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M. Allen's "Essay on the Classification of the Insane" presents a rigorous inquiry into the complexities of mental illness, categorized with meticulous precision and classified within an evolving historical context. Allen's scholarly approach, enriched with empirical observations and theoretical frameworks, offers a multifaceted perspective on insanity that reflects the shifting paradigms of psychiatric discourse in the late 19th century. The text is marked by its analytical prose that engages both scientific rigor and philosophical contemplation, challenging existing notions and providing a new lens through which to view the enigmatic spectrum of mental disorders. M. Allen, a notable figure in the realm of psychiatry, emerged during a time when mental health was increasingly recognized as a crucial area of medical science. His profound interest in the human psyche and a commitment to systematic study stemmed from both personal encounters with mental illness and a desire to improve the plight of the mentally ill. This background propelled him to construct a comprehensive framework aimed at understanding the nuances of classification in the field. This seminal work is a recommended read for scholars, practitioners, and students of psychology and psychiatry alike. Allen'Äôs meticulous classification system continues to resonate, promoting a deeper understanding of mental health and its societal implications, making it an essential text for anyone committed to engaging thoughtfully with the complexities of human behavior.
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Excellent Women is a curated collection of biographical sketches celebrating the lives, faith, and service of remarkable Christian women. Originally compiled by the Religious Tract Society in London during the late 1800s, this volume offers concise, inspiring portraits of individuals whose lives embodied devotion, social reform, leadership, and spiritual depth. From early chapters about Elizabeth Fry — the Quaker philanthropist and prison reformer — to profiles of Susanna Wesley, Hannah More, Frances Ridley Havergal, Ann Judson, and others, the compilation presents a diversity of characters united by their moral conviction and impact on society. Each biography sketches the subject's upbringing, spiritual journey, challenges faced, and their enduring legacy. The writing is accessible yet dignified, suitable for general readers interested in religious history, women's biographies, Christian witness, or Victorian-era ministry. While not a modern critical biography, Excellent Women serves as an evocative introduction to lives lived with purpose—an encouragement for readers seeking models of faith in action.
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In 'The Man in the Queue,' Josephine Tey introduces readers to a compelling mystery imbued with rich characterization and an exploration of societal norms in early 20th-century England. The narrative unfolds when a man is murdered in a queue outside a theater, thrusting Inspector Alan Grant into a labyrinthine investigation where the public's perceptions and prejudices become critical to solving the crime. Tey's skilled use of dialogue and vivid descriptions paints a lively backdrop, while her innovative plotting invites readers to grapple with themes of justice and morality, establishing this work as a trailblazer in the detective fiction genre. Josephine Tey, a prominent figure in the crime literature sphere, was known for her keen psychological insight and ability to weave historical context into her narratives. Her background as an accomplished playwright undoubtedly contributed to her narrative flair, while her personal experiences with social dynamics would have sharpened her understanding of human behavior. 'The Man in the Queue' showcases her ability to comment on the intricate web of social interactions, revealing the interplay between individual motives and collective assumptions. This novel is recommended for readers who appreciate intricate plots laced with social commentary and character depth. Tey's debut not only engages with suspenseful storytelling but also provides a fascinating lens through which to examine societal constructs of her era. A must-read for mystery aficionados and scholars of literature alike.
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The "BEATRIX POTTER Ultimate Collection" is a comprehensive anthology that presents twenty-two enchanting children's stories, each illustrated with Potter's intricate, original artwork. This collection showcases her whimsical narratives, filled with a blend of anthropomorphic animal characters and pastoral settings, reflecting the early 20th-century British countryside. Potter's literary style combines a simple yet engaging prose, making her tales accessible while also rich in moral lessons and life reflections. The stories, deeply rooted in natural history and ecological awareness, provide both entertainment and education, making them timeless classics in children's literature. Beatrix Potter, an esteemed author and illustrator, was born in 1866 into a well-to-do family in Victorian England. Her upbringing in the Lake District inspired her love for nature, which profoundly influenced her storytelling. A naturalist and an early advocate for conservation, Potter's experiences with animals and her keen observations of their behaviors are beautifully woven into her narratives. Her unique background and artistic inclinations allowed her to craft stories that resonate with both the innocent curiosity of childhood and broader environmental themes. This collection is highly recommended for readers of all ages who wish to immerse themselves in a world of imagination and nature. The exquisite illustrations and delightful tales serve as both a nostalgic reminder of childhood and an invaluable resource for parents seeking to cultivate a love of reading in their children. Potter's stories are not merely entertainments; they are an invitation to experience the beauty of the natural world, making this ultimate collection a must-have addition to any library. In this enriched edition, we have carefully created added value for your reading experience: - A comprehensive Introduction outlines these selected works' unifying features, themes, or stylistic evolutions. - The Author Biography highlights personal milestones and literary influences that shape the entire body of writing. - A Historical Context section situates the works in their broader era—social currents, cultural trends, and key events that underpin their creation. - A concise Synopsis (Selection) offers an accessible overview of the included texts, helping readers navigate plotlines and main ideas without revealing critical twists. - A unified Analysis examines recurring motifs and stylistic hallmarks across the collection, tying the stories together while spotlighting the different work's strengths. - Reflection questions inspire deeper contemplation of the author's overarching message, inviting readers to draw connections among different texts and relate them to modern contexts. - Lastly, our hand‐picked Memorable Quotes distill pivotal lines and turning points, serving as touchstones for the collection's central themes.
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In "A Writer's Diary," Virginia Woolf presents a rich tapestry of her reflections on the writing process, weaving together personal insights and literary musings that illuminate the struggles and joys of the creative endeavor. Written with her characteristic stream-of-consciousness style, this collection showcases Woolf's profound understanding of the artistic psyche and the intricacies of literary craftsmanship. Set against the backdrop of early 20th-century modernism, the diary entries reveal Woolf's engagement with contemporary thought, as she grapples with themes of identity, gender, and the complexities of narrative form. Virginia Woolf, a central figure in modernist literature, was not only an accomplished novelist but also a keen observer of her own creative journey. The diary entries span a period of significant literary evolution, offering readers a glimpse into the mind of a writer who sought to challenge societal norms and elevate the voice of women in literature. Her own struggles with mental health and the constraints of her time shaped her perspectives, providing depth to her reflections on both the art of writing and its implications for personal and societal truth. "A Writer's Diary" is an essential read for anyone interested in the mechanics of writing and the inner workings of a literary genius. Woolf's poignant observations resonate with both aspiring writers and seasoned professionals, making this work a timeless exploration of creativity that encourages readers to ponder their own artistic journeys. In this enriched edition, we have carefully created added value for your reading experience: - A succinct Introduction situates the work's timeless appeal and themes. - The Synopsis outlines the central plot, highlighting key developments without spoiling critical twists. - A detailed Historical Context immerses you in the era's events and influences that shaped the writing. - An Author Biography reveals milestones in the author's life, illuminating the personal insights behind the text. - A thorough Analysis dissects symbols, motifs, and character arcs to unearth underlying meanings. - Reflection questions prompt you to engage personally with the work's messages, connecting them to modern life. - Hand‐picked Memorable Quotes shine a spotlight on moments of literary brilliance. - Interactive footnotes clarify unusual references, historical allusions, and archaic phrases for an effortless, more informed read.

Start Reading Now! (Ad)





Elmer Ernest Southard


Shell-Shock and Other Neuropsychiatric Problems



Enriched edition. Presented in Five Hundred and Eighty-nine Case Histories from the War Literature, 1914-1918

In this enriched edition, we have carefully created added value for your reading experience.

[image: ]

Introduction, Studies and Commentaries by Scott Berry

Edited and published by Good Press, 2019


goodpress@okpublishing.info



    EAN 4064066136826
  



Introduction




Table of Contents




    Invisible injuries can transform a soldier’s life as indelibly as any visible wound, and the struggle to name, understand, and treat those injuries lies at the heart of this book.

Shell-Shock and Other Neuropsychiatric Problems by Elmer Ernest Southard is a work of early twentieth-century medical nonfiction that emerged in the immediate aftermath of the First World War. Southard, an American neuropsychiatrist, wrote during a period when clinicians and the public were grappling with the new vocabulary and realities of war-related mental trauma. The book draws on contemporary clinical experience and scholarly debate, situating battlefield shock within a broader spectrum of neurological and psychiatric disorders. It reflects a historical moment in which practitioners sought clearer definitions, evidence-based methods, and humane policy responses to unprecedented numbers of affected service members.

At its core, the book offers a structured exploration of shell shock alongside other neuropsychiatric syndromes observed in wartime and civilian practice. Framed as a series of lectures, it reads as both instruction and inquiry: methodical, analytic, and attentive to practical implications. The style is sober and didactic without losing sight of the human stakes, inviting readers to consider how language, diagnosis, and institutional design shape patient outcomes. Rather than sensationalizing the subject, Southard aims to clarify terms, weigh evidence, and map a path through contested terrain where physiology, psychology, and policy intersect.

Among the book’s central concerns is the challenge of distinguishing functional disturbances from structural injury, and of interpreting symptoms that may arise without obvious physical lesions. Southard addresses the ambiguity that shadowed shell shock from its earliest naming, engaging with questions of causation, classification, and prognosis. The discussion foregrounds the responsibilities of clinicians under pressure—from the demands of military readiness to the expectations of families and the public. In doing so, it frames shell shock not as a single entity but as a field of overlapping problems, where careful observation and disciplined reasoning are essential to fair treatment.

The clinical vantage of the work is interdisciplinary, bringing neurological and psychiatric perspectives into conversation. Southard attends to how context—combat exposure, medical triage, and institutional settings—shapes presentation and course, while also considering longer-term rehabilitation. Case material is treated as a means to refine judgment rather than to claim final answers, underscoring the limits of any single theory. Therapeutic implications are discussed with a measured tone, emphasizing systematic assessment and the avoidance of premature conclusions. This approach offers readers a window into how early clinicians tried to build a coherent practice amid swiftly evolving medical knowledge and social needs.

Readers today will recognize how the book anticipates debates that still resonate: the continuity between wartime and peacetime trauma, the relationship between brain and mind, and the ethical obligations owed to those harmed in public service. Its inquiries echo in current discussions of diagnostic categories, differential diagnosis, and the balance between individualized care and system-level policy. By situating shell shock within a broader neuropsychiatric framework, Southard helps clarify why stigma persists and why clear communication among caregivers, patients, and institutions remains vital to recovery and reintegration.

As an introduction to both a historical problem and an enduring clinical challenge, Shell-Shock and Other Neuropsychiatric Problems offers a compelling blend of rigor and empathy. It is suited to readers interested in medical history, psychiatry, neurology, and the social consequences of war, as well as those seeking to understand how disciplines evolve under duress. The book invites careful attention rather than quick answers, encouraging a reflective stance toward evidence, language, and care. Its measured voice and analytic focus provide a foundation for deeper inquiry into trauma, resilience, and the systems that shape life after injury.
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    Elmer Ernest Southard’s Shell-Shock and Other Neuropsychiatric Problems assembles studies and reports from the First World War era to clarify the nature of shell shock and related disorders. Drawing on clinical observations, military experience, and the emerging mental hygiene movement, the book aims to establish precise definitions and practical guidance. Southard situates shell shock within broader neuropsychiatry, emphasizing its varied presentations and uncertain boundaries. He outlines the book’s purposes: to standardize terminology, describe clinical features, explore causes, report on treatments, and consider administrative and social implications. The volume moves from conceptual foundations to clinical cases and policy recommendations, reflecting wartime needs and postwar planning.

The opening sections trace the history and use of the term shell shock in European and American military medicine. Southard distinguishes between commotional states tied to blast or concussion and emotional states linked to stress and fear. He notes confusion created by a single label covering both organic brain injury and psychogenic disturbance. To reduce misunderstanding, he urges cautious usage and, where possible, replacement by more specific diagnoses. The discussion highlights varying national practices, early missteps in classification, and the consequences of imprecise nomenclature for clinical care, prognosis, and military administration. The groundwork sets a framework for differentiating syndromes that only superficially appear similar.

Classification occupies a central portion of the book. Southard organizes cases into functional neuroses, psychoses, and demonstrable organic disorders, while acknowledging overlap. Functional conditions include anxiety states, hysteria, neurasthenia, and dissociative phenomena; organic conditions include traumatic brain injury, epilepsy, toxic states, and infections. He proposes practical criteria to separate them, such as onset pattern, neurological signs, and response to suggestion or rest. Case summaries illustrate how paralysis, mutism, tremor, confusion, and memory loss may arise from diverse mechanisms. The emphasis remains on establishing workable categories for diagnosis and disposition, aligned with the needs of frontline triage and longer-term hospital management.

Clinical chapters detail symptom patterns and their trajectories. Southard describes sensory and motor disturbances, startle responses, nightmares, autonomic instability, headaches, and fatigue, alongside disturbances of attention, memory, and judgment. Some presentations are acute and self-limited; others persist or evolve into chronic conditions. Through structured observation, he notes variability tied to battlefield exposure, prior health, and context of onset. The narrative uses case materials to show how apparent paralysis may reflect dissociation rather than structural damage, and how confusion may stem from concussion, infection, or exhaustion. These sections aim to guide clinicians in differentiating conditions rapidly and selecting appropriate treatment pathways.

Etiological analysis weighs physiological and psychological contributors. Southard reviews evidence for blast effects, barotrauma, and microscopic injury, while emphasizing the roles of fear, fatigue, deprivation, and prolonged vigilance. He considers predisposition, including temperament, prior illness, and previous head trauma, but warns against overemphasizing constitutional factors. Environmental conditions—shelling, gas alarms, noise, cold, and disrupted sleep—are identified as multipliers of risk. The book repeatedly stresses heterogeneity: similar symptoms may arise from different causes, and different causes may yield similar outward signs. The argument culminates in an appeal for careful assessment to avoid mislabeling and to match treatment with the dominant mechanism in each case.

Treatment recommendations focus on early, simple, and directed interventions. Southard advocates prompt rest, reassurance, graded activity, and physiotherapy, integrated with suggestion and reeducation where appropriate. He reports on forward treatment near the front to prevent chronicity, reserving evacuation for selected cases. Occupational therapy and structured routines support recovery and reduce rumination. For organic injury, neurological care and medical management are emphasized. The text discusses contested methods, including electrical stimulation, with attention to indications and risks. Outcomes improve when secondary gains are minimized and expectations are managed. The overarching strategy balances humane care with realistic goals of return to duty or suitable discharge.

Administrative chapters address the organization of neuropsychiatric services in the military. Southard outlines screening of recruits, training of officers to recognize early signs, and the creation of specialized observation and treatment units. He emphasizes record keeping, standardized forms, and consistent reporting to track outcomes and guide policy. Coordination among camps, base hospitals, and convalescent facilities is presented as essential. The text situates neuropsychiatry within broader military efficiency, proposing that appropriate classification and timely intervention conserve manpower. Prevention is treated as a system-level function, linking discipline, rest cycles, and morale to reduced incidence. These organizational lessons inform recommendations for future conflicts.

