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Preface


My initial interest in hysteria came from a double perspective – from feminism on the one hand and from psychoanalysis on the other. For both, though separately, hysteria has been crucial.


It is widely argued that hysteria has disappeared from the Western world during the twentieth century. As far as I am concerned, this remarkable claim opens rather than closes the issue. First, I would argue that it has not disappeared – as the frequent use of the word to describe conditions in the community testifies. Rather, it had a brief history as a disease and it is this categorization which has been coming to an end, much as its diagnosis as witchcraft or possession has sometimes terminated in other times and places. Hysteria also migrates. Supremely mimetic, what was once called hysteria manifests itself in forms more attuned to its new social surroundings. What was once a subsidiary characteristic becomes dominant and vice versa.


From my double perspective, two factors stand out as needing examination to account for the disappearance of a historically specific disease diagnosis. The first involves both feminism and psychoanalysis; the second primarily psychoanalysis, and feminism only secondarily in so far as it has made use of psychoanalysis. However, both implicate female–male social relations and our understanding of them – and hence are of concern to the political theory of feminism.


The first factor is the advent of the full recognition of male hysteria. Of all the psychic, mental, emotional or behavioural conditions known to humankind, it is hysteria which has been bound with bands of steel to femininity, and hence very largely to women. Feminism, in seeing hysteria as the protest of the disadvantaged and hence above all of women, has niade little of hysterical men except in so far as it can assimilate them to this position, as it has done with working-class men, nineteenth-century east European Jews or male immigrants, or to the position of the traumatized, as has been done with war neurosis from the Great War to the Gulf War. Equating hysteria with disadvantage misses half the problem. This half is the issue of hysterical violence.


Psychoanalysis also made nothing of the male hysteric. It is often remarked that all the great discoveries of psychoanalysis, indeed the theory of psychoanalysis itself, have emanated from work with hysteria. This is certainly true. However, the critical claim that inaugurated psychoanalysis was that men could be hysterical. By espousing and furthering this observation (initiated by Jean Martin Charcot), Freud instituted psychoanalysis as a theory about universal human processes. This would hardly have been possible had hysteria been limited to women. But psychoanalysis, too, slipped from explaining to endorsing its proclivity in women. Two reasons for this can be highlighted.


The first of these reasons arises from a difficulty internal to psychoanalytical theory: that is, the non-elaboration of the hypothesis of a death drive in general, but in particular in relation to hysteria. In the classic account, hysteria is the failure to demolish sexual desires for the mother and then for the father (the Oedipus complex). This, I believe, is only half the picture. Again, as with feminists’ accounts of hysteria, what is missing is that there is violence as well as sexuality in the seductions and rages of the hysteric. Reading hysteria through the death drive that Freud hypothesized following the psy-choneuroses of the First World War puts the male hysteric back in the picture and fills out that picture to include the ‘evil’ that is too often omitted.


The second reason, from my double perspective of feminism and psychoanalysis, for why we no longer see the hysteria that stares us in the face is a larger omission. This is the omission of the key role played in the construction of the psyche by lateral relationships. In referring to these as ‘sibling’ relations I am using the term extensively to include all those who stand in the position of siblings, whether biologically related or not. It is these and their heirs in peers and partners that are missing from our understanding of hysteria. Anthropology lias long recognized the siguilicanee oi these relations although not in relation to hysteria); psychoanalysis has subsumed them to the vertical child-parent relationship.


Once one brings in ‘siblings’, hysteria emerges. Likewise, understanding hysteria calls forth siblings. Siblings are everywhere in psychoanalytic accounts-even though they are absent from the theory and the clinical practice. Together with the death drive, they help account for many things we are otherwise puzzled by in social situations if we stay only with the vertical axis of explanation. Any elaboration of the death drive has seen it as either destruction (Melanie Klein) or as the effects of trauma (French psychoanalysis). It is both. It is a drive, or a force, towards inertia or stasis, that can turn outwards in destructiveness towards others. When a sibling is in the offing, the danger is that the hero – ‘His Majesty the Baby’ – will be annihilated, for this is someone who stands in the same position to parents (and their substitutes) as himself. This possible displacement triggers the wish to kill in the interest of survival. The drive to inertia released by the shock becomes violence. Or it becomes a sexual drive, to get the interests of all and everyone for oneself. There are rules against sibling incest and sibling murder but in smaller ways rules are broken daily – what is the widespread practice of wife-beating but a breaking of that rule that one should not hit someone smaller than oneself?


I am not arguing that the lateral should replace the vertical axis -but that they are brought into conjunction. This conjunction in its turn opens up several perspectives. I have suggested a ‘parthenogenetic complex’, in which the hysteric perpetuates the idea, voiced initially to himself or among peer groups but in imitation of the mother, that one can make a baby from oneself. This opens out into questions of social practice, not single mothers but the fury that can arise against a child when one does not know boundaries or how to symbolize the other as different from oneself. Over and above the many specific issues that can fall within a framework that adds the lateral to the vertical is that this helps us account for hysteria as a universal possibility. The post-modern emphasis on difference has been at the expense of transversality – the variations always present within the universality. Hysteria and lateral relations that take up positions which are simultaneously the same and different may make a contribution to resolving this dichotomy, to allowing for a perspective of both/and rather than either/or.


Juliet Mitchell, Ahmedabad, India
December 1999
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1
Hysteria



I. A BRIEF HISTORY: PAST AND PRESENT





The Taita people live in the Coast province of Kenya. They recognize two categories of illnesses: those of the heart and those of the head. One illness predominant among the Taita is saka. Like all illnesses that involve fears, urges or cravings, saka belongs to the heart; as the Taita describe it, it is an illness of ‘wanting and wanting’. Customarily, the Taita men have herded goats, sheep and a few cattle, and grown and sold cash crops: mainly vegetables, wattle, chilli and coffee. Increasingly, however, they work as domestic or agricultural wage labour away from the tribal reserve. Meanwhile, women have cultivated the basic grain, root crops and greens for eating. Marriage takes place within the tribe and the descent line is patrilineal: women may inherit neither land nor livestock, although as wives or widows they have extensive rights to their use. Likewise, wives and widows are the main purchasers and controllers of consumer goods and define the needs of a household. Their tasks are dependent on the use of money but they themselves can earn only ‘pin money’ – small amounts for their own domestic use. Taita education seems to emphasize women’s dependence and men’s enviable privileges. The women have little contact with the world beyond the reservation.


It is almost entirely Taita wives who suffer from saka – indeed, as many as 50 per cent of married women may be afflicted at some point in their lives. Saka can originate in a mood of restlessness and anxiety or in a self-induced hypnotic state. In its dominant expression saka begins with the upper body of the sufferer going into convulsions, her shoulders shaking and her head rolling; then come some or all of the following symptoms: the monotonous repetition of an action or of words that are usually from another (scarcely known) language, closed eyes, expressionless face, loss of consciousness, a trance state, rigidity and teeth-clenching. Sometimes saka’s main characteristics occur without any of the preceding convulsions.


Instances which are cited as having triggered saka include the sight of a car in an area where such an object is scarcely known; the sudden striking of a match; the intense desire or craving for a particular object, such as sugar, a cigarette, bananas, or an action, such as playing the concertina (a man’s instrument). In one woman’s case, saka was triggered by her wish to hear her son’s band play after she had missed it; in another, by her desire to have her husband’s blood to suck; in another, by her wanting to drink the water in which her favourite nephew had washed.


Christian elders often consider saka the work of the Devil; others think it has been sent by foreigners who, having failed to seduce the Taita women, make them barren instead, by means oisaka; still others do not regard it as an illness at all, but rather as a deliberate feminine con trick to make husbands procure whatever their wives want.


Treatments range from making sure the woman has what she wants to the prescription of various medicaments and the use of herb-infused smoke; from drinking the water in which a man’s lower garments have been washed to becoming a Christian, or performing the saka dance. For this dance, the afflicted women line up wearing some or all of the following items, which must be provided by their husbands: a man’s felt hat or fez, a hunter’s or explorer’s red and white bandolier, a man’s belt and bells on one ankle. The sufferers wear dresses which may be tied under the shoulder like a woman’s or around the waist like a man’s. The women carry a man’s dancing staff or a young man’s walking stick. Gender ambiguity and fluidity is all-pervasive.


The treatments, however, do not seem to produce permanent cures. But such cures as there are, particularly those brought about by the saka dance – like the illness to which they respond – involve the negotiation of gender differences. Women crave and get consumer goods that men must pay for (clothes, sugar) or objects or attributes that ‘belong’ to men (bananas, cigarettes, their clothes, their blood); they want to have and do the things which are prohibited to women but are allowed to men and, at least as a token, the treatments allow this. The gender difference is not absolute, but clearly the illness is experienced by women who can be cured, at least for the time being, if they can temporarily have or do or be the things men have, do and are. Commenting on her observations of the saka complex during the 1950s, the anthropologist drace Harris writes: “In the saka attacks we see what appears at first to be a highly aberrant forni of behaviour. The symptoms strike one as being of an hysterical sort, using the term in an everyday rather than a technical psychiatric sense,’1 The 1950s were a decade in which hysteria was not an acceptable diagnosis or medical concept. Although she backs off from using it and in the title of her essay about the Taita women calls it ‘Possession “Hysteria”’, with double quotation marks, Harris can find no other appropriate term for the phenomenon which she observed.


Hysteria is a universal phenomenon, a possible response to particular human conditions that can arise at any time or anywhere. Just over ten years ago, in Religion in Context: Cults and Charisma (1986), the anthropologist I. M. Lewis wrote that it was incorrect to regard witchcraft, spirit possession, cannibalism and shamanism as discrete phenomena found in different social contexts in different places and times. Instead, he argued, these are just so many aspects of mystical power or charisma; they are the various facets of a single phenomenon. This unity becomes clearer if one asks who are the chief actors in all these apparently different instances. A strict scrutiny of the empirical data produces the answer that in all the apparently discrete cases the actors are the same: occasionally they are disadvantaged men, but predominantly they are women.


Lewis, like Harris, is nervous about using the term hysteria. Yet if we ask the same questions about hysteria, it is no accident that the answers are also the same. They are the same, too, for the many discrete ‘illnesses’ into which hysteria has been transmuted or, in part, transferred in the twentieth-century Western world. Hysterics may be ‘disadvantaged’ men, but they are predominantly women. So too are the actors of the many different aspects of Western hysteria such as eating disorders, multiple personality and ‘borderline’ conditions.


