ghostly other side, which was also equally beyond
doubt situate on the left and superimposable on the
former side, but which could do many things that were
impossible to the left, and which felt to him dead, unreal,
strange, foreign and as if it did not belong to him; it was
not part of his real self, and actions carried out by it
seemed really to be done by something else or somsbody
other than himself. The latter he called the “ clever”
or “dead” side. As is comprehensible enough, the
effort to grasp this extraordinary state of affairs was one
that would have embarrasscd the keenest thinker, and we
can sympathise with the tenacity with which the patient
clung to the simple explanation given above, to wit, that
he still had only one side. In doing this he was greatly
aided by the intense conviction that everything he felt
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was really on the left, for the two sides had this in com-
mon, that they gave rise to the feeling of leftness with an
equal degree of certitude. It is interesting to note that
in spite of this equally plain fecling of leftness in the two
sides and the strong incentive there was to submerge and
ignore the differences between them, the patient never
succeeded in making them feel completely identical, and,
much to his discomfort, could not escape the fact that
they were fundamentally two.

He shewed a marked aversion to making an
analysis of his feelings that would serve to emphasise the
differences between the two sides, and a strong disin-
clination to make any statement other than that he had
only one side, a left one. T was aided in getting him to
accomplish this analysis by the device of fixing his left
hand at the same time that I moved the right hand, which,
of course, he felt on the left side. He thus felt his left
hand apparently being simultaneously moved and held
still, a paradox which forced him to reopen the question
as to the truve identity of the two left hands.

We can now understand the following observation.
If, after the patient had moved his left arm in response
to a request to move the right, he was then asked “ Was
that the right arm that you moved?”’ at first he would
apologetically reply “It is the only arm I have.” Later
when he had been induced to distinguish mere clearly
between his two left arms he would say that he was
moving the “ clever ” left arm. Later still he learnt to
call this clever left arm a right arm, even though he didn’t
feel it *» be right-sided, so that he would then answer
the question in the affirmative.

From the possibility of the analysis between the two
“left” arms, which at first appeared to be identical, I
was led to try whether any similar distinction could be
made between the two sensations evoked by stimulation
of contralateral points. At first this similarity seemed
impossible, for both were localised to the same spot with
an equal degree of precision, and on account of the in-
tense conviction with which stimuli applied to the right
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side were felt as left-sided, the patient drew no distinction
between them and stimuli really applied to the left side.
He therefore was inclined at first to say that they were
the same, but on carefully directing his attention to the
comparison of different stimuli—without letting him
know the side ou which they were applied—the following
differences became evident. Sensations evoked by left-
sided stimulation were normal in every respect, but, as
was pointed out above, those evoked by right-sided stimu-
lation were always characterised by the six typical phric-
topathic features.

On closer investigation it was further found that a
stimulus applied to the right side produced, not, as was at
first thought, simply a sensation referred to the cor-
responding point on the left side and having the peculiar
features mentioned above, but two separate sensations
referred to the same spot. These differed, just as the
sensations produced by stimulation of the two sides dif-
fered. The one was felt to be on the true, “alive ” side,
felt natural, and lasted but a moment; the other was felt
to be on the other “ dead ” left side, and had all the phric-
topathic features described above. The normal one was,
however, delayed, so that both sensations began syn-
chronously, though of course the phrictopathic one
lasted longer than the other. It is again interesting to
note that the conviction of the left-sidedness of stimuli
applied to the right side was so absolute as to enable the
patient practically to ignore the differences that distin-
guished the sensations elicited by right and left-sided
stimuli.

Swmmary of Allochiric Stage:

(1) Left side normal; right side felt as a second
“clever” or “dead” left side.

(2) Ammesia for the feelings of right-sidedness and
right-handedness. Feeling of dextrality appreciated when
the left hand was uscd while the patient was under the
impression that it was the “ clever ” or ““ dead ” left hand.

4
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corresponding part on the left, the patient feeling that the
“dead " left side was moving.

(4) All stimuli applied to right side invariably and
with conviction referred to exactly corresponding point
on left.

(5) A stimulus applied to the right side evoked two
sensations, both referred to the left side with equal con-
viction. One was indistinguishable in qualitv from a
stimulus really applied to the left; the other had all the
typical phrictopathic attributes.

Fourth Stage, Synchiria—

(@) Sensory: Here again the sensorial acuity
ot the right side was absolutely normal. Char-
acteristic of the stage was the fact that every
stimulus applied to the right side evoked two sen-
sations, one referred to the right side and one to the left.
At first the one on the left was felt to be more distinct,
then as recovery progressed both were felt equally dis-
tinctly, and lastly the one on the right was the more dis-
tinct; there were thus three sub-stages.

There was throughout a sharp distinction between the
two sensations. That referred to the left side was quite
normal, of momentary duration and natural guality. That
referred to the right had all the phrictopathic features
mentioned above, which need not be again detailed ; these
were however decidedly less marked than in the former
stages, and the shuddering had now dwindled to a dif-
fuse tingling that was only moderately unpleasant.

(b) Motor: When the patient was asked to carry
out any movement with a right limb he did it simul-
tancously with both, under the distinct impression that
he was moving only the right. He could not move a
right limb alone, and if this was passively moved it felt
as if both sides, which were distinctly right and left
sided, were being moved. Thus passive movement of a
right hand gave him the feeling of both hands, while
active movement of both hands gave him the feeling of
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only the right hand, provided he thought he was moving
only the right; passive movement of both hands gave
him, of course, a normal {eeling of both.

(¢) Introspective: 'The feeling of the right side dif-
fered from that in the allochiric stage in four particu-
lars:

(1) It felt much more “alive” than in the allo-
chiric stage, and the patient described it as “sleepy”
and “strange.” Consequently the sense of personal
identification was now considerably more vivid in
this stage, though it was still impaired.

(2) Although the right side felt much more
obviously part of the patient’s self, yet curiously
enough he had far less control over it than in the
last stage. In the middle of carrying out any duties
he was always anxious lest it might “strike work,”
which it sometimes did independently of his own
desires.

(3) As regards the ‘“sidedness” of the half in
question, this at first seemed to very indefinite.
The patient described the half as being “out of
place.” It shifted between the two sides, being some-
times nearer the right, sometimes nearer the left,
and sometimes in the middle line; it never felt to be
quite over on the left or on the right. This shifting
corresponded accurately with the three sub-stages
described under the sensory aspect; thus when the
half felt on the left side of the middle line the
contralateral sensation was the more distinct of the
two, and wice versa. A point of some little clinical
importance in this connection is that when the half
was very near to its normal position on the right side
no contralateral sensation could be appreciated,
although the homolateral sensation still showed
distinct phrictopathic qualities.

(4) As a consequence of the last two features
the patient in this stage was always in a state of
disagreeable uncertainty, which he disliked intensely,
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and it was striking' to witness the relief with which
he would slip back into the allochiric stage, where,
although the affected side felt more dead and
impersonal, yet he had perfectly sure control over
all its functionings.

Srmmary of Synchiria.—

(1) Right side felt more alive, more personal, but
less under control: this stage was more unpleasant to
the patient than the previous one,

(2) The right side had no definite ** sidedness ” spon-
taneously, but the patient obtained the clearest notion
¢ right-sidedness and dexterity by simultaneous move-
ment of both sides.

(3) Righisided stimuli evoked two sensations, one
obviously right, the other left. Either or neither might
be more distinct, three sub-stages thus occurring. The con-
tralateral sensation was a normal one, the homolateral
phrictopathic.

Course of the Case: Recovery, as has been hinted,
did not progress in the even manner indicated above.
Furthermore, it did not proceed uniformly over the
whole side. Feeling first returned in the right thumb,
then in the finger-tips, a bracelet, the right ear, an
anklet, the olecranon in order. These parts apneared to
_ be away in the air at some indefinable distance from his
body, producing a feeling of indescribable eeriness. The
recovery of feeling was also gradual in degree as well
as in distribution. Thus the right thumb was felt per-
fectly well at a time when the rest of the upper limb
seemed to be made ot wood, producing a feeling almost
as bizarre and disagreeable as the above-mentioned one
of having isolated fragments of the right side away in
space and apparently unconnected with the left side.

For a greater part of the time the right side of the
body was thus broken up into areas shewing different
stages of dyschiria, and the nice unravelling of the con-
dition was a matter of great complexity until the charac-
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teristics of each stage were recognised and exactly de-
fined. Much raluable information was obtained from
studying the various combinations thus presented, and
their effect on one another, but this matter will be ex-
cluded from the present paper, which is concerned only
with the problems relating to the pure types.

Case B.—-Hystero-Neurasthenia. Bilateral Dyschiria.

The patient, a man aged 49, came to the out-patient
department at the Seamen’s Hospital, London, in April,
1007. He had suffered for nineteen years from noc-
turnal epileptiform fits, which had been uninfluenced by
bromide treatment. In addition he had continual som-
nolence and would fall asleep on the least provocation.
About a week before attendance at the hospital he had
a series of fits differing from all previous ones in their
duration, and spent five or six hours in what seems to
have been a status hystero-epilepticus. Follov:ing this
- a train of neurasthenic symptoms developed, which were
very pronounced when I saw him. He was very timid
and trembling. Feople, and even his wife, seemed to
him to be staring at him in a significant way, and he felt
that he couldn’t stand this any longer, and that he was

'oing cut of his mind. ‘The back of his head felt numb

and strange, and as though it didn’t belong to him. His
legs felt weak and shaky, and he couldn’t walk more
than a couple of hundred yards. For the first time in
his life he was unable to work, and this greatly depressed
him. He felt “dead inside,” out of the world, and
unable to get into touch with outside happenings. He
presented a generally confused, dazed and almost maud-
lin appearance, and was evidently fast losing all grasp
or: his immediate environment. The importance that the
existence of this neurasthenic condition has for theory
will be indicated later.

On investigating the nervous system, all that was
found was a complete, total, bilateral analgesia. Tactile
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stimuli were actually appreciated, and their site and side
correctly indicated.  The same results were obtained
whether the eyes weie open or shut, but after they had
been shut for a slort while a change took place in the
patient's general state. e sank back in a kind of sleep,
evidently of a hypnoidic character, and hic limbs relaxed.
On now being asked to move a giver part, he moved the
corresponding part oan the opposite siaz2, and in addition
referred all stimuli to the opposite side.  There was
thus present bilateral allochiria. I shall first give a short
description of this state, and then mention the various
modifications that occurred later.

Bilateral Allochiria: (a) Introspective. The patient
felt both sides of his body and was unaware that he
indicated them wrongly. His feeling of them was not
quite natural, a fact he exjressed by saying that they
seemed numb, sleepy, bloodiess and like india-rubber.
Moreover, he constantly said that he felt one half of
his body—which he incorrectly called the right hait—
much less distinctly than the other.

(b) Motor: When asked to perform a movement
with a given limb he invariably did it with the opposite
one, under the impression that he was doing it correctly.
This transposition concerned other requests besides those
in which the name right or left was used. for instance
on being simply asked to shake hands the patient did so
with the left. When asked to move the hand he wrote
with, he also moved the ieft. Fe was taken at his word
in this matter and told to write his name. Tle managed
to do this with the left hand with fair legibility, although
when awake he was quite unable to. On the pen being
put into his right hand he handled it clumsily and made
some abortive attempts to write. After a few trials,
however, he was able to write, and did so more legibly
than with the left hand; during the progress of the act
he remarked that his hand was getting “ handier,” and
this caused a good deal of mental confusion, which ended
in the temporary disappearance of all allochiric symip-
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toms. Certain other motor manifestations will be re-
ferred to in the next paragraph.

(¢) Sensory: All stimuli were normally appreciated
except painful ones They were correctly localised,
except for their side.

(1) Single Stimulus: The patient invariably
named the side incorrectly, but moved the correct
part when indicating which member was touched.
This was so whichever process. the naming or
moving, was first tested.

(2) Successive Stimuli: The patient always felt
one of these more distinctly than the other, and
except on two occasions it was the one applied on
the left side. This was determined in a wuy that
will be described presently.  He responded as
described above, moving the limb actually touched
and naming it wrongly. The observations were
repeated several times, the method being varied.
Neither the order of the limbs touched no: the
order of response given made any difference to the
results.

(3) Stmultancous Stimuli: When two stimuli
were simultaneously applied on corresponding con-
tralateral points, only one was appreciated. This
one was always, except on two occasions, the one

4 really applied on the left side, as vras found by com-
’ paring the sensations with those obtained by snc-
cessive stimuli. It was always indicated by moving
the limb actually touched, which was named incor-
i rectly.

Considering now the results of single stimuli, we
naturally wnquire whether the phrictopathic features
described in Case A were present here also.  They
were, btt undoubtedly to w considerably less marked
extent; this remark applies to each of the six features,
which we may now mention in order.

(@) A momentary stimulus evoked a sensation that
lasted for five or six seconds.

(b) The conscious reaction-time was two seconds
Ienger than normal.

vaie
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(¢) As was seen above, a stimulus applied to the right
side was prevented frora giving rise to any sensation by
the simultaneous application of a stimulus to the left side.
As there was no normal part of the body, one could not
test whether the sensation resulting from a left sided
stimulus could be prevented by touching a normal part.

(d) There was a distinct tendency towards a motor
response in the direction of “ rubbing the touch off.”

(e) The disagreeabi= quality was not well marked
but one was reminded ot the diffuse tingling present in
Case A by the description the patient gave of the sensa-
tion evoked by a simple momentary touch as being “ like
a knife scraping the flesh,” “like a fly crawling,” “like
a scratch with a nail,” etc.

(f) The feeling of natural, personal ownership ot
the part stimulated was impaired, as was evident from
the patient’s description of it as “dead, like india-
rubber, like a limb gone to sleep and yet not tingling
that ”; he would say that the part belonged to him “in
a way,” “somehow.”

As the asymmetry of this case has an important bear-
ing on the theory of bilateral allochiria, I will relate in
more detail an example of the series of experiments that
demonstrated its existence.

In the typical allochiric state, as described above, the
patient said that one-half of his body, which he erron-
eously called the right haif, felt less distinct than the
other. No objective hyposesthesia was detectable by
careful Von Frey tests. The following single experi-
ment, made up of 15 separate tests, each of which was
many times repeated, confirmed the truth of the intro-
spective observation. The results were the same as re-
gards the face, hands and legs.

QUESTION. RESPONSE.
A. Single Stimulus: § :
1. Right touched. Which side? Lett.
2. Right touched. TWhich side? Right moved.