Medico-legal and social issues receive sustained attention. Southard discusses evaluation for disability, pension determinations, and the challenge of distinguishing malingering from genuine disorder without prejudice. He urges standardized examinations and follow-up to support fair adjudication. Postwar rehabilitation extends beyond hospitals, incorporating vocational placement, community support, and emerging psychiatric social work. Statistics on return to duty and long-term outcomes are presented cautiously, noting variation by diagnosis, timing of treatment, and administrative handling. The book situates war neuroses within civilian mental hygiene, arguing for continuity of care as soldiers return home and for public education to reduce stigma and misunderstanding.

The concluding sections synthesize clinical, organizational, and social recommendations. Southard reiterates that shell shock is not a single entity but a cluster of conditions requiring precise assessment and tailored care. He calls for improved training of neuropsychiatrists, investment in forward treatment facilities, and careful documentation to refine practice. The work frames wartime experience as an opportunity to advance scientific psychiatry and public mental health. It argues for retiring misleading labels, strengthening prevention, and ensuring coordinated aftercare. The book’s central message is practical: clarity in definition, discipline in diagnosis, and coherence in systems yield better outcomes for soldiers and society.
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    Elmer Ernest Southard’s Shell-Shock and Other Neuropsychiatric Problems is rooted in the global upheaval of 1914–1918 and the immediate postwar moment of 1919 in the United States. Southard, a Harvard neuropathologist and director of the Boston Psychopathic Hospital, compiled case histories from Allied war literature and clinical reports to illuminate disorders emerging from the Western Front’s trench warfare. The book’s vantage point is both Boston and the transatlantic medical networks linking American, British, and French services. It reflects the U.S. entry into World War I in April 1917, the rapid expansion of military psychiatry, and the debates in Boston, Washington, London, and Paris over diagnosis, treatment, and responsibility.

The industrialized violence of World War I—marked by trench systems stretching from the North Sea to the Swiss frontier, persistent artillery barrages, machine guns, and gas—created unprecedented psychological strain. Battles such as the Somme (1916), Verdun (1916), and Passchendaele (1917) subjected troops to prolonged bombardment and fear. In 1915, the British physician Charles S. Myers introduced the term “shell shock” in The Lancet to describe functional disturbances in soldiers exposed to explosions. Southard’s volume collates case narratives from 1914–1918 to map the clinical spectrum of war neuroses, arguing from this international evidence that trench conditions and artillery, not moral failure, produced recognizable neuropsychiatric syndromes.

British policy toward shell shock evolved from ad hoc responses to formal regulation. By 1916–1917, specialized hospitals such as Craiglockhart in Edinburgh treated officers using rest, psychotherapy, and graded activity under physicians like W. H. R. Rivers. In 1917, the War Office prohibited the term “shell shock” on official forms, seeking diagnostic precision and to limit pension liabilities, while endorsing forward treatment guided by PIE principles (proximity, immediacy, expectancy). Official British returns recorded over 80,000 cases by 1918. Southard analyzes these British reforms in detail, using published reports to advocate early intervention and standardized nosology, and to warn against policy driven by fears of malingering.

The American Expeditionary Forces (AEF), deployed to France in 1917–1918 under General John J. Pershing, built a neuropsychiatric service influenced by British and French models. Thomas W. Salmon, consulting psychiatrist to the AEF, and Pearce Bailey in the Surgeon General’s Office organized screening at induction camps and established forward “neurological” and “evacuation” hospitals in the Services of Supply. By mid-1918, treatment teams near the front returned substantial numbers of acute cases to duty within days. Southard situates U.S. practice within this arc, using AEF circulars and case material to argue for forward psychiatry, careful differential diagnosis, and the separation of psychoneuroses from epilepsy, brain trauma, and toxic gas effects.

The mental hygiene movement, founded institutionally with the National Committee for Mental Hygiene in 1909, reshaped American psychiatric thought before and during the war. In Boston, the Boston Psychopathic Hospital opened in 1912 as a research and teaching center integrating laboratory neuropathology with social casework; Southard served as its director, and Mary C. Jarrett developed psychiatric social work there. These Progressive Era reforms emphasized prevention, classification, and after-care. Southard’s book reflects this milieu, translating laboratory rigor and social investigation into wartime psychiatry: detailed case histories, attention to pre-morbid personality and environment, and practical treatment algorithms that could be adapted from Boston clinics to field hospitals in France.

Mass psychological testing and eugenic classification surged with mobilization. Under Robert M. Yerkes, the Army Alpha and Beta tests (1917) assessed more than a million recruits to sort for leadership, training, or discharge, often translating scores into controversial “mental age” categories. Concurrently, states and the military conflated congenital “feeblemindedness” with war neuroses. Southard, trained in neuropathology, used the war literature’s 1914–1918 case base to insist on differential diagnosis: distinguishing functional shock states, hysteria, and anxiety from dementia, epilepsy, or progressive neurosyphilis. His discussions caution against the reductive use of testing and hereditarian labels, highlighting misclassification’s clinical and legal consequences for soldiers and families.

Demobilization in 1918–1919 forced the United States to confront long-term care and compensation. The War Risk Insurance Act of 1917 and its amendments created mechanisms for disability pensions, while the Public Health Service and Red Cross expanded hospital networks, including specialized wards at St. Elizabeths Hospital in Washington, D.C. Administrative boards wrestled with contested claims of invisible injuries. Southard’s compilation foregrounds treatment—rest, graded exercise, occupational therapy, and staged return to work—and traces cases through discharge and after-care. By comparing European pension debates and American adjudication, he illuminates the policy stakes: recognition of psychoneuroses as real war injuries and the costs of bureaucratic skepticism.

As a social and political critique, the book exposes a system that punished psychological collapse while romanticizing stoicism. Southard’s cases reveal class asymmetries—officers more likely to receive psychotherapy at Craiglockhart or in AEF neurologic centers, enlisted men more vulnerable to discipline or stigmatizing labels. He challenges eugenic and administrative shortcuts that pathologized the poor and immigrants through testing, while minimizing environmental trauma. The analysis indicts hurried demobilization and parsimonious pension practices that discounted neuropsychiatric disabilities. By insisting on early, humane, and scientifically grounded care and on equitable compensation, the work critiques militarized masculinity and urges durable public health infrastructure for veterans.










































































	SECTION A. PSYCHOSES INCIDENTAL IN THE WAR



	I. The Syphilitic Group (Syphilopsychoses)



	Case
	
	
	Page



	1.
	Desertion of an officer
	
Briand, 1915
	8



	2.
	Visions of a naval officer
	
Carlill, Fildes, Baker, 1917
	9



	3.
	Aggravation of neurosyphilis by war
	
Weygandt, 1915
	10



	4.
	Same
	
Hurst, 1917
	10



	5.
	Same
	
Beaton, 1915
	10



	6.
	Same
	
Boucherot, 1915
	11



	7.
	Same
	
Todd, 1917
	12



	8.
	Same
	
Farrar, 1917
	13



	9.
	Same
	
Marie, Chatelin, Patrikios, 1917
	14



	10.
	Root-sciatica
	
Long, 1916
	15



	11.
	Disciplinary
	
Kastan, 1916
	17



	12.
	Same
	
Kastan, 1916
	18



	13.
	Same?
	
Kastan, 1916
	19



	14.
	Hysterical chorea versus neurosyphilis
	
de Massary, du Sonich, 1917
	20



	15.
	Traumatic general paresis
	
Hurst, 1917
	22



	16.
	Head trauma; shell-shock; mania; W. R. positive
	
Babonneix, David, 1917
	23



	17.
	Head trauma in a syphilitic
	
Babonneix, David, 1917
	24



	18.
	Shell wound: general paresis
	
Boucherot, 1915
	25



	19.
	“Shell-shock” ocular palsy: syphilitic
	
Schuster, 1915
	26



	20.
	Shell-shock: general paresis
	
Donath, 1915
	27



	21.
	Shell-shock: tabes
	
Logre, 1917
	28



	22.
	Same
	
Duco, Blum, 1917
	28



	23.
	Pseudotabes (Shell-shock)
	
Pitres, Marchand, 1916
	29



	24.
	Shell-shock neurosyphilis
	
Hurst, 1917
	30



	25.
	Shell-shock neurosyphilis
	
Hurst, 1917
	31



	26.
	Pseudoparesis (Shell-shock)
	
Pitres, Marchand, 1916
	32



	27.
	War strain and Shell-shock in a syphilitic
	
Karplus, 1915
	34



	28.
	Shell-shock recurrence of syphilitic hemiplegia
	
Mairet, Piéron, 1915
	36



	29.
	Shell-shock (functional!) amaurosis in a neurosyphilitic
	
Laignel-Lavastine, Courbon, 1916
	37



	30.
	Shell-shock (functional) phenomena in a neurosyphilitic
	
Babonneix, David, 1917
	39



	
31.

	Vestibular symptoms in a neurosyphilitic
	
Guillain, Barré, 1916
	40



	32.
	Syphilophobic suicidal attempts
	
Colin, Lautier, 1917
	41



	33.
	Simulated chancre
	
Pick, 1916
	42



	34.
	Exaggeration
	
Buscaino, Coppola, 1916
	43



	II. The Feeble-minded Group (Hypophrenoses)



	35.
	A feeble-minded person fit for service
	
Pruvost, 1915
	44



	36.
	An imbecile superbrave
	
Pruvost, 1915
	45



	37.
	An imbecile fit for barracks work
	
Pruvost, 1915
	45



	38.
	A feeble-minded inventor
	
Laignel-Lavastine, Ballet, 1917
	47



	39.
	A feeble-minded simulator
	
Pruvost, 1915
	49



	40.
	Enlistment for amelioration of character
	
Briand, 1915
	49



	41.
	An imbecile fit for service at the front
	
Pruvost, 1915
	50



	42.
	An imbecile with sudden initiative
	
Lautier, 1915
	51



	43.
	Emotional fugue in subnormal subject
	
Briand, 1915
	52



	44.
	Regimental surgeon versus alienist re feeble-mindedness
	
Kastan, 1916
	53



	45.
	An imbecile rifleman
	
Kastan, 1916
	55



	46.
	An imbecile hypomaniacal
	
Haury, 1915
	57



	47.
	Feeble-minded desire to remain at the front
	
Kastan, 1916
	58



	48.
	An imbecile sent back by Germans
	
Lautier, 1915
	60



	49.
	Unfit for service: feeble-mindedness?
	
Kastan, 1916
	61



	50.
	Oniric delirium in a feeble-minded subject
	
Soukhanoff, 1915
	62



	51.
	Shell-shock and burial: situation not rationalized
	
Duprat, 1917
	63



	52.
	Shell-shock in weak-minded subject; fear, fugues
	
Pactet, Bonhomme, 1917
	64



	III. The Epileptic Group (Epileptoses)



	53.
	Epilepsy: neurosyphilis
	
Hewat, 1917
	65



	54.
	Epilepsy brought out by syphilis
	
Bonhoeffer, 1915
	66



	55.
	Syphilis in a psychopathic subject
	
Bonhoeffer, 1915
	67



	56.
	Epileptic imbecile court-martialed
	
Lautier, 1916
	68



	57.
	Psychogenic seizures in feeble-minded subject
	
Bonhoeffer, 1915
	69



	58.
	Drunken epileptic: responsibility?
	
Juquelier, 1917
	71



	59.
	Epilepsy: disciplinary case
	
Pellacani, 1917
	74



	60.
	Same
	
Pellacani, 1917
	76



	61.
	Desertion: epileptic fugue
	
Verger, 1916
	78



	62.
	Specialist in escapes
	
Logre, 1917
	80



	63.
	Epilepsy and other factors: disciplinary case
	
Consiglio, 1917
	82



	64.
	Strange conduct and amnesia in epileptic
	
Hurst, 1917
	83



	65.
	Epilepsy after antityphoid inoculation
	
Bonhoeffer, 1915
	84



	66.
	Shell-shock: Jacksonian seizures—decompression
	
Leriche, 1915
	86



	67.
	Blow on head: hysterical convulsions—cure by neglect
	
Clarke, 1916
	87



	68.
	Epilepsy with superposed hysteria
	
Bonhoeffer, 1915
	88



	69.
	Musculocutaneous neuritis: Brown-Séquard’s epilepsy
	
Mairet, Piéron, 1916
	89



	
70.

	Bullet wound: reactive epilepsy?
	
Bonhoeffer, 1915
	92



	71.
	Epilepsia tarda
	
Bonhoeffer, 1915
	93



	72.
	Convulsions by auto-suggestion
	
Hurst, 1916
	95



	73.
	Epilepsy, emotional
	
Westphal, Hübner, 1915
	97



	74.
	Hysterical convulsions
	
Laignel-Lavastine, Fay, 1917
	98



	75.
	Desertion: fugue, probably not epileptic
	
Barat, 1914
	100



	76.
	Epileptic episode
	
Bonhoeffer, 1915
	102



	77.
	Narcoleptic seizures
	
Friedmann, 1915
	103



	78.
	Sham fits
	
Hurst, 1917
	106



	79.
	Epileptoid attacks controllable by will
	
Russel, 1917
	106



	80.
	Epileptic taint brought out at last by shell-shock
	
Hurst, 1917
	107



	81.
	Shell-shock epilepsia larvata

	
Juquelier, Quellien, 1917
	108



	82.
	To illustrate a theory of Shell-shock as epileptic
	
Ballard, 1915
	110



	83.
	Same
	
Ballard, 1917
	110



	84.
	Same
	
Ballard, 1917
	111



	85.
	Epileptic equivalents
	
Mott, 1916
	112



	IV. The Alcohol-Drug-Poison Group (Pharmacopsychoses)



	86.
	Pathological intoxication
	
Boucherot, 1915
	113



	87.
	Same
	
Loewy, 1915
	116



	88.
	Desertion in alcoholism: fugue
	
Logre, 1916
	117



	89.
	Alcoholic amnesia experimentally reproduced
	
Kastan, 1915
	118



	90.
	Desertion and drunkenness
	
Kastan, 1915
	119



	91.
	Desertion by alcoholic dement
	
Kastan, 1915
	121



	92.
	Desertion by alcoholic with other factors
	
Kastan, 1915
	124



	93.
	Alcoholism: disciplinary case
	
Kastan, 1915
	126



	94.
	Atrocity, alcoholism
	
Kastan, 1915
	127



	95.
	Atrocity, alcoholic
	
Kastan, 1915
	128



	96.
	Alcoholism and amnesia: disciplinary case
	
Kastan, 1915
	129



	97.
	Post-traumatic intolerance of alcohol
	
Kastan, 1915
	130



	98.
	Adventure with Parisian stranger
	
Briand, Haury, 1915
	131



	99.
	Morphinism: tetanus
	
Briand, 1914
	131



	100.
	Morphinism: medicolegal question
	
Briand, 1914
	132



	101.
	Two morphinists
	
Briand, 1914
	132



	102.