The analogy between mental illness and adherence to ‘alternative’ religious cults runs sotte voce throughout Lewis’s book. Lewis’s argument is about the interdependence of orthodoxy and mysticism, about, essentially, male and female modes of religious power. The unorthodox mystical cults which he describes are in fact crucial to orthodoxy; they are its essential ‘other side’. To take that argument further, in the context of Western medico-psychiatric practices, it is just such an interdependence that we witness between so-called psychic health and hysteria. Hysteria is the alternative or other side of the coin of what is regarded as normal behaviour. Women are thought to be, or assigned to be, its main practitioners.


Hysteria is also the mental condition which provides the relevant point of comparison for both witchcraft and spirit possession, for shamanism and even for cannibalism. However, there is only one reference to hysteria in the index to Religion in Context, although there are, in fact, twelve references in the text. Lewis praises Grace Harris’s account oisaka but omits the terni ‘hysteria’, even though Harris had translated saka as ‘possession “hysteria”’. ‘Hysteria’ does not therefore appear to be a term that Lewis is prepared to use in this context.


Lewis was criticized for deploying the notion of hysteria in his earlier book, Ecstatic Religions (1971), and he clearly wanted to eschew it subsequently. Yet his descriptions clearly point to it. Hysteria and cults cannot be reduced entirely to each other. It is rather that, within the contexts in which they are practised, possession, cannibalism, trance, shamanism are the social expressions and actions which make use of hysteria. The cults which Lewis describes are ritualized forms of hysteria; as they are socially organized, they may well be the obverse of religious orthodoxy, just as hysteria is the flipside of psychic ‘normality’. In both transitional societies, such as that of the Taita, where women are in the reservations and men are becoming part of an urban proletariat or unemployed, and the complex societies of the Western world, where by and large religion is no longer a major principle of organization, the human potential for hysterical behaviour and experience may not be made manifest in alternative religions or rituals, apart from in dances or at carnivals; it may instead appear as an illness.


There are, then, forms of behaviour, particular states of being, ranges of symptoms, which seem to have something in common and of which the actors are nearly always women. Those who describe these manifestations try to eschew the term ‘hysteria’, but are repeatedly drawn back to it.


Except for the rare occasions when it is claimed by artists and writers, hysteria tends to be an opprobrious term. Is this because, as the Taita demonstrate, it displays fear and craving – and both are synonymous with weakness? Such an explanation tallies with the bobservation that hysteria is expressed by disadvantaged groups such as women. In which case, we have to add to the weakness that what is being shown is the power of the weak. Charisma, a demonstrative egotism, a need to control others, witchcraft, are all expressions of power. Hence it would be wrong to see hysteria as the protest of the inferiorized without adding that it is the deployment of weakness as power. But is even this a sufficient or, in fact, accurate explanation? Too much today is expounded in terms of power struggles; hysteria demonstrates how these are only manifest forms. For the powerful can also be hysterical. There is little to choose in terms of hysteria between the rhetoric of the prosecutors described in the Malleus Maleficarum (1484) and the aberrant behaviour of the witches they were accusing; and it was the dominant Nazis who drummed up mass hysteria against the weak, creating panic that the Jews, the Gypsies, the politically or genetically ‘undesirable’, would displace the Aryans. It is also important to say that hysteria can be a source of creativity, as it is in shamanism and charisma, or as it was used by artists such as Flaubert and the Surrealists to demonstrate its proliferating fantasy aspects and its flamboyant dislocation of normal thought processes as an artistically innovative stance. This creative dimension would seem to be returning in the performative practices prevalent in the West today.
 



All human emotions, psychic states, and indeed even organic illnesses, take place within specific social contexts. They cannot exist outside of them. Yet discussions of hysteria are remarkable for a particular sort of unawareness of this self-evident fact. Clearly, there are human emotions – love, hate, anxiety, envy, jealousy, pity, fear, compassion, just to start the list – and there are human behaviours – making love, fighting, eating, drinking, playing, talking, listening, seeking revenge – to name the first that come to mind. There are also both so-called normal and so-called pathological expressions of these emotions and behaviours which we all come across everywhere. Knowing what they are in the abstract, however, does not help us to understand them properly, but perceiving them in their different contexts enables us to build a general picture.


It is not the abstraction but the aggregate of different manifestations that reveals the general condition. For example, finding what different languages have in common enables us to understand something about our universal human ability to speak. Love is defined by the twelfth-century Provencal troubadour as the pursuit of the unattainable ideal; in the black humour of a 1960s joke, the mother of a schizophrenic man is said to have held him as a baby out of an eleventh-floor window in order to declare that this showed how much she loved him because she didn’t drop him. These two different versions of love serve to prove not that it is not a general human emotion but rather that it is a complex state in which at one time and place idealization may be predominant while in another it will be ambivalence that comes to the fore. Idealization and ambivalence are both inevitable within a state of love. The twelfth-century poet and the twentieth-century mother each allow us to understand different aspects of love, and so enrich our concept of it as a universal phenomenon.


My contention about hysteria follows the same pattern of argument. It has been fashionable in the twentieth-century West to argue that hysteria has disappeared. To my mind, this is nonsensical – it is like saying ‘love’ or ‘hate’ have vanished. There can be no question that hysteria exists, whether we call its various manifestations by that name or something else. For hysteria is a potential human experience that we can bring some understanding to by looking at the particular contexts which shape it. I would not expect hysteria to always look the same – any more than I would expect love to do so – but that does not mean that it is not a universal possibility. There are clear links, for instance, between how the Taita understand and deal with saka and how the Hippocratic doctors of fifth-century bc Athens conceptualized usterie (from which our particular word derives), or how, with the demise of beliefs in witchcraft, Renaissance scholars recreated this Greek illness to produce a humanistic tradition of ‘suffocation of the mother’. All yield up similarities and differences within their own contexts which help us to construct a picture of what we now call ‘hysteria’. Conversely, there must be specific reasons for the current notion that hysteria (or something that may be recognized as such) has disappeared.


Every context which describes hysteria links it to gender – but not, of course, always in the same way. Historically, the various ways in which gender differences and hysteria are seen to interact should tell us something both about gender as it is defined at any given time and place and about hysteria: for instance, sometimes it is feminine to have the vapours, at others to be a lovely woman caring for the sick, at others to be an emaciated girl. Sometimes ‘hysteria’ is a medical diagnosis, sometimes just an insult, These diverse expressions could be used for specific historical and cultural analyses. My question, however, is different; Why is hysteria linked to women? Using the psychoanalytic understanding of hysteria as an exemplary case, I challenge the assumption that there is an equivalence between femininity and hysteria, arguing instead that hysteria has been feminized: over and over again, a universal potential condition has been assigned to the feminine; equally, it has disappeared as a condition after the irrefutable observation that men appeared to display its characteristics.




In its turn, my investigation of the gendering of hysteria has led me to question some of the basic psychoanalytic theory that was itself built up from an understanding of hysteria. Thinking about hysteria has led me to a different reading of the Oedipus complex and to the need to insert the experience of siblings and their lateral heirs in peer and affinal relationships into our understanding of the construction of mental life.


Until recently it was argued that hysteria could be found throughout the rest of history and cross-culturally, although it has disappeared today. However, this has been energetically challenged from a postmodern standpoint. Hysteria has been deconstructed and its universality, its unity as a disease entity or illness category, more importantly its very existence at any time or place, has been called in question. The prevalent clinical argument that hysteria has disappeared from hospitals and consulting rooms in the twentieth-century Western world now runs parallel to the intellectual challenge to the existence of hysteria at all. Not only is it said to have ‘disappeared’, but scholars are finding that it never existed. This scholarly deconstruction is exemplified in a brief, tightly argued essay by the British classicist, Helen King, ‘Once Upon a Text’ (1993), which challenges the standard work on the subject, Hysteria: The History of a Disease (1965), by Ilza Veith, Under the all-pervading influence of post-modernism, we are made aware daily that traditions are invented. In keeping with this trend, King shows that part of the Renaissance project of finding a tradition for its new humanism in all things Greek was to find its own observed illness in the Hippocratic texts. King argues that the Renaissance invented classical Greek hysteria in order to create its own illness heritage. However, surely, although traditions are indeed created, they are not invented out of thin air: there is always something there that has been selected, embellished, recreated – aspects of the past that have been given meaning in the present. Hysteria seems to be indicated both by the Greek texts and their Renaissance dependants. However unfashionable its ‘universalism’ and ‘essentialism’, Veith’s history, which regards ‘hysteria’ as something that really exists, is still very useful because it documents the symptoms over time and place.


For the Hippocratic doctors of the fifth century bc, the dominant symptoms of what we will call ‘hysteria’ were breathing difficulties and a sense of suffocation. The main sufferers were recently bereaved widows; the explanation offered by most doctors was that the womb, craving the satisfaction of which it had been deprived, was wandering urgently around the body causing pressure on other organs and hence obstructing other processes such as breathing. The cures ranged from remarriage (and so presumed sexual satisfaction) to herbal fumigation through the vagina, to hypnosis. In the third century bc, Galen of Pergamon, who argued that the womb produces a secretion analogous to semen (as has been claimed in both the seventeenth and twentieth centuries), suggested that blocked-up semen or its analogue, in both women and men, could also produce hysteria. There are notions latent here of hysteria as an essential but explosive discharge. The explanations for hysterical behaviour in the ancient world became increasingly sexual until the growth of Christian mysticism and the decline of medicine in the late third century ad.


Christianity, initially and most influentially in the person of Saint Augustine, transformed the hysteric from a sick being (nearly always a woman) with physical and emotional needs which a doctor could help, into a person (again nearly always a woman) who was wilfully possessed and in league with the Devil. Under Christianity symptoms included anaesthesia, mutism, convulsions and imitations of bizarre behaviour (such as swallowing needles and the marks on the body thought to be stigmata diaboli). The treatment – or persecution – of the condition was religious or juridical, but not medical. The hysteric most frequently showed herself as a witch or, depending on your viewpoint, the behaviour of witches was characteristically hysterical.


The late Renaissance, referring back to ancient Greece, began the remedicalization of hysteria and the refutation of supernatural religious causes. In 1603, a doctor, Edward Jorden, published a book in England, Briefe Discourse of a Disease Called the Suffocation of the Mother, which demonstrated how all the signs that hitherto had been regarded as marks of witchcraft could be found in cases of clinical hysteria. At this time, the treatments matched the renaturalizing of hysteria into a disease that could be cured – so, for instance, energetic exercise such as horse-riding was strongly recommended (again we can see here the theme of physical discharge). As for the ancient Greeks, symptoms that received prominence in the sixteenth and early seventeenth centuries included problems of breathing and choking (the so-called ‘suffocation of the mother’), convulsions, fits and compulsive imitations. The vast majority of recorded observations and descriptions of hysteria also noted mimetic imitation, although this feature was not to gain diagnostic significance until the eighteenth and nineteenth centuries. Observing a case of hysterical epilepsy, Giorgio Baglivi (1668–1706), a physician, observed: ‘In Dalntatia, I saw a young Man seiz’d with violent Convulsions, only for looking upon another Person that lay groveling upon the Ground in a Fit of an Epilepsy.’2 The relationship between hysteria and epilepsy was to gain ever greater importance until the twentieth century. However, Baglivi’s observation also points to the significance of death-like states. One definitional but overlooked feature of hysteria is the particular way in which it relates to death both as concept and as fact.