3. Left touched. 3  Move side touched. Right.
4. Left touched. Move side touched. Left moved.



PATHOLOGY OF DYSCHIRIA. 57

B, Successive Stimuli:
1. First right touched, YWhich touch was more Second.

then left, distinet?

2, First right tovched, Which side was more Right.
then left. distinct?

3. First right touched, DMove side of more dis- Left moved.
then left. tinct touch.

4. First left touched, ‘kich touch was more Iirst.
then right. distinet?

5. First left touched, Which side was more Right.
then right. distinct ¢

6. First left touched, Move side of more dis- Left moved.
then right. tinet touch.

C. Simultaneous Stimuli:

1. Both sides touched How many touches fclt? One
at same time. \
2. Both sides tcuched Which side was it? Rignt.
at same time.
3. Both sides touched NMove side touched. Lett moved.
at same time.
4, First right side Was previous touch the Second.
touched, then left. same as first or second
of these?
5. Wirst left side Was previous touch the IFirst,
touched, then right. same as first or second
of these?

The result of this experiment may be generalised as
follows:

(1) During a period of bilateral allochiria, when
every stimulus was referred to the opposite side, a
stimulus applied to the left side evoked a sensation that
felt more distinct than one evoked by a stimulus applied
to the right side, and was the only one felt when stimuli
were applied simultaneously to hoth sides.

(2) A stimulus applied to either side was indicated
by the patient’s mowving the limb actually touched, but by
his naming the side incorrectly. This contrasts with
what occurred when an allochiric limb was stimulated
in the unilateral case.

The above results were constantly obtained except
on two occasions, when a peculiar mode of response was
obtained which I shall not describe here, as it is not rele-
vant to the subject of the present paper.
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Course of the Case: \lthough the patient’s dyschiric
manifestations were on the whole not very variable, there
were certain differences noticed in them from time to
time,

1. The most striking difference was in the waria-
tion of the dyschiria with the patient's gencral wental
state.  Omne ventured to predict on the basis of the view
of dyschiria that will be described later that the dyschiric
and neurasthenic symptoms would be mutually exclusive.
This, in fact, was fully borne out by observation. The
patient might appear on a given day after a prolonged
domestic wrangle and in a state of almost mental collapse.
On such an occasion, when the neurasthenic svinptoms
were very prominent, the patient found it harder to sub-
side into the somnambulic state mentioned above, and no
evidences of dyschiria were ever found until this state was
pretty advanced. On other days, after the patient had
been responding satisfactorily to psycho-therapeutic
measures, the neurasthenic symptoms would be almost
altogether in abeyance, and he would feel clear, strong,
fresh, hopeful and in every wayv a more capable indi-
vidual. On such occasions it was always found that the
dyschiric symptoms appeared in the waking state on
merely closing the eyes, or even without this. This ob-
servation has an important bearing on the theory both of
dyschiria and neurasthenia, and will be discussed later.

II. As regards wariations in the nature and distribu-
tion of the dyschiria. the chief of these were the follow-
ing. In general the deficient feeling of the part was most
marked in the lower limbs and ieast in the upper. Syn-
chiria was never observed. but achiria was, and the fol-
lowing instances of it may be quoted.

(1) On certain occasions when allochiria was present,
as regards all the rest of the body the left side of the face
was achiric and the right side quite normal. No descrip-
tion of this need be given, as the features of unilateral
achiria were mentioned in the account of Case A. The
phrictopathic characteristics were all present, and to a

378 1 ok
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more marked extent than in the allochiric state.  The
main difference bLetween them in the achiric stages of
Cases A and B was that in the latter the loss of the sense
of personal ownership of the part stimulated was never
so profound as in the former.

(2) On other occasions the patient declared that he
could feel his right arm but not his left. On esamina-
tion the right arm was found to be achiric and the left
allochiric. ‘Thus, a touch on the left arm was said to be
on the right and the left arm was used, under the impres-
sion it was the right, in a dextral way. A touch on the
right arm was appreciated and localised, hut it did not
feel to be on any side. The remarks made above on the
subject of phrictopathic attributes apply equally here.

ITI.  Another point that has a bearing on the theory
of dyschiria is that the senstbility shewed some variation.
Total bilateral analgesia was always complete except on
the following occasions: :

(1) Right side of face of normal acuity, left side of
face hypoalgesic, rest of body analgesic. It is interesting
to note that at this moment the right side of the face
showed no dyschiric manifestation, while the left side of
the face was achiric. In other words, improvement of
sensibility to pain on both sides of the face was accom-
panied on the one side by increase of the dyschiric defect,
and on the other side by diminution of it.

(2) Right side of face analgesic, rest of body hypo-al-
gesic. This was accompanied by total bilateral allochiria.
Of simultaneous touches, one on each cheek, only the one
on the left was felt, and erroneously called the right.
There was no hypomsthetia present on either side in this
or in the previous instance.

(3) Hypo-algesia of right hand, analgesia of rest of
bedy. At the same time there was hypoasthesia on the
whole left side and, to a less extent, on the right side of
the face. There was no allochiria when the patient was
first examined on this occasion, though it developed in a
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few minutes coincidenty with a slight improvement in
sensory acuity.

There was no diminution in sensibility except as
stated above. Perusal of the above account will malke it
evident that the dyschiric manifestations in no way cor-
responded to the defects in sensibility, a matter that -wvill
be fully discussed later.

IV. The following is an illustration of a general rule
that applied to this case, namely, that the fecling of left
sidedness was more ecasily and vividly transposed than
that of right sidedness. It occurred when bilateral allo-
chiria was present and total except for the face, which
was achiric on both sides to direct stimulation. On get-
ting the patient to stroke his moustaches with what he
incorrectly called his right hand, ordinary allochiria de-
veloped on the face, so that, for instance, he called the
right moustache left and vice verse. 'The following four
tests were then applied:

STIMULUS. QUESTION. RESPONSE.

1. Right side of face touched. Which side? Left.

2. Right side of face touched. Isthisthe right?No, it is the left.
3. Left side of face truched. Which side? Right,

4. Left side of face touched. Is this the leit? No, it has no side.

III.—Nature of Dyschiria.

A clearer view of the problems at issue will be ob-
tained by considering first the nature of the defects that
characterise dyschiric manifestations: general considera-
tions on the psychological significance of them, the
mechanism whereby they are produced, and the relation
of the individual members of the group to one another
will be reserved for a succeeding section. It is of advan-
tage to discuss the three conditions seriatizn, and to hegin
with the most advanced stage, that of achiria.

1.—Nature of Achiria.

Only one case of achiria has previously been
described, that of Janei’s, and he is the cnly writer
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who has discussed the pathogenesis of the con-
dition. His view is summed up in the categorical
statement (19) that * En un mot I'allochirie simple (the
term with which he designates achiria) est une trouble
de localisation qui résulte d'un certain degré d'hypoes-
thésie, elle disparait ou se transforme si le sensibilité
diminue ou si clle augmente.”

Now cach of these threc statements seem to me to
be decisively contradicted by the observations above de-
tailed. Taking first the assertion that achiria is due to
hypoasthesia, we saw that in the achiric stage of Case A
tests carried out with the most sedulous care failed to
reveal any defect whatever in sensorial acuity, and that
the patient could obtain all possible information about a
stimulus except the one matter of the side on which it
was applied. This fact clearly demonstrates that achiria
is independent of any sensory deficiency, whether of a
central or peripheral nature. That sensory defects may
also be present in a given case, as they were in fanet’s, is,
of course, comprehensible, having regard to the hysterical
nature of the condition, but tneir presence is certainly
not essential for the existence of the sympton.

Then with regard to the statement concernin,* 14 dis-
appearance or transformation of achiria when the sensi-
bility becomes less or more acute. The lack of corres-
pondence between the intensity of the defect in the feel-
ing of sidedness—and thus the variety of dyschiria
present—and the changing state of sensibility was empha-
sised in the account of Case B (see section III. of the
Course of the Case).

Similarly with regard to the first assertion. In no
ordinary sense of the term can achiria be called a * local-
isation trouble” when the patient can localise a stimulus
with absolute precision, apart from determination of the
side on which it is applied. Never in the hypozsthesia
or alloaesthesia of organic disease do we find a perfect
ability tc localise the part touched combined with a total
loss of the feeling of sidedness.

This sharp contrast hetween the complete failure of
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the sensation to give rise to any feeling of sidedness and
its capacity to give information about all other attributes
of the stimulus, its exact site, quality, etc., is most strik-
ing. The amazing specificity about this particular loss
irresistibly reminds one of the other elective losses that
are so characteristic of hysteria. The highly specialised
nature of the defects often met with in this affection,
such as a systematised amnesia for a single series of
events, is such a well-known feature of the disease that
it need not be dwelt on here.

Further, the patient’s failure to appreciate the feel-
ing of sidedness need not be general, but may be localised
to certain mental processes. In Case A the right arm
might be achiric at a time when the right leg was not, o
that a stimulus applied to the former limb did not arouse
the feeling of right-sidedness, while one applied to the
latter did. The condition might, from the standpoint of
memory, be regarded as a complete antero-retrograde
amnesia of a localised form.

We may sum up the argument so far by saying that
the essential feature of achiria 1s an amnesic failure to
associate a given feeling of sidedness with mental process
concerning different bodily members, that normally are
associated with it, of such a kind that the presence of
these in consciousness failed to arouse the feeling in
question.

2.—Nature of Alochiria.

Four hypotheses of allochiria have previously been
offered. I have dwelt fully elsewhere (32) with all
excent Janet’s, and so may confine myself here tc this
one after briefly enumerating the others.

The first hypothesis, devised independently in 1880
by Tischer (6) and in 1883 by Hammond (8), and
usually styled “ Hammond’s theory,” is apparently still
the currently accepted explanation of allochiria, as may
be seen by a reference to Nothnagel's Spec. Path. u. Ther.
(36), or to the numerous other authorities I have else-
where cited (31). According to this hypothesis an ob-
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struction in the afferent path causes a passage of impulses
to the contralateral side, and the cerebral hemisphere
they reach refers them to the side opposite to that of
their origin. This conception has usually been confined
to organic cases, though Weiss (42) in 1891 extended it
to the hysterical cases by speaking of a functional block
in the posterior columns, a view concerning which com-
ment is superfluous at the present day. One of the
many objections to this physiologically impossible hypo-
thesis is the fact that allochiria has never been known to
occur in the Brown-Séquard syndrome, even in those
cases ot this nature that have been examined with extra-
ordinary care—as by Spearman (41), Head and Thomp-
son (11), etc.—although the supporters of the hypothesis
expressly maintain that the svmptom should invariably
occur in this condition.

The second hypothesis, emitted by Bosc (3) in 1892,
postulated for the hysterical cases “ an altered dynamic
state of the cerebral hemisphere concerned, cf such a
nature that the impulses reaching it crossed through the
corpus callosum to the opposite hemisphere, whick there-
fore become endowed with the dynamic state of both
hemispheres.” This hypothesis is a2 typical instance of
the common assumption that translation of the psycho-
logical facts of hysteria into physiological language fur-
thers our comprehension of those facts, and illustrates
well the fruitlessness of the metaphysiology thus erected.

The third hypothesis, an amplification made in 1905
by Spearman (39) of a suggestion offered in 1893 by
Head (9) is to the effect that in certain cases of erro-
neous localisation the mental images aroused by peri-
pheral excitation are too faint to give adequate informa-
tion about the site of the stimulus when these excitations,
particularly those of the “articular” group, are dimin-
ished in intensity. Spearman (40) extends this explana-
tion to the hysterical cases by postulating a hypothetical
functional affection of the cortex, which impairs the in-
coming articular impulses. It is evident, however, irom
the writings of these two authors that they are really
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discussing the question of alloasthesia under the incor-
rect title of allochiria, neither having recognised the
fundamental distincticn between the two conditions. If
Spearman were correct in attributing allochiria to a
defect of articular excitations, we ought in allochiric
cases to find the other manifestations—inco-ordination,
etc.—that he has described as being characteristic of that
defect; this is not the case.

In the fourth hypothesis, that of Janet's (20), both
the nature and the mechanism of production of the phe-
nomenon are fully discussed; we are concerned at
present with only the former question.  Shortly put,
Janet holds that normally a stimulus evokes at least two
images, that of the point stimulated and that of the cor-
responding point on the contralateral side; and that allo-
chiria consists in the undue prominence of the latter, for
a reason that we shall presently discuss, and a suppres-
sion of the former, brought about by hypowsthesia, of
either mental or organic origin.  The last-mentioned
feature is a cardinal basis of the hypothesis. He sums
up by saying (24): “Il reste vraisemblable que lallo-
chirie méme compléte (allochiria) résulte comme l'allo-
chirie simple (achiria) de Vhypoesthésie. Clest la
diminution de la sensibilité consciente qui, aprés avoir
supprimé la distinction délicate des signes locaux symét-
riques a amené la confusion et lassociation de ces
signes,” and further (25) that “il fault & mon avis la
rechercher, chez les malades qui pour une raison on pour
une autre ont presenté pendant assez longtemps un degré
assez accentué d’hypoesthésie et non d’anesthésie com-
pléte,” and that “les détails de cette observation ont
montré que l'allochirie dépendait d’une anesthésie plus
ou moins profonde quelle qu’en soit origine.” It fol-
lows from this view that, according to Janet, who did not
distinguish between allozsthesia and allochiria, or recog-
nise the essentially hysteric nature of the latter condition
allochiria may arise from any affection of the nervous
system, either functional or organic, provided that the
requisite degree of hypo-westhesia is present. He implies
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this throughout, and in the case of achiria definitely com-
mits himself to this opinion (19).

Wy thus see that previous writers have been unani-
mous in the opinion that allochiria is the result of a
faulty perception of incoming sensory impressions, this
being due either to an organic defect in the physiological
processes that are concerned withh the genesis of such
impressions, or to failure on the part of the mind
properly to appreciate them when they are in themselves
normal. In contradistinction from this universally
accepted opinion I venture to maintain, in the light of the
above detailed observations, that allochiria is totally in-
dependent of any deiect in the perception of incoming
impressions, but is, on the contrary, the result of an
erroneous association of certain groups of memory pro-
cesses. In Case A it was described how typical allo-
chiria was present at a time when the sensibility was
exactly as acute on the affected as on the unaffected side,
and was, so far as the most rigorous tests could deter-
mine, of normal acuteness. The complete lack of cor-
relation between the dyschiric manifestations and the
varying defects in sensibility in Case B is equally
unequivocal in this respect.