	V. The Focal Brain Lesion Group (Encephalopsychoses)



	103.
	Aphasia and left hemiplegia: local and contrecoup lesions
	
L’Hermitte, 1916
	133



	104.
	Gunshot head wound and alcohol: amnesia
	
Kastan, 1916
	135



	105.
	Bullet in brain: cortical blindness and hallucinations
	
Lereboullet, Mouzon, 1917
	136



	106.
	Content of existent psychosis changed by head trauma
	
Laignel-Lavastine, Courbon, 1917
	139



	
107.

	Meningococcus meningitis; apparent recovery: dementing psychosis
	
Maixandeau, 1915
	141



	108.
	Meningococcus meningitis
	
Eschbach and Lacaze, 1915
	143



	109.
	Shell-shock: meningitic syndrome
	
Pitres and Marchand, 1916
	145



	110.
	Brain abscess in a syphilitic: matutinal loss of knee-jerks
	
Dumolard, Rebierre, Quellien, 1915
	147



	111.
	Spinal cord lesion: early recovery
	
Mendelssohn, 1916
	149



	112.
	Shell explosion and meningeal hemorrhage: pneumococcus meningitis
	
Guillain, Barré, 1917
	150



	113.
	
Ante bellum cortex lesion: shrapnel wound determines athetosis
	
Batten, 1916
	151



	114.
	Hysterical versus thalamic hemianesthesia
	
Léri, 1916
	152



	115.
	Shell-shock: multiple sclerosis syndrome
	
Pitres, Marchand, 1916
	154



	116.
	Mine explosion: hysterical and organic symptoms
	
Smyly, 1917
	156



	117.
	Same
	
Smyly, 1917
	156



	VI. The Symptomatic Group (Somatopsychoses)



	118.
	Rabies: neuropsychiatric phenomena
	
Grenier de Cardenal, Legrand, Benoit, 1917
	162



	119.
	Tetanus, psychotic
	
Lumière, Astier, 1917
	164



	120.
	Tetanus fruste versus hysteria
	
Claude, L’Hermitte, 1915
	165



	121.
	British officer’s letter concerning local tetanus
	
Turrell, 1917
	166



	122.
	Dysentery: psychosis
	
Loewy, 1915
	168



	123.
	Typhoid fever: hysteria
	
Sterz, 1914
	169



	124.
	Dementia praecox versus posttyphoid encephalitis
	
Nordmann, 1916
	170



	125.
	Paratyphoid fever: psychosis outlasting fever
	
Merklen, 1915
	171



	126.
	Paratyphoid fever: psychopathic taint brought out
	
Merklen, 1915
	172



	127.
	Diphtheria: post diphtheritic symptoms
	
Marchand, 1916
	173



	128.
	Diphtheria: hysterical paraparesis
	
Marchand, 1915
	174



	129.
	Malaria: amnesia
	
De Brun, 1917
	175



	130.
	Malaria: Korsakow’s syndrome
	
Carlill, 1917
	176



	131.
	Malaria: ventral horn symptoms
	
Blin, 1916
	178



	132.
	Trench foot; acroparesthesia
	
Cottet, 1917
	180



	133.
	Bullet injury of spine; bronchopneumonia: état criblé of spinal cord
	
Roussy, 1916
	181



	134.
	Shell-shock (shell not seen); sensory and motor symptoms: decubitus; recovery
	
Heitz, 1915
	183



	135.
	Shell-shock; later typhoid fever: neuritis (ante bellum hysteria)
	
Roussy, 1915
	185



	136.
	Bullet wound of pleura: hemiplegia and ulnar syndrome
	
Phocas, Gutmann, 1915
	186



	137.
	Tachypnoea, hysterical
	
Gaillard, 1915
	188



	138.
	Soldiers’ heart
	
Parkinson, 1916
	190



	139.
	Soldiers’ heart?
	
Parkinson, 1916
	191



	140.
	War strain and shell wound: diabetes mellitus
	
Karplus, 1915
	192



	141.
	Dercum’s disease
	
Hollande, Marchand, 1917
	193



	
142.

	Hyperthyroidism
	
Tombleson, 1917
	195



	143.
	Hyperthyroidism?, neurasthenia
	
Dejerine, Gascuel, 1914
	196



	144.
	Hyperthyroidism
	
Rothacker, 1916
	197



	145.
	Graves’ disease, forme fruste

	
Babonneix, Célos, 1917
	198



	146.
	Shell-shock hysteria: surgical complications
	
Oppenheim, 1915
	199



	VII. The Presenile and Senile Group (Geriopsychoses)—No cases.



	VIII. The Dementia Praecox Group (Schizophrenoses)



	147.
	Hatred of Prussia: diagnosis, dementia praecox
	
Bonhoeffer, 1916
	200



	148.
	Dementia praecox: arrest as spy
	
Kastan, 1915
	201



	149.
	Fugue, catatonic
	
Boucherot, 1915
	203



	150.
	Desertion: schizophrenic?
	
Consiglio, 1916
	204



	151.
	Schizophrenia; alcoholism: disciplinary case
	
Kastan, 1915
	206



	152.
	Schizophrenia aggravated by service
	
de la Motte, 1915
	208



	153.
	Shot himself in hand: delusions
	
Rouge, 1915
	209



	154.
	Dementia praecox volunteer
	
Haury, 1915
	210



	155.
	Hysteria versus catatonia
	
Bonhoeffer, 1916
	211



	156.
	“Hysteria” actually dementia praecox
	
Hoven, 1915
	213



	157.
	Hallucinatory and delusional contents influenced by war experiences
	
Gerver, 1915
	214



	158.
	Iron cross winner, hebephrenic
	
Bonhoeffer, 1915
	215



	159.
	Occipital trauma; visual hallucinations
	
Claude, L’Hermitte, 1915
	217



	160.
	Shell-shock: Dementia praecox
	
Weygandt, 1915
	219



	161.
	Same
	
Dupuoy, 1915
	220



	162.
	Shell-shock; fatigue; fugue; delusions
	
Rouge, 1915
	221



	IX. The Manic-Depressive Group (Cyclothymoses)



	163.
	A maniacal volunteer
	
Boucherot, 1915
	222



	164.
	Fugue, melancholic
	
Logre, 1917
	223



	165.
	Apples in No-man’s-land
	
Weygandt, 1914
	224



	166.
	Trench life: depression; hallucinations; arteriosclerosis; age, 38
	
Gerver, 1915
	225



	167.
	War stress: manic depressive psychosis
	
Dumesnil, 1915
	226



	168.
	Predisposition; war stress: melancholia
	
Dumesnil, 1915
	227



	169.
	Depression; low blood pressure; pituitrin
	
Green, 1916
	228



	X. The Psychoneurotic Group (Psychoneuroses)



	170.
	Three phases in a psychopath
	
Laignel-Lavastine, Courbon, 1917
	229



	171.
	Fugue, probably hysterical
	
Milian, 1915
	232



	172.
	Hysterical Adventist
	
de la Motte, 1915
	234



	173.
	Fugue, psychoneurotic
	
Logre——
	235



	174.
	Shell-shy; war bride pregnant: fugue with amnesia and mutism
	
Myers, 1916
	236



	
175.

	A neurasthenic volunteer
	
E. Smith, 1916
	237



	176.
	War stress: neurasthenia in subject without heredity or soil
	
Jolly, 1916
	238



	177.
	Arterial hypotension in psychasthenia
	
Crouzon, 1915
	239



	178.
	War stress: psychasthenia
	
Eder, 1916
	240



	179.
	
Ante bellum attacks: neurasthenia
	
Binswanger, 1915
	241



	180.
	Antityphoid inoculation: neurasthenia
	
Consiglio, 1917
	244



	181.
	Neurasthenia (one symptom: sympathy with the enemy)
	
Steiner, 1915
	245



	XI. The Psychopathic Group (Psychopathoses)



	182.
	Claustrophobia: shells preferred to tunnel
	
Steiner, 1915
	246



	183.
	Pathological liar
	
Henderson, 1917
	247



	184.
	Psychopath almost Bolshevik
	
Hoven, 1917
	249



	185.
	Hysterical mutism: persistent delusional psychosis
	
Dumesnil, 1915
	250



	186.
	Psychopathic inferiority brought out by the war
	
Bennati, 1916
	251



	187.
	Psychopathic episodes
	
Pellacani, 1917
	252



	188.
	Maniacal and hysterical delinquent
	
Buscaino, Coppola, 1916
	253



	189.
	Psychopathic delinquent
	
Buscaino, Coppola, 1916
	254



	190.
	Psychopathic excitement
	
Buscaino, Coppola, 1916
	255



	191.
	Desertion: dromomania
	
Consiglio, 1917
	256



	192.
	Suppressed homosexuality
	
R. P. Smith, 1916
	257



	193.
	Psychopathic: at first suicidal, then self-mutilative
	
MacCurdy, 1917
	258



	194.
	Bombardment: psychasthenia
	
Laignel-Lavastine, Courbon, 1917
	259



	195.
	Nosophobia
	
Colin, Lautier, 1917
	261



	196.
	Psychopath: Attacks of disgust and terror
	
Lattes, Goria, 1915
	262



	SECTION B. SHELL-SHOCK: NATURE AND CAUSES



	197.
	Shell explosion: Autopsy—hemorrhages; vagoaccessorius chromatolysis
	
Mott, 1917
	265



	198.
	Mine explosion: Autopsy—hemorrhages
	
Chavigny, 1916
	270



	199.
	Mine explosion: Autopsy—hemorrhages
	
Roussy, Boisseau, 1916
	271



	200.
	Shell fragment in back: Autopsy—softenings in spinal cord
	
Claude, L’Hermitte, 1915
	272









	201.
	Shell explosion: Autopsy—lungs burst!
	
Sencert, 1915
	274



	202.
	Shell explosion: Hemorrhage in spinal canal and bladder
	
Ravaut, 1915
	276



	203.
	Shell explosion: Hemorrhage and pleocytosis of spinal fluid
	
Froment, 1915
	277



	204.
	Shell explosion: Pleocytosis of spinal fluid
	
Guillain, 1915
	279



	205.
	Shell explosion: Pleocytosis of spinal fluid as late as a month after explosion
	
Souques, Donnet, 1915
	280



	206.
	Burial: Thecal hemorrhage
	
Leriche, 1915
	282



	207.
	Shell explosion: Hypertensive spinal fluid
	
Leriche, 1915
	283



	208.
	Bullet wound: Hematomyelia; partial recovery
	
Mendelssohn, 1916
	284



	209.
	Shell explosion, subject prone: Hematomyelia
	
Babinski, 1915
	286



	
210.

	Struck by missile: Hysterical paraplegia? Herpes; segmentary symptoms
	
Elliot, 1914
	288



	211.
	Mine explosion: Head bruises, labyrinth lesions, canities unilateral
	
Lebar, 1915
	291



	212.
	Shrapnel wounds: Focal canities; hysterical symptoms
	
Arinstein, 1915
	292



	213.
	Burial: Organic (?) hemiplegia
	
Marie, Lévy, 1917
	293



	214.
	Shell explosion; no wound: Organic and functional symptoms
	
Claude, L’Hermitte, 1915
	294



	215.
	Gassing: Organic symptoms
	
Neiding, 1917
	296



	216.
	Gassing: Mutism, battle dreams
	
Wiltshire, 1916
	297



	217.
	Shell explosion: Organic deafness; hysterical speech disorder
	
Binswanger, 1915
	298



	218.
	Distant shell explosion not seen or heard: Tympanic rupture, cerebellar symptoms
	
Pitres, Marchand, 1916
	300



	219.
	Mine explosion: Organic and functional symptoms
	
Smyly, 1917
	302



	220.
	Shrapnel skull wound: Differential recovery from functional symptoms
	
Binswanger, 1917
	303



	221.
	Shell explosion shrapnel wound: Battle memories, scar hyperesthetic
	
Bennati, 1916
	305



	222.
	Shrapnel wounds, operation: Hysterical facial spasm
	
Batten, 1917
	306



	223.
	Shell explosion: Tremors and emotional crises
	
Myers, 1916
	307



	224.
	Shell explosion, comrades killed: Tremors, crises
	
Meige, 1916
	308



	225.
	Under fire: Tremophobia: French artist’s description
	
Meige, 1916
	310



	226.
	Shell explosion: German soldier’s account of Shell-shock symptoms
	
Gaupp, 1915
	312



	227.
	A British soldier’s account of shell-shock
	
Batten, 1916
	315



	228.
	Blown up by shell: Crural monoplegia; hysterical four days later
	
Léri, 1915
	317



	229.
	Shell explosion nearby: Description of treatment to demonstrate hysterical nature of characteristic symptoms
	
Binswanger, 1915
	318



	230.
	Leg wound: Pseudocoxalgic monoplegia and anesthesia
	
Roussy, L’Hermitte, 1917
	323



	231.
	Leg contusion: Crural monoplegia, hysterical; later crutch paralysis, organic
	
Babinski, 1917
	324



	232.
	War strain: Arthritis; crural monoplegia and anesthesia; hysterical “conversion hysteria”
	
MacCurdy, 1917
	325



	233.
	Lance thrust in back; Crural monoplegia
	
Binswanger, 1915
	326



	234.
	Shell explosion: After six days, crural monoplegia (“metatraumatic” suggesting persisting hypersensitive phase after shell-shock)
	
Schuster, 1916
	329



	235.
	Wound of foot: Acrocontracture, seven months’ duration; psycho-electric cure at one sitting
	
Roussy, L’Hermitte, 1917
	330



	236.
	Shell explosion: Trauma; emotion; hysterical paraplegia
	
Abrahams, 1915
	332



	237.
	Shell explosion: Burial; paraplegia
	
Elliot, 1914
	334



	238.
	Shell explosion: Paraplegia and sensory symptoms, organic?
	
Hurst, 1915
	335



	
239.