Of course, with the increasing medicalization of hysteria from the seventeenth century onwards, a larger number of hysterical patients sought help from physicians. However, medical explanations of the symptoms varied. Thomas Sydenham (1624–89), a remarkable physician derided in his time but since acknowledged as a founder of modern clinical medicine and epidemiology, claimed that bursts of anger, fear or pain could be indirect causes of hysteria and that the fundamental problem was an imbalance in the relationship of the mind and the body: the animal spirits which dominated both mind and body had got out of synchronization and caused a disturbance in the body, which was weaker than the mind. The hysterical symptoms he observed included the experience of believing a nail was being driven into the forehead, various pains in the stomach and muscles and spasms of the intestine, Sydenham not only noted the fluidity of the disease but also, importantly, its capacity to assume the form of various physical diseases. In other words, whereas the late medieval and early modern witch would turn into a cat, the hysterical patient from the seventeenth to the twentieth centuries might imitate appendicitis.


Although some doctors still linked hysteria with the womb, as Renaissance and Greek thinkers had done, from the seventeenth century onwards it became predominantly associated with the brain. After the Renaissance, this link marked the most striking change in the way hysteria was explained in the Western world. In turn, this changing explanatory model led the way to a neurological etiology. In fact, looked at through the lens of gender, this shift of explanation introduced a yet more important change of thinking about hysteria: if hysteria was to emanate not from the womb but from the brain, then this also in principle made men and women equally susceptible to it. This could, though, be looked at the other way around: the psychosocial situation of women and men was becoming less distinct and so the apparent femininity of hysteria was thus becoming available to both sexes – hence the need felt by doctors to detach theories of its etiology from the uterus. However, their doing so only created problems.


To sum up: at least in Western societies until the seventeenth century, hysteria was mostly linked to women and its etiology either thought to reside in the womb or in the seductions of the (male) Devil. Although observations of male hysteria were made from time to time throughout history this was rarely problematic. Certainly it was not the impossible contradiction which it was thought to be in the nineteenth century. Prior to this, men could behave like women in certain contexts. Emotional and anatomical bodies only coincide in some, not all, cultures and historical times and even where they do coincide, the coincidence is neither total nor omnipresent; a child of three will complain of a headache in its tummy; or a fed-up Sicilian male will happily complain that his adversary ‘makes his womb dry up’; or King Lear, about to go mad, proclaims that he feels ‘the mother rise in him’. Some cultures take bodies or body parts literally, seeing them as actors in their own right: a thief steals with his hands, so his hands are cut off.


However, what is interesting here is that once its origin, was no longer thought to be biologically gender-specific, once it was a question of the brain and the nervous system, then hysteria’s femininity had to be more firmly established; it had to be refeminized. During the eighteenth century refined women having the vapours became synonymous with hysteria. So that although the basic source of the vapours was the brain, it was often argued that these emanated secondarily from the womb. The vapours have been defined as depression, hypochondria or the spleen; in fact they were hysterical and ‘feminine’.


By following the history of hysteria in Europe, we can see a shift from defining the female as a biological woman to defining her as characterologically ‘feminine’. The natural association that hysteria equals a troubled womb gave way to an ideological explanation of femininity. This opened a door to a prejudice against women which, though far less overtly violent, was no less virulent than that which had accompanied the similar shift from the classical world’s natural explanation of hysteria to the transformation of hysteria into witchcraft in the Middle Ages. Even though he acknowledged that he had seen a man with the vapours, the physician Joseph Raulin (1708–84) observed: ‘This illness in which the women invent, exaggerate, and repeat all the different absurdities of which a disordered imagination is capable, is sometimes epidemic and contagious,’3


By the next century, ‘vapours’ had become ‘nerves’. But at the same time the late eighteenth and early nineteenth centuries saw the reintroduction of a female sexual etiology. Philippe Pinel (1745–1826), rightly famous for unchaining the mental patients in tin- Parisian asylums of Bicetre and Salpetriere, explained mental illness largely in terms of social and psychological stress. Favouring a psychological and humanitarian approach, he recommended and practised friendly close-contact therapy. Pinel designated hysteria ‘The Genital Neurosis of Women’. After Pinel, although the bodily symptoms of hysteria continued to be described – anaesthesias (parts of the body which lose sensation), disordered earing, breathing, choking, globus hystericus, etc.) – character traits were added which read like a working definition of the ‘bad woman’: hyper- or hypo-sexuality, flirta-tiousness, lying and deceitfulness, manipulativeness, extreme emotionality. By the mid-nineteenth century it was being argued that the charm of femininity was, when found to excess, indeed hysteria.


In the later part of the nineteenth century the French neuropsychia-trist Jean Martin Charcot (1825–93), working too in the Salpetriere, photographed and classified hysterical patients. Charting the different stages of the hysterical paroxysm, Charcot considered it a neurological disease. He is famous for having demonstrated that it was prevalent in men. Contemporaneously, Hippolyte Bernheim (1837–1919) contended that hysteria was psychological, not neurological. Subsequently, through the different work of Pierre Janet (1859–1947) and Sigmund Freud (1856–1939), the psychological model of hysteria was confirmed and remains dominant to this day. All these late nineteenth-century physicians (in particular Freud) were convinced of the presence of male hysteria.


However, with the supremacy of the psychological model came the belief that, having been ‘understood’, hysteria had simply disappeared. Veith comments that Freud, by deciphering it, had divested hysteria of the mystical importance that it had had for two and a half millennia. She argues that the hysteric must have come to feel that by being so well understood, there was little to be gained from being hysterical. Veith’s is a slightly implausible suggestion. The Encyclopaedia Britannica explains hysteria’s so-called disappearance differently, although the stress is still on progress: ‘The incidence of hysteria appears to have been diminishing over the years in many areas of the world, probably because of cultural factors such as increasing psychological sophistication, diminishing sexual prudery and inhibition, and a less authoritarian family structure.’4 Surveying her own work Veith comments:


It must be apparent from this brief chronological review of hysteria that the manifestations of this disease tended to change from era to era quite as much as did the beliefs as to etiology and the methods of treatment. The symptoms . .. were conditioned by social expectancy, tastes, mores, and religion, and were further shaped by the state of medicine in general and the knowledge of the public about medical matters. The more detailed such knowledge became the greater was the variety of symptoms. . . Furthermore, throughout history the symptoms were modified by the prevailing concept of the feminine ideal.5


In fact, hysteria’s many manifestations have shown some striking similarities throughout the ages – sensations of suffocation, choking, breathing and eating difficulties, mimetic imitations, deceitfulness, shock, fits, death states, wanting (craving, longing) – and treatments have often veered between assuaging them and punishing them. If the treatments and conceptualizations vary, mimetic hysteria will look different at different times because it is imitating different treatments and different ideas about hysteria. As far as its so-called ‘disappearance’ is concerned, the question that needs to be asked is; Where did the hysteria go to?


In the twentieth century, the dominant modes of comprehending hysteria, from both the analytical and the treatment perspectives, have been psychiatry and psychoanalysis. Twenty-one years after Veith’s successful and popular study, the history of hysteria was greatly amplified by the French psychiatrist Étienne Trillat in his L’Histoire de I’hystérie (1986), After starting with the Greeks, Trillat focused on the period from 1700 until the 1960s, looking at hysteria as it came to be understood from a predominantly French psychiatric perspective, in which the aim is to see how the brain’s chemistry affects behaviour.


Psychiatry moves forward through ever-increasing classifications; it refines its knowledge by further demarcations and differential descriptions. Charcot was the first eminent classifier of hysteria and Freud, who studied under him for some months, was enthusiastic about how, by a detailed charting of the symptoms, Charcot had brought ‘law and order’ to this unruly condition. But Charcot’s work, though remaining famous, soon had little effect. Both because it involves the labile desires of the sufferer (as we shall see in chapter 3) and because it can imitate anything or anyone, hysteria ultimately resists any such constraints or classification. Since it cannot be easily classified nor any biochemical explanation be found for it, it disappears. The prevalence, then, of psychiatric practices in the modern Western world is also an important factor in hysteria’s vanishing. However, as the behavioural sciences have had their impact, the urge to classify and find a biochemistry have waned in recent years.


A recent account of hysteria by a psychiatrist, Philip Slavney’s Perspectives on ‘Hysteria’ (1990), reflects this move from psychiatric classification to behavioural modes of understanding. Slavney advocates what he terms a ‘dimensional perspective’ to the understanding of hysteria; that is, halfway between a disease method, which treats a person as an organism, and a life story method, which considers him or her as an agent or subject. Slavney traces the process since the last century, which has shifted from perceiving the hysteric as someone who is having an emotional response to a major event in their life (for example, to becoming widowed) to the subsequent idea that the nervous system is the weak part of an organic structure – weaker in some than in others – and that this weakness predisposes a person to hysteria. This echoes the change in perception that took place between the sixteenth and seventeenth centuries.


In the latter part of the twentieth century ideas have moved on once more from considering hysteria as a disease to seeing a hysteric as a person with traits rather than symptoms. With this shift the notion of hysteria itself has been replaced by descriptive terms such as ‘histrionic’. For instance, the all-important classificatory American Diagnostic and Statistical Manuals (DSM) numbers II and III introduce the concept of a ‘histrionic personality disorder’ to replace ‘hysteria’. The substitution reflects the view that hysteria has many associations in its history which are now thought to be irrelevant and hence it should be erased. In fact, in both the literature and the practice, the terms hysterical and histrionic tend to be used somewhat interchangeably. Hysterical character traits change, however, so that, for instance, in DSM. Ill, ‘immaturity’ and ‘seductiveness’ have been deleted and ‘superficiality’ added. Slavney lists a constellation of traits – excessive displays of emotion, self-dramatization, emotional lability, in-gratiation, need for attention, unlikeability, insincerity and self-deception – which lead then to the simulation of other diseases. A person may behave hysterically/histrionically; however, ‘hysteria’ does not exist as a disease entity. Slavney concludes; ‘This could well be the last book with hysteria in its title written by a psychiatrist. Although the word is used daily in the practice of medicine, “those who would like to drop it once and for all” seem to have won the battle for control of psychiatric nomenclature, and the next generation of clinicians will no longer find it indispensable when they wish to indicate certain traits and behaviours. Hysteria, hysteric and hysterical are on the verge of becoming anachronisms.6 The irony of this triumph of the diagnostic is that the doctors who no longer recognize hysteria’s existence continue to refer to it daily. The same could be said of psychoanalysts. Certainly, with few exceptions, until very recently British Object Relations psychoanalytic theory has not considered hysteria officially to exist. Slavney’s reorientating of the psychiatric classification of a disease towards the description of individual character traits marks a meeting point where understandings of neurosis turn into descriptions of personalities and life stories. But, given the history of hysteria, one must surely ask: Is it hysteria itself or its classification–psychiatric, medical or psychoanalytic – that has become redundant?