I would here call special attention to the fact that in
previous discussions on the pathology of allochiria in-
terest has been focussed on the sensory phenomena to the
exclusion of the motor and mental. These yield more
important clues than the former, and show clearly the
essential part played in the process by the feeling of
sidedness, which I have termed “chirognostic” feeling
(30). Victor Henri indeed went so far as to suggest
(12) that allochiria might be dependent on a primary
movement defect.  There is, however, no evidence in
support of this view, though it has perhaps this of truth
in it—that the chirognostic feeling of a member may
normally be associated more with the individual’s
memory of its motor functions than with his memory of
its sensibilities.

The subject must therefore be viewed from a broader

5
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standpoint than that of sensibility, and we thus see that
in allochiria certain stimuli, whether perceptions or con-
ceptions, arouse a body of memories together with a feel-
ing of sidedness that normally is not associated with
them. Tor example, in Case A, drawing the patient’s
attention to his right arm, whether by asking him to use
it or by stimulating the limb directly, aroused together
with the memories of this limb—its functions, etc.—the
feeling of left-sidedness instead of the normal onc of
right-sidedness. It is to be remarked that the reverse
mechanism never obtained; that is to say, that recalling
the feeling of left-sidedness never aroused the memories
concerned with the right limb.

To sum up, the essential feature in the nature of allo-
chiria is the presence of an abnormal association between
a given feeling of sidedness and the memories of a con-
tralateral part, of such a kind that any recalling of the
latter simultaneously arouses the former in consciousness.

3—Nature of Synchiria.

Two cases only of synchiria have been previuusly
recorded, by Ferrier (5) and Janet (18). Janet’s ex-
planation, the only one so far offered, is an extension of
his image hypothesis that will be considered presently
in connection with the pathogenesis of allochiria. e
says further (z4) that “la synchirie, lorsqu’elle est con-
sciente, exige une sensibilité plus délicate que l'allochirie
simple.”

Here again I would maintain that as synchiria syn-
chronised in Case A with an absolutely ncrmal sensorial
acuity, no defects of sersibility are necessary for the pro-
duction of it, so that an explanation must be sought else-
where.

After the preceding remarks on allochiria it will
suffice here to state that the essential feature in the nature
of synchiria is the presence of an abnormal association
between the memory processes relating to a given part
and the feelings of right and left sidedness, of such a

.
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kind that any recalling of the former simultaneously
arouses both the latter in consciousness.

IV .—Pathogenesis of Dyschiria.

Again it will be convenient to discuss the individual
condition seriatim, and afterwards to review the group

as a whole.
1.—Achiria.

We start from the position that this state
consists essentially in an amnesic failure to asso-
ciate a given feeling of sidedness with certain mental
processes that normally are associated with it. As was
hinted at above, whenever we meet with a unique and
highly specialised mental loss, of the peculiar nature
above described, we shall be right in suspecting the
presence of hysteria. Therefore on enquiring further
as to the precise nature of this specific inability on the
part of the conscious mind to apprehend the given feel-
ing of sidedness we at once reach the warmly contested
field of the pathogenesis of hysteric symptoms. It is
ne part of my purpose here to enter into that tourney,
and I shall content myself with pointing out the resem-
blances of the achiric losses to other hysteric losses. That
the defect is what Janet (14) has termed a psychological
disaggregation, or what perhaps might preferably be styled
a failure in physical assimilation, is abundantly shewn
throughout the present study; when, for instance, the
achiria was partial and limited for example to the right
arm, the patient could conceive of the feeling of right
sidedness in connection with the right leg, but could not
associate 1t with the feeling of the right arm even when
this was stimulated. Further, that the failure was caused
by a repressed feeling-complex, of the type that Freud
(7) has shown to be characteristic of hysteric symptoms,
was clearly to be demonstrated in Case A, the full psycho-
analysis of which I hope later to publish, together with
a discussion of the mechanism whereby these com-
plexes brought about achiria.
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The only other question that will be here considered
is the relation of achiria to the other amnesias that were
present in connection with the parts of the body. In
order to do this a few preliminary remarks are necessary
about the mental processes that concern any given part
of the body These are sharply divided into two groups.
First, there are the esthesic sensibilities that depend on
the excitations flowing in from tie bodily member at
any given moment; they are subdivided into (@) the sets
of common sensibilities (touch, pain, heat, cold, etc.)
that have to do with the immediate relations of the mem-
ber to the external world, and (b) the ccenasthesic sen-
sations, largely sub-conscious, that have their origin in
the functioning of the internal organs. Secondly, there
is the group of memory feelings that originate in all the
diverse mental processes that i the past have had to do
with the member in question; to mention only a few of
these, there are the memories relating to its functions,
both motor and sensory, those relating to its appearance,
sidedness, position, and all that the member stands. for to
the individual ; in short, all the memory feelings that can
be aroused by the sight, mention, touch, or thought of the
member in question. This group, to which I have ap-
plied the term “ autosomatognostic ” (34), has often in
the past been confused with the totally different group
of ccenwsthesic sensibilities.

The first of these two groups can be affected by either
organic or functional disease, the second only by func-
tional. No organic lesion, not even amputation of the
limb, can affect the past memories that form the auto-
somatognostic group. We thus see that in functional
disease two totally different forms of anaesthesia may
cccur, according to whether the dissociation implicates
both groups or only the first. An important difference
between the two forms is the different amount of distress
caused to the patient. As is well known, the common
type of hysterical anasthesia causes so little conscious
discomfort 2s to be commonly unknown to the patient.
In sharp contrast to this is the distress, or even misery,
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endured by patients who have in addition an autosoma-
tognostic defect; the distress is largely due to the im-
pairment of the sense of personality with which the group
is intimately connected, and indeed the symptom is
usually described under the name of partial depersonalisa-
tion. It is plain that the autosomatognostic amnesia is
fundainentally different from any sort of simple anaes-
thesia; it is a complete gap in memory; a whole grcup
of past experiences is wrested fiom the patient’s con-
sciousness as completely as if they had never been.

The intimate correlation between achiria and the in-
tensity of the autosomatognostic defect was indicated in
the description of Case A. Full consideration of the
relation of chirognostic to autosomatognostic feeling is
impossible here, but the following remarks may be made
on the pathological aspects of the problem. The majority
of cases of anmsthesia presenting an autosomatognostic
defect recover in their progress to restoration both
groups of mental processes synchronously. In the cases
of this nature that T have examined I have never found
any indication of achiria, or of any other dyschiric mani-
festations. On the other hand, in tli: above related cases
the recovery of the asthesic group was evidently in
advance of that of the autosomatognostic group, and the
question naturally arises as to whether this is necessarily
so in all cases of dyschiria; and further, as to whether
dyschiria necessarily arises when these conditions are
present. In other words, when cleavage between the
two groups occurs—of the kind just mentioned—is
achiria (or any secondary dyschiria modification of
achiria) a necessary consequence; and secondly, can
achiria arise in any other way? The answer to the
former problem is probably, and to the latter possibly in
the affirmative; so far as I know, there is no positive
evidence deciding the points.

With regard to the first question, it is clear that if
the affirmative answer is correct, i.e., that achiria must
occur whenever their cleavage between the two groups
occurs, then only negative evidence is obtainable. On
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the other hand, if this answer be wyong, then a single
case chowing this cleavage but no achiria would be suffi-
cient to prove it so; no such case has, to my knowledge,
been published.  Chirognostic feeling seems to be an
integral part of the autosomatognos.ic memory group,
and is certainly associated with it more intimately than
with the asthesic group, as is shewn by the mere fact
of the non-occurrence of achiria in the common type of
cleavage between the groups, i. e., in simple anasthesia
(or rather hypozsthesia), whether organic or functional,
when the asthesic group is abrogated but not the other.
If that is so, it follows that achiria must necessarily occur
whenever the rarer type of cleavage—which, from its
being characterised by the individual’s capacity to feet
with a part of his body that he cannot feel, might well
be termed the paradoxical type—occurs. Further, in a
study of the pathogenesis of phrictopathic sensation (33),
I have tried to shew that this syndrome is produced by
he same paradoxical type of cleavage, so that the three
syndromes of achiria, phrictopathic sensation and para-
doxical suppression of autosomatognostic memories are
intimately associated one with the other, and in all proh-
ability form a unitary morbid state.

With regard to the second question, as to whether
achiria can arise in any other way tnan as a result of
the abcve meantioned paradoxical cleavage, it is of course
conceivable that an isolated dissociation of chirognostic
feeling may occur apart from any other symptom, for
this is a possibility characteristic of a certain type of
hysteric symptoms. It seems to me, however, an exceed-
ingly unlikely occurrence, for the reason that when the
repressing mechanism of the underlying complex bears
on the chirognostic ‘eeling of a given part of the body
it will probably not succeed until the other, closely asso-
ciated, autosomatognostic memories of the part are also
implicated—a secondary phenomenon allied to what
Riklin has shewn to be the essential one operative in the
causation of Ganser’s syndrome (37).
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Swmmary: Achiria is a psychological dissociation of
chirognostic feeling, a dicaggregation of the kind charac-
teristic of hysteria. It is probably always associated
with what is here called the paradoxical type of cleav-
age, i.e., dissociation of the autosomatognostic memories
of a given part of the body unaccompanied Ly abroga-
tion of the esthesic sensibilities of the part.

2.—Allochiria.

It is first necessary to complete the summary
of Janet's Thypothesis. = The non-acceptance of
this author’s view concerning the essential nature of allo-
chiria does not necessarily carry with it the rejection of
his explacation of the mechanism of the phenomenon,
and the arguments he uses are so plausibly ingenicus as
to demand a detailed consideration.

In 1893, Head (9} suggested that normally a cutan-
cous stimulus arouses a complex of sensations and
memories, which he shcrtly terms a “ mental image,” in
connection not only witl the point actually stimulated,
but also with neighbouring points, though the images cor-
vesponding to the latter points are suppressed and never
become conscious. Ie further pointed out that the cor-
responding contralateral point must be regarded as the
one of this series of neighbouring points that physio-
logically is most intimately related to the point stimulated,
Janet (23), adopting this hint, thinks it probable that
during the achiric stage, when, in a bilateral case, no
difference can be detected between symmetrical stimuli,
the intimate relation between the corresponding sensa-
t'ons—so intimate that they cannot consciously be differ-
entiated by the patient—leads to an unusually close asso-
ciation between the mental images of corresponding
points on the two sides of the body. IHe further thinks
that, as a result of this unusually intimate association
between corresponding contralateral images, a stimulus
applied to an allochiric part cannot evoke the proper
image of the point stimulated without evoking at the same
time that of the corresponding contralateral point. He
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explains the fact that the patient perceives only one
image by the contraction of the field of consciousness,
whereby a hysteric is unable to apprehend more than a
certain number of simultaneous impressions. The fur-
ther question why the patient invariably perceives only
the wrong image Janet acknowledges to be very obscure;
the only suggestion he offers {24), apart from some
speculative remarks about “obsessions of contrast,” is
that perhaps the contralateral image arises a fraction of
time later than that of the side touched, and that this
latter, being earlier in time, fades and is forgotten or
ignored, while the second one—that of the opposite side—
is apprehended in consciousness.

It would be easy to adopt a hostile attitude towards
this hypothesis on account of several defects, such as its
over-concentration on the sensory features of the phe-
nomenon, but there is no doubi that a sympathetic critic
could find much to support it in the study of Cases A
and B, recorded above. TFor instance, Janet’s assump-
tion that a stimulus applied to an allochiric part evokes
two “images” is borne out by the fact that Patient A
could, under favourable circumstances, actually observe
the two sensations.™ It is true that habitually the patient
perceived not the contralateral sensation above, as Janet
supposed, but one that resulted from a fusion of the two
sensations, though it had the “sidedness” of only one
of them. Turther, it is not the case tha- the contra-
lateral sensation arose later, as Janet assi:mes, nor is it
probable that the homolateral sensation could fade and
be forgotten in the way he describes, for in fact its dura-
tion is very substantially greater than that of the contra-
Iateral image. Still these observations could possibly be
assimilated to the hypothesis without rendering necessary
any very profound modification of it.

However, there are even graver objections to Janet’s
hypothesis than the ones just mentioned. They arise

* T use this term, in its clinical sense, as distinct from the
strict psychological sense of “pure sensation,” in preference to
that of “image,” as it seems to me to involve fewer intellectual-
istle implications than the latter.
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mainly from a comparison of unilateral with bilateral
allochiria, about which a word is necessary. It is im-
probable that such a peculiar and specific condition as
allochiria can be brought about in quite different ways.
Important difterences between the mechanisms of pro-
duction of the two varieties may exist, but it is unlikely
that these are fundamental. We shall therefore be right
in asking of any hypothesis that it be equally capable of
explaining both varieties of the condition, and also in
giving preference. to that one of alternative hypotheses
which best includes both these varieties. For instance,
an hypothesis might be invented to explain Case A hased
on Head’s suggestion (10) that the image corresponuing
to the site of greater sensibility is perceived. It might
be said that the patient’s true left side felt to him much
more distinct than the other “dead ” side, and that his
feeling of left-sidedness was on this account so vivid, as
compared with that of right-sidedness, that it was
attached to all sentient impressions, irrespective of their
real origin.  Apart however from the fact that [Head
refers here to the eesthesic sensibilities, which are not
necessarily impaired in allochiria, it is clear, as Janet
remarked (22), that this hypothesis would be tenable only
in the case of the unilateral variety; the transference that
constantly takes place in both directions in a case of
bilateral allochiria cannot of course be explained in this
way. We are thus justified in discarding such an hypo-
thesis unless it be first shewn that the two wvarieties of
allochiria are totally different from each other.