	War strain and rheumatism; no emotional factors: Paraplegia, later brachial tremor
	
Binswanger, 1915
	336



	240.
	Emotion in fever patient from watching barrage creep up: Paraplegia
	
Mann, 1915
	338



	241.
	Incentives, domestic and medical, to paraplegia
	
Russel, 1917
	338



	242.
	Bullet in back: Hysterical bent back; “camptocormia”
	
Souques, 1915
	339



	243.
	Shell explosion: Camptocormia
	
Roussy, L’Hermitte, 1917
	340



	244.
	Shell explosion; burial: camptocormia
	
Roussy, L’Hermitte, 1917
	342



	245.
	Shell explosion; burial; Paraplegia, later camptocormia
	
Joltrain, 1917
	344



	246.
	Bullet in thigh: Astasia-abasia. Wound of neck: Again astasia-abasia
	
Roussy, L’Hermitte, 1917
	346



	247.
	Shell explosion: Wound of thorax; astasia-abasia
	
Roussy, L’Hermitte, 1917
	346



	248.
	War strain and fall in trench without trauma: Dysbasia
	
Nonne, 1915
	347



	249.
	Shell explosion: Partial burial; hysterical symptoms in parts buried
	
Arinstein, 1916
	349



	250.
	Wound of hand: Acroparalysis
	
Roussy, L’Hermitte, 1917
	350



	251.
	Wound of arm: Hysterical paralysis
	
Chartier, 1915
	351



	252.
	Wound in brachial plexus region: Supinator longus contracture
	
Léri, Roger, 1915
	353



	253.
	Contusion of muscle with “stupefactive” paralysis of biceps (supinator longus still functioning)
	
Tinel, 1917
	355



	254.
	Wound of arm: Blockage of impulses to hand movements
	
Tubby, 1915
	356



	255.
	Shell explosion: Bilateral symmetrical phenomena
	
Gerver, 1915
	357



	256.
	Shell explosion: Paralytic symptoms on side exposed: Contralateral irritative symptoms
	
Oppenheim, 1915
	359



	257.
	Shell explosion: Bilateral asymmetrical symptoms
	
Gerver, 1915
	360



	258.
	Shell explosion: Sensory disorder on side exposed
	
Gerver, 1915
	362



	259.
	Shell explosion: Hysterical deafness and other symptoms; relapse
	
Gaupp, 1915
	363



	260.
	Shell explosion: Deafness
	
Marriage, 1917
	365



	261.
	Mine explosion: Deafmutism; recovery on epistaxis and fever
	
Liébault, 1916
	366



	262.
	Shell explosion: Deafmutism
	
Mott, 1916
	367



	263.
	Shell explosion: Deafmutism and convulsions
	
Myers, 1916
	368



	264.
	Gunfire: Aphonia
	
Blässig, 1915
	370



	265.
	Shell-shock mutism: (a), observed, (b) dreamed of, (c), developed by victim of shell explosion
	
Mann, 1915
	370



	266.
	Mortar explosion: Deafness
	
Lattes, Goria, 1917
	371



	267.
	Shell-explosion: onomatopœic noises
	
Ballet, 1914
	371



	268.
	Shell explosion: Gravel in eyes; eye and face symptoms
	
Ginestous, 1916
	372



	269.
	Shell explosion; burial; blow on occiput; Blindness
	
Greenlees, 1916
	373



	270.
	Shell-shock amblyopia: Composite data
	
Parsons, 1915
	374



	271.
	Factors in shell-shock amblyopia: Excitement, blinding flashes, fear, disgust, fatigue
	
Pemberton, 1915
	375



	
272.

	Shell explosion amblyopia
	
Myers, 1915
	376



	273.
	Shell windage without explosion: Cranial nerve disorder
	
Pachantoni, 1917
	378



	274.
	Initial case in Babinski’s series to show chloroform elective exaggeration of reflexes
	
Babinski, Froment, 1917
	380



	275.
	Wound of ankle: Contracture, chloroform effect
	
Babinski, Froment, 1917
	383



	276.
	“Reflex” disorder of right leg: Chloroform effect
	
Babinski, Froment, 1917
	384



	277.
	Bullet in calf: Hysterical lameness cured—reflex disorder associated therewith not cured
	
Vincent, 1916
	385



	278.
	Trauma of foot: Hysterical dysbasia and reflex disorders; differential disappearance of hysterical symptoms
	
Vincent, 1917
	386



	279.
	Shell-shock and paraplegia: Vasomotor and secretory disorder twenty months later
	
Roussy, 1917
	387



	280.
	Tetanus clinically cured: Phenomena reproduced under chloroform anesthesia
	
Monier-Vinard, 1917
	388



	281.
	Example of a “reflex” disorder after shell explosion at great distance
	
Ferrand, 1917
	390



	282.
	Shell fire: Shell-shock symptoms delayed
	
McWalter, 1916
	391



	283.
	Shell-shock symptoms early and late
	
Smyly, 1917
	392



	284.
	Wounds: Gassing; burial; collapse on home leave
	
Elliot Smith, 1916
	393



	285.
	Late sympathetic nerve effect after bullet wound of neck
	
Tubby, 1915
	394



	286.
	Hysterical crural monoplegia after fall from horse under fire (reminiscence of similar ante bellum accident)
	
Forsyth, 1915
	395



	287.
	Shell explosion, cave-in: Right leg symptoms (ante bellum experiences)
	
Myers, 1916
	396



	288.
	Shell explosion, wound of back: Paraparesis (subject always weak in legs)
	
Dejerine, 1915
	397



	289.
	Wound near heart: Fear; paraparesis (subject always weak in legs)
	
Dejerine, 1915
	399



	290.
	Wounds: Tic on walking and recovery except frontalis tic (emphasis of ante bellum habit)
	
Westphal, Hübner, 1915
	401



	291.
	Fatigue and emotion: Hysterical hemiplegia (similar hemiplegia ante bellum)
	
Roussy, L’Hermitte, 1917
	402



	292.
	War strain: Hemiplegia (similar hemiplegia ante bellum, subject’s father hemiplegic)
	
Duprés, Rist, 1914
	403



	293.
	Shell explosion and burial: Deafmutism (speech difficulty ante bellum)
	
MacCurdy, 1917
	405



	294.
	War strain: Shell-shock and psychotic symptoms determined to parts ante bellum

	
Zanger, 1915
	406



	295.
	Mine explosion: Emotion; delirium (previous head trauma without unconsciousness)
	
Lattes, Goria, 1917
	407



	296.
	Sniper stricken blind in shooting eye
	
Eder, 1916
	408



	
297.

	Anticipation of warfare: Fall while mounting sentry; hysterical blindness
	
Forsyth, 1915
	408



	298.
	Spasmodic neurosis from bareback riding (similar episode ante bellum)
	
Schuster, 1914
	409



	299.
	
Ante bellum spasm of hands
	
Hewat, 1917
	409



	300.
	Quarrel: Hysterical chorea, reminiscent of former attack and itself reminiscent of organic chorea in subject’s mother
	
Dupuoy, 1915
	411



	301.
	Hallucinations and delusions of ante bellum origin: Treatment by explanation
	
Rows, 1916
	412



	302.
	Tremors and convulsive crises in a poor risk
	
Rogues de Fursac, 1915
	413



	303.
	Emotionality and tachycardia in a martial misfit
	
Bennati, 1916
	415



	304.
	Hereditary instability
	
Wolfsohn, 1918
	416



	305.
	Genealogical tree of a shoemaker
	
Wolfsohn, 1918
	417



	306.
	Traumatic hysteria without hereditary or acquired psychopathic tendency
	
Donath, 1915
	418



	307.
	Mine explosion, burial: Neurosis in perfectly normal soldier
	
MacCurdy, 1917
	419



	308.
	Shell explosion: Tremophobia
	
Meige, 1916
	421



	309.
	Frozen in bog: Glossolabial hemispasm
	
Binswanger, 1915
	424



	310.
	Bruise by horse: Invincible pain—subject cured by performing heroic feat
	
Loewy, 1915
	426



	311.
	Kick by horse: Hysterical symptoms including monocular diplopia
	
Oppenheim, 1915
	427



	312.
	Windage from non-exploding shell: Emotion; homonymous hemianopsia
	
Steiner, 1915
	428



	313.
	Shell-shock psoriasis
	
Gaucher, Klein, 1916
	429



	314.
	
Croix de guerre and Shell-shock got simultaneously: Hallucinatory bell-ringing reminiscent of civilian work
	
Laignel-Lavastine, Courbon, 1916
	430



	315.
	Waked by shell explosion: Nystagmiform tremor (occupational reminiscence in cinema worker) and tachycardia
	
Tinel, 1915
	432



	316.
	Synesthesialgia: Foot pain on rubbing dry hands
	
Lortat-Jacob, Sézary, 1915
	433



	317.
	Shell-shock and burial: Clonic spasms, later stupor
	
Gaupp, 1915
	435



	318.
	War stress (liquid fire) and shell-shock: Puerilism
	
Charon, Halberstadt, 1916
	437



	319.
	Bombed from aeroplane: Battle dreams; dizziness; fugue
	
Lattes, Goria, 1917
	439



	320.
	Hyperthyroidism after box drops from aeroplane
	
Bennati, 1916
	440



	321.
	Shell dropped without bursting: Stupor and delirium
	
Lattes, Goria, 1917
	441



	322.
	Subject carrying explosives is jostled: Unconsciousness, deafmutism, later camptocormia
	
Lattes, Goria, 1917
	443



	323.
	Grazed by sliding cannon: Stupor and amnesia
	
Lattes, Goria, 1917
	444



	324.
	Shell explosions nearby: Emotion and insomnia
	
Wiltshire, 1916
	445



	
325.

	Shell explosion: symptoms after hearing artillery twelve days later
	
Wiltshire, 1916
	446



	326.
	Exhaustion (heat?): Hyperthyroidism, hemiplegia
	
Oppenheim, 1915
	447



	327.
	War strain and rheumatism: tremors
	
Binswanger, 1915
	448



	328.
	Shell explosion; emotion: Fear and dreams
	
Mott, 1916
	451



	329.
	Under fire; barbed wire work: tremors and sensory symptoms
	
Myers, 1916
	452



	330.
	Shell explosion: Emotional crises; twice recurrent mutism
	
Mairet, Piéron, Bouzansky, 1915
	453



	331.
	Shell explosion: Emotional crises (fright at a frog)
	
Claude, Dide, Lejonne, 1916
	455



	332.
	War strain; wound; burials; shell-shock: neurosis with anxiety and dreams: Relapse
	
MacCurdy, 1917
	457



	333.
	Bombed by airplane: Suicidal thoughts; oniric delirium; “moving picture in the head”
	
Hoven, 1917
	460



	334.
	Shell explosion; emotion at death of best friend: Stupor and amnesia
	
Gaupp, 1915
	462



	335.
	Emotional shock from shooting comrade: Horror, sweat, stammer, nightmare
	
Rows, 1916
	463



	336.
	Emotion at death of comrade: Phobias
	
Bennati, 1916
	464



	337.
	Shell explosion: Fright; delayed loss of consciousness
	
Wiltshire, 1916
	465



	338.
	Shell explosion; burial work: amnesia; unpleasant ideas reflexly conditioned by shell whistling
	
Wiltshire, 1916
	467



	339.
	Comrade’s death witnessed: Suicidal depression
	
Steiner, 1915
	468



	340.
	Marching and battles: Neurasthenia?
	
Bonhoeffer, 1915
	469



	341.
	English schoolmaster’s account of dreams
	
Mott, 1918
	470



	342.
	War dreams shifting to sex dreams
	
Rows, 1916
	472



	343.
	Shock at death of comrade: War and peace dreams
	
Rows, 1916
	474



	344.
	War dreams including hunger and thirst
	
Mott, 1918
	475



	345.
	Burial work: Olfactory dreams and vomiting
	
Wiltshire, 1916
	476



	346.
	War dreams: Phobia conditioned on postoniric suggestion
	
Duprat, 1917
	477



	347.
	Service in rear: War dreams not based on actual experiences
	
Gerver, 1915
	478



	348.
	Hysterical astasia-abasia: Heterosuggestive “big belly”
	
Roussy, Boisseau, Cornil, 1917
	479



	349.
	Collapse going over the top: Neurasthenia
	
Jolly, 1916
	481



	350.
	Battles: Mania and confusion
	
Gerver, 1915
	483



	351.
	Machine-gun battle: Mania and hallucinations
	
Gerver, 1915
	484



	352.
	Attacks and counter-attacks: Incoherence and quick development of scenic war hallucinations
	
Gerver, 1915
	485



	353.
	Hysterical stupor under shell fire after 2 days in the trenches
	
Gaupp, 1915
	486



	354.
	Monosymptomatic amnesia
	
Mallet, 1917
	488



	355.
	Aviator shot down: Mental symptoms, organic
	
MacCurdy, 1917
	489



	356.
	Shell fire and corpse work: Daze with relapse; mutism
	
Mann, 1915
	491



	
357.

	Mine explosion: Confusion
	
Wiltshire, 1916
	492



	358.
	Shell explosion: Alternation of personality
	
Gaupp, 1915
	493



	359.
	“A Horse in the Unconscious”
	
Eder, 1916
	497



	360.
	Shell explosion, gassing, fatigue: Anesthesia
	
Myers, 1916
	498



	361.
	Shell explosion and burial: Somnambulism; dissolution of amnesia under hypnosis
	
Myers, 1915
	499



	362.
	Shell explosion with injuries: Somnambulism
	
Donath, 1915
	502



	363.
	Shock: Stupor as if dead
	
Régis, 1915
	503



	364.
	Emotions over battle scenes: Twenty-four days’ somnambulism
	
Milian, 1915
	504



	365.
	Putative loss of brother in battle: Somnambulism and mutism twenty-seven days
	
Milian, 1915
	506



	366.
	Shell explosion: Trauma, windage: Somnambulism four days
	
Milian, 1915
	508



	367.
	Burial, head trauma; gassing: Tremors, convulsions, confusion, fugue
	
Consiglio, 1916
	509



	368.
	Shell explosion: Hysterical symptoms and tendency to fugue
	
Binswanger, 1915
	510



	369.
	Burial: Dissociation of personality
	
Feiling, 1915
	512



	370.
	Ear Complications and hysteria
	
Buscaino, Coppola, 1916
	516



	SECTION C. SHELL-SHOCK DIAGNOSIS



	371.
	Value of lumbar puncture
	
Souques, Donnet, 1915
	524



	372.
	Meningeal and intraspinal hemorrhage: Lumbar puncture
	
Guillain, 1915
	525



	373.
	Burial: Slight hyperalbuminosis
	
Ravaut, 1915
	526



	374.
	Paraplegia, organic: Lumbar puncture
	
Joubert, 1915
	527



	375.
	Gunshot of spine: Spinal concussion, quadriplegia, cerebellospasmodic disorder
	
Claude, L’Hermitte, 1917
	528



	376.
	Trauma of spine: Anesthesia and contracture, homolateral, with trauma
	
Oppenheim, 1915
	529



	377.
	Mine explosion combining hysterical and lesional effects
	
Dupouy, 1915
	530



	378.
	Shell explosion: Hysterical and organic symptoms
	
Hurst, 1917
	532



	379.
	Gunshot: Cauda equina symptoms, combined with functional paraplegia
	
Oppenheim, 1915
	533



	380.
	Intraspinal lesion: Persistent anesthesia
	
Buzzard, 1916
	534



	381.
	Functional shell-shock: Erroneous diagnosis
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La divina giustizia di qua punge

quell’ Attila che fu flagello in terra.




Divine justice here torments that Attila, who

was a scourge on earth.




Inferno, Canto xii, 133–134.







The data from all the belligerent countries, collected in this book, go far to prove that, whatever at last you elect to term Shell-shock, you must pause to consider whether your putative case is not actually:

A matter of spirochetes?

The response of a subnormal soldier?

An equivalent of epilepsy?

An alcoholic situation?

A result of neurones actually hors de combat?

A state of bodily weakness (perhaps of faiblesse irritable)?

A bit of dementia praecox?

One of the ups and downs of the emotional (affective, cyclothymic) psychoses?

An odd psychopathic reaction in which the response is abnormal not so much by reason of excessive stimulus as by reason of defective power of response?

On a simpler basis, is not our Shell-shocker just a banal example of hysteria, neurasthenia, psychasthenia; and is not this psychoneurotic more peculiar in his capacity to be shocked than are the conditions that purvey the shocks?