Ironically, the psychiatrist Slavney uses the psychoanalytic material to institute his characterological-behavioural theory. As we shall see, psychoanalytic theory and practice are supposed to resist the story. However, the final section of Slavney’s book is entitled ‘Hysteria as Story’ and considers the first case history of what was to become known as psychoanalysis, that of ‘Anna O’, pseudonym of Bertha Pappenheim (a patient of Sigmund Freud’s senior colleague Joseph Breuer) who became a well-known feminist social worker in Germany in the first part of the twentieth century. Slavney’s account exemplifies the shift from the analysis of symptoms to the description of a life history. What is of particular importance in this descriptive mode is that in Slavney’s account there are now no ‘symptoms’. This charac-terological approach appears liberal and humane, but it presents serious problems.


Joseph Brener treated Anna O in 1882 and it is her case history which opens Breuer and Freud’s seminal joint work, Studies on Hysteria (1895). Anna O fell sick while nursing her dying father. Her symptoms were chronic and incapacitating: an inability to speak her native German or to eat or drink at tirnes, terrifying hallucinations, serious amnesia, an imaginary pregnancy, to name just some of them. Freud’s foundation of psychoanalysis, based on an understanding of the dynamics of unconscious processes, largely came out of this work with hysteria.


A symptom such as a facial twitch for which there is no organic reason is explained in psychoanalytic theory as the result of a wish that cannot be realized becoming unconscious but still pressing forward as a physical expression into a person’s life. For instance, a young man wishes to have an illicit affair with his friend’s mother; the woman’s husband intervenes and denounces him for his ‘nerve’; the young man experiences the violent rebuke as ‘a slap in the face’. The wish and the prohibition against it become unconscious but insist on their presence by becoming an uncontrollable facial twitch. The sufferer has no control over his symptom; he cannot stop it. If, however, its origin is discovered, the symptom becomes redundant. At this point, the young man can take conscious control of the situation and decide either to pursue or to relinquish his wish in full awareness of the prohibition or the realization of the wish. The difficulty in treating a hysterical symptom is that the wish and its prevention can also find an outlet in a different unconscious ‘choice’ of symptomatic expression. On an idea or wish becoming unconscious, its representation appears utterly changed, as in a dream. Unconscious processes are ordinary thoughts transformed into a different modality. What would be contradictory ideas in conscious life can coexist simultaneously in unconscious processes: there is no ‘no’; nothing can be negated; one object/idea can stand in for many others or be displaced along a seemingly (but not actually) endless series of other manifestations. This is called ‘primary process thinking’ and is utterly distinct from conscious secondary process thought. It is ‘primary’ because, although conscious thought is ‘pushed back’ into it, its modality is earlier, ‘childish’, more ‘primitive’. Changing this unconscious thought back into conscious thought is a central task both of psychoanalytic clinical practice and the theory that results from it. The slippage from analysing Anna O’s hysterical symptoms to describing her personality, as Slavney does, is evidenced in his different usage of the term ‘unconscious’.


Psychoanalysis had established itself by deciphering and comprehending the hysterical symptom. With the eradication of the symptom and its replacement by traits there is no process to understand, only something to be described by the observer or enacted by the sufferer. Hysteria ceases to be an object for comprehension; it thus ceases to ‘exist’ as anything other than a mode of behaviour. Having come to be used to describe the character of an individual, hysteria no longer exists beyond that person’s aberrant behaviour. Today, even when unconscious aspects are mentioned, these are not the unconscious processes described by Freud but instead the interactional and interpersonal desires and fantasies which could easily become conscious. Such unconsciousness is not dynamic; it does not work with the primary process logic, which is as different from it as a nightdream is from planning the shopping. Instead it is ‘unconscious’, as in the words ‘unconscious behaviour’, which indicate simply something of which we happen at that moment to be unaware; it is not another way of thinking, but merely something we may not be completely conscious of doing – like eating a sandwich.7 As we will see, this leads to an omission of the crucial conflictual and compulsive, driven element in hysteria.


What we see in this shift from looking at symptoms to considering character traits is simply a further version of a change in the explanatory paradigm. Hysteria is no longer a disease, it is a mode of behaviour and a life story. Freud’s famous case of Dora – of which more in chapter 3 – perfectly exemplifies this transition from the patient presenting an illness to a physician to the sufferer telling a story to a therapist.


The disease entity has also vanished into the continued colloquial use of the term ‘hysterical’. This shift may have enabled hysteria to disappear into the community, presenting itself as ‘hystories’,histrionic behaviour, wild rages, compulsive lying, abusive practices and so on. Today, while the family and the work place and new artistic practices have come to house hysteria, its more obviously ‘mad’ dimensions have become recategorized as new discrete illnesses.


A history of hysteria in modern times demonstrates a certain shift in the social class of the typical hysteric. Although there were plenty of Morgan Le Fays in medieval times, the main population of witches was poor and probably rootless; with the demise of witchcraft and the increased medicalization of hysteria during the sixteenth and seventeenth centuries, there followed a shift in the type of person most likely to be labelled a ‘hysteric’: hysterics became increasingly middle and upper class, often ladies of leisure (at least in the image that held hegemonic sway over the descriptions). During the nineteenth century the great humanist theorists of hysteria, Sydenham, Pinel and Freud, treated their subject and its practitioners with considerable respect. This respect was not only class-linked. Well before the explanations of madness and mental illness as resulting from demonic possession had declined during the seventeenth and eighteenth centuries, hysteria had come to be regarded as an illness accessible to medical help. The psychotic or mad dimensions of witchcraft continued, but without their ‘witch’ associations. This respect for hysteria – although it was highly uneven – already contributed to allowing that there could be male hysterics. However, once men were regarded as possible hysterics, the positive feminine end could not be theirs – they could not be said to be charming and alluring mothers, as hysterics so often were, and so the description as a whole became once more generally opprobrious. Apart from artists and writers, who operated beyond normal social boundaries anyway, hysteria in males became located at the negative pole – hysterical behaviour was considered more unmanly than it was unwomanly. This pole then got siphoned off into apparently non-hysterical psychotic disorders, such as schizophrenia, or later ‘borderline’ illnesses.


Uza Veith’s conclusion that throughout history hysteria’s symptoms have been modified by the prevailing concept of a feminine ideal is, to all intents and purposes, my starting point. I would argue, however, that its ‘disappearance’ is in fact one more characteristic of the same phenomenon; one, moreover, that is linked to the advent of male hysteria. My question is: What does hysteria mean clinically? I am particularly interested in psychoanalytic practice where, as in psychiatry, convention sees hysteria as having largely vanished from the Western world. However, I also want to explore more generally what hysteria means for contemporary ‘advanced world’ cultures, whose historiographers, cultural studies students and performance theorists and artists (as opposed to clinicians) in a post-modern climate are once again finding it so extraordinarily interesting, thus renewing the link between hysteria and creativity. A cross-cultural perspective, in which we can see hysteria appearing in different contexts, acts as confirmation: hysteria’s manifestations are clearly visible today, although the reluctance of anthropologists as well as of clinicians to label something hysteria is also still plainly in evidence. These anthropological and historical observations, with their different contexts, add further dimensions to the complex picture of hysteria that emerges today. Above all they help to insist on its continued presence as a particular response to aspects of the human condition.




II. HYSTERIA AND PSYCHOANALYSIS





It was the observation of hysteria which led to the foundation of psychoanalysis. However, hysteria has, to a large extent, now vanished from the psychoanalytic account – and for a number of reasons.


I shall argue that, in particular, the relationship between hysteria and psychoanalysis has been haunted since its inception by a crucial omission: that of sibling relationships. Secondly (and linked to this) is the problem of male hysteria. It is ironic, but necessary, then, to point out that the repressed sibling and the repressed male hysteric came together in the person of Sigmund Freud at the very outset of psychoanalysis. But the repression of male hysteria has had further consequences, which are highly complex. Making a claim for these consequences is certainly controversial. However, I believe that the repression of the male hysteric has partly led to a misdirection of psychoanalytic efforts from looking at the symptoms of hysteria to trying to replace them with an understanding of femininity in general. Feminists and psychoanalysts like myself are both heirs to, and participants in, this turn of events.


Towards the end of her life, Sigmund Freud’s psychoanalyst daughter Anna Freud stated that, although psychoanalysis was founded on the observation of hysteria in the last century, late in this century it had still not really understood it.8 I think this is true. We need to go back to the beginning. For, the shibboleths of psychoanalytical theory – in particular, the notion of the Oedipus complex – while not being incorrect, nevertheless stand in the way of our complete understanding of hysteria. The notion of the Oedipus complex, which takes place when the child is between the ages of three and five, was added to when it was seen how important the earlier, pre-Oedipal relationship of the baby to the mother was. However, both the Oedipus complex and the pre-Oedipal relationship stress vertical, generational relationships between children and parents at the expense of those which I think are at the heart of hysteria, the lateral relationships of siblings, peers and affines (those related by marriage).


The sibling relationship is important because, unlike the parental relationship, it is our first social relationship. The mode of psychoanalytic treatment obscures this and the theory ignores it. On the advent of a younger sibling or the awareness of the difference of an older sibling (or sibling substitute), the subject is displaced, deposed and without the place that was hers or his: she/he must change utterly in relation to both the rest of the family and the outside world. If the child is an older girl she is urged to become a ‘little mother’, a boy to become a ‘big brother’. (The asymmetry is noticeable here.) For both, however, murder is in the air. The wish to kill the father (part of the Oedipus complex) who possesses the mother and with her is responsible for the usurper, is secondary to the need to eliminate he/she who has stepped into one’s place and has exiled one from oneself. Another baby replaces the baby one was until this moment. Henceforth, a craving for love together with a love/hatred of excessive proximity construct a fragile psyche. If the child is a younger or only child, its mother’s inevitable withdrawal evokes fantasies of other babies and often a sense of guilt for their assumed death. But the child is also excited by the discovery of someone like itself, so replicas of the subject are also wanted. Many children create imaginary twins or playmates who wishfully enact their replication. It is the love/hate ambivalence which comes into play in relation to siblings or near-peers that characterizes hysteria. The hysteric never knows whether he loves or hates. It is the catastrophic awareness that one is not unique which triggers the onset of hysteria, in which the displaced child regresses to produce the Oedipal and the pre-Oedipal stages and also the terrors of the traumatic helplessness of the neonatal infant. However, the context from whence the regression takes place is one of sufficient maturity, it is that of a small child whose lateral relationships entail both delights and dangers.