Now in connection with Janet's hypothesis several of
the observations made in the unilateral Case A may per-
haps with an effort be fitted in, as hinted above, but there
are others that are quite inconsistent with it. Let us
compare certain features of Case A with the correspond-
ing ones of Case B. In both cases, if the patient was
touched on the right arm he declared that he had been
touched on the left arm, and if he was asked to move the
right arm he always moved the left without knowing that
he had made any mistake. But here the resemblance
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veases, For if one touched both patients on the right arm
and simply asked them to move the arm touched, B moved
the right arm, while A moved the left arm; in other
words, B's movement was correct though his naming was
wrong, while both A’s movement and his naming were
wrong. Apply the image hypothesis to this experiment.
According to Janet both patients named the side incor-
rectly because they perceived not the image of the point
touched, but that of the corresponding contralateral
point. But in neither case was this true. In Case B
all the evidence—irom the way in which the patient indi-
cated the limb touched, from the numbering of successive
bilateral stimulations, etc.—went to shew that the patient
cxperienced the sensation corresponding in fact to the
point touched; his error consisted in thinking that that
limb was the left one. His reference of the sensation
to a given point in space was correct enough, though
according to the image hypothesis it should have been
faulty. If for instance he was sitting between a win-
dow on his right and a table on his left, he was sure that
the touch was in the “window” side of him, as of
course it was. In other words, he did not experience a
sensation on the opposite side, he experienced it on the
correct side, but named this side wrongly. Quite other-
wise was it with Patient A. He did experience the
sensation on the wrong side, and under the above circum-
stances was quite sure that the touch was on the “ table ”
side of him. But he experienced two sensations, both
equally on the left, one on a “ dead ” part and the other
on an “alive” part. According to the image hypothesis
he should have experienced only the latter, a hallucin-
atory sensation of the wrong side. But in fact what he
felt was mainly the former, as was shewn by its dura-
tion, etc.; the sensation on the “alive” side was quite
momentary, as in the normal, but the full sensation ex-
perienced did not begin to fade in intensity till half a
minute later. Again, if the image hypothesis were a cor-
rect explanation, the patient should not have been able
to distinguish between a touch applied to the right side
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and one applied to the left, for his sensory acuity was
equal on the two sides, and he was equally sure of the
“leftness ” of both; but though he habitually made no
distinction between two such touches, he was quite able
to do so with certainty, and there were marked differences
in the features of the two sensations, as was mentioned
in the description of the case.

Further, it is evident that the previous pathologically
iutimate association between the symmetrically opposite
images, the assumption of which lies at the basis of Janet’s
hypothesis, cannot occur in unilateral achiria even if it
does—and there is no evidence in support of this—in
bilateral achiria. Nor is there any evidence to shew that
achiria often or even ever precedes allochiria.

It therefore does not become necessary to consider
the many objections to the hypothesis in connection with
bilateral allochiria—Janet himself with his usual scrupu-
lous scepticism confesses the extreme tenuity of his sug-
gestion, which was offered faute de mieux, as to why the
wrong image is invariably perceived—ior the above con-
siderations shew that there are insuperable difficulties in
the way of the applicatica of it to the unilateral affection.

Finally, it may be remarked that the inadequacy in-
herent in Janet’s image hypothesis originates in its basal
assumption that the allochiric reference of sensation is a
variety of allomsthesia, i. e., an error in localisation due
to hypo-esthesia. e has maintained this opinion from
the time of his first article on the subject, entitled “ Une
altération de la fauluté de localiser les sensations ” (13),
whereas it is here advanced that allochiria is not an
alteration of thic faculty, nor is it due to hypo-zsthesia.
The hypothesis thus resembles those of IHead and Spear-
man as being in no way applicable to allochiria, for it
is in fact an explanation not of this condition, but of
allozesthesia. It becomes necessary, then, to find a new
point of view from which the problem can be examined
afresh.

As was previously stated, it is important to view the
manifestations of allochiria, including the introspective
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aspects, as a whole, and not to confine one’s aftention
to the sensory phenomena. If now from this standpoint
we consider the transition from the achiric to the allo-
chiric stages in Case A, we note two especially promi-
nent features. To the patient the change meant essen-
tially, two things, one dependent on a gain in dextrality,
the other on a gain in autosomatognostic feeling. In
the first place he was again aware of a whole group of
nmotor functions—dextral acts—the meaning of which
he had previously forgotten. In the second place, we
can bardly doubt that what we described in the allo-
chiric stage as a “ strange dead half on the left side”
was, in fact, the true right half of his body incompletely
felt. This partial recovery of autosomatognostic feeling
was always accompanied by a striking change for the
better in the patient’s sense of well-being. Not only was
the bulk of his bodily feeling multiplied by two, but
other qualities seemed similarly to expand ; thus his cour-
age of feeling of power, strength and capacity also grew
in the same moment. We see, then, that what may be
called the total assimilative capacity of the patient, or
what Janet calls the capacity for mental synthesis, had
decidedly increased in the transition from achiria to allo-
chiria.

These considerations introduce the suggestion that
perhaps the erroneous allocation of chirognostic feeling,
described above as being the essential characteristic of
allochiria, is in some way a process whereby the just-
mentioned gain in assimilative capacity may be brought
about. Such replacements are well known in hysteria
under the name of transference phenomena. The
mechanism by which they occur is too large a subject to
be discussed here, but it may be remarked that they
represent to a patient an advantageous compromise
whereby one defect is replaced by another less unendur-
able one. A clinical fact that seems to be fairly well
established in this connection is that this interchange of
symptoms is a process which occurs much more readily
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in some patients than in others, a matter that has a con-
siderable bearing on prognosis.

This hypothesis again raises, from another point of
view, the question of the relation of chirognostic to
autosomatognostic feeling.  The observations detailed
in the above cases show clearly that there are numerous
degrees in the extent to which the latter ifeeling may be
lost.  Such variation is never observed with chirog-
nostic feeling. Either it is surely present in all its dis-
tinctness, or it is totally absent; there seems to be no
stage between the two, and it is certain that the convic-
tion with which a given chirognostic feeling is expe-
rienced is altogether independent of the question whether
it is correctly or incorrectly associated. @ Now the
presence or absence of chirognostic feeling makes 21l the
difference to the capacity to recall autosomatognostic
feeling, i.e., it has a most important influence on the indi-
vidual’s capacity to feel a given part as an integral part
of his personality. It seems to be well-nigh impossible
for a normal individual distinctly to feel just “This is
my hand”; he can feel only “ This is my right hand ”
or “This is my left hand.” In other words, “hand,”
apart from ““ sidedness,” is an intellectual conception and
does not correspond with direct personal feeling. It
would further appear that the appreciation of an inap-
propriate chirognostic feeling is effective in this respect in
the same way as that of an appropriate one, though
not by any means to the same degree. An erroneous
association of an inappropriate chirognostic feeling
is thus a makeshift, the only one possible under
the circumstances, whereby an achiric patient can
recover the memories of a given part, together
with the knowledge of its functions. In Case A
we might say that the patient had no option between
{eeling nothing of the right half of the body—and suffer-
ing all the serious disadvantages that ensue from this loss
—and feeling it on the left side. Allochiria presented,
then, 2 means of escape from the disadvantages of
achiria. For the mechanism to be successful it was
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essential that the erroneous association should be firm;
the patient had to feel vvith the utmost conviction that
the right limbs were on the left. Any trace of doubt on
the matter brought back to his mind the strange deper-
sonalised feeling, which was so intensely unpleasant. The
strong instinctive tendency to cling to the feeling of cer-
titude offered by the transference amply accounted,
therefore, for the patient’s aversion to dissecting the
feeling of his so-called only left side, and for the diffi-
culty I experienced in getting him to analyse the differ-
ences between the two left sides.

It will be noticed that we cannot call the erroneous
allocation of “sidedness” the simple absence of a given
function, as we can the other hysteric defects referred
to, but it has in common with these the feature of being
an obvious disadvantage and drawback in itself, a penalty
paid in order to secure another advantage. Really its very
appearance of meaninglessness as a phenomenon in itself
should suggest some process of a compensatory nature,
should hint that it occurs in order that something else,
of a useful nature, may occur. To anyone inclined to
regard it from this teleological standpoint the main diffi-
culty must hitherto have been in seeing in what possible
way such an apparently meaningless occurrence could
have any function, in seeing what gain could accrue,
however, indirectly. T am convinced that the clue to this
mystery lies in the relation of chirognostic to autosoma-
tognostic feeling. To the patient under consideration the
endowment of the feeling of the right half of the body
with left-sidedness was, so far as it went, merely an
embarrassing awkwardness, but it had the solid advan-
tage of cnabling him to feel something of his right half
and its functions; it was in this respect the next best
thing to endowing that feeling with right-sidedness, a
consummation that was prevented at this stage by the
completeness of the loss of “ right-sidedness.”

Contrast of Unilateral and Bilateral Allochivie.—
Before discussing the reasons why wunilateral allochiria
should arise in one case and bilateral in another, it is
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first necessary to define the actual differences between
the two conditions, beyond the mere fact that one is
unilateral and the other bilateral.

In the series of observations, mentioned above in the
discussion of Janet’s hypothesis, the differences noted
between the two cases were mainly three: (1) A refer-
red a point touched across to a point on the other side of
his body; B referred it to its correct position in space, a
position which, however, he happened wrongly to call left.
(2) A felt two sensations, both on the left side, one
phrictopathic, the other normal; B felt only one, a phric-
topathic one. (3) At a time when both motor and sen-
sory allochiria were shewn to motor and sensory tests
applied separately, if these were combined by first touch-
ing the right arm and then asking the patient to move
the arm touched the following difference was seen: A
indicated the arm incorrectly both in speech and in move-
ment by calling it left and moving the left; B indicated
it incorrectly in speech but correctly in movement by call-
ing it left but by moving the arm actually touched.

In generalising trom these observations we may say
that the essential difference between the two cases was
that A felt that his right side was actually displaced
“over on to the left side,” as he often expressed it,
whereas B did not; B’s error was merely one of incor-
rect naming, and was one that he did not recognise. In
other words, A appreciated aot only that something was
wrong, but exactly what was wrong; B didn’t know that
anything was wrong.

This explanation seems to me to account for the three
above-mentioned differences. The #rs# one is a direct
corollary of it. The sccond difference may be otherwise
expressed by saying that both patients experienced a
phrictopathic sensation, but patient A experienced in
addition a normal sensation. The phrictopathic sensa-
tion is probably best explained as being the sensation
arising as the direct result of stimulation of a bodily
member, the autosomatognostic memories concerning
which are dissociated to a greater extent than the
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esthesic  sensibilities (‘“ paradoxical cleavage ™). The
normal left-sided sensation that patient A experienced
in addition appears to have been an hallucination, the
function of which was, by practically fusing with it, to
confer left-sidedness on the originally sideless (achiric)
phrictopathic sensation; in accordance with this is the
fact that the normal sensation showed the same de’ s as
the phrictopathic, so that both always appeared syn-
chronously.  Janet’s description of allochiria transfer-
ence as a kind of hallucination (21) is, according to this
view, legitimate only so far as the unilateral variety is
concerned, for the following reason. In a bilateral case
there is no normal side to serve as a standard; both sides
are incorrectly named. Therefore, when a touch on the
right arm is called left-sided there is no memory or
knowledge of any other kind of left-sided touch that
might conflict with this and introduce doubt. The
matter is not so straightforward in the unilateral case.
Here the memory of a true left-sided touch could soon
dispel the belief that a touch on the right arm was left-
sided, but for the fact that it itself is also experienced as
an accompanying hallucination. This occurrence is no
doubt aided by the perfect superimposition of the two
halves of the body that the patient experiences on intro-
spective examination. The third difference is similarly
explicable on this view. When the right arm was
touched and the patient asked to move the arm touched,
A moved the left, but B moved the right, though both
thought that the left arm had been touched. It might
at first sight be thought that this difference was due to
the fact that both patients were trying to move their left
arm, which they thought was the one touched, for their
mode of response to this attempt was certainly different,
namely, when A was asked to move his left arm he did
so correctly, whereas B under the same circumstances
moved his right. This is probably a correct explanation
of the phenomenon so far as B is concerned, but with A
it would be more accurate to say that he was trying to
move, not his left arm. but one of his left arms, the
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“clever ” one. It will be remembered that A could not
move his right arm when a conscious effort was em-
ployed; he got the feeling of moving his “clever ” arm
only by actually moving his real left arm in a certain
way. I would therefore attribute the difference in ques-
tion to the fact that A used the left arm, in conscious
efforts for both the “ clever ” left and the real left; it was
the former he was moving in the test in question. Looked
at in this way, it will be seen that the difference is less
than at first appears, and, in fact, it may be said that
both patients moved the arm on which they felt the touch.
B felt the touch on what he called his left arm, and
therefore moved what he thought was his left arm; A
felt the touch on what he called his “ clever ”’ left, and
therefore moved what he thought was his * clever 7 left.

Further consideration of the above generalisation
well illustrates how inaccurate it is to describe allochiric
transference of sensation as an error in localisation. In
both cases the stimulus is correctly localised, not only in
other dimensions, but even as regards the sides in the
sense that the patients knew which half of the body was
tecuched. This statement refers to even the response to
a simple stimulus, and not merely to the combined test
that we have just been discussing.  Patient A, when
touched on the right side, knew it was his “ clever,”
“dead ” side that had been touched, and not his “ real ”
left; patient B, under similar circumstances, was equally
sure it was his right side, as indicated in every way
except by naming it. Both patients erred in calling the
touch a left-sided one, and felt it to be evidently left-
sided, but for different reasons; A because he felt that
his “clever ” side had been swivelled round a vertical
axis on to the left side, B because he directly felt the
side in question to be a left-sided one. With B a com-
plete transference betwcen the two sides, including all
their functions, had taken place; with A only a folding
over of the right side on to the left. Both patients, there-
fore, knew surely which side had been touched, and
erred. not in this perceptive process, but in the subse-

6
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quent mental processes that cecurred when they tried
to indicale ihe side of the part touch~d, L they were
left to themselves and alowed to indicate ithe side in
their own phrascology, and by various adjuvant devices,
no mistake: were made, error ereeping in only when the
nomenclature of sidedness wis reached, Put more sum-
miarily, both patients knew correetly which sicke had been
touched, though they were wrong in their opinion as to
which side (his was; they knew the half of the hody, but
not on which side it was.

3. ~Swnchiria.

Janet's image hypothesis, which he applicd also 1o
dyschiria, necd not be further discussed here, as it has
alreaddy been fully considered in connection with allo-
chiria.

Synchiria is evidently a state in which the production
of the erroncons allochiria association is occurring at a
time when the normal association is still intact.  The
peculiarly transitional nature of the symptom  will be
pointed out when we consider the relation of the dif-
ferent members of the dyschiric group o one another.