Put more concretely in the terms of available tests and criteria, open to the psychiatrist, does not every putative Shell-shock soldier deserve at some stage a blood test for syphilis? Should we not be reasonably sure we are not facing a man inadequate to start with, so far as mental tests avail? Should we not verify (even at considerable expense of time and money by so-called “social service” methods) the facts of epilepsy and epileptic taint? Of alcoholism? And so on? There can be no two answers to these questions.

Upon the following page is a practical grouping of mental diseases, devised in the first place, not for war psychoses, but for the initial sifting of psychopathic hospital cases. Now the psychopathic hospital group of cases constitutes in peace practice the closest analogue of the mental cases met in active military practice, because the “incipient, acute, and curable”[1] cases, for which psychopathic hospitals are built and which flock to or are sent to the wards and outdoor departments of such hospitals, are precisely the cases that early come forward in active military practice. They are precisely the cases in which that pathological event—whatever it is—we know as Shell-shock may be expected to develop. It is precisely the “incipient, acute, and curable” instances of mental disease which we hope to exclude from our American army by cis-Atlantic winnowing-out at the hands of neuropsychiatric experts—the best preventive we hope both of Shell-shock and of other worse mental conditions, if such there be. Military mental practice plainly deals, not so much with frank and committable insanity, as with mental diseases of a medically milder but a militarily far more insidious nature.



[1] Official phrase for the scope of the Psychopathic Hospital, Boston, Massachusetts.





A further inspection of this grouping of mental diseases shows not only that it contains many conditions not usually termed “insanity” (such as, e.g., feeblemindedness, epilepsy, alcoholism, sundry somatic diseases, psychoneuroses), but that these conditions are presented for practical purposes in a certain seemingly arbitrary order. Without attempting to justify this selection of scope (not too wide for modern psychiatry, most would readily acknowledge), I shall draw out a little further what I consider to be the virtues of the order selected. In the first place, all will concede, some order of consideration of collected data is a prime necessity to the tyro. Without an order of consideration the diagnostic tyro is but too apt to find in the best textbooks of psychiatry (even more easily the better the textbook) all he needs to prove that the case in hand is—almost anything he selects to make his case conform to! And how much more dangerous this debating-society method of diagnosis (by choice of a side and matching a textbook type) may become in the fluid and elastic conditions of psychopathic hospital practice, can readily be observed by one who contemplates the formes frustes and entity-sketches that the “incipient, acute, and curable” group of cases presents.





Chart 1



PRACTICAL GROUPING OF MENTAL DISEASES

The order adopted for these groups (which roughly correspond to botanical or zoological orders) is a pragmatic order for successive exclusion on the basis of available tests, criteria, or information: the actual diagnosis is a product of still further differentiation within the several groups.

The case-histories of this book will show that

(a) most shell-shock is in group X, Psychoneuroses,

(b) the diagnostic delimitation problem is chiefly against I. Syphilopsychoses, III. Epileptoses, VI. Somatopsychoses,

(c) the finer differentiation problem is between X. Psychoneuroses and V. Encephalopsychoses. (See Epicrisis, propositions 9–12, 40–43, 72–73.)




	I.
	Syphilitic Psychoses
	SYPHILOPSYCHOSES



	II.
	Feeblemindedness
	HYPOPHRENOSES



	III.
	Epilepsy
	EPILEPTOSES



	IV.
	Alcoholic, Drug, and Poison Psychoses
	PHARMACOPSYCHOSES



	V.
	Focal Brain Lesion Psychoses
	ENCEPHALOPSYCHOSES



	VI.
	Symptomatic (Somatic) Psychoses
	SOMATOPSYCHOSES



	VII.
	Presenile-Senile Psychoses
	GERIOPSYCHOSES



	VIII.
	Dementia Praecox and Allied Psychoses
	SCHIZOPHRENOSES



	IX.
	Manic-Depressive and Allied Psychoses
	CYCLOTHYMOSES



	X.
	Psychoneuroses
	PSYCHONEUROSES



	XI.
	Other Forms of Psychopathia
	PSYCHOPATHOSES









No conclusions are intended to be drawn in these introductory pages. Such conclusions as are risked are placed in the Epicrisis (see Section E). But so much can be said: If we are ever to surround the problem of Shell-shock (intra bellum or post bellum), we must approach it with no artificial and à priori limitations of its scope. We must not even agree beforehand that Shell-shock is nothing but psychoneurosis: that would be a deductive decision unworthy of modern science. In the collection of these cases, I have tried to place the topic upon the broadest clinical base. Samples of virtually every sort of mental disease and of several sorts of nervous disease have been laid down, some obviously not instances of Shell-shock, some mixed with clinical phenomena of Shell-shock, others hard to tell offhand from Shell-shock—the whole on the basis that we shall earliest learn what Shell-shock, the pathological event, is by studying what it is not. As the sequel may show, we are perhaps not entitled to regard Shell-shock, the pathological event, as always associated with shell-shock, the physical event. We shall, therefore, find in Section A (see tables on pages 6 and 7).

(1) Cases without either physical shell-shock, or pathological Shell-shock—psychoses of various kinds incidental in the war (--+).

(2) Cases with physical shell-shock but without pathological Shell-shock—psychoses of various kinds seemingly liberated by, aggravated by, or accelerated by the physical factor of shell-shock (+-+).

(3) Cases without physical shell-shock but with both symptoms of pathological Shell-shock as well as of other psychosis (-++).

(4) Cases with physical shell-shock, with clinical phenomena of Shell-shock, as well as of other psychosis (+++).



At the end of Section A, accordingly, we shall be left with two more formulae for discussion in Sections B, C, and D, viz:

(5) Cases without physical shell-shock but with symptoms of pathological Shell-shock (-+-).

(6) Cases with physical shell-shock and pathological Shell-shock (++-).

The data of Section A will solidly prove that Shell-shock, however picturesque the term for laymen or in the argot of the clinic, is medically most intriguing. As we cannot get rid of the term (even by suppressing it in parentheses or by condemning it to the limbo of the so-called), we must make the best of it by calling Shell-shock just the ore in the clinical mine. To say the least, the term is harmless: it merely stimulates the lay hearer to questions. These questions he must ask of the expert. But every time that the expert suavely states that Shell-shock is nothing but psychoneurosis, that expert runs the risk of hurting some patient who may or not have a psychoneurosis but has been called psychoneurotic. All the while, of course, the suave expert is perfectly right—statistically. In fine, the man you have called a victim of Shell-shock is probably a victim of psychoneurosis, but only probably!

Section A shows how he may—not probably, but possibly—be a victim of say ten other things. But it is not that he has an even chance of being one of these ten other things. As the reader watches the procession of cases in Section A, he will perceive that, amongst the ten major groups there studied, some have far greater diagnostic likelihood than others. Thus, syphilis, epilepsy, and somatic diseases will in the sequel prove more dangerous to our success as diagnosticians than, e.g., feeblemindedness or even perhaps alcoholism. But now let us look at these cases systematically, just as if we dealt with so many cases of Railway-spine or any other “incipient, acute, and curable” cases.





Chart 2



PSYCHOPATHIA MARTIALIS




	⎧‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾⎫
	



	
	⎧‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾⎫



	SHELL-SHOCK

(THE PHYSICAL FACTOR)

	SHELL-SHOCK

(NEUROTIC SYMPTOMS)

	PSYCHOSIS

(SYMPTOMS NON-NEUROTIC)




	Absent
	Absent
	INCIDENTAL



	Present
	Absent
	LIBERATED, AGGRAVATED, ACCELERATED PSYCHOSES



	Absent
	COMBINED NEUROSES AND PSYCHOSES

[2](Formula -++)



	Present
	COMBINED NEUROSES AND PSYCHOSES

(Formula +++)



	Absent
	NEUROSES

(Quasi Shell-shock)
	Absent



	Present
	NEUROSES

(True Shell-shock)
	Absent







[2] For formulae see Chart 3 on opposite page.











Chart 3



PSYCHOPATHIA MARTIALIS



FORMULAE





	
	⎧‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾⎫



	
	
	⎧‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾‾⎫



	S, N, P[3] =
	SHELL-SHOCK

(THE PHYSICAL[4] FACTOR) PRESENT

	SHELL-SHOCK

(NEUROTIC SYMPTOMS) PRESENT

	PSYCHOSIS

(NON-NEUROTIC SYMPTOMS) PRESENT




	P =
	-
	-
	+



	SP =
	+
	-
	+



	NP =
	-
	+
	+



	SNP =
	+
	+
	+



	N =
	-
	+
	-



	SN =
	+
	+
	-







[3] In the literal formulae, S = Shell-shock, N = Neurosis, P = Psychosis.




[4] These plus-or-minus formulae are not intended to imply that the physical factor, where present (+), must have worked a physical effect upon the nervous system: the effects of the physical factor might be wholly emotional or otherwise psychic.












I. SYPHILOPSYCHOSES (SYPHILITIC GROUP)
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An officer of high rank deserts his command in a crisis: alienists’ report.




Case 1. (Briand, February, 1915.)

M. X. was an officer ranking high in the French army, having military duties of a critical nature and of great importance (social reasons forbid Briand’s giving informatory details). Suffice it to say that he was brought before court-martial for abandoning his post at the very moment when his presence was most urgently required. He turned tail, without taking the most elementary military precautions.

M. X. was passed up to alienists. He was not a case of Shell-shock unless of the anticipatory sort[1q]. He was somatically run-down and of lowered morale and now 65 years of age. The campaign had been fatiguing.

The alienists decided that the officer had not been responsible for his non-military acts. He had been, they found, in a state of mental confusion at the time of desertion, such that amnesia for his duties and heedlessness of consequences had allowed him to leave the front without looking behind him or securing substitution. This state of mental confusion had been preceded by overwork and several nights of insomnia.

Moreover he was palpably arteriosclerotic. Blood pressure was high. The history was one of slight shocks and a mild hemiplegia. The confusion at the front was only the most recent of a series of transitory attacks of confusion. At the time of examination this high officer was actually in a state of mild dementia.

M. X. was an old colonial man, malarial, and had been a victim of syphilis.





A naval officer sees hundreds of submarines: General paresis.




Case 2. (Carlill, Fildes, and Baker, July, 1917.)

A naval officer, 36, during August, 1916, asserted that he could see hundreds of submarines. At one time he imagined that he was receiving trunk calls in the middle of the ocean. He was admitted to Haslar, and the Wassermann reaction of the serum was found strongly positive. The spinal fluid was not at this time examined. The officer recovered to some extent, was given no special treatment, and was sent on leave.

He came under observation again in October, 1916, having become very strange in his manner, on one occasion passing water into the coal box, and talked about impending electrocution. His ankle-jerks were found sluggish and there was a patch of blunting to pin pricks. The diagnosis of general paresis was made. The spinal fluid was afterward examined and found to be negative to the Wassermann reaction but contained 15 lymphocytes per cubic mm.

Three full doses of Kharsivan freed him from delusions and left him apparently absolutely sane. It was recommended that he should be kept at Haslar to continue treatment. However, he had been certified insane and was therefore sent to Yarmouth, from which he was discharged in February, 1917, having been in good mental health throughout his stay there.

Re syphilis and general paresis of military officers, as in Cases 1 and 2, Russo-Japanese experience was already at hand. Autokratow saw paretic Russian officers sent to the front in early but still obvious phases of disease. These paretics and various arteriosclerotics, Autokratow saw back in Russia in the course of a few months.

Re naval cases, see also Case 5 (Beaton). Beaton thinks that monotonous ship duty, alternating with critical stress of service, bears on morale and liberates mental disorder.





Neurosyphilis may be aggravated or accelerated under war conditions.




Case 3. (Weygandt, May, 1915.)

A German, long alcoholic and thought to be weakminded, volunteered, but shortly had to be released from service. He began to be forgetful and obstinate, cried, and even appeared to be subject to hallucinations. The pupils were unequal and sluggish. The uvula hung to the right. The left knee-jerk was lively, right weak. Fine tremors of hands. Hypalgesia of backs of hands. Stumbling speech. Attention poor.

It appeared that he had been infected with syphilis in 1881 and in 1903 had had an ulcer of the left leg.

The military commission denied that his service had brought about the disease.


Case 4. (Hurst, April, 1917.)

An English colonel thought himself perfectly fit when he went out with the original Expeditionary Force. He had had leg pains, regarded as due to rheumatism or neuritis. He was invalided home after exhaustion on the great retreat. He was now found to be suffering from a severe tabes. He improved greatly under rest and antisyphilitic treatment. He has now returned to duty.


Case 5. (Beaton, May, 1915.)

An apparently healthy man, serving on an English battle-ship, severed a tendon in a finger. The injury was regarded as minor. The tendon was sutured and the wound healed. During the man’s convalescence he was accidentally discovered to have an Argyll-Robertson pupil and some excess reflexes. Neurosyphilis had probably antedated the accident. But from the moment of this trivial injury, the disease advanced rapidly.





Overwork in service; several months exacting work well performed: General paresis.




Case 6. (Boucherot, 1915.)

A lieutenant of Territorials, aged 41 (heredity good, anal fistula at 30, with ulceration of penis of an unknown nature at the same period). In 1907 when off service and married, his wife gave birth to a child; no miscarriages. Had been a good soldier in service before the war. The lieutenant was called to the colors August 2, 1914, and was detached for special duty, for the performance of which he was much praised by the commanding officers. The work, however, was too much for him and on April 1 he had to be evacuated to the hospital with a ticket saying “Nervous depression following overwork in service.” On April 14 he seemed well enough for a convalescent camp, but, apparently through red tape, was sent to a hospital at Orléans. On June 23 he had to be evacuated to the Fleury annex. His eyes were dull and features flaccid; his whole manner suggested fatigue. His pupils were myotic, tongue tremulous, speech slow and stumbling. Knee-jerks were exaggerated and gait difficult, the right leg dragging. Headaches. He could not perform the slightest intellectual work and was the victim of retrograde and anterograde amnesia. He was aware of the decline of his mental power and was fain to struggle against it, becoming restless and sad. The gaps in his memory grew deeper, he became more and more impulsive, even violent, and had spells of excitement. Dizziness and palpitation developed. Sometimes there were auditory and visual hallucinations of such intense character that he tried feebly to commit suicide with a penknife. He fell into semicoma, and then had a number of apoplectiform attacks. W. R. +

Apparently the moral and physical situation of the lieutenant was absolutely normal when the campaign began and, as he fulfilled detail duties with absolute correctness for a number of months, Boucherot argues that here is an instance of general paresis declanché by overwork.





Syphilis contracted before enlistment. Neurosyphilis aggravated by service.




Case 7. (Todd, personal communication, 1917.)

A laboring man, 42, who always strenuously denied syphilitic infection, proceeded to France eight months after enlistment. He had not been in France three weeks when he dropped unconscious. He regained consciousness, but remained stupid, dull in expression, and with memory impaired. His speech was also impaired. There was dizziness and a right-sided hemiplegia.

He was confined to bed four months and was then “boarded” for discharge.