The traumatic helplessness is an experience of possible death. In chapter 5 I contend that we must raise issues of sexuality in conjunction with both reproduction and death in order to understand hysteria more fully. The condition of the human infant is one in which, because it is born prematurely, that is, before it is physically able to tackle the world, it needs a period of prolonged dependence on another human being, offers the ground plan for hysteria.


The ‘premature’ birth of humans and their early dependence, however, cannot explain why hysteria should be so persistently gendered. Marginal differences in the neonatal conditions of females and males could not possibly account for this overriding factor. Does the social organization of humankind explain the feminization of hysteria? The system of descent passing through the male line (agnatic filiation) that is found in most human societies obviously has a different effect on girls than boys. The gendering of hysteria is testimony to this asymmetry. In chapter 6, 1 look at how the human condition that leads to possible hysteria is feminized in a particular context of the twentieth-century Western world and its dominant theories.


The years that followed the publication of Breuer’s and Freud’s Studies on Hysteria produced one after another key tenet of the theory and practice that was to become psychoanalysis: symptoms, dreams, slips of the tongue and pen, and so on, were all taken to indicate the representations of some desires which were prohibited, repressed and hence made unconscious. However, such repression was never to be wholly successful: for the tabooed desires (or several conflicting desires) and their unsuccessful prohibition would inevitably return as one symptom or another. The energy of the original desire would fuel this return as a symptom which appeared in a distinct form because it contained simultaneously both the wishes and the prohibition of them. The story that is used as an emblem of these desires is the Oedipus complex – and its prohibition, which was formulated somewhat later, is the castration complex. These two theories derived from the observation and treatment of hysteria and hysterical phobias, but they also fed back into hysteria by way of offering an explanation for it: the hysteric has failed to resolve the Oedipus complex, failed, that is, to internalize a prohibition on parental incest.


In psychoanalytic theory, the Oedipus complex is the ‘nuclear complex’ which structures the personality and orientates human desire. It is the major axis from which psychopathology, or so-called normality, originates. The Oedipus complex organizes the child’s loving and hostile relationship to its parents, which, when transferred on to other people, will be played out throughout its life. The incestuous love for the mother or father (the Oedipus complex) must be utterly demolished. If it is anything less than this, it will ‘return’ and get in the way of any successful transference of these primary desires on to new people, such as marriage partners. In this argument, the hysteric has not smashed the Oedipus complex, but has only inadequately ‘repressed’ it so that its desires come back as a symptom or in fantasies and enactments. For, so goes the theory, only through the acceptance of the castration complex can the Oedipus complex be effectively demolished. This is the law against incest, which emanates from the place of the father. The hysteric does not realize that it is just that – an absolute law; instead, he feels something is simply getting in the way of the realization of his wishes. Even if, as we shall see when charting the growth of British psychoanalytic Object Relations theory in chapter 6, subsequent psychoanalytical theories have emphasized a dyadic (two-person) pre-Oedipal relationship of mother and infant instead of the three-person Oedipal situation, or have detracted from the importance of the father’s prohibition on the phallic incestuous nature of the Oedipal complex by placing it, not in early childhood but in infancy (around eight months, as does Melanie Klein), nevertheless the Oedipus complex has remained the crucial and central frame of reference.


Although the Oedipus complex, however, was discovered through hysteria, it has blocked our understanding of it. I do not for one moment want to contest the importance of either the Oedipus or the castration complex; what I want to propose is a different ordering which implicates siblings. I propose to invert accepted psychoanalytic ordering, which leads from the Oedipus complex on to the siblings, and suggest instead that it is the initial awareness of the presence of the siblings which produces a catastrophic psychosocial situation of displacement. This triggers in turn a regression to the earlier parental relationships which were without their psychic implications until this moment. Cast back on to babyhood in defence against displacement, the relationship to the parents becomes fully Oedipal. Although on all other occasions Freud emphasizes both regression and ‘deferred action’ (whereby an event acquires its meaning later), with regard to the Oedipus complex he follows chronology and always puts parents first. Thus he writes:




As a rule a father prefers his daughter and a mother her son; the child reacts to this by wishing, if he is a son, to take his father’s place, and, if she is a daughter, her mother’s. The feelings which are aroused in these relations between parents and children and the resulting ones between brothers and sisters are not only of a positive or affectionate kind but also of a negative or hostile one,9 [My italics]





and




When other children appear on the scene the Oedipus complex is enlarged into a family complex. This, with fresh support from the egoistic sense of injury, gives grounds for receiving the new brothers or sisters with repugnance and for unhesitatingly getting rid of them by a wish.10 [My italics]





This chronological approach is contrary to psychoanalytic method, which constructs the past from, the viewpoint of the present. In Freud’s account, love and hate derive from the parental relationship and are subsequently transferred to siblings. I read these events the other way around: faced with a sibling, the child regresses to its wish for infantile unity with the mother; it is then that it finds the father in the way. Of course, there are plenty of feelings between infants and parents before this moment, but it is the experience of complete displacement by a sibling or equivalent that causes the regression which turns these emotions into the psychic organization of the nuclear or Oedipus complex which in its turn must be demolished. Feelings for siblings and peers cast their shadow over relations with parents. The birth of a new sibling is of course the most visible shock, but the presence of older ones takes on the meaning of displacement of the subject, as we shall see in the case of ‘Dora’ in chapter 3.


Sibling relationships are the great omission in psychoanalytic observation and theory – its practice, as set out by Freud and all subsequent psychoanalytic theorists, militates against seeing their importance. Psychoanalysis’s ignoring of sibling relationships has turned hysteria into a no-go area, as hysteria cannot, I believe, be understood without an understanding of lateral relationships. Once resurrected, siblings come out of their hiding places and are everywhere noticeable. In The Interpretation of Dreams (1900), for instance, while discussing the fact that he has never known a woman (we should note it is a woman) who did not dream of murdering her siblings, Freud comments:




Children are completely egoistic; they feel their needs intensely and strive ruthlessly to satisfy them – especially as against the rivals, other children, and first and foremost as against their brothers and sisters . . . before the end of the period which we count as childhood, altruistic impulses and morality will awaken in the little egoist . . . If this morality fails to develop, we like to talk of ‘degeneracy’, though what in fact faces us is an inhibition in development. After the primary character has already been overlaid by later development, it can still be laid bare again, at all events in part, in cases of hysterical illness. There is a really striking resemblance between what is known as the hysterical character and that of a naughty child.11





Yet, though once we think of siblings, they seem to be everywhere, they never get taken up into the theory. Eighteen years after this comment from The Interpretation of Dreams, while analysing the case of a Russian aristocrat obsessional neurotic who, on account of a recurrent nightmare, became known as the ‘Wolf Man’, Freud found exactly this pattern of an underlying hysteria. We shall see in chapter 2 how crucial was the Wolf Man’s relationship to his older sister and how this set up a regression in him, not, in his case, back to forrn the Oedipus complex, but to fantasize about something yet more primitive, the so-called ‘primal scene’ of the intercourse between his parents. The primal scene is a perfect image for an originary absence of the subject at the very place where he comes into being – we are not present at our own conception. It is, however, the catastrophe of sibling displacement which occasions a retrospective imaginary perception of this ‘unimaginable’ event. Hysteria protests this displacement, this absence of the subject.


Psychoanalytic anthropology has mostly had the Oedipus complex in mind when applying psychoanalytic theories to ethnographic observations. I earlier selected Lewis’s account because many of the rituals, practices and illnesses he observed bear a resemblance to hysteria. In polygynous societies, such as those of northern Somalia, the wife who fears replacement develops sar – hysterical behaviour which must be assuaged by gifts from the husband. The jealousy is lateral and is a response to displacement. Seen through the lateral relations of siblings, the account could benefit from psychoanalytic input in a way which is inhibited by the need to prioritize the Oedipal schema. For anthropological accounts of hysteria-like conditions actually describe lateral relationships to affines: husbands, wives and peer cohorts.


Or again, let us look at ‘wanting’, the characteristic which defines the Taita illness of saka. Nineteenth-century literature uses the word ‘longing’, a term taken up by the early Freud; it expresses itself like some desiring will-o’-the-wisp endlessly wanting what it cannot have, Flaubert’s Madame Bovary shows an example of a typical state in which a person is only interested in people who are not interested in them. There was also the disease which the nineteenth century referred to as ‘nostalgia’, which is absorbed into the psychoanalytic observation that ‘hysterics suffer from reminiscences’ – a child would be so nostalgic for its wet nurse that it could never settle down with its mother. ‘Wanting’ is central to a Freudian theory of hysteria. The age-old observation that the hysteric mimes or imitates is replaced in psychoanalytic theory by a specific understanding of mimesis in the context of ‘wanting’: one wants what the other person wants and mimes that person’s desires.


It is easy to pose an Oedipus constraint on this wanting; indeed that is quite accurate. However, it also needs to be read through the advent of the sibling. Before it was redesignated as anorexia nervosa, anorexia was called ‘anorexia hysterica’ – eating disorders are widely observed as a prevalent feature of hysteria, ‘Normal’ food fads occur at exactly the stage of displacement by a sibling: the toddler, for instance, may try to get back to being the baby at the breast, or alternatively may never touch milk again. The anorexic teenager may be regressing to infantile faddishness and ambivalence to the breast. This is not the mother’s breast per se but the breast the new baby has usurped. The younger child on whom the realization dawns that he is not the older sibling will also both fear the advent of another and want to regress to infancy, that is, a time when, as he thought, he got all the attention. An actual sibling is the concrete embodiment of a general condition in which no human being is unique – he can always be replaced or repeated by another.


Within the psychoanalytic theory of the Oedipus complex, hysteria is part of the wearisome condition of humanity, because humankind, as Fulk Greville expressed it in the sixteenth century, is ‘born under one law but to another bound’. With the castration complex, the human propensity to wish and want comes into conflict with the human laws that proscribe the realization of these wishes. The prohibition comes with the sexualization of wishes. Just as childhood dreams show the satisfaction of a range of wishes, so in the regressions of hysteria there are more wishes and wants than just those of parental incest, which is really the ultimate – but not exclusive – expression of what cannot be had or done. If we see the onset of hysteria as the catastrophic moment of the subject’s displacement – which archetypi-cally occurs when subjects become aware that they can be replicated by a sibling, either in mind or actuality – then this also coincides with a time when all ‘wanting’ is not only intensified but also sexualized. Sibling or peer group sexual play around the ages of three to five years is so common as to be regarded as developmentally normal.