The chief interest of the condition for pathology is
the additional light it throws on the mechanism of allo-
chiria. If the telcogical explonation of allochiria offered
above is valid, then it might he said that the patient can
tolerate in conscionsness the fecling of a given part of
his budy only on condition that it is felt on the opposite
side.  In synchiria we sce the beginning of this process.
Stimulation of the right arm arouses memorics of an arm
that can be accepted as right-sided only if it is at the
same time left-sided. The strangeness and incomprehensi-
bility of this feeling accoants for the patient’s repngnance
to the condition. This ne thanght was due to his lack
of control over the limbs concerned; as long as he ex-
prrienced the unseitled feeling described above so long
did he feel unsure about the use of the limbs and about
his capacity to perform the functions relating to them.
Allochiria then meant to him essentially the exchange
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of insweeurity for certitude,  This illustrates the great
importance that svathesis of chirognostic feeling has for
autosomatognostic feeling, for although the fecling of
the limbs concerned was more vivid and evidently nearer
the normal in the synchirie stige than in the alochirie,
vel the patient greatly preferred the latter on account of
its definiteness and feeling of security and controllability.
The sensory features also accord with this point of view.
A cutaneous stimulus evokes two sensations in syn-
chiria whether this is unilateral or bilateral, but in allo.
chivia only if it is mnilateral.  ‘T'he explanation of this
was in part given when the two forms of allochiria were
contrasted.  An hallucinatory contraladeral sensation s
necessary to arouse the abnormal ehirognostic associa-
fion only when the memory of such a contraliateral normatl
sensation might compete with the homolateral (in syn-
chiria) or sideless (in allochiria) phrictopathic on one,
and hence prevent the consummation of the  illusion.
This is so in both forms of synchiria and in the unilateral
allochiria; not, however, in bilateral allochiria,

q~—Review of Dyschiria,

Belore reviewing the pathogenesis of the dyschiric
manifestations as a whole it will be convenient shortly fo
consider two further questions here,

(@) Relation of the Dyschirvic Stages to Ore Another:
1t will be sufficiently evident from the description given
of Case A, or from that of Janel's case (16), that achiria
represents the stage of most advanced disaggregation and
synchiria that of least, so that the arguments that might
he brought in support of this statement niay be omitted.

At first sight there seems a perfectly even course of
events between the normal in the one direction and com-
plete anmsthesia in the other, and [ have frequently
watched the evolution of all the dyschiric stages take place
in as short a time as a couple of minutes. On closer exami-
nation, however, it can be observed that there is a point
at which this apparent cvenness shews a sudden break,
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a phenomenon that has an important bearing on the
theory of allochiria. =~ When in the synchiric stage of
Case A the right side felt as though it were drifting in
an indefinite nedium, being neither on the right side nor
on the left, the patient’s general condition of disagreeable
insccurity was about the same in all the sub-stages, as
now, it. passed over to reach its safe anchorage on the
left, instantancous superposition would occur in a way
that almost suggested the snap of a loclk, and the patient,
having found security in allochiria, would sink back with
the profound sigh of relief given by one who again ex-
changes doubt for certainty. In passing from allachiria
to the normal it was so difficult to maintain synchiria
for the time necessary to progress to the normal that
ofien the patient would slip back again, as with a click,
into the stable resting stage of allochiria. This evanes-
cent character of synchiria probably explains why the
condition has been previously observed in only two of
the twenty-nine cases of allochiria on record.

Similar features are observable in the case of achiria.
The passage from achiria to allochiria occurred with the
same dramatic suddenness as that from synchiria into
allochiria.  Further, during fhe passage through the
achiric stage the patient shewed the same tendency to
slip back into complete ansthesia as he did to slip back
again into allochiria when traversing the synchiric stage.
Achiria is thus also a temporary stage that has to be
traversed in order to pass from complete anesthesia to
allochiria, though it is more uapleasant than either of
these. This explains the rarity of the condition, which
no writer other than Janet has previously recognised.

The conclusion is thus reacked that allochiria is the
only stable variety of dyschiria, so that if a permanent
defect in assimilation of chirognostic feeling exists it will
find expression in allochiria. This accounts for the long
duration that may be seen in cases of allochiria; in Janet’s
case the syndrome was present at different times over at
least twelve vears, and patient A spent seven years of
his life fluctuating between the aneesthetic and allochiric
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stages, the latter occupying the greater part of the time.
Achiria and synchiria arc essentially transitional stages
of an urpleasant nature that have to be traversed in order
to reach more satisfactory states. Whether they are
necessary stages is not known, but it is certain that they
may last for a very brief period, as short as a few
seconds. It is highly probable, therefore, that if achiria
or synchiria is observed in a given case, allochiria will
surely be observed at some other time, but the contrary
by no means certainly follows.

(b) Difference between Unilateral and Bilateral Dys-
chiria: In the discussion in connection with allochiria
the conclusion was reached that the essential difference
between the unilateral and bilateral cases lay in the illu-
sion of displacement, whereby one-half of the body
seemed to be folded on a vertical axis until it coincided
with the other half, being conscious in the former case,
whereas the illusion of interchange between the two
halves of the body in the latter case was throughout un-
known to the patient. The question immediately arises
as to whether this difference is one that holds good in
other than the present cases. Unfortunately I know of
only one instance in the literature where allochiria is
more than mentioned ; in that, the bilateral case published
by Janet, there is no evidence that satisfies me on the
points in question. It is not certain even whether the
patient merely named the side of a touch wrongly or
whether she felt it on the opposite side. She seems to
have recognised the error as soon as she looked at the
limb touched, in which resnect she perfectly resembles
patient B, but it is not mentioned whether she could then
continue to feel the allochiric error a.d introspectively
discover what was wrong, as could patient A, or whether
she became so confused, as did patient B, by the intoler-
ableness of the situation that she had to end it one way
or the other.

Pending further experience, therefore, judgement must
be reserved on this question, but if the differences noted
above are found to hold good in further cases, then we
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may have in them a clue to the obscure problem of why
unilateral allochiria occurs in one case and bilateral in
another. The two facts I would bring together in this
relation are that: (1) The illusion in the unilateral case
violently conflicted with previous experience, that in the
bilateral not at all; and (2) neurasthenia complicated the
latter case and not the former.

With regard to the first point it is unnecessary again
to discuss the striking contrast between the two cases in
this respect.  Patient A, it is true, was exceedingly
puzzled by the bizarre phenomenon of feeling two dis-
tinct halves of the body on the same side, but he accepted
it, discussed it at length, and lived on the assumption of
it for seven years. Patient B, on the other hand, was
unaware of his error, and at the least indication that
anything was wrong, such as by his catching sight of the
hand he was incorrectly naming, he immediately found
the situation impossible. Thus A accepted a situation
that grossly conflicted with all past experience, while B
was quite unable to reconcile the two.

Taking next the second point, we recognise that
clinically there is a gradation in cases of hysteria accord-
ing to the extent to which symptoms may arise that con-
fiict with previous experience. It is familiar how amaz-
ingly resistant of contradictory experience certain
hysterics are, an observation especially often made on
patients in the state of hypnosis. If, for instarnce, a fixed
idea is produced in the patient’s mind that he cannot see a
given individual, this individual may shout in his ear,
come into physical contact with him, and adopt any means
to demonstrate his presence, all in vain; no experience,
however grossly obvious, will be accepted which con-
tradicts the fixed idea. The fact that such a patient will
entertain the presence of two contradictory and mutually
exclusive views, and yet not allow the contradiction to
have the least influence on his aftitude, is equally strik-
ing. At the other end of the scale from this is the neur-
asthenic, whose symptoms are always to him compre-
hensible enough. Insomnia, tiredness, dyspepsia and



i b

PATHOLOGY OF DYSCHIRIA. 87

headache are facts more easily reconcilable with past ex-
perience than feeling both halves of the body on one
side. I have tried elsewhere (28) to define these dif-
ferences in terms of the psychological disaggregation,
describing that present in hysteria as “ massive,” and that
in neurasthenia as fragmentary or *‘ molecular.”

One is thus led to speculate as to whether the two
forms of allochiria depend on theg clinical variety of
hysteria present, the bilateral one occurring in the variety
that most approximates to nearasthenia. In support of
this the observation may be referred to that whenever
patient B’s neurasthenic symptoms diminished the allo-
chiric manifestations were present even in the waking,
more conscious, state, provided he was not actually look-
ing at the limbs in question. If this suggestion be valid,
it will make intelligible the strikingly greater facility with
which introspective analysis could be carried out in the
clear definite mind of patient A; this was done to an
extent that was hopeless to attempt in the confused and
neurasthenic mind of patient B.

It will be noticed that in this argument it has been
assumed that bilateral allochiria conflicts with experience
to a greater extent than does the unilateral variety. The
justifiability of this assumption will, I think, be apparent
from reflection on the introspective aspects of the con-
ditions. Tt is difficult, if not impossible, to conceive of a
~ase of unilateral allochiria in which the condition could
escape direct introspective observation.  On the other
hand, bilateral allochiria must totally escape introspective
observation until come accessory circumstance, such as
sight, reveals the error; patient B, for instance, was
almost always allochiric in the dark, but only rarely in
the light.

Whatever may be the final explanation, however, the
distinction between the two classes certainly seems to be
very sharp. In an experimental study, an account of
which I hope later to publish, it was found that all
attempts to induce bilateral dyschiria in a unilateral case,
and zice wevsa, met with only the most limited success.
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As far as my expericnce goes, any given case definitely
belongs to one or the other class throughout its whole
course, and never shews uny tendency to pass from one
class to the other. When the dyschiric process starts it
is immediately decided to which class the case in ques-
tion will belong, once and {for all.

On the other hand, it is likely that in both classes the
defect is primarily a unilateral one, a fact of some im-
portance for the analysis of the underlying complexes
and for the necessary re-educative treatment. The
ground for this view is that even in cases of bilateral
dyschiria evidences of asymmetry are usually, and per-
haps always, manifest. That this was so, for instance,
in Case B, which was carefully investigated from this
point of view, was put beyond doubt by the following
observations.

(1) Introspectively the patient was certain that one
side, which he erroneously called the right, was far less
distinct in feeling than the other; he would say that it
was more “ bloodless and numb,” and less “ distinct and
alive ” than the other.

(2) Of two simultaneous stimuli, one on each side,
only one was felt; this was the one actually applied to
the left side. It will be remembered that the sensibility
was of equal acuity on both sides.

(3) Of two successive touches, one on each side, one
was felt more distinctly than the other; this also was the
one applied to the left side. This observation as well as
the last was made by means of the numbering test
described in the account of the case.

(4) The abnormal association of left-sidedness was
more firmly fixed thau that of right-sidedness, as was
shown, for instance, in Observation IV,

There is therefore a consistent body of evidence
showing that the defect was in this case more pronounced
on one side, viz., the left. Janet unfortunately makes no
reference to aiy kind of comparison between the two
sides in his bilateral case, nor apparently did he apply
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any of the above tests. In one of Sollier’s cases (38),
however, there was clear evidence of asymmetry in dis-
tinction of feeling.

Dys.lviria as a IWhole: The evidence gained from the
observations here recorded seem clearly to demonstrate
that in dyschiria we have essentially to do with an affec-
tion not of sensorial acuity, but of synthesis of chirog-
nostic feeling. In achiria certain mental processes fail to
arouse a normal association of chirognostic feeling, in
allochiria they arouse only an abnormal one, and in syn-
chiria they simultaneously arouse both a normal and ab-
normal one.

The varying distribution of dyschiria can be readily
described in these terms.  Cascs of allochiria occur in
which the erroneous reference of sensation concerns only
certain parts of the body, and only certain kinds of
stimuli ; for instance, as in Dobie’s case (4) only painful
stimuli may be referred, and not tactile. This may be
expressed by saying that painful sensations failed to
arouse the normal chirognostic association, whereas tac-
tile ones succeeded, a dissociation highly characteristic
of hysteria.

As read in the light of the observations recorded and
the hypothesis offered in this paper, the pathogenesis of a
cage of dyschiria may be summarily described as follows.
Dissociation occurs of the memories of one or more mem-
bers on one side of the body, this, like all hysteric dis-
aggregation, being due to the presence of a repressed
complex. The suppression of chirognostic feeling is in
this instance more intense than that of the othe~ members
of the autosomatognostic group. The zsthecic sensi-
bilities may also be suppressed, but if so, they are subse-
quently recovered. It is impossible properly to recover
the autosomatognostic memories so long as they are asso-
ciated with the customary chirognostic feeling, but they
can be recovered provided they are associated with the
complemental chirognostic feeling, i.e., provided allochiria
occurs. At this moment it is decided whether the allo-
chiria be unilateral or bilateral, this perhaps depending,
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as was above suggested, on the type of hysteria present.
Achiria and synchiric stages occur in the transitory man-
ner above described.

All dyschiric manifestations, therefore, are typically
hysteric forms nf reaction to the suppression of the chir-
ognostic feeling of a given part of the body. In no
affection is it truer than in hysteria that diagnosis should
precede treatment, and elucidation of a case of allochiria,
and therefore rational treatment of it, is impossible with-
out a knowledge of the problems of dyschiria, a partial
answer to which it is the object of this paper to contri-
bute.

17 —Sununary of Conclusions.

I. The anatomical hypotheses concerning allochiria are
contradicted by all the facts bearing on the subject, and
should be discarded. No psychological hypothesis con-
cerning cither dyschiria or allochiria has hitherto been
given, for those offered by Head, Janet, and Spearman
treat of allochiria as though it were a variety of alloms-
thesia, i.e., an error in localisation due to a certain kind
of hypo-zesthesia, and apply solely to the latter condition,
the fundamental distinction between dyschiria and allozs-
thesia not having been recognised.

2. Dyschiria is a form of psychological disaggrega-
tion of the variety characteristic of hysteria. It 1is
primarily a defect in the synthesis of the feeling of
* sideduness” (here called chirognostic feeling).

3. Allochiria is the only stable variety of d,schiria,
achiria and synchiria being temporary and transitional
stages, the former Dbetween allochiria and anesthesia, the
latter between the normal and allochiric. A patient who
has dyschiria usually fluctuates between the conditions
of angesthesia and allochiria.

4. Achiria is an amnesic failure of association be-
tween certain mental processes (concerning different
bodily members) and the chirognostic feeling that
normally is associated with them; allochiria is achiria in
which an abnormal association has been formed between
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these mental processes and the complemental chirognostic
feeling; synchiria is the co-existence of these normal and
abnormal associations.

5. The mental processes relating to a given part of the
body are divided inio (e) the sthesic group of per-
ceptions, and (&) the autosomatognostic group of
memory feelings, of which chirognosis is one.  When
disaggregation implicates the second group and the first is
relatively or absolutely spared (a phenomenon here re-
ferred to as “the paradoxical type of cleavage ), then
achiria—or any other secondary dyschiric manifestation
—results, and any sensation following stimulus of the
part concerned shows the phrictopathic attributes pre-
viously described.