Physically, his heart was slightly enlarged both right and left; sounds irregular; extra systoles; aortic systolic murmur transmitted to neck; blood pressure 140:40. Precordial pain, dyspnoea.

Neurologically, there was a partial spastic paralysis of the right thigh which could be abducted, could be flexed to 120°, and showed some power in the quadriceps. There was also a spastic paralysis of the right arm, but the shoulder girdle movements were not impaired. There was a slight weakness on the right side of the face. There was no anesthesia anywhere.

The deep reflexes were increased on the right side, Babinski on right, flexor contractures of right hand, extensor contractures of right leg, abdominal and epigastric reflexes absent, pupils active, tongue protruded in straight line.

Fluid: slight increase in protein. W. R. + + +

The Board of Pension Commissioners ruled that the condition had been aggravated by service (not “on service”).

Re general paresis, Fearnsides suggested at the Section of Neurology in the Royal Society of Medicine early in 1916, that in all cases of suspected Shell-shock the Wassermann reaction of the serum should be determined, and went on to say that cases of so-called Shell-shock with positive W. R. often improve rapidly with antisyphilitic remedies.





Duration of neurosyphilitic process important re compensation.




Case 8. (Farrar, personal communication, 1917.)

A Canadian of 36 enlisted in 1915, served in England, and was returned to Canada in February, 1917, clearly suffering from some form of neurosyphilis (W. R. positive in serum and fluid, globulin, pleocytosis 108).

There is no record of any disability or symptom of nervous or mental disease at enlistment. The first symptoms were noted by the patient in May, 1916, six months or more after enlistment. The case was reviewed at a Canadian Special Hospital, October 11, 1916, by a board which reported:

“The condition could only come from syphilitic infection of three years’ standing” (a decision bearing on compensation); but the general diagnosis remained:

“Cerebrospinal lues, aggravated by service.”

The picture which the medical board regarded as of at least three years’ standing was as follows:

History of incontinence, shooting pains, attacks of syncope, general weakness, facial tremor, exaggerated knee-jerks, pupils react with small excursion. Speech and writing disorder, perception dull, lapses of attention, memory defect, defective insight into nature of disorder, emotional apathy.


1. Was the conclusion “aggravated by service” sound? On humanitarian grounds the victim is naturally conceded the benefit of the doubt. But it is questionable how scientifically sound the conclusion really was.

2. Could the condition come only from syphilitic infection of at least three years’ standing? Hardly any single symptom in this case need be of so long a standing; yet the combination of symptoms seems by very weight of numbers to justify the conclusion of the medical board.



Farrar’s case and thirteen others of “Neurosyphilis and the War” were included in a general work on Neurosyphilis (Case History Series, 1917, Southard and Solomon). For military syphilis in general, see Thibierge’s Syphilis dans l’Armée (also in translation).





General paresis lighted up by the stress of military service without injury or disease?




Case 9. (Marie, Chatelin, Patrikios, January, 1917.)

In apparently good health a French soldier repaired to the colors, in August, 1914, being then 23 years old.

Two years later, August, 1916, symptoms appeared: speech disorder with stammering, change of character (had become easily excitable), stumbling gait. He became more and more preoccupied with his own affairs, grew worse, and was sent to hospital in October, 1916.

He was then foolish and overhappy, especially when interviewed. There was marked rapid tremor of face and tongue. Speech hesitant, monotonous, and stammering to the point of unintelligibility. His memory, at first preserved, became impaired so that half of a test phrase was forgotten. Simple addition was impossible and fantastic sums would be given instead of right answers. Handwriting tremulous, letters often missed, others irregular, unequal, and misshapen.

Excitable from onset, the patient now became at times suddenly violent, striking his wife without provocation. After visit at home, he would forget to return to hospital. Often he would leave hospital without permission (of course the more surprising in a disciplined soldier). No delusions.

Serum and fluid W. R. positive; albumin; lymphocytosis.

Neurological examination: Unequal pupils, slight right-side mydriasis, pupils stiff to light, weakly responsive in accommodation, reflexes lively, fingers tremulous on extension of arms.

The patient had, December 5, 1916, an epileptiform attack with head rotation, limb-contractions and clonic movements. Should this soldier recover for disability obtained in service? Marie was inclined to think military service in part responsible for the development of the paresis. Laignel-Lavastine thought so also, but that the amount assigned should be 5%-10% of the maximum assignable.





SYPHILITIC ROOT-SCIATICA (lumbosacral radiculitis) in a fireworks man with a French artillery regiment.




Case 10. (Long (Dejerine’s clinic), February, 1916.)

No direct relation of this example of root-sciatica to the war is claimed nor was there a question of financial reparation.

There was no prior injury. At the end of March, 1915, the workman was taken with acute pains in lumbar region and thighs, and with urgent but retarded micturition.

Unfit for work, he remained, however, five months with the regiment, and was then retired for two months to a hospital behind the lines. He reached the Salpêtrière October 12, 1915, with “double sciatica, intractable.”

There was no demonstrable paralysis but the legs seemed to have “melted away,” fondu, as the patient said. Pains were spontaneously felt in the lumbar plexus and sciatic nerve regions, not passing, however, beyond the thighs. These pains were more intense with movements of legs; but coughing did not intensify the pains. Neuralgic points could be demonstrated by the finger in lumbar and gluteal regions and above and below the iliac crests (corresponding with rami of first lumbar nerves). The inguinal region was involved and the painful zone reached the sciatic notch and the upper part of the posterior surface of the thigh.

The sensory disorder had another distribution, objectively tested. The sacral and perineal regions were free. Anesthesia of inner surfaces of thighs, hypesthesia of the anterior surfaces of thighs and lower legs. The anesthesia grew more and more marked lower down and was maximal in the feet, which were practically insensible to all tests, including those for bone sensation. There was a longitudinal strip of skin of lower leg which retained sensation.

Position sense of toes, except great toes, was poor. There was a slight ataxia attributable to the sensory disorder—reflexes of upper extremities, abdominal, and cremasteric preserved, knee-jerks, Achilles and plantar reactions absent.



The vesical sphincter shortly regained its function, though its disorder had been an initial symptom. Pupils normal.

The “sciatica” here affects the lumbosacral plexus.

As to the syphilitic nature of this affection, there had been at eighteen (22 years before) a colorless small induration of the penis, lasting about three weeks. There was now evident a small oval pigmented scar. The patient had married at 20 and had had three healthy children.

The lumbar puncture fluid yielded pleocytosis (120 per cmm.). Mercurial treatment was instituted.

The treatment has not reduced the pains. Long thinks it was undertaken too long (six months) after onset. The warning for early diagnosis is manifest. There was somehow a delay under the medical conditions of the army.

Re syphilis in munition-workers Thibierge has much to say of French conditions. Throughout his work on syphilis in the army, he stresses the large number of venereal cases in men mobilized for munition-work. Medical inspections ought, according to Thibierge, imperatively to be made in the munition-works and upon all mobilized workmen, whether French or belonging to the Colonial contingents. These men are under military control in France, but they have more opportunities than the soldiers for contracting and disseminating syphilis. They are, in point of fact, very often infected and in a higher proportion than are the soldiers at the front. The munition-workers should also be obliged to report their infections to the physician, whether or no they are under treatment by military or by private physicians.

Thibierge devotes a chapter to syphilis as a national danger. Not only do available statistics prove that there is more syphilis in the population since the outbreak of war, but the number of married women going to special hospitals for syphilis is abnormally high and entirely out of proportion to the number of married women resorting to these clinics in peace times. A certain number are contaminated by their husbands on leave. Thibierge calls attention to the fact of the extraordinary frequency of syphilis in young men (two or three, sixteen to eighteen years of age, at Saint-Louis Hospital at each consultation).





A disciplinary case: Syphilitic?




Case 11. (Kastan, January, 1916.)

Reports varied about a certain German soldier who came up for discipline. Inferiors thought he was harsh and tricky. A lieutenant declared that the man always wanted to have proper respect paid to him, and that he was unduly excited by trifles. The man had become latterly very nervous on account of battle strain and protracted shelling.

July 28, 1915, the man, who had been drinking with comrades the night before, was excitedly talking to an officer concerning relief of a guard. The soldier stated, “As a sergeant on duty with a service record of 15 years, I think it is my affair.” The lieutenant replied, “So far as I am concerned, the matter is settled.” The sergeant yelled, “As far as I am concerned, it is settled also. By the way, my name is Mr. Vice Sergeant … ,” and with that the sergeant wrote down the lieutenant’s words and refused to obey the lieutenant’s order to “Stop writing.” The lieutenant drew his sword and said, “Take your hands down.” The sergeant replied, “Surely I am permitted to write.” Lieutenant: “Subordination; don’t forget yourself, Vice Sergeant. …” The sergeant jeered, “You forgot yourself anyhow;” whereupon the lieutenant: “Well, such a thing never happened to me before.” The sergeant, jeeringly, “Nor to me either. If I were not in undress I should know what to do.” The lieutenant: “Vice Sergeant … , remain here. This matter will be settled at once.” The sergeant: “It is Mr. Vice Sergeant … ,” whereupon he gave his notebook to a hornblower and said, “Write.” The lieutenant: “Stay.” The sergeant: “What, stay here. No, I’ll not stay,” and made off. The lieutenant called after him, “Put on your service dress and see the captain.” He made ready but said, “This half-idiot gives an order like that to a sergeant with 15 years’ record.”

The examination showed that the man had a hypalgesia. He complained of violent headaches. He said that he had had syphilis 10 years before; there were no bodily stigmata.





Regulations broken: General paresis.




Case 12. (Kastan, January, 1916.)

A German 1st-lieutenant, on active service before the war, had left the service because there was not enough for him to do in peace times. During his war service, he became drunk and had two soldiers bound to a doorpost, with coats unbuttoned and without their caps—a process quite verboten. While in Königsberg, he reported himself ill, and failed to go to a designated hospital. He was accordingly treated as a deserter. He ran up bills with landlady and servant girls, saying that he was going to receive money from his wife. Under hospital examination, he said he was only a Baden man with a lively temperament. He got angry at the phrase test feeding, refused food, got excited when asked to help in the care of other patients, and wrote a letter saying, “If it is the idea to make me nervous by removing the air from me, by prescribing rest in bed—a punishment only suitable for a boy who cannot keep himself neat—and such chicaneries, these philanthropic attempts are bound to fail on my robust peasant nerves. Of course I know that money considerations make the stay of every paying patient desirable, but I am really too good for that. [The expenses were being borne by the state.] I have openly stated what is being here done with me is foolery, and I stick to that phrase. The food, already poor enough, is no better, when the meat of a half-rotten cow comes twice to the table.” This patient was, according to Kastan, a victim of general paresis.

Re general paresis and delinquency, Gilles de la Tourette long ago maintained that there was a medicolegal period in paresis. Lépine in his work on Troubles Mentales de la Guerre speaks of the unexpected frequency of general paresis in the army, and calls attention at the outset to the medicolegal period. The danger of overt delinquency is, in fact, greater under military than under civilian conditions on account of the closer surveillance of the soldier. Desertion and thievery are the main forms.





Unfit for service: General paresis.




Case 13. (Kastan, January, 1916.)

Kastan describes a non-commissioned officer, who came voluntarily into the clinic. It seems that he had absented himself (?) from the army in the suburbs of Königsberg, September 3, 1914. He was arrested October 7th. Once before he had been brought to Kastan’s clinic on the suspicion of general paresis, but had been dismissed as non-paretic. Brought in again in a condition of marked fear, he declared that he had to fall behind his company while he was on the march on account of a feeling of weakness. He had been taken to a hospital and then carried to the suburbs of Königsberg, examined, and found unfit for service.

He had in his 20th year become infected with syphilis, and had recently become forgetful, subject to fears, and easily excitable. He had been very unhappily married with a woman who was hysterical and threatened to shoot and poison him. He lived in a condition of continual quarrels with her. The symptoms that he felt on the march were numbness of the legs and a rush of blood to the head. In the clinic, he was subject to much dreaming and raving about the war. There was excessive perspiration.


1. As to the proper interpretation of this case, details are lacking as to the physical and laboratory side. In fact, it would appear that the suspicion of paresis at his first reception in a clinic was dismissed without resort to laboratory findings.

There are no neurological symptoms in the case clearly suggestive of neurosyphilis, except perhaps the numbness of the legs. The remainder of the picture appears to be entirely psychic. Sensory and intellectual symptoms are missing unless we count the war dreams and mania as intellectual. It appears wiser to count these as emotional in the sense that they were roused by emotion-laden memories. The fear, perspiration, and feelings of head flush are perhaps to be best interpreted as satellites about an emotional nucleus.







Hysterical chorea versus neurosyphilis.




Case 14. (De Massary and Du Sonich, April, 1917.)

There were various complications in the case of a lieutenant (nervous tic in childhood; travel 23 to 30), who was at Antwerp during the period of mobilization. He was taken there by the Germans; was a prisoner in their hands for 55 days; and succeeded under great strain in escaping.

He then entered his regiment, and, passing the examinations, was made an adjutant, and went to the front, March, 1915. He stayed ten months in the Verdun region, under heavy bombardment, and in June was bowled over and buried by a 210. He seemed to be fearless, getting no sensation from shell-bursts except a griping sensation in the bowels.

However, his character had altered in the direction of irritability; and by the end of January, 1916, he had to be evacuated for the first time from the front, for general weakness, with the diagnoses: neurasthenia, neuralgia, dyspeptic troubles, great general fatigue, marked depression. In fact, at Narbonne he was asked no questions for several days on account of his obvious depression. He was given ice-bags for violent headaches, complete rest in bed, cacodylate and sodium nucleinate. In two weeks he was up and about.

At this time appeared choreiform movements, which reached their maximum in two or three days, whereupon he was sent, March 4, 1916, to the neurological centre at Montpellier. Here W. R. positive! Neosalvarsan on the second injection (0.45 and 0.60) yielded a strong reaction, with fever, delirium, vomiting, and then jaundice.

About a month later, he was given twenty more intravenous injections, whereupon the choreic movements now decreased, and July 15 he was given convalescence for three months. October 15 he went back to his dépôt cured; and October 20, on request, went to the front. He was potted and under machine-gun fire at times during the next three months, but the choreic movements did not reappear. January 1 he left the trenches as the division went into billets. January 8, suddenly, without any emotional cause, he began to “dance” again. Accordingly, he was evacuated for the second time, January 10, 1917, with the diagnosis: choreic movements, especially on left; evacuate to special centre.