Once siblings are read into the account, a number of puzzles clear up: reading the earliest case histories of hysteria is otherwise to be amazed that the emphasis that emanated from them was only on sexuality – not, as is so clearly the case, on sexuality in conjunction with trauma and death. When a death wish against siblings, not only against the father of the castration complex, is recognized, then the now-you-see-him, now-you-don’t of male hysteria becomes clearer; wayward mythologies such as Freud’s own Totem and Taboo (1913), which fantasizes the ganging-up of brothers but which otherwise fails to connect with his clinical material, fall into place. The very notion of a disappearance of hysteria can in part be blamed on the emphasis on Oedipus. Reading in the sibling does not produce a miracle explanation that solves the problem of hysteria once and for all. Rather, it offers a sense of relief: that something still major and crucial in theory and observation, the Oedipus complex, has been acting as an unnecessary obstacle, a block of stone which, for all its importance, nevertheless obscured the view.


In chapter 6 I argue that some theories, in particular those of Object Relations, together with the emphasis on femininity in the interwar period, take us further away from understanding or even recognizing hysteria. Because these are developmental theories they tend to miss the crucial importance for hysteria of regression: confronted with a sibling, the infant regresses to wanting to be the unique baby it previously was. This small child is older, though, and rivalrous and competitive, and there has probably been sibling or peer sexual play, so regression to a fantasized merger with the mother conies under the sign of sexuality. It also bears death in train, for as well as murderous rivalry the child who was king is suddenly no one, annihilated, in danger of psychic death.


Freud’s case of Dora (1905) (see chapter 3) is a locus classicus for our thinking about hysteria. It was written before any hypothesis of a death drive (in Beyond the Pleasure Principle (1920)). Hysteria, I argue, needs to be understood also in relation to the death drive. The absence of this perspective in the theory of hysteria is related to the suppression of male hysteria. And this suppression, in its turn, takes us back to the way in which the dominance of the Oedipus complex obscures our view. Whatever our particular family constellation or kinship network, or the reproductive technology involved in our conception, we are all conceived of two parents: society elaborates this biological fact, which gives plausibility to the timelessness and place-Iessness of the Oedipus complex – it is everybody’s human lot. And hysteria in its generality finds a plausible explanation as a malnegoti-ation of the universal Oedipus complex. The wanting that the Taita note in saka, or that is present within the cults and practices observed by Lewis, or the Greek account of the wandering, hungry womb, was also considered central by Freud. He argued that the ‘wanting’ that the hysteric exemplifies takes place within the specific context of the dependent infant’s wanting of the parents; that is to say, its fantasies about those who care for and protect it. When these wantings have a ‘phallic’ dimension, they become prohibited (the taboo on parental incest) and subsequently the fantasies of necessity become unconscious. If the Oedipus complex could not be found in the deciphering of the symptoms, then to the psychoanalyst the illness was not hysteria.


From a psychoanalytical point of view, when men had to leave the battlefields of the First World War because they had all the symptoms that in women would have been classified as hysteria, it was this incessant Oedipal longing which was regarded as the deciding factor as to whether or not they were in fact suffering from hysteria. The men’s symptoms included non-organic limps, paraplegias, paralyses, headaches, amnesia, nightmares, insomnia, contractures and, above all among the British, mutism. What could these men have been ‘wanting’ when they were traumatized on the battlefields of France? One answer tended to dominate all others: conditions of bonding in the army allowed for the return of repressed homosexual desire. The boy’s passive Oedipal love for his father was being brought into play. But even at the time the explanation seemed somewhat strained; it concentrated on one aspect of the condition at the expense of something far more straightforward: the trauma of war violence. Indeed, in time, a diagnosis of ‘traumatic neuroses’ won the d ay and hysteria ‘disappeared’. The connection between hysteria and trauma is crucial, though. I take this up in detail in chapter 9, but it is a theme that runs throughout this book.


The First World War, then, reintroduced the probability of fear and trauma in the etiology of hysteria. The anthropologist-psychiatrist W. H. R. Rivers (1864–1922), recently brought to popular attention through Pat Barker’s novel The Ghost Road and the film of Regeneration, initially trained as a doctor and psychiatrist. He was well informed about psychoanalysis and instrumental in its dissemination earlier this century. During the war he ran Craiglockhart hospital in Edinburgh for officers repatriated from the front for non-organic illnesses (later officially referred to as ‘shellshock’). Shellshock was supposed to be traumatic because the new technology meant the shock was so quick that it could not be mentally processed. Rivers considered the then neologism an unfortunate misnomer for the illnesses he was treating as it ignored the significance of the sufferer’s preceding terror of death in the etiology of his illness – the fear that came before the shock.


Rivers must have been correct in his assessment of shellshock as an inadequate explanation of the illness he was treating at Craiglockhart: soldiers in the American Civil War, before the advent of the fast-blasting shell, had responded in similar fashion – they too must have feared death before the blow. However, in addition to the preceding terror are the post hoc fears. The physical and chemical components of modern warfare have subsequent effects – which are almost certainly both organic and imaginary; most people exposed to such warfare from Hiroshima onwards must live with the permanent fear of unknown effects, even if they suppress this fear in the interest of daily life. I low-ever, in all warfare, fear would seem to be present both before, during and after the fighting – fear of annihilation or of possession by an unknown deadly disease or vengeful enemy is omnipresent.


The sufferer of the illness in the situation of war has not only been a victim of aggression but has also been an aggressor. In many cultures, including late twentieth-century Western culture, the taking of life, however completely rationalized as justified killing, is taboo at some level (or some aspects of it are considered seriously to offend). By considering the victim of the illness only as a victim of war, we are missing the point. What the soldier, sailor or airman may also be suffering from is the knowledge that he has broken a taboo and that in doing so he has released his wish to do so – his wish, his ‘wanting’ to murder, to kill his sibling substitutes. Terror produces madness: an ill veteran of the Vietnam War described how in the general carnage he had let a young boy live only to find, to his fury, that a fellow American had shot the child in the head. Listening to this personal account by chance on the radio, I was momentarily confounded to learn that he had wanted the child to live, not from compassion but because he wanted to see him tortured.


In addition to shock and fear of death, the person who becomes hysterical following a war is also unconsciously dreading vengeance or possession by the person he has killed or threatened. This killed person who returns as a revenant is a notion that is very close to the psychoanalytic concept of a ‘return of the repressed’. In chapter 2 we will meet the revenant for Freud – his dead baby brother, who set a pattern of enmities/friendships in his relation with younger men, but who, more importantly, appears as a ‘symptom’ within psychoanalytic theory and practice. The dread of the revenant can be enacted in hysterical possession or conquered in poetry. It is to this phenomenon of the return of the dead friend who is the enemy – one’s ‘brother officer’ – that Wilfred Owen referred in ‘Strange Meeting’ (1918).


Wilfred Owen was himself for a time a patient of Rivers at Craiglockhart before he went back to the front to be killed at the crossing of the Sambre canal in 1918. In “Strange Meeting’ he writes about his imagined encounter with a German soldier lie had shot. The German is Owen’s own mirror double his sibling peer and talks to him of the “pit”)’ of war’. Owen puts- into the Wcrman’s mouth the terms he-had used previously when writing from his own perspective. I lis slain foreign double now mimes the earlier Owen:




‘I am the enemy you killed, my friend.
I knew you in this dark; for so you frowned
Yesterday through me as you jabbed and killed.
I parried; but my hands were loath and cold.
Let us sleep now . . .’





Concern about the return of the dead and of the broken taboo on murder is widespread; the wish to break the taboo rather than the breaching of the taboo itself must take some responsibility for the notion of the revenant. Enacting through ritual ensures against haunting. In Birifu, northern Ghana, the offence against the earth is a predominant concern: anyone who has shed any human blood on the earth, for whatever reason, must go through ‘rituals of inversion’ and carry out a number of revolting acts otherwise avoided, such as eating off ‘dirty’ steps or consuming a medicine supposed to be concocted of human flesh. In Birifu, it is said that in taking into oneself what one has done to another, one ‘takes out the dream’ – the dead will not return. In carrying through rituals of inversion, the people of Birifu. acknowledge that there was a revolting element in the original killing (it had offended the earth). Disgust and shame are characteristic of hysteria, as they are of the child of around three years of age to whose reactions the hysteric regresses. Failure to carry through this ritual carries with it the risk of possession. In hysteria we see the haunting that arises when enactment is neither turned into poetry nor ritualized (as, through the appearance of the Ghost, a murder by a brother haunts the play of Hamlet).


Hysteria is preempted by the ritual. The shared ground of hysteria means that we can see a number of parallels between the social tasks of ritual and individual psychic responses elucidated by psychoanalysis. The notions of ‘reaction formations’ or of ‘undoing’ what one has done are strikingly parallel to these rituals. In the first the individual reverses an experience so that, for instance, he acts disgust when he feels pleasure he should not have had; in the second, he compulsively goes back on some experience that was likewise illicit. Psychoanalytic conceptualization absorbed many of the processes it observed in the hysteric and that are found enacted in other cultures. However, ‘possession’ was weakened to ‘besetzung‘ as in ‘to take possession of a building’, and poorly translated into English as ‘cathexis’. It seems to me, though, that we have assigned ‘possession’ to elsewhere (for example, to the Taita) but that it is everywhere among us, just reinterpreted in terms such as ‘projective identification’ (the process through which one individual puts unwanted feelings into another and then identifies with that person). Projection is a powerful process. It is seen very clearly in instances of jealousy. The jealous person finds the feelings intolerable, so he both gives the feelings to another person and then may make the predicament real – as I will show lago does to Othello, in chapter 8. A ‘disturbed’ child may be ‘possessed’ by the hysteria of a parent. The paeditrician and psychoanalyst Donald Winnicott once described the crazy behaviour of a young boy. He suddenly realized that the child was trying to tell him what no one except the child knew – that his mother had mad episodes.12 Because of its apparent disappearance from the Western world, I have selected to examine possession, in chapter 7.