6. When the paradoxical type of cleavage occurs, and
return to the normal is prevented by the forces of the
repressed complex causing the disaggregation, then the
autosomatognostic memories concerned can be recovered
oaly at the expense of replacing their constituent chirog-
nostic feeling by its complement. Tt is thus suggested
that allochiria subserves the junction of enabling certain
autosomatognostic memories to be once more appre-
hended in consciousness, a consummation which is of
marked benefit to the personal well-being of the patient.
This teleological hypothesis of allochiriz regards it as
being akin to the transference phenomena of hysteria, in
which one symptom is replaced by another less detri-
mental one.

7. It is probable that all cases of dyschiria are prim-
arily unilateral, but immediately pass permanently into
one of the two classes, and show no subsequent tendency
to change. It is tentatively suggested that the class
chosen depends on the type of mind concerned : unilateral
dyschiria will occur in pure hysteria, bilateral dyschiria
in hysteria complicated by neurasthenia. The essential
difference in the mechanism of unilateral and bilateral
allochiria is that in the former the illusiun of displace-
ment of the part of the body in space is accessible to intro-
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spection, and thus involves a much grosser contradiction
of previous experience than does the latter condition.
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FREUD’S THEORY OF DREAMS.*

By Ernesr Jowes, M.D., M.R.C.P,,

Clinical Director of the Ontario Clinic of Nervous and Mental
Diseases.

I should be setting myself an impossible task were I
to attempt in the short time at my disposal to give even
a mere description of this theory, let alone any account
of the evidence on which it is based or any discussion
of possible objections and rival views. This Freud has
done fully, and yet concisely in his Traumdentung, and
no expository article can replace the study of this
volume, nor can the theory be adequately stated more
briefly than it is there. The aim of this paper, there-
fore, is 2 more modest one, in that it is intended merely
to serve the parpose of bringing the theory to the notice
of thcse psychologists who have not already examined
it. Two especial claims that the theory has for the con-

.mtore the American Psychological Association, Dec.

29, 1904. Published in the Review or Neurology and Psychi-
atry, March, 1910.
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sideration of psychologists may perhaps be mentioned.
In the first place the chief respect, and often the only
respect, in which Freud’s supporters and opponents
agree is this: that if the theory developed in the
Traumdentung is crue it carries with it a revolutionary
change in our knowledge of the structure and functions
of the mind, a change that has a considerable bear-
ing on our conceptions of sociology, history, and the
allied normative sciences; the importance then of care-
fully investigating this theory is obvious. In the second
place no investigater, in any country, who has learnt
the technique of the psycho-analytic method employed
by Freud in the study of dreams, has yet reached any
conclusions that fail to confirm the theory in all par-
ticulars; this fact in itself speaks for the finished state
in which Freud gave the theory to the world.

Of psycho-analysis itself no account can here be given;
it essentially consisis in the collecting of the free associa-
ticns that occur to the subject when he attends to a given
theme and abrogates the selecting control over incoming
thoughts that * instinctively exercised by the conscious
mind. If this method is applied to any component part
of a dream, however senseless it may appear on the sur-
face, mental processes are reacl:ed which are of high per-
sonal significance to the subject. These mental processes
Freud terms the “ dream thoughts ”’; they constitute the
“latent content” of the dream in contrast to the “ mani-
fest content,” which is the dream as related by the sub-
ject. It is important to keep distinct these two groups
of mental processes, for on the appreciation of the differ-
ence between them rests the whole explanation of the
puzzling riddles of dreams. The latent content, or dream
thoughts, is a logical and integral part of the mental life
of the individual, and contains none of the incongruous
absurdities and other peculiar features that characterise
the manifest content of most dreams. This manifest
content is to be regarded as an allegorical expression of
the underlying dream thoughts, or latent content. The
distortion of the dream thoughts into the dream proper
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takes place by certain well-determined psychological
laws, and for certain percise reasons. ‘The core of
Freud’s theory, and the most original part of his con-
tribution to the subject, resides in his tracing back this
distortion to a “censor” which interposes an obstruc-
tion to the becoming-conscious of unconscious psychical
processes. ‘This conception he arrived at through the
analysis of various abnormal psychical manifestations,
the symptoms of hysteria, Zwangsnenrose, etc., which he
found to be constructed on a plan analogous to that of
dreams.

A dream is thus not a cenfused and haphazard con-
gery of menta] phencinena, but a distorted and disguised
expression of highly significant psychical processes that
have a very evident meaning, although in order to ap-
preciate this meaning it is first necessary to.translate the
manifest content of the dieam into its latent content in
the same way that a hieroglyphic script yielus its mean-
ing only after it has been interpreted. The mechanisms
by means of which the manifest content has been formed
from the underlying latent content are mainly four. (1)
The first of these is called condensation. Tvery element
of the manifest content of the dream represents several
dream thoughts; it is, as Freud puts it, “ over-deter-
mined.”  Thus the material obtained by analysis of a
dream is far richer and more extensive than the manifest
content of the dream. 7The condensation may shew itself
in several ways. For instance, in a dream a figure may
appear that is built up of traits some of which belong to
one actual person and some to another, rather like a
Galton’s composite photograph. In this way a certain
feature in common between several peojle or places may
be expressed in the manifest content of a dream by the
occurrence of a composite person or place built up in the
way just mentioned; the feature in comumon, whicl. in
this case is the essential constituent in the latent content,
need not be present in the manifest content. The feature
in cormamon may be one actually present in real life, it
may represent another common feature, or it may re-
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present the wish that there were such a common feature,
TFurther, not only is every element in the manifest con-
tent connected with several elements in the latent con-
tent, but every clement in the latter is connected with
several in the former. In addition to this frequently
associations exist between the different elements of the
entire structure, so that this has often the appearance of
a tangled network until the full analysis brings law or
order out of the whole. At various points in the network
the asscciations arc especially close as thorgh they
formed particular points of junction. These points are
intimately related to the most significant elements of the
underlying drear: thoughts. Lastly it may be remarked
that the clements in the drecam that shew the greatest
sensorial vividness are those that have the most associa-
tions in the dream thoughts; they are in other words the
best-“ determined ” elemems. (2) The second distort-
ing mechanism is that termed displacement. In most
dreams it is found after znalysis that there is no corres-
pondence between the psychical intensity of a given
element in the manifest content and the associated ele-
ments in the letent content. An element that stands in
the foreground of interest in the former, and seems to be
the central feature of the dream, may represent the least
significant of the underlying dream though’ ; conversely
an apparently unessential and transitory feature in the
dream wmay represent the very core of the dream
thoughts. ~ Further the most prominent affect in the
dream, hate, anxiety, and so on, as the case may be, fre-
quently accompanies elements that represent the least
important part of the dream thoughts, whereas the dream
thoughts that are powerfully invested with this affect
may be represented in the manifest content of the dream
by elements of feeble affective tone.  This disturbing
displacement Freud describes, using Nietzche’s phrase,
as the transvaluation of all values. It is a phenomenon
peculiarly frequent in the psycho-neuroses, in which a
lively interest or an intense affect may be found associa-
ted with an unimportant jdea. In both cases a transposi-
7
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tion has occurred whereby a highly significant idea is
replaced by a previously indifferent and unimportant one.
Often the association between the primary and secondary
ideas is a very superficial one, and especially common
forms of this are witty plays on the speech expression
for the two ideas, and other kinds of clang associations.
As is well known, this superficial association is usually,
as Jung has well demonstrated, the cover for a deeper
hidden bond of high affective value. This mechanism
of displacement is the cause of the puzzling fact that
most dreams contain so many indifferent and hardly
noticed impressions of the previous day. It also ex-
plains much of the bizarreness of dreams, notably the
remarkable incongruity between the intensity of the
affect and the content of the dream; a person may in
a dream be terrified at an object that is usually indiffer-
ent, and quite at ease in the presence of what should be
alarming danger. (3) The third mechanism is that
termed dramatisation. It is a familiar observation that
the manifest content of most dreams is predominantly
of a visual nature, so that it may be said that in this
respect a dream resembles a theatrical presentation.
This fact that the representation operates principally by
means of visual piclures exercises a selecting influence
on the mental processes that have to be presented in
this special way. Under the same heading may also
be included the special technical means employed by a
dream to present the logical relations, casual connec-
tions, judgments and- the other intellectual operations
te be found in the underlying dream thoughts. 'T'hese
wiil be further mentioned when we speak of the “ dream-
making ” proper. (4) The fourth mechanism, that of
sccondary elaberation, fundamentally differs from the
other threc in that it arises from the activity, not of the
underlying dream thoughts, but of the more conscious
mental processes. ‘T'o it we owe whatever degree of
ordering, sequence and consistency there may he found
in a dream.

Iaving mentioned some of the mechanisms that bring
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about the distortion of the dream thoughts into the
dream itself we may now shortly consider the material
and sources from which a dream arises. Again we
have sharply to distinguish between the manifest con-
tent of the dream and the underlying latent content;
the latter will presently be dealt with apart. Three
peculiar features exhibited by the memory in dreams
have especially struck most observers; first, the prefer-
ence shown for recent impressions, secondly, that the
experiences are otherwise selected than in our waking
memory, in that subordinate and uraotice« incidents
scem fo be better remembered than essential and im-
portarit oncs, and thirdly, the bypermnesia for previ-
ously forgotten incidents, especially for those of carly
childhood life. In every dream, without exception,
occur incidents experienced by the subject in the last
waking interval; the explanation why this is so cannot
here be given, as it would lead us too deeply into the
subject. Other recent experiences, however, that have
not occurred on the day immediately preceding the
dream are treated in just the same way as ancient mem-
ories. ‘T'he selection of incidents of subordinate interest
applies only to incidents of the day before the dream.
Older incidents that at first sight appear to be unim-
portant can always be shewn to have alrcady become
on the day of their occurrence psychically significant
through the secondary transference to them of the affect
of significant mental processes with which they have
got associated. ‘The material of dreams may, therefore,
be either psychically significant or the opposite, and in
the latter case always arises in some experience of the
preceding day. The third fcature mentioned above,
namely, the hyperninesia particularly for infantile ex-
periences, is only sometimes to be found in the mani-
fest content of the drcam, but always in the later ¢ con-
tent. The origin of some dream material is to he found
in somatic stimuli during sleep, though not so frequently
as many writers maintain. They are, however, in no
. case the cause of the dream, but are merely woven into
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its fabric in exactly the same way as any other psychi-
cal material, and only when they fuifil certain condi-
tions. ‘T'his is easily shewn by, for instance, the follow-
ing considerations: A sleeper may react to a given
somatic stimulation when this is of a lively nature, such
as bad pain, in one of scveral different ways. In the
first placc he may altogether ignore it, as often occurs
in disease, in the second place he may feel it during
sleep without dreaming, in the third place he may be
awakened by it, and fourthly he may weave it into a
dream. Even in the last instance it enters into the
dream only in a disguised form, and it can be shewn
that this disguise depends not on the stimulus but on
the nature of the dream. The same stimulus may
appear in different dreams in quite different forms, and
analysis of the dream regularly shews that the form
adopted is altogether determined by the motive of the
dream. The dream makes use of the somatic stimula-
tion or not according to its needs, and only when this
fulfils certain requirements.

We have now further to consider the construction
of the manifest content out of the latent content, or
what I'reud calls the dream-making. TFreud lays great
stress on the fact that in the formation of a dream no
intellectual operation of any sort is carried out; the
dream-making is solely concerned with translating into
another shape underlying dream thoughts previously in
existence. 'The dream-making proper is a process more
distant from waking mental life than even the most
determined detractor of dreams would maintain; it is
not merely more careless, incorrect, illogical and in-
complete than waking thought, but it is something that
is qualitatively absolutely different from it, so that the
two cannot be compared. In dream-making there is
no thought, calculation, judgment or any other intel-
lectual operation; there is nothing but transformation
of previously formed mental processes. Any speech
phrases or ciphers in a dream, and anything that
appears to indicate juagment, calculation or argument,
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are taken bodily from the underlying dream thoughts,
either dircaly or in a distorted form. LEven some of
the waking judgments passud on a recent Jream belong
to the original drcam thoaghts. In the Jdream-making
a number of devices, grouped above under the heading
of dramatisation, are employed to present the manifold
intellectual operations and logical relations present in
the latent dream thoughts. It is, however, impossible
here to do more than mention a few of them. Such
parts of speech as “if,” “although,” “either,” * be-
cause,” etc., which occur in the latent thoughts, and
make them comprehensible, arc expressed in the mani-
fest content by special devices. For instance, logical
connection is expressed by simultaneousness, casual re-
lation either by presenting the cause in a fore-dream
and the consequent effect in a main dream or, more
rarely, by producing a gradual transformation of one
scene into another; an alternative is expressed by syn-
chronously presenting as existent both possibilities, simi-
larity by identification, and so on. Qbvious absurdity
in a dream signifies the existence of mockery or scorn
in the dream though's. The affect in dreams has many
interesting features. The incongruous manner in which
it may be present when not explained by the ideas of
the dream, or be absent when it might have Leen ex-
pected, has already been noted above, and is quite
elucidated by psycho-analysis, which reveals that in the
dream thoughts the affect is logically justified and con-
gruous enough. The affect investing the latent content
is always morc intense thn that present in the mani-
fest content, so that although strongly affective dream
thoughts may produce an indifferently toned dream, the
reverse never occurs, that isfto say an affective mani-
fest content never arises frpm an indifferently toned
latent content. The effect of the dream-making on the
original affect is different ffom that on the rest of the
dream thoughts, in that n¢/ distortion of it takes place.
The affect appears in the same form in the latent as in
the manifest content, though of course through the
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mechanism of transference it is otherwise associated
than in the latter.