At Royallieu, a lumbar puncture showed a slight lymphocytosis. The headache improved. He was evacuated January 24, 1917, to Val-de-Grâce, with a diagnosis: Recurrent chorea; first attack followed commotio cerebri, nervous depression, inequality of pupils, various pains, contracted in the army. Another W. R. was positive. Twelve intramuscular injections of oxygen cyanide were given, besides baths. He was then sent to Issy-les-Moulineaux with a diagnosis of tic. He showed choreiform movements affecting the legs alone. When sitting, legs extended and flexed, the knees would abduct, then adduct; the thighs flexed. When standing, flexor movements were produced alternately on the left and the right, the knee being raised high, sometimes striking the patient’s hand. In walking, the thigh and lower leg flexion was always out of proportion to the required step. There was thus a sort of saltatory chorea limited to the legs. The reflexes so far as they could be tested were normal save that the left pupil was fixed to light and accommodation; the right pupil was sluggish to light but accommodated normally. Leucoplakia of the cheeks; nocturnal headaches; and pains resembling lightning pains in arms and legs. Lumbar puncture, March 26, showed blood-stained fluid, and the puncture was followed by headache, vomiting, and slow pulse. The fluid showed a slight lymphocytosis; W. R. negative.

It is clear that a diagnosis limiting itself to the leg trouble would probably content itself with “hysterical chorea.” The lieutenant said that when he saw people “dance” he did have a tendency to imitate them; and when he was cured of that, he did not want to go to Lamalou because he would see the ataxic patients there and might fall back into his “dancing.” However, in view of the pupillary inequality, the lymphocytosis, the leucoplakia, the W. R., and the initial neurasthenia and depression found in the very first hospital in which he was examined, we probably should be entitled to consider that general paresis played a part in the chorea.





Shrapnel fragment driven through skull: General paresis.




Case 15. (Hurst, April, 1917.)

A private, 31, was wounded December 7, 1916, by a shrapnel fragment which entered the skull above the left ear and lodged in the brain, an inch above and 2½ inches below the middle of the right orbital margin. At Netley, December 30, he proved to show a complete internal and external left sided ophthalmoplegia, with the exception of the external rectus. On the right side, there was a complete paralysis of the superior rectus and a partial paralysis of the inferior rectus and levator palpebrae superioris. There was a paresis of the left side of the face. The right plantar reflex was said to have been extensor at the clearing station, but at Netley it and the other reflexes proved to be normal, as were the optic. The patient was stuporous and had incontinence of urine and feces for two days. Shortly after admission, slurring of speech with a long latent period occurred. It was clear that the shrapnel fragment must have passed far above the crus, and it was not plain how isolated lesions of the third and seventh nerve nuclei could have been brought about without injury of the long tracts of the crus.

The Wassermann reaction of the serum was negative, but that of the spinal fluid was positive. Iodide and mercury secured considerable improvement in the mental condition and some diminution in the paralysis. The patient is now extremely pleased with himself and has a speech suggestive of paresis.





Head trauma: Shell-shock effects, over in a few months. Manic-depressive (?) attack more than two years later. X-ray evidence suggesting brain lesion. Serum Wassermann reaction positive.




Case 16. (Babonneix and David, June, 1917.)

A bullet glancing from his gun barrel November 28, 1914, wounded a man in the head, whereupon he lost consciousness and was carried to a hospital and trephined. On coming to, he found that he could not hear and felt pains; but the latter disappeared in a few months. He was given sedentary employment and did his work properly until February, 1917, when he suddenly became sad, wept, slept poorly, stopped eating, had an absent air, and began to complain of his head. He passed whole days without moving, in a sort of stupor, which was then followed by a hypomaniacal agitation in which he walked furiously up and down in the room and threw objects about.

He was found subject to a generalized tremor and he was distinctly weaker on the right side. The tendon reflexes were excessive. The bony sensibility, as well as the pain and temperature sense, and the position and stereognostic senses were completely abolished on the right side. The scar lay on the left side. It was deep and very sensitive to pressure, so that if it was touched ever so slightly the patient began to weep. X-ray indicated loss of substance in the posterior part of the left parietal region. Remains of the projectile were found subcutaneously in the right supraorbital region. The W. R. of the serum was positive. There was no lymphocytosis in the spinal fluid.

Interpretation of this case is manifestly difficult. Four possibilities exist: Syphilis, manic depressive psychosis, traumatic brain disease, and functional shock effects. More than two years had passed between the trauma and the change of character.





Skull trauma in a syphilitic.




Case 17. (Babonneix and David, June, 1917.)

A soldier, 31, sustained fracture of the occiput from shell-burst, and thereafter showed confusion and total loss of memory. Operation November 11 withdrew bony fragments and clots, whereupon the man returned practically to normal. He developed, however, a few seizures, in which he struggled, fell, and lost consciousness, afterward suffering from headache. The tendon reflexes were increased. The occipital cicatrix was a little depressed and slightly painful on pressure.

Lumbar puncture showed a very slight lymphocytosis (5 to 6 cells), practically negative globulin reaction, and a low albumin titer. There were no signs of syphilis in the eyes. The W. R. in the serum was strongly positive. Very possibly the traumatic phenomena in this case can be safely disengaged from the syphilitic phenomena.

Re the mechanism by which trauma evokes or accelerates the course of neurosyphilis, it is probable that most neuropathologists believe that the commotio cerebri causes sundry chemical or physical effects in the nerve tissues such that spirochetes are moved into new and more dangerous places, or such that more appropriate food is supplied to the organisms, which then begin to multiply. Whether the organisms live in a kind of symbiosis in the tissues under ordinary circumstances in the pre-paretic period of the development of neurosyphilis, is unknown. Possibly fat embolism should be added to the list of possible causes of the hastening of the neurosyphilitic process. Fat embolism in the brain has been shown by various authors to be accompanied by minute hemorrhages, in the midst of which by proper stains the fat embolism can be made out.





Shell-wound in battle: General paresis.




Case 18. (Boucherot, 1915.)

A soldier in the Territorial Infantry, 42, a gardener who went to taverns, as he said, “like everybody else,” a widower with two children, a good worker though irascible, had had syphilis as a youth. He was called to the colors at the outbreak of the war and got on well despite tremendous strain. March 9, 1915, he was in a bayonet charge with his regiment and was bowled over by a shell of which a fragment wounded him above the knee and several fragments in the thorax. All these fragments were extracted at a temporary hospital, March 11. The man now became strange, refused to obey orders and did a number of peculiar things so that he was sent to Orléans temporary hospital whence he was evacuated to Fleury Asylum, March 19. He refused to give up his things because he was the master. He did not want to go to bed and wanted to keep on walking constantly. He was without sense of shame, satisfied with himself, grandiose as to his millions in bank and the thirty-six decorations he believed had been awarded him. He mistook the identity of the landscape and of the people about him.

Tongue tremulous; pupils unequal; knee-jerks exaggerated; dysarthria; gaps in memory. In May occurred a number of violent reactions.

In June, however, there was a remission; the ideas of grandeur disappeared first, then the tremors and reflex disorder and finally the speech disorder. There was a slight seizure at this point and the man said he had had another such just before he came to the army. July 20 he was invalided out much improved.

In this case of general paresis there is, besides the syphilis, also alcoholism to consider, so that it is not entirely plain that the exertions of campaign liberated the paresis.

Re wounds and paresis, see also Case 5 (Beaton), in which neurosyphilis advanced rapidly from the time of a trivial injury.





Shell-explosion: Syphilitic ocular palsy.




Case 19. (Schuster, November, 1915.)

Schuster notes briefly a curious result of the explosion of a shell, which caused the patient in question to lose consciousness. Shortly after the explosion, the patient came to his senses again, but a surprising paresis of the eye muscles had developed. This paresis looked precisely like a syphilitic paresis clinically.

Examination of the blood serum yielded a strongly positive Wassermann reaction.

According to Schuster, the explosion of the shell had brought about hemorrhage in vessels supplying the region of the eye muscle nerves or nuclei. The reason for the selection of these vessels for rupture due to shell explosion is, according to Schuster, that the vessels were probably already syphilitically diseased.

Re hemorrhages in the neighborhood of the oculomotor nuclei, the phenomena of polioencephalitis may be recalled. In that disease, the predisposition to hemorrhage is presumed to be alcoholic, as the cases of ophthalmoplegia of this group almost always appear in alcoholics. However, the first case of hemorrhagic superior polioencephalitis was a non-alcoholic one of Gayet (1875), in which the symptoms followed three days after a boiler explosion.





A tabetic lieutenant “shell-shocked” into paresis?




Case 20. (Donath, July, 1915.)

An apparently competent German professor in an intermediate school, a lieutenant of infantry reserves, 33 years old, on the 17th August, 1914, was stunned for a while by the shock of a cannon-firing 25 feet away. Urination became difficult. Headaches and limb pains ensued, with paralysis of fingers, gastric troubles, forgetfulness, especially for names, insomnia, and general scattering of mental faculties.

Neurologically, the pupils were irregular, left larger than right; Argyll-Robertson reaction. Right knee-jerk livelier than left. Achilles reactions absent. Slow and dissociated pain reactions in feet, lower thighs and lower quarter of upper thighs, with hypalgesia or analgesia. Station good; gait steady. Mentally depressed, slow of thought. Speech poor and of indistinct construction (mild dementia). Calculation ability poor. No pleasure in work.

Wassermann reaction of serum weakly positive.

It seems that for a year the patient had been subject to spells of anger. He was irritated by his wife who had been nervous since an earthquake.

On the occasion of the earthquake, 1911, the patient himself had had a spell of difficulty with urination. The spell had lasted two or three months. The patient had had a chancre in 1902, “cured” in four or five weeks with xeroform. In 1908, when about to marry, he had had six mercurial inunctions.

Re tabes, Lépine shows that tabetics are numerous. They are numerous among officers and also in the auxiliary service, in which latter tabetics are maintained on desk duty. Perhaps they had been admitted to such work as unable to march or fight, on the basis of having had so-called “rheumatism.”



Shell-explosion may precipitate neurosyphilis in the form of tabes dorsalis.




Case 21. (Logre, March, 1917.)

An artilleryman, 38, had a large calibre shell explode very near him and afterward could not hear the whistle of a shell without falling down in a generalized tremor, sweating profusely, urinating involuntarily, in a mental state approaching stupidity. Here was a case that might be regarded as one of morbid cowardice in a psychopath, following violent emotion.

The artilleryman proved to be a victim of tabes and of general paresis. The incontinence of urine under the influence of emotion was nothing but an effect of tabetic sphincter disorder. The crisis of cowardice proved nothing but an initial symptom of general paresis.



Shell-explosion; burial: Tabes dorsalis incipiens.




Case 22. (Duco and Blum, 1917.)

A French soldier was buried by effects of shell explosion September 8, 1914. He sustained no wound or fracture.

Incontinence of urine developed. Anesthesia of penis and scrotum. Reflexes absent; pupils sluggish. Wassermann reactions suspicious.

The diagnosis tabes dorsalis incipiens was made (hematomyelia of conus terminalis eliminated).

The patient was estimated to be “40% incapacitated,” according to the French “échelle de gravité” of conditions. A full pension would not be justified in the opinion of the French authors.





SHELL-SHOCK PSEUDOTABES (non-syphilitic, serum W. R. positive). Improvement.




Case 23. (Pitres and Marchand, November, 1916.)

Innkeeper B., 36, a shell-shock and burial victim June 20, 1915, was looked on by a number of physicians as a case of genuine tabes.

Even eight months after the episode, he still showed (when observed by Pitres and Marchand, February 3, 1916) absence of knee-jerks and Achilles jerks, a slight swaying in the Romberg position, pupils sluggish to light, incoördination, delayed sensations. There was also a history of pains in the legs, compared by the patient to those of sciatica. These pains came in crises, the longest of which had lasted 30 hours.

It seems that this soldier’s troubles began the day after his shock with a feeling of swollen feet and of cotton wool under them. He stayed on service, however, walking with increasing difficulty.

At the time of his evacuation, July 10, he could walk with great difficulty. “Strips of lead were between his legs.” He could hardly control movements in the dark, or descend stairs. Often his legs would bend under him. Vesical function sluggish.

After a few months the patient could walk better. In February, 1916, he walked thrusting his legs forward trembling, and dragging toes a little. He could not support himself on either leg. Jerkiness and incoördination in extension or flexion of leg on thigh.

The muscular weakness was decidedly against tabes or at all events a pure tabes. The incoördination proved to be due, not to loss of position sense (which was intact) but to unsteady muscular contractions. Deep sensibility was intact.

There were no mental symptoms. There was a slight hesitation in speech and doubling of syllables, but nothing demonstrable with test phrases.

The serum W. R. was positive.





Shell explosion; unconsciousness: Neurosyphilis.




Case 24. (Hurst, April, 1917.)

A private, 31, was in the retreat from Mons, was blown up by a shell and buried in May, 1915, went back to the front after two months leave, was knocked unconscious by a shell December, 1916. He came to himself two days later in the hospital, but remained confused and lethargic. In England, December 21, his legs were still weak and walking was unsteady. The right pupil reacted neither to light nor to accommodation and was irregular, eccentric, and dilated. The left pupil showed the Argyll-Robertson reaction. There was early primary optic atrophy. The right knee-jerk was slightly exaggerated. The vibration sense was reduced over sacrum and malleoli. At this time the man’s mental condition was practically normal.

The Wassermann reaction of the serum and spinal fluid proved positive. Improvement followed rest, iodide, mercury, and seven injections of salvarsan. By the middle of February he was able to walk well. The right pupil regained its power to react to accommodation, but remained inactive to light. Meanwhile, the left pupil had regained a slight power to react to light.

Re treatment of syphilis, both Thibierge and Lépine give warning of some bad results with arsenobenzol treatment, though Thibierge states that the number of serious accidents and especially of deaths has diminished more and more now that no arsenobenzol (drug No. 914) is given. Encephalitis is the gravest of the untoward results of injection, sometimes appearing in young and vigorous subjects. Hemorrhagic encephalitis appears to occur more frequently after the second injection than after the first, and according to Thibierge may be especially suspected in subjects who after the first injection present much fever, congestion of face, and cutaneous eruptions. Treatment in these cases should be suspended or given in moderate doses.





Shell-explosion: Neurosyphilis. Fit for light duty.




Case 25. (Hurst, April, 1917.)

A corporal, 26, blown up by a shell December 7, 1916, was admitted to the hospital on the 13th, dazed and with symptoms of a left-sided hemiplegia of organic origin. The right pupil was larger than the left. There was a bruise of the scalp in the right parietal region. The man had had syphilis at 16. The Wassermann reaction of the serum was strongly positive. Rest, salvarsan, mercury, and iodides were given, and the general symptoms and hemiplegia gradually disappeared, until on December 12 there was only a moderate weakness of the left side, with knee-jerks in excess, abdominal reflexes absent, and the Babinski reaction.

The Wassermann reaction was still strongly positive. Salvarsan, mercury, and iodide were continued. January 6, 1917, the plantar reflex had become flexor. The abdominal reflex returned. Babinski’s second sign (combined flexion of thigh and pelvis) was now the only evidence of organic disease. Further antisyphilitic treatment removed this sign also. February 28, the man was discharged fit for light duty, with unequal pupils and positive Wassermann reaction, and a complete amnesia for the four weeks following his blowing up in the trenches.

Re fitness for light duty, see remarks on Case 20 concerning desk duty for certain tabetics.