The experience of a haunting that would arise in Birifu if the ritual of inversion were not carried through might not be so very different for the actor from the ‘haunting’ proclaimed by sufferers of Gulf War Syndrome and the like. One can be ‘haunted’ by the sense that one is harbouring some inexplicable disease or that one’s offspring will be the bearer of some deformity. Indeed, the group aspect of a phenomenon such as Gulf War Syndrome may be a substitute for the failure of society to provide a ritual. However, the hysterical dimension of responses to war experiences does not exclude the possibility that there are also organic illnesses or genetic consequences to contemporary warfare. There is no reason why people cannot suffer simultaneously from something that is organic as well as from an ineffable fear of it and at the same time also be haunted for having broken a taboo which, moreover, may be one which they unconsciously wished to break and whose flouting may consequently also be illicitly exciting. We will see later the tragic case of Allon White, a young lecturer with leukaemia, who was haunted by his dead sister and terrified of both death and his sibling wish to have got rid of his sister. We contain multitudes of possibilities which are only mutually exclusive to the enquiry that is trying to organize them. Even the discarded notion that the shock from shells happens so quickly that it triggers hysteria had plausibility because one of the characteristics of hysteria is that the hysteric does not have access to the process of mourning, which takes tirne – both actual and psychical. Mourning requires the acknowledgement that the dead person is gone for ever and cannot return. When this psychological state is achieved, then there can be an internal image or memory of the dead person, instead of a kind of incubus within. The hysteric still has the incubus or revenant.


If the breaking of the taboo and, with it, the release of the unconscious wish to kill is an underlying factor of war hysteria, then the deeper relationship of the symptoms of First World War soldiers and those of middle-class women in the consulting rooms of nineteenth-century Europe becomes more explicable. Illicit wishes for murder were returning from repression for the men in the same way as were illicit wishes for incest. This equation of the breaking of the taboo against murder and the breaking of the taboo against incest is contained in the original story of Oedipus, who not only marries his mother but also murders his father. However, for both to come together, as they appear to do in hysteria (that is, the near-identity of murder and the urgent sexual wanting), the ground plan of sibling hate/love needs to be read into the account. The child wants to be in the place of the sibling, to murder the usurper of its place, but it also loves it as itself and as it is/was loved itself and also as it wants to be loved itself.


In Hystories (1997), a recent study of hysteria, Elaine Showalter suggests that the underlying factor in hysteria is a response to a situation experienced as untenable. This fits in with explanations of helplessness: the terrified soldier, the Victorian woman idol, the inarticulate working-classes are all powerless. Citing Weir Mitchell’s unpublished case of ‘uncomplicated hysteria in a male’, treated in 1876, Showalter notes (as Weir Mitchell did not) that his patient, Robert Conolly, who suffered from the clock-like movements of so-called ‘pendulum spasms’, was a watchmaker. She goes on to ask: ‘Could it have been that Conolly’s distaste for his finicky and monotonous labor was so great, his inability to articulate it so deep, that his body simply created compelling symptoms/symbols of his dilemma? Nineteenth-century male breadwinners could not admit that they hated their work and found debilitating symptoms useful . . . Conolly developed a body language that expressed his preference not to fulfil his role,’13 It is this impossible position, Showalter suggests, which unites women and powerless men in their hysterias. While I think such inarticulate powerlessness is an important constituent of hysteria, as is clearly shown by the Taitas’ saka illness, in itself it is an inadequate explanation. Certainly, helplessness in the present reactivates the dependent conditions of humankind. However, powerlessness, helplessness, hatred of one’s work, do not reveal conflict – it is the oddity of behaviour that indicates there is a meaning behind it that has been transformed into a hysterical symptom. If Conolly’s were hysterical symptoms, as I believe they were, they must also have contained unconscious conflicting wishes.


Furthermore, Conolly’s pendulum spasms were driven, compulsive behaviour so that, even were he to wish to do so, he could not stop. As we shall see in chapter 5, it was partly in order to account for this compulsive reiterativity that the hypothesis of a death drive was formulated. Most Independent Object Relations psychoanalysts reject the notion of a death drive instead, we need further to refine our understanding of it. Death and trauma are crucial to the onset and manifestations of hysteria. Today, a fascination with trauma has ousted hysteria in such programmes as the movement to recover memories of childhood abuse. In fact, memory (or its absence in hysterical amnesia), trauma and death all come together in hysteria. This is a conjuncture I consider throughout this book. The hysteric cannot acknowledge that death is absolute – this refusal to accept the meaninglessness of death is manifest in the suicide of the poet Anne Sexton (a diagnosed hysteric), as it is indeed in the story of Don Juan. A hysterical identification with the violence of the thing that is experienced as traumatic is also a part of the rage that is the other side of the charm of the hysteric. In a postnatal depression a mother may have felt herself to have ‘died’ in giving birth. This will bring up childhood experiences of annihilation. Her experience of psychic death will be violent; she screams murderously at her baby but is charming to her husband, just as when she was a little girl she courted her father when she felt the violence of her mother’s rejection when her mother seemed to love her brother better. Aspects of trauma, memory and the question of a hysterical response to being ‘unrecognized’ are focused on in chapter 9.


A trauma blasts body and mind. Before and beneath the flamboyant pantomime of the hysteric’s seductive behaviour is the experience of a body that is not there. This has rightly been explained by the French psychoanalyst Monique David-Menard as a body which cannot be symbolized. I explore what this means and why it should be so when I consider the absent body of the hysteric in chapter 7. However, psychoanalysis is famous for its status as an anti-Cartesian theory: that is, one in which there is no separation of mind and body. But the theory has been unable to contain its own insight; the notion of repressing Oedipal desire embraces the notion of repressing the representation of the idea of the desire; this representation becomes unconscious, and the effects (feelings and emotions) are discharged through the body. However, the hysteric does not represent. He is blasted by trauma, actual or imagined, and, on recovering, he both evacuates and dramatizes, presenting rather than representing: the fantasies of his mind are the actions of his body, so his hurt feelings are presented as a physical wound. One of my patients saw his leg weep – this was a painful pun on the idea that a physical sore ‘weeps’ and that, being a man, he must not weep in his distress. Nevertheless, something has happened to these presentations – for they are not simply enactments, since the unconscious has been at work in the transformations of the symptom.


The importance of retaining an awareness of the peculiarity of the hysterical symptom and its indication of unconscious processes at work is made evident if it is compared with a psychosomatic illness. Between the world wars the notion of the psychosomatic illness became fashionable and, to a great degree, replaced diagnoses of hysteria. There is, of course, always an interaction between a mental state and a physical condition; a state of mind affects the body and the state of the body affects the mind – but in different ways. A psychosomatic condition can be summed up in the aphorism, ‘You don’t need to be depressed to get a cold, but it helps.’ One may know one is depressed and be unable to prevent the cold developing – which would involve conscious or preconscious processes. However, it is the transformational aspect, the distortions, displacement or condensations which make the symptoms so bizarre – as in the weeping leg – that it is obvious that something conflictual and unconscious is at stake. If one suffered from a perpetual cold because one’s lover had rebuked one for being emotionally cold when one was in fact being warm to another man, then the symptom – the cold – would be hysterical. Without this concept of unconscious processes, such questions as what is happening in the hysterical body cannot really be approached. It is simply not the case that all hysterics are inarticulate. Indeed, the very prevalence of ‘hysterics’ as a late twentieth-century mode of expressing hysteria argues strongly against this.


Current explanations that the body ‘speaks’ because the social position of the sufferer is weak and cannot be articulated in language seem like contemporary versions of earlier accounts of hysteria. It seems like prejudice – oppressed people are uneducated and use their bodies instead of language. In such accounts the notion of social denigration replaces the seventeenth- and nineteenth-century ideas that some people suffer from organic inferiority or degeneracy of the personality.


However, to argue for a moment against myself, if there can be ‘hysterics’, where is the transformational, conflictual dimension necessary for this to be a mode of hysterical communication? Our everyday, so-called ‘secondary process’ language is sequential and thus cannot express two conflicting ideas at the same time; the nearest we can get to this is the oxymoron – for instance, ‘sweet sorrow’. A story looks like an ordinary sequential use of language. Is this so? ‘Hysterics’ are known in psychoanalysis as ‘bovarism’, or the propensity to believe one’s fantasies as though they were reality. Flaubert studied his own as well as other cases of institutionalized hysteria as models for his portrait of Emma Bovary. ‘Bovarism’ comes close to pseudologia – a self-referential language system in which the subject tries to enhance his own importance and interest to other people through fantastic self-important fantasies or lying. Lying has long been noted as a mode of hysterical expression. Is there something in the ‘lie’ that could be described as a conflict, something therefore transformational about the mode of the lie which, in turn, underlies the propensity to recount ‘hysterics’? ‘Honest lago’, whom I discuss in chapter 8, exemplifies this possibility (his appellation is an oxymoronic indication of contradiction). The lie can be seen as an unconscious wish which would otherwise be prohibited; it thus contains both the wish and the prevention of its realization. With lago I shall look at whether the lie is a transformation in a way comparable to the body symptom of conversion hysteria.


Hysteria has long been divided into conversion hysteria and anxiety hysteria. In conversion hysteria, the idea is converted into a bodily expression; in anxiety hysteria the anxiety is so extreme that the subject takes avoidance action. So, for instance, flying represents such an illicit desire and such a prohibition on it that a phobia results and there is a complete inhibition – an absolute fear of flying. Initially Freud thought that anxiety resulted from the repression of sexual wishes – the later notion of a primal anxiety suggests that as well as this the infant has an anxious reaction to life and the possibility of helplessness and death.


Psychoanalysts were involved, usually as army psychiatrists, in both world wars. As Freud was at pains to point out, there were no actual psychoanalytic treatments of war neurosis (the conditions did not allow them), only the application of certain ideas. However, both wars had a major impact on psychoanalytic theories. From the viewpoint of the study of hysteria, the most influential concept introduced after the First World War was the importance accorded to primal anxiety. Important too was the hypothesis of a death drive. Finally, crucial too was the formulation of a different meta-psychology – that is, of the id, superego and ego being superimposed on the unconscious, preconscious and conscious. In this theory, the ego can be partly conscious and partly unconscious (which it is in hysteria). The superego, which acts as a moral judge over oneself, is established by internalizing the rule of law embodied in the father – those very prohibitions against one’s pleasures that the notion of a castration complex addresses; the superego is an internal authority where the father is an external one. It is weaker in women than men and virtually absent in the hysteric. However, with this latter observation, we can see once again that we are faced with the onset of the collapse of hysteria into femininity (see chapter 6).


As the traumata of the First World War provoked a retheorizing of psychoanalysis, so new theories followed on from this – most particularly ego psychology (and the subsequent hostility to it of Jacques Lacan) and Object Relations Theory, which became particularly strong in Britain. For Freud and for Freudians, the idea that a death drive is in conflict with a life drive (a drive which subsumes sexuality) was still contextualized within the fantasies of the Oedipus complex, and, increasingly, the pre-Oedipus complex. I suggest that this confinement to oedipality means certain dimensions of the hysterical response to the world wars were missed and indeed continue to be missed in subsequent violent situations.