We have last to consider the most important prob-
lems of all, those concerning the latent dream thoughis.
The first thing that strikes one about these is their in-
tense psychical significance. A dream w2ver proceeds
from trifles, but only from the mental processes that are
of the greatest mement and interest to the subject.
More than this, they arc processes of the greatest per-
sonal interest, so that the dreani thoughts are invariably
egocentric.  We never dream about matters that con-
cern others, however deeply, but only about matters
that concern ourselves. It has already been mentioned
that the underlying dream thoughts are perfectly logical
and consistent, and that the affect accompanying them
is entirely congruous to their nature. Freud, therefore,
not only agrees with those writers who disparage the
mental quality of dreams, holding as he does that the
dream-making proper contains none of the nobler intel-
lectual functions, but proceeds only by means of “lower ”
mental processes, but he also agrees with those other
writers who maintain that dreams are a logical contin-
uance of the most important part of our waking mental
life. We dream at night only about matters that have
most concerned us by day, though on account of the
drearn distortion this fact 1s not evident. The dream
thoughts shew certain differences in the voung child and
in the adult. In the young child no distortion takes
place, so that the ‘atent content and the munifest coun-
tent are identical. In such cases it is easy to sec that
the dream represents the imaginary fulfilment of an un-
gratified wish. Now Freud maintains that the latent
content of every dream represents nothing else than the
imaginary fulfilment of an ungratified wish, and it has
sometimes been alleged by his opponents that this gener-
alisation is the oumcome of observing a few child dreams,
and that his aralyses merely consist in arbitrarily twist-
ing the dream until a wish can be read into it. We have
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seen that this is historically untrue, for Freud came
to the analysis of adult dreams from the analysis of
adult psycho-neuroses. He found that his patients’
symptoms arose as a compromise between two opposing
wishes, one of which was unconscicus, the other con-
scious, and that they allegorically represented the imag-
inary fulfilment of these two wishes. IHe further found
that an essential factor in their production was a conflict
between the two systems, of such a kind that the un-
conscious one was forcibly prevented from becoming
censcious; it was unconscious because it was “repressed.”
It frequently happened that the psycho-analysiz ied to
the patients’ dreams, and on submitting these to the
analysis in cxactly the same way as any other mental
material he discovered that the structure of them
shevred close rescmblances to that of the neurotic symp-
tonis. ‘1 hoth cases the materirl examined proved to
be 1n allegarical expression of deeper mental processes,
and in both these deeper mental processes were uncon-
scious and had undergone distortion by the censor of
consciousnes.. ‘The mechanisms by means of which
this distortion is brought about is very similar in the
two cases, the chief difference being that representation
by visual pictures is much more characteristic of dreams,
though in psycho-pathology we are also famil ar with
it in the form of haliucinatory visions. The unconscious
mental processes always in both cases arise in early
childhood and constitute a repressed wish, as do all
unconscious processes, and the syinptom or dream
represents the imaginary fulfilment of that wish in a
form in which is als~ fused the fulfilment of the oppos-
ing wish. Dreams dbfer from psycho-neurotic symp-
toms in that the opposing wish is always of the same
kin d, namely, the wish to sleep. A dream is thus the
guarder of sleep, and its function is to still the activity
of unconscious mental processes that otherwise would
disturb sleep. Freud couples with his investigations on
dreams a penetrating enquiry into the nature of uncoa-
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scious mental processes, the function of consciousness,
and many allied subjects that I cannot here consider.
I would conclude with a sentence of his that “ Dream o
interpretation is the golden way to the knowledge of :
the unconscious in mental life.”

PSYCHO-ANALYTIC NOTES ON A CASE OF
HYPOMANIA* . «,

By Ernest Jonzs, M.D., M.R.C.P. (Lond.),

Demonstrator of Psycliatry, University of Toronto.

The psycho-analytic methods developed by Freud in
the past fifteen years have been singularly neglected by
workers outside of German-speaking countries, as is illus-
trated by the fact that no psycho-analysis carried out in
any other country has up to the present been published.
Yet these methods are unquestionably destined to have a
far-reaching influence not only in the case of the psycho-
neuroses but in much wider fields, and particularly in that »
of insanity. Already in dementia praecox Jung® has ap- o
plied Freud’s principles to the elucidation of the mental
changes present in this obscure malady, and in spite of
the great technical difficulties encountered has met with !,
such brilliant success as greatly to encourage workers in &
this and allied spheres of investigation. Up to the ‘
present no psycho-analysis of a case of manic-depressive
insanity has been recorded, for the only ome published
under that name, by Otto Gross,® was almost certainly, as
Jung and others have pointed out, a case of dementia
praecox. The same objection may be open as regards the

P '%%bllshed in the American Journal of Insanity, Oct., 1909.

*Jung: The Psychology or Dementia Praecox. Translated by
Peterson and Brili. Journal of Nervous and Mental Disecase,
NMonograph beries, 1809, See also two excellent analyses by
Brill, Journ. of Abn, Psychol, Vvol. III, p. 219, and Amer. Journ.
of Imsanity, Vol. LXVI, p. 53.

30tto Gross: Dps Freud'sche Idcogenitatsmoment und secine
Bedecutung im manisch-depresstven Irresein (lraepelin’s). 1907,
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case presently to be described, but in the writer's opinion
the evidence seems here definitely to point against the
diagnosis of dementia precox.

Before detailing some of the results of the study
carried out by the Freudian methods, 1 will first give an
account of the case as observed on ordinary lines.

Previous History—The patient, S. T., is a woman
aged 39. Her father died of pneumonia at the age of
55. Her mother, aged 78, is still alive; she is said to have
suffered from “ hysteria.” One brother died of an aortic
aneurism at the age of 35; two others are alive and well.
There was no instance of insanity known in the family.

The patient was brought up in the country, in a Nor-
thern American State, and was at home until she married.
At school she was unusually quick in learning.  She
began to menstruate at the age of 14, and had no dys-
menorrheea.  She married at the age of 19, and in the
next year bore a son, who is still alive and well. A year
or two later she had a miscarriage; this was followed by
pelvic complications, evidently of a septic nature, which
kept her in bed for five months. In 1892, when aged 23,
she underwent double ovariotomy. This operation had
no effect on her menstruation or on her sexual feeling.
Ill-health persisted, and she suffered much from ~-inful
sensations in the top of the head. Three years ¢ .er her
uterus was curetted for this. A period of depression
followed, and she was given electrical treatment for six
months. In the succeeding years she was well for vary-
ing periods, and in the intervals suffered much from
weakness, malaise and pelvic pain. In the summer of
1904 her health again badly broke down, and she was in
hospital for three months of that year and for six months
of the next. In June of the latter year (1gos) she had a
broad ligament cyst removed; it was at the time noted
that the ovariotomy had been complete. Since this last
operation she has rarely been free from sleeplessness, lack
of appetite aud other symptoms, though these greatly
varied in intensity from one time to another. Two
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months before her admission to the asylum a marked
exacerbation of them took place, as will presently be de-
tailed.

At different times during her married life she had
entered into irregular relations with men, which lasted for
varying periods. Her husband, who was a commercial
traveller, was aware of this. He attributed it to irrespon-
sible eccentricity caused by her markedly erotic tem-
perament, and took the view that his duty was to forgive,
and, wherever possible, to guide her. His attitude
towards his wife was one of exceptional patience and
fondness, and domestic scenes between them were rare
and insignificant. It should be mentioned that the patient
had always from a girl been re'igious, but only to a
reasonable extent.

Present Illness—For two months before admission
the patient had been restless, irritable, depressed and ex-
cited, varying greatly in mood from one day to the next.
She had cenceived an aversion towards her husband and
son, aud thought they were conspiring to harm or destroy
her. She imagined that various clergymen were in love
wiih her, that people were discussing her reputation and
conspiring to injure it. Her food was being poisoned,
and she refused to eat it. Electricity was being pumped
up through the floor to hurt her, and there were strange
odours in the room. ‘The house was full of men and
spirits. The front of the house was transparent, so that
everything could be seen from the street.

She tried to throw herself out of the window, and to
run out into the street undressed. She became violent,
uttered loud screams, and had to be forcibly restrained.
Throughout, however, she seemed to have considerable
insight into her condition ; she realized that her mind was
sick and that she was going insane.

First Admission.—She was admitted to the asylum
on January 30, 1907. From the note taken during her
stay the following points may bhe added to the account
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given above. Her attention was easily gained, and was
well maintained. There was no clouding of conscious-
ness. She was well oriented. She cried readily.  She
was fretful and, later on, depressed. She made a good
recovery and was discharged on March 27, 1907.

Second Admission—The patient was readmitted on
September 27, 1908, with the story of having suffered
from a very similar attack to the previous one. The symp-
toms had developed only a week ago, and had ensued on
another gynazcological operation to which she had recently
been submitted. They began with considerable depres-
sion, which was soon followed by excitement. ‘The same
erotic delusions were present as on the previous occasion.
She was exceedingly restless and excited, gesticutated
wildly, swore, sang, wandered from room to room, and
threw things out of the window. She would toss herself
about in bed until she reached an ecstasy of excitement,
banging the walls with her fists, and so on.  She would
eat the most curious things, such as stove polish, etc. Her
first act on being brought to the asylum was to smash a
window pane with a chair.

On examination the patient was seen to be still in this
excited condition. She was in continual movement, made
frequent attempts to climb out of the window, constantly
flourished her arms and declaimed at a high voice. Her
hands, when she was not gcsticulating, were busy crump-
ling or tearing fragments of paper. At times exacerba-
tions of great violence occurred, in which she needed
restraint. Her hair was dishevelled, and her personal
appearance neglected. Her expression was distinctly
lascivious, though her behaviour was never indecent.

On studying her logorrheea one found that it con-
sisted of a series of rapidly uttered words and short
phrases, mostly related one to another by sound associa-
tions. The following are examples: “ What a pretty
tie. I wish I were tied to someone who was pure, and
had prctty eyes. I'm fond of pretty 2yes. Fond of lies.
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Not fond of the kind of lies I've been accused of. O,
ves, 1 was. ‘There are different kinds of lies, lic up, lie
down.” The significance of the last words will he seen
later. “ I don't trust him. New York trusts. Roosevelt
is all right. Except when he talks about race suicide.
Bearing children is all very well when you have no bear-
ing-down paius. There are too many panes in this win-
dow ; I should like to open one.”” We sec how prominent
is the impulsive and rapid transition, along the most super-
ficial associations, from idea to idea, so characteristic of
the maniz flight of ideas,

The patient was perfectly oriented in time, place and
personality.  She retained insight into her condition,
knew exactly why she had been confined, and that she
would soon be better and about again. After the early
stage no hallucinations occurred, except of smell.  Her
delusions have been menticned above, and will be dis-
cussed in the course of the analysis. FHer memory was
unimpaired, as was—so far as could be tested—her power
of retention. There was no sense deficiency. no contrac-
tion of the visual fields or disturbance of sensihility, and
no other stigmata of hysteria, Her judgement in cvery-
day matters was sound, and there was no evidence of in-
tellectual dcterforation. No mannerisms, catalepsy or
stereotypies were ever noted.

There was but little sleep for the first few days. The
tongue was furred and rather dry. The pulse rate and
temperature were slightly raised. There was much con-
stipation and the appetite was at first very deficient. There
were no abnormal physical signs in the nervous system.

Cowrse—~The excitement gradually subsided, and in
a couple of weeks had practically disappeared. Syn-
chronously with this the delusions became less prominent,
and the patient gradually realised the falsity of them. In
January, 1909, she was allowed to go out on probation,
and did so for a couple of days at a time at frequent
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intervals until her final discharge in April. Further de-
tails of the course of the case will be given in the analysis,

Diagnosis—There are only three diagnoses that come
into serious consideration, manic-depressive insanity,
dementia paranoides, and hysteria. The last-named can
with the greatest probability be excluded, on account of
the absence of physical signs or symptoms of this malady,
and the non-correspondence of the mental condition,
cither clinically or psychologically, with that characteristic
of hysteria.  “I'hc reactions were never infantile, there
were no amnesias, aboulias or phobias, and the word-
associations were not of the kind found in hysteria.

T'o exclude the diagnosis of dementia preecox is more
difficult, especially as the thought of this malady is
especially raised by the fact of the history extending so
far back, by the chronicity of the symptoms witih their
occasional exacerbations, and by certain features of the
delusions present. However, on the one hand there was
none of the peculiar “ shut-offness,” or loss of contact
with the immediate environment, that is the most constant
accompaniment of dementia preecox. nor were there any
somatopsychic perversions, stereotypies, verbigerations or
mannerisms such as we might expect to find by the time
the case had developed so far; on the other hand, the
alternation of depression and excitement, the vehemence
of the latter manifestation, tiie logorrheea, the suggesti-
bility during the excited period, the retained insight into
the condition, the morbidly sharp definition of the subse-
quent recollection of all the events in the illness, the form
of association reactions, and the typical manic flight of
ideas, all strongly go to show that we are dealing with a
case of manic-depressive insanity. As will presently be
shown, the delusions that occurred bore a distinctly para-
noid stamp. This feature may be found in a variety of
psychoses, in general paralysis, dementia precox, -lco-
holic “ dementia,” etc. It is becoming more and more
douhtful whether true paranoia exists as a separate entity,
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and Specht® has recently advanced excellent reasons to
show that a large number of cases in which this diagnosis
has been made are really cases of chronic mania, i.e., of
manic-depressive insanity.

Psycho-Analytic Observations.—Up to this point the
case has been comsidered on strictly Kraepelinian lines,
and the diagnosis arrived at by observing and weighing
the import of the external objective manifestations of the
malady. Of fundamental importance as this route is in
teaching us so much about our cases, the grouping of
them, the separation of one form from another, the out-
look. ou prognosis and the general review of the disease,
yet in its very merits lie its limitations. It definitely aims
at giving us a conception of the disease as seen from the
outside, in other words from the point of view of the
clinical observer. It does not pretend to lead us to an
appreciation of the morbid phenomena as secn from the
inside. We thus never reach the patient’s point of view,
never realise what a given external manifestation repre-
sents to Aim, and thus never approach a true understand-
ing of the meaning and significance of that manifestation.

It is precisely here that Freud’s psycho-analytic
methods supplement the usual modes of study, and, thanks
to them, we are for the first time beginning actually to
penetrate into the patient’s mind, and to learn something
about the pathogenetic mechanisms by means of which the
different symptoms of the disorder are brought about.
The psycho-analysis of an individual case of any psychosis
is so difficult that it is rarely complete. In the present
case only a certain number of indications were obtained,
which, however, yielded clues of considerable value to
the interpretation of the most prominent symptoms. We
may begin by noting the results of a few association tests.

In these associations the following points are note-
worthy: the high percentage of “ complex” indicators;
the high percentage of superficial associations, particularly

8G. Specht: Ucber die klinische Kardinalfrage der Paranoja.
Zentralbl, f. Nervenheilk, u. Psychiatr. 1908, S 817.