The Second World War, like the first one, occasioned hysteria-type reactions. Attitudes to these varied from the idea that they were impossible, since hysteria had disappeared from the Western world, to violent fury with men who produced hysterical symptoms or behaviour because they had failed both the arnied forces and the Western notion of manhood. By the end of the 1940s, as in the interwar period, the notion that hysteria had disappeared was prevalent once more, for current theories simply could not contain the idea of the male hysteric.


Within psychoanalytic theory it had become doctrine that if there was no evidence of an unresolved Oedipus complex, then the illness could not be a proper hysteria. However, as the observation of male hysterics in the last years of the nineteenth century had already disappeared into the notion of the Oedipus complex, there was some tautology in the situation. The notion of trauma was reintroduced. Charcot had observed that the male hysterics he treated had suffered from trauma and once more, the psychological casualties of the First World War were assigned ‘traumatic neurosis’. For all the psycho-neuroses – anxiety, hysteria, obsessionality – the Oedipus complex was crucial. After a pre-psychoanalytic phase which argued that the prevalence of hysteria in women was the result of the previous traumatic sexual abuse of the girl child, the female hysteric also became understood within the framework of the Oedipus complex.


The Oedipus complex, however, was a concept engendered at the turn of the century, at the height of a veritable obsession with parental incest. Incest or ‘incasta’, ‘unchastity’, has always been a moveable feast – although mother–child sexual unions seem to have been very widely tabooed. Twentieth-century psychoanalysis has added the importance of the mother to the late nineteenth-century supreme father.


As we will see through the psychoanalytic story of Don Juan in chapter 8, perhaps the greatest effect of an acknowledgement of male hysteria was that it was exactly this that became normalized. Today’s hysteric is an everyday Don Juan (male or female) – creative but seducing, lying, someone for whom death has no meaning, transmitting jealousy and causing chaos wherever they go. But as an artist he has also found his creative programme in some of the performative preoccupations of post-modernism which consciously put into effect much of what hysteria is unconscious of. In a performance or in performative language, speech enacts, puts on stage, what it wants to say; words do things. The French philosopher Jean-Francois Lyotard, a quondam spokesman of 1960s revolutionary optimism, declared ‘the stakes of post-modernism as a whole [are] not to exhibit truth within the closure of representation but to set up perspectives within a return of the will‘.14 This is a good manifesto for hysteria. However, it presents a problem for psychoanalysis, which works within the framework that there is truth within the closure of representation and urges that one cannot have all one wants and wills. The hysteric, both in body symptom and in the lie, is enacting what he wants or wishes were the case.


The categories within which hysteria is confined have changed. The secularization of the Western world, for instance, has led to the demise of spirit possession and witchcraft in an uneven way since the eighteenth and nineteenth centuries, and so to that particular explanation of hysteria becoming defunct. However, this does not mean that hysteria itself has disappeared – instead, it has become interpreted in an alternating medical or characterological way. With the rise of neurology, what had become a female characterological condition became once more medicalized, but this time as a malady of the mind. Hysteria became the object of the rising science of psychiatry. Then, when what Ian Hacking described in his book Rewriting The Soul (1995) as the ‘sciences of memory’ replaced the soul as the seat of the human psyche around the 1860s, the scene became set for a different understanding– that offered by psychoanalysis. This contained its own demedicalization and set the seal on this epoch of treating hysteria as a disease. However, hysteria lived on.


Psychiatric accounts of hysteria led during the first part of the twentieth century to its reclassification into discrete parts, such as eating disorders or multiple personality. The psychiatric aim is to find entities which are amenable to drug treatment. This left ‘histrionic’ behaviours and relationships to the behaviour therapists or to families and workplaces. Psychoanalytic theories worked within the confines of the Oedipus complex, adding the pre-Oedipal mother and child. They replicated this in the treatment situation, interpreting maternal and paternal transferences, only to find that hysteria was no longer ‘there’.


The prevalence of the male hysteric ensured he became normalized as the post-modern individual – a latterday Don Juan, uninterested in fathering, just out to perform.15 There has always been a creative potential in hysteria; the emptying-out of the subject allows for creativity as well as for traumatic response. The issue then becomes how conscious or unconscious, how driven to create is the hysteric (as was Dostoevsky, whose hysterical epileptic fits took place as a prelude to a burst of writing) or, on the contrary, compelled to repetition until death (as with Don Juan).


Hysteria has only disappeared from sight in the clinic – in the real world, it is everywhere around us. In a climate in which one does not speak clinically of hysteria, I once apprehensively suggested to a patient that the several hospitalizations he had experienced might have been for hysteria. Having initially dismissed the idea, he went on to admit that no organic causes had been found for his symptoms, and that the late twentieth-century diagnosis he had eventually received for his apparently severe cardiac problems was ‘Devil’s grip’.


Hysteria, although of course under different names and with diverse explanations, is to be found across all cultures and has been observed by anthropologists as well as by psychoanalysts. At the turn of the century, when both psychoanalysis and anthropology were establishing their disciplines, incest obsessed both scientists and practical do-gooders, who feared its prevalence with the spread of urbanization. At this time, anthropologists, like psychoanalysts, emphasized descent and filiation – the relations between parents and children. However, where the practice of the various dominant psychotherapies replicates up to the present time the parent–child situation in the therapist-patient dyad, the observation of other cultures does not perpetuate this focus. In cross-cultural studies after the Second World War, the importance of affinity – including marriage partners as well as lateral peer and sibling relations – began to rival ‘descent’ theory. Unfortunately, this has not benefited an understanding of hysteria, for as this concept came in, hysteria disappeared from circulation. Affinity and laterality, I believe, need to be used to restructure psychoanalysis as theory and practice and hysteria needs to be reconsidered in both anthropology and psychoanalysis, if we are ever to see where it has hidden itself.


Lateral relations start in childhood with siblings and peers. Brothers and sisters and, following on from this, collateral partners, wives and husbands, are positioned differently from parents – this lateral ‘positioning’ is a crucial factor in the gendering of hysteria. The existence of mass hysteria, which is essentially a peer group phenomenon, or the prevalence of hysterical behaviours such as imitated anorexia in girls’ boarding schools, indicate that the limited vertical parent–child axis of explanation is both inappropriate and inadequate.


Noting sibling relationships is crucial. Freud, himself a sufferer from hysteria at the time of the founding of psychoanalysis, was haunted by his rivalry with his first playmate, his nephew John, one and a half years his senior, but also far more particularly by the death of his younger brother Julius; the hysteria of Dora, the young woman famously analysed by Freud, came on in childhood when she had to renounce her fused identification with her older brother. In chapter 3 I look at the classic case of Dora, this time with a focus on her relationship with her brother, who effectively never features in all the many readings of the case that have been offered since Freud first presented it in 1905.1 also examine Freud’s own hysteria in order to show what was present at, and what absent from, the creation of the dominant psychoanalytical understanding of hysteria at the tirne of its inception.


I suggest a picture of hysteria which looks like this: a catastrophe in the present is experienced as traumatic. This may be something beyond normal human endurance – the blasting to pieces of your rnate beside you in the trenches – or the sufferer may have used some minor incident to create an experience of trauma, such as the striking of a match or the sight of a car in the case of the Taita women. As with physical pain thresholds, the tolerance levels vary from individual to individual – one person’s distress is another person’s trauma. Trauma, actual or induced, or transmuted from a catastrophe, breaches defences. In coping with the present experience, the person regresses to a catastrophic state, an infantile or childhood situation. I suggest this state is one in which the person has felt in danger of their own non-existence – somebody else seems to be the same as them. If someone is the same as oneself, then the sensation can be, ‘Who am I? I thought I was the baby – but here is another baby: I thought I was my parents’ favourite child, but here is another one.’ In protesting against this by trying to become again the only baby or favourite offspring, the hysteric regresses so far that the differentiation between mind and body is no longer clear, just as (we assume) it is not in infancy. By which time he is utterly dependent and helpless. The dread of the death-like experience of trauma, which is the equivalent of an absence of subject or ego, is warded off by a mimetic identification with another person. This may well be with the mother for whom he wants to be the only baby – this possibility has contributed to our not seeing the sibling as the cause. At the same time there is a frenetic mobility (or a frozen reaction against it) which prevents the unbearable thought, a thought that would ‘kill’ him. One of my patients used to shake her head wildly, in a way that reminded me of an infant’s ‘headbashing’ against its cot, whenever we got near something she did not want to think about. In turn, this mobility is exciting, in the same way as for a child who is being jiggled on a knee or playing horsey-horsey, and hence, in a generalized way, it can be felt as sexually stimulating; the desire or ‘wanting’ – even craving – for its repetition is felt as an urgent need to fill the hole that has been opened up by what is experienced as, or what actually is, trauma. Frenetic talking, compulsive lying, can be the verbal equivalent of excited and grandiose movement. The vortex this mobility creates draws in those around the hysteric, whose own potential hysterical vortex (which we all have) responds. To a degree, everyone is vulnerable. Though the idiom is somewhat dated, T. S. Elliot, in ‘Sweeney Agonistes’ (1932), which could be read as an autobiographical account of some hysterical (and hysterically creative) aspects of his own work, inserted a prose poem:


‘Hysteria’




As she laughed I was aware of becoming involved in her laughter and being part of it . . . I was drawn in by short gasps, inhaled at each momentary recovery, lost finally in the dark caverns of her throat, bruised by the ripple of unseen muscles . . . I decided that if the shaking of her breasts could be stopped, some of the fragments of the afternoon might be collected, and I concentrated my attention with careful subtlety to this end.16





Hysteria is as broad and expansive as human culture. It cannot be neatly packaged in narrative, either historical or medical. All aspects of the condition radiate out to touch yet others. In the same way, this book should be viewed as a verbal picture rather than a narrative. Its structure is like a dandelion flower, a compositae in which each floret is an independent unit but each is needed to make a connected whole. The chapters I have written here are a few florets, but there are others waiting to be written. However, even these few, like the dandelion, spread rapidly, sometimes into unexpected areas.


Hysteria, as a response to certain aspects of what it means to be human, is everywhere. Its name and the understanding of it changes – both geographically and historically. Some aspect of this ‘human condition’ insists that hysteria over and over again is reassigned to women or to ‘femininity’. The acknowledgement of male hysteria has entailed the banishing of hysteria. Twentieth-century understandings of hysteria – in particular the psychoanalytic – excluded it at the very moment they contemplated it, because they completely ‘foreclosed’ on relations with siblings in favour only of parents. This is the besetting problem of Freud’s otherwise world-historic understanding of hysteria.
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