’
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of clang ard motor-speech forms; the markedly erotic
assimilation shown in regard to most of the stimulus

October 23, 1008, November 28, 1908,
Stimulus. - —— —_
Timv.l Reaction, l Reuarks, ’l‘ime.ll Reaction, | Remarks, | (ﬁl(gggn.
|
Carpet. 2 pet, [ 20 | pet, ‘ 1%
Window, | 1.5 !dragh. 0 o
Cup. 25 jcut. 80 | eaucer, cupjfellatorism A
of kindness; complex.,
Blae. o 9.0 ! white. purity. Iv4
Grass. 4.0 | rasped, seanction | 8.0 | stubble, As before, 0
in orchard
q rememb’d.
3 Red. 3.0 | green. 2.0 | blae. green.
: . fields,
\ Hit. 20 | blow, 4.0 | hat, blow.
] Qain. 3.5 | win, 2 loss,
' Tree. 4.0 { huit, childbirth| 20 ] shrub. plant,
3 recalled.
Wind. 4.0 | wind, 4.0 | wind. winding v
clock,
Spent. 15,0 | it. argasm 4.0 ispend. orgasm. A
evoked,
Oloud. 4. | clod, 12,0 | clown. (]
Hat, 3.5 |cat 4.0 ] cap. 4]
{ Pot. 1.5 | pan, 1.5 | pan. W
Qome, 0 orgasm, 2.0 | go. a
[ Dress. 4.5 | rest, 4.0 | rest, habit
3 Heel. 2.0 | toc 2.0 | toe, .V
Truth. 4.0 | Ruth, 3.0 | true. liar.
Past, 6.0 | asked. erotic 2.0 | present. v
memory, R
Rail, 4.0 | rence, 20 log. v
Way, 2.0 {right, 4.0 { side, wayside.
Black. 1.5 | white. 1.0 | white. v
) Street. 5.0 ! pillow, mediate 2.5 | strean Q
r assoc. via
0 sheet.
F Cow, 4,0 | calf, no, 1.5 {calf, [
bull first. "
! Face. 1.0 | form. 1.0 § form. should o
1 preferitto
? faceif I
were
man.”
Spirit, 4.0 | proof, the | orgarm. 3.5 | move, [}
' best proof
of a fruit is
the eating ’
of it ! |
Life. 3.0 | death. 1.5 ! death. A
Clothes, 0 2.0 | closer, habit.
Sent. Y 1.5 ) smell. 1,0 §smell. s
Sheet. | 2.0 !sheep. 2,0 [ towel N
Form. | 15 ! babit. 1.5 | habit. i i
/ =correct reproduction,
O=ncthing reproduced.
00 =memory even for stimulus word forgotten.

words ; and the striking similarity between the results of
the two examinatior<, although a month apart.

N
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They may be contrasted with the following associa-
tions, made on January 21. In these the number of
superficial associations is much fewer, and approximates

Stimulus, y Time. ,  Reaction, Renarks, | Repro-
] . ' uuction.
. — ol L o G
Post. . 20 ‘ polr. \
Rich. 1.4 wealthy, ! poor,
}g'urk. L p'luy. A/
un. E top. alk.
Talk. f] ‘.'3 ;zl‘l;x[;h. " 1\“
;V hil-]-. X black. N4
Spend, 6.4 wpente orgasm. A
Quld, 1o | heat, snow.
Field. | 18 felt. assimilation to sexual complex. (4]
Car. ! 'I.Pf people, A/
Mother, s father. N4
SO{)ch f 0. m-ntny. ; «;
ole, 2 past. v
itnrl. 1 1;:.6 ! lhln part. i '\;
amp. oL oil, A/
Boy. IR girl. ' A
gl:\ck. IR ;;'lnlc. 1w
g Y ush. (4]
Watch. [ od | clock. %
Mouse, I 10 | rat. A!
Shoot, P shot. Vv
Jump, LN spring. A/
(I'Jlan. i Lo must. mi}k.
at. [N cap. .
Lace. l 1.% corsets, 4
Rain, 8] 50w, N
goall. 1.8 furnace. hc:;!.
ool, S0 toy. A
go:(til i L2 { dress, 4.:
rother. ! 0.8 sister. A
Alount. . 50 | monnted. orgasm., A
Tea. pome | milk, v
in. tou® L neelles A
Drop. : ;'111 i fallen, ** from grace.” 00
Come, H A4 1 cume, A
Cow, D1 : horse. s 4
Blood, 22 1 white. mediate via ' washad in blood, 4/
T N k ) . whiter than snow.” ,
TeR, u.h ! branch. A
Rail i L6 | fence. 4
Bed, [ K\ ' couch. (§]§)
Bnow. P D whites rain.
Prick. LR pin
§\‘_ut, I cmc]ker. (\’
Lie, ¢ 1.0 trath. 0
'Il"l:m-i YR8 ¢ pudding, refers toa ward Joke. i f\,l
ouch. t 1.6 play. eel,
Train. io1s | people. oA
Roaof, A} ; ceiling, . H A/
Rub. L2 brush. refers to ** spots on clothes.” 4]
oz, i 08 | cow. A

/=correct reproduction,
O=nothing reproduced,
00O =memory even for stimulus word forgotten.

to the normal. The erotic trends are, however, still
marked, and the number of “complex” indicators is
almost as great as before (about 50% of the tests).

\
t
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On studying the patient’s logorrheeic utterances, and
certain clues which will presently be mentioned, obtained
from her association reactions, one of the first groups of
ideas that impressed itself on the observer was that con-
cerning the “impurity ” of her past life, particularly of
her sexaal life. Already in her delusion that clergymen
were announcing from the pulpit the fact of this impurity,
and were urging her to teke up a better life, this complex
revealed itself.  Other manifestations of the same idea
were: the belief that she had some unclean contagious
disease, and that on account of this the nurses refused to
touch various vessels she had used and even feared con-
tamination by touching her; also that her body, especially
her vagina, emitted an evil odour. The following flight
referred to this: “T haven’t a single cent ; no one has sent
me anvthing: oh, here is that scent again; shall 1 never
get rid of it?” (indicating the genital region).

This “ impurity complex ” arose from more than one
source. In the first place she had masturbated to an
unusual extent, and suffered much remorse in conse-
quence. Many of her association reactions already indi-
cated this fact. Thus 10% of her responses on November
28 contained the word “ habit.”” which was always linked
in her mind with the idea of masturbation. Free asso-
ciation from the word “ dress ” gave “ riding-habit, T was
fond of riding as a child, it started in me the habit of self-
abuse.” On another occasion the word “ can” gave the
association “ candle, can't.”

Another root of this complex lay in the idea that she
had contracted some “filthy ” complaint from her hus-
band. About seventeen vears ago she had suffered from
a vaginal discharge, to which she attributed the septic
complications that followed the miscarriage. ‘The medical
practitioner in attendance developed a finger infection
which he said he had contracted from her. This may
have been one of the grounds for helieving that the nurses
were now afraid of being contaminated by contact with
her, for her pride had naturally been much hurt by the oc-
currence in question. That the memory was still rankling

8
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in her mind was illustrated by a free association, taken on
December 1;“ run—fast—drop to a walk—tap till the sap
runs—running tree—root—penis—running sore.”  The
idea that her husband had made her unclean became asso-
ciated with similar ones about him that we shall later dis-
cuss.

The external source cf her uncleanness, and the rela-

tion of it to sexual matters, was probably one cause of her
delusion that she was being poisoned by sumeone, par-
ticularly by her husband (she once accused him of putting
a powder in her drink). She also maintained that there
were men in the cellar who kept rapping on the pipes,
drugged her with gas, and then had sexual intercourse
with her. The gas was sometimes coal gas, sometimes
sewer gas. It had a cloudy appearance. In the morning
everything was sticky from the stuff deposited by it. It
was on account of this gas that she weculd rush to the
window to avoid suffocation (an action misinterpreted as
a suicidal attempt). The tap water would start running
and then stop for a moment while someone put poison in
it. The sound of running water, and even the patter of
rain drops, did in fact always evoke sexual sensations,
probably from its association with micturition.

Another curious symptom in connection with the same
complex was the following: During the examination she
bent down and insisted on inspecting the heel of my boot.
The result appeared to be satisfactory, for she exclaimed:
“1 see you polish the heel as well as the toe (see associa-
tion test for ‘heel’) ; you must be pure. All parts that
one can’t see ought to be clean. If the heel is clean, the
sole (soul) must be clean. I am a heeler, a healer (spelt),
heal-err. To err is human, love is divine. One cannot
heal and err at the same time. ‘Thou shalt bruise his heel.
I once healed an impotent man, simply by touching his
hand.” (The subject of impotence will concern us later,
as also that of personal cleanliness.) Other manifesta-
tions of the same train of ideas were her constant habit
of picking up anything she considered clean, pieces of
paper, pins, ete., and her exaggerated personal ablutions,
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teeth-cleaning, ctc. The latter symptom is a very com-
mon une, especially in the “ Zwang " ncurosis, where it
always indicates a reaction against sexual * impurity,”
particularly masturbation.

We must now further pursue the relation of the patient
to her husband. She often maintained that she was not
legally married to him. One day she burst into tears at
the sight of a photograph of her son, and called him an
orphan because he had no father. “ Our marriage was
not a real one. We were giggling before the clergyman.
Mr. T. didn’t krow which finger to put the ring on, and
I had to put it on myself. That hurt me dreadfully.”
The seizing at trumpery pretexts to prove that her mar-
riage was not binding of course indicates the presence of
some deeper reason for wishing this. Two other pre-
texts, though less trumpery, served the same purpese.
The first of these was that she was already two months
pregnant when she married her husband, and wonld never
have married him had it not been for that. She seriously
thought of evading the marriage, and her brother had
offered to help her in that event. The marriage ceremony
was in some respects therefore a farce in her eyes. The
second pretext was that she had before marriage already
had sexual relations, at the age of sixteen, with her music
master. ‘This affair had lasted three months, and he had
made her swear that she would never marry anyone else.
The notion that her “second ” marriage was not hkoly in
the sight of heaven had for years haunted her, and only
recently she had taken the advice of a clergyman on the
question whether it was lawful for her to continue her
relations with her husband. Some four ycars ago she put
a stop for some months to conjug -l relations, because she
thought they were “ wicked.”

There were, however, deeper reasons why she was un-
consciously striving against the idea of a binding mar-
riage. Her sexual needs had apparently only increased
as she grew older, and indeed were approaching a stage
when they might almost be called nymphomanic, so that
the demands made upon her husband in this respect were
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exceeding his capacity.  She stated this quite unequi-
vocally, and contrasted him in this respect with her first
lover, who had on several occasions had sexual inter-
course with her over a dozen times in one night. We
find here a second cause of her refusal to take food. She
said: “1I nearly died of starvation, and yet I wasn’t try-
ing to commit suicide. IHowever much I ate I couldn’t
get satisfied. Satisfied has two meanings, hasn’t it?”

Further, although, as was above mentioned, her hus-
band had taken a very lenient attitude towards her sexual
irregularities, still she naturally felt her impulses in this
direction restrained. An instance of how this powerful
wish for freedom caused her to read obscure meanings
into simple actions might here be given. Her husband
brought one day to the asylum a watch which she had left
behind her at home, and handed it to her with the words,
“This is yours, my dear.” She felt convinced that his
words contained an inner meaning, namely, that the
“watch ” stood for the female genital organs, and that his
giving it to her indicated his agreement that these organs
were her own, to do with as she willed. T asked her why
a watch should represent the female genital organs,
although I knew that the association between the two is
not a rare one in dream processes, etc., and she answered:
“J suppose because it has works inside that keep regular
time(s). or clse because it needs a ‘ key’ to wind it up.”
{ See association to “ wind ” on November 28.) It is not
without significance that the particular watch in question
had been given to her by her first lover, the music master.

Her love, that could not adequately be gratified by her
husband. had, therefore, to seeck another direction.
Several causes combined to make this a religious one.
Ministers appealed to her from the pulpit to forsake her
evil ways and follow the true path. She interpreted this
very literally as referring to her sexual life, and meaning
that she had previously been indulging in sexual grati-
fication mn the wrong way, and that she must now find the
right way. One minister publicly made to her in veiled
language the great revelation of what was the right way.

-
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Before eliciting this { had already noticed the plainest
signs indicating the nature of lher discovery. When
speaking of religious observances, particularly of holy
communion, she broke off, and slowly and reverently
went through a perfect pantomime of the whole ceremony.
This culminated in her taking a glass of water, which she
had piaced on a Bible, and gradually raising it to her lips,
where she beatifically sucked the rim, slowly revolving
the glass as she did so. During the latter part of the per-
formance a complete and exhausting sexual orgasm took
place. I pointed to the glass, and asked her if it was the
communion cup ; she answered, “ Do you call it a cup? It
has another name,” and later remarked, “This is the Way,
the Truth and the Life.” (See associations to “ way,”
October 28 and November 28.)  Again, “1 prayed
earnestly to God to let me have what I most wanted with
Mr. X. (the minister). He refused, and I had to sub-
mit to His will, and drink the cup of sorrow (communion)
alone.”

It was manifest that the act of partaking of holy com-
munion, performed in a very Sensual way, had for the
patient replaced that of normal sexual intercourse. There
was ample evidence to support this conclusion. I asked
her at what age she had first taken communion. She
answered, “ At sixteen (referring to her first sexual rela-
tions; she had partaken of communion two years before
this). Oh, do you mean the outward and visible sign of
true communion? That was two years before.” The
religious ceremony was thus to the patient an outer
symbol of some actual physical mode of sexual gratifica-
tion. On another occasion she told me how puzzled she
had been at a statement of her minister’s to the effect that
no one should partake of holy communion until after
having two weeks’ preparation; later she “discovered ”
that he had referred to the necessity for previous purifica-
tion—by thoroughly washing the genitals with soap and
water.

After this revelation it now became plain to her that
all her life she had been enjoying sexual pleasures in the
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wrong way, and that the true way was to admit the male
organ not into the vagina but into the mouth (fella-
torism). The seed was in this way to enter into the
body—had not Christ said “ Take and drink ”?—-where
it would perform its function of creating and nourishing
the child. She would thus be able to bear another child
to replace the one she had lost, in spite of the ruin of her
internal genital organs. Perhaps her deepest grudge
against her husband was the fact that his “uncleanness”
had put an end to her child-bearing at the early age of 22.
Her belief that “the new way ” would bring to fruition
her maternal desires, and secure both the creation and
nourishment of the child was confirmed by a piece of
advice given to her by her doctor to the cftect that “ she
ought to swallow as much milk as possible.”

One naturally next enquired into the source of the
patient’s knowledge of the perverse pleasure just
described. She had on a few accasions performed cun-
nilingus with her husband, but never actually fellatorism.
“THe was not clean enough; he did not bathe so often as
Mr. X7 (the music teacher). She had, however, on
several occasions performed the act in question with
another man. There were further evidences to show that
the patient was one of that frequent type t¢ whom the
excitation of the lips and mouth is capable of yielding as
intense sexual pleasure as that of the genital regions.
In these people cne migh. say that in a certain respect
the cavity 