Re the premature or unexpectedly early appearance of neurosyphilis under war conditions, the early claims of some authors have not been maintained. In the above instance, the infection was at 16 and the shell explosion occurred at 26, namely, at about the right interval for the development of neurosyphilitic signs. Gerver states that military service brings out the lesions of paresis earlier than they would otherwise come. Bonhoeffer has been unable to show that cerebrospinal syphilis is favored in its development by the exhaustion factor.





SHELL-SHOCK PSEUDOPARESIS (non-syphilitic). Recovery.




Case 26. (Pitres and Marchand, November, 1916.)

June 19, 1915, a shell exploded some distance from Lieutenant R. He remembers the gaseous smell, the bursting of several shells nearby and a sensation of being lifted into the air. When he recovered consciousness, he was in hospital at Paris-Plage, covered with bruises and scratches. They told him he had been delirious and had vomited and spat blood.

June 24, his wife came to see him, but this visit he could not remember. Nor could his wife at first recognize him, he was so thin. He roused a few moments and recognized his wife, but relapsed into torpor again. Speech was difficult and ideas confused.

A few days later he was able to rise; but his mental status grew worse, especially as to speech and writing, the latter quite illegible. There was insomnia, or, if he slept, war dreams.

August 7, he began a period of five months’ convalescence passed with his family, depressed, given to spells of weeping, confined to bed or couch, unable to “find words,” conscious of his state and troubled about it, speaking of nothing but the war, and afraid to go out for fear of ambuscade. There was at first a slight lameness of the right leg. Although he could walk, he felt pain in the knee on flexing the right leg on the thigh. He walked holding this leg in extension.

On going back to the colors, he was immediately evacuated to the Centre Neurologique at Bordeaux, January 20, 1916.

Examination found a bored, impatient, irritated man, vexed that a man who was not sick should be sent up “comme fou.”

Omitting negative details, neurological examination showed slight lameness as above, body stiff and movements jerky, difficult, unsteady gait. The lieutenant could stand for some time on either leg. Tongue and face tremulous during speech. Limbs moderately tremulous, especially in the performance of test movements.



Knee-jerks and Achilles jerks absent. Other reflexes, including pupillary, normal. Segmentary hypalgesia of right leg, especially about knee. Tremulous speech and writing. Patient would stop short in speaking for lack of words.

Malnutrition. Appetite good, but a bursting feeling after meals.

Skin dry, scaly on legs, fissured on fingers.

Serum W. R. negative. Fluid not examined.

Mental examination. Conscious and complaining of his troubles, Lieutenant R. claimed persistently that he was not sick. Memory for recent events was in general poor. Errands easily forgotten. Lost in the street. Complaint of corpse odors round him. Everybody is looking at him and making fun of him. He was apt to insult bystanders. He was afraid of German spies. Things in shops angered him as they seemed to him to be of German manufacture.

There were frequent periods of depression, with pallor and no spontaneous speech for some hours to a half-day. Headaches coming on and stopping suddenly.

As to diagnosis, the first impression, say Pitres and Marchand, was that of general paresis. The progress of symptoms after the shock was consistent with this diagnosis. The mental state and the physical findings seemed consistent, although the pupils were normal. His partial insight into his symptoms was not inconsistent with the diagnosis. He had a characteristic self-confidence. There had been four stillbirths (two twins); two children are alive, 11 and 13. Typhoid fever at 30. Syphilis denied. No mental disease in the family.

The patient had never done military duty, having been invalided for “right apex.” But he had volunteered and been accepted in September, 1914.


How was Lieutenant R. cured? Apparently by rest in the Centre Neurologique. Pitres and Marchand do not speak of the subtle relation between mental state and the idea of non-return to military service. This motive might still work even if Lieutenant R. kept protesting sincerely that he wanted to go back into military service.







War strain; shell explosion; unconsciousness. Sensory and motor disorders. Subject an old syphilitic.




Case 27. (Karplus, February, 1915.)

A captain, 34, was under much stress and strain in the field and gave himself over to excesses of alcohol and tobacco. August 25, 1914, at the Krasnik battle he suddenly saw at his right a gleam of fire and was afterward able to remember very distinctly the words of a lieutenant standing near by, “The man is dead.” Three or four hours later he came to himself at a relief post, vomited and bled a good deal from nose and mouth. He heard later that he had been thrown on his back.

Manual tremors and general pains developed in the next few days. Two weeks after the accident a slight nystagmus on looking to the left appeared, but there was otherwise no disorder of head or extremities. He was able to sit up, supported by his arms, and he was able to contract his abdominal muscles normally. As for his legs, active movements were limited and weak. He could not lift his legs. The paralysis was more marked distally. He could walk with the support of two persons, but was unable to lift his feet from the ground. The right upper abdominal reflex was elicited, and both patellar reflexes were tolerably active. Cremasteric and plantar reflexes were absent. Neither of the Achilles jerks could be produced. There was hypesthesia and hypalgesia of the lower extremities, and of the back up to a horizontal line corresponding with the ninth dorsal segment; thermo-hyperesthesia and disorder of vibration sense in the lower legs. Both the motor and the sensory disorders were more marked on the right than the left. Insomnia and battle dreams.

The gait disorder and paresis gradually improved. There was no alimentary glycosuria and adrenalin produced no mydriasis. In the course of several weeks the patient gained seven kilograms, began to sleep well and showed gradual improvement in his gait and in the execution of various movements with his feet. The abdominal reflexes were now both present, but there were no plantar reflexes and the Achilles were still both absent. The sensory disorder remained unchanged, so far as the skin was concerned, but the deep sensibility improved. Both legs from the knee down were somewhat cold.

This man had had syphilis at twenty-two, had gone through an inunction cure, and repeated W. R.’s came through negative. He had suffered from vomiting spells and anxiety feelings for a number of years which had been diagnosed by physicians as cardiac neurosis. Yet for a year before going into the war he had felt absolutely well.





Shell-explosion: Amnesia; syphilitic hemiplegia. Recovery except for amnesia as to brief period and loss of occupational skill.




Case 28. (Mairet and Piéron, July, 1915.)

A man of 40 underwent shell shock June 15, 1915, and had no remembrance of what happened up to July, 1915, when in hospital at Tunis he felt “born again.”

Examined in January, 1916, it was found that he had a left hemiplegia (in fact, he had a syphilitic hemiplegia on that side, several years before, which had disappeared under antisyphilitic treatment). This hemiplegia passed, but he then had crises of depression due to his despair at not being able to know who he was and what he was doing. He could speak French and Spanish, and knew from the hospital ticket that he was born in Spain; but he had no idea what had happened to his relatives or what he was doing in France. He had, however, a very correct idea of what happened during six months after July, 1915.

One morning in April, 1916, his old memories came back all of a sudden on waking. The gap was filled up to the moment of the shock. There was no gap left except for a period of about 25 days following the shock. He now found that he knew a little English but that he had lost his stenography as well as his professional skill at typewriting.

Re French statistics for the occurrence of general paresis, Lautier found 27 cases in 426. Early in the war, Boucherot at Fleury received four cases of paresis among 107 cases; the majority of these, however, had not left the interior. Consiglio in Italy received two cases out of 270.

Re hemiplegia in this case, it may be inquired whether the hemiplegia which developed after the shell explosion on the same side of the body on which the patient had a true syphilitic hemiplegia, was really syphilitic or not. Was it not, perhaps, in some sense psychogenic? A similar question may be raised concerning cases in which the locus minoris resistentiae becomes the site of symptoms. See Cases 409–414.





Shell-shock: Hysterical blindness. Signs of cerebrospinal syphilis: Nevertheless, amaurosis functional.




Case 29. (Laignel-Lavastine and Courbon, March, 1916.)

A soldier of the class of 1906 underwent shell-shock August 13, 1914, regaining consciousness 20 days later, but blind. The light of the shellburst, he said, was the last thing he had seen.

For sixteen months, he was transferred from hospital to hospital, looked on sometimes as blinded; sometimes as feigning. Finally, on the isolation service of Maison-Blanche, December 15, 1915, he received an ophthalmologist’s diagnosis namely, hysterical amaurosis. At this time there were found: stereotyped winking, with slight lachrymation, a slight left external strabismus, limitation in movement of all the extrinsic muscles of both eyes, especially to the right and in convergence and elevation; pupils slightly smaller than normal—and the general impression of a genuinely blinded or amblyopic subject. He seemed to be able to distinguish faint whitish spots, without contour or color, in objects brought to a distance of at least 40 cm.

He also complained of bad feelings inside his head on the left side, and he proved to have a left-sided hemianesthesia of hysterical nature. There were no other sensory disorders and no reflex disorders.

The nasolabial fold on the left side was flattened out, and there was also on the same side a slight diminution in the lower abdominal skin reflexes, and no response to plantar stimulation. Examination of the mouth showed leucoplakia, and the history showed that the man’s fifth child was born before term and died at two months. Lumbar puncture yielded lymphocytosis (55 cells) and an excess of albumin. The fundus examination showed a slight papillary disorder, suggesting a retrobulbar affection of the optic nerves.

However, the preservation of the pupil reflexes seemed to indicate that nine-tenths, at least, of the amaurosis was functional. After mercurial treatment the headache grew less and the man was able to see somewhat better with his right eye.

Laignel-Lavastine and Courbon suggest that there was a dynamic disorder in this case, bearing the same relation to vision as mental confusion bears to the process of ideation. Analogous phenomena have been found in the sense of hearing, in such wise that the victims can, as it were, passively hear but do not listen.

Re functional eye cases, see below, especially Cases 432–437.





Shell shock (functional) phenomena in a syphilitic.




Case 30. (Babonneix and David, June, 1917.)

A marine, 26, on land service March, 1916, was buried by the explosion of a large calibre shell which killed most of his comrades. He remained for a time in a sort of lethargy. Coming to, he found himself victim of a right hemiplegia and deafmutism, which phenomena vanished under electricity.

In July, however, he had to be sent to a hospital on account of his sufferings, which received the diagnoses commotio cerebri, disorder of consciousness, disorientation, delirium, amnesia, over-emotionality. He was sent back to the front in December, 1916, but promptly reported sick, with headaches and insomnia.

Examination showed nonorganic nervous disorders, consisting in a variable and patchy anesthesia of the legs, anesthesia of the conjunctiva and pharynx, and over-reaction, with sighing, during the course of the examination. The organic signs were: exaggeration of tendon reflexes, equilibration disorder, and incapacity to stand on one foot or execute a half turn or to stand still with eyes closed, and disorder of position sense. The lumbar puncture showed no cells, a slight globulin reaction, and an albumin titer within the normal. There was a leucoplakia and a positive W. R. The man was emaciated, febrile, and showed signs, with the X-ray, of bronchial lymph node disease. According to Babonneix and David, the normality of the fluid indicates that the phenomena here were Shell-shock phenomena, despite the indisputable syphilis of the blood serum.

Re occurrence of functional phenomena in syphilitics, Freud’s remark may be recalled to the effect that a large proportion of his hysterics and other psychoneurotics are the offspring of syphilitics.

Consider in this connection also Case 28: an old syphilitic hemiplegia was followed by a probably psychogenic or hysterical hemiplegia on the same side.





Vestibular symptoms in a neurosyphilitic.




Case 31. (Guillain and Barré, April, 1916.)

A soldier, Colonial, 29, was twice in the 6th Army neurological centre. The first time, February, 1916, he was under observation for astasia-abasia, having been invalided twice for this disease—once in 1915. This man had had syphilis at 21, and was then taken care of at Saint-Louis Hospital and at Cochin. A volunteer for the duration of war, September, 1914, he had intermittent disorders of station and walking, which caused his invaliding January, 1915. As the trouble stopped, he asked to go back to the front in September, but the same difficulty reappeared with fatigue, and he was sent to the army neurological centre. When standing, there was a ceaseless trembling of the whole body but especially of the legs, with tendency to propulsion. In walking also, there was a trepidant abasia, sometimes dizziness, and even a sudden fall. Standing on one foot he trembled and fell.

Examined on his back, muscular strength was found intact in all limbs, and there was no trembling or incoördination or intention tremor in the performance of any movements, though there was a slight trembling of the raised fingers and hand. Reflexes were normal. The right pupil was dilated; the left pupil reacted sluggishly. There were lateral nystagmiform movements to the left. Caloric nystagmus appeared from the right ear in 15 seconds, from the left in 30. Rotatory nystagmus appeared in 35 seconds on both sides. Lumbar puncture yielded a fluid with a slight lymphocytosis; albumin, .3 grams; chloride, 7.30; sugar normal.

Rest in bed improved the astasia-abasia, and the man was sent back to his corps, February 20, 1916. He came back March 16, having had a dizzy spell, with suffocation feeling and a fall, whereupon the trepidant astasia-abasia had reappeared. There were none of the so-called defensive reflexes. The neuromuscular excitability of gastrocnemii was less on the right than on the left. A von Graefe sign was sometimes found; no diplopia save on looking far to right.





Lay reflections on syphilis: Suicidal attempts.




Case 32. (Colin and Lautier, July, 1917.)

A man was called to the auxiliaries at the outbreak of the war, and served as stretcher-bearer at the Marne. He then became an attendant at the Grand-Palais. Acquiring gonorrhoea, he was cared for but he grew depressed. The blood was examined and the W. R. found positive. The physician immediately made known the result without circumlocution, and knowing vaguely that the W. R. meant syphilis, the patient felt an irresistible impulse to suicide, and cut his throat. It seems that he had often before said that if he got syphilis he would kill himself. Recovering from his wound, he was invalided to Villejuif, Sept. 19, 1916, breathing through a cannula and responding to questions in writing. He had always been a nervous and emotional man, a farmer in Auvergne; he was married and the father of several children.

Examination showed that the recurrent nerves had been cut and that the man must needs always breathe through the cannula. In point of fact, the W. R., only partially positive at the outset, did not indicate syphilis, and the gonorrhoea was now cured. But though the patient knew these facts, his hypochondria persisted, basing itself upon the suicidal wound. He said that his larynx had been stolen and he wondered why. He said that he had violent crises of suffocation, though there was, as a matter of fact, no difficulty with his breathing. Verdigris, he said, was forming on his cannula. Self-accusations about the suicide developed. On being transferred to his department asylum, he made a suicidal attempt on the trip.

Of course the gonorrhoea may have served as a partial factor in the genesis of the case, and his own mental attitude toward the contraction of syphilis may have been another factor.





The imitation of chancre.




Case 33. (Pick, July, 1916.)

A married German farmer, 32, was in Prague hospital in 1908 during his period of military service and was then treated by inunction for a local chancre. He was given mercurial injections a year later for rash.

In 1912, he had signs of syphilis in the mouth.

He was sent home from service in 1913, with ulcers of hand.

At the beginning of the war he was found to have ulcers on the knee, legs, and mouth, and was sent home for six months.

Again called up in 1915, the ulcers were still in evidence; he got inunctions in a military hospital four months.

He was sent to his corps in July and had no relapse until July, 1916, when he was detailed for active service. Thereupon, ulcers began on the left hand and right leg. He reported sick, but was sent nevertheless to the front. In hospital he was found to have several scars about one inch across on each leg, on the dorsum of the left hand, at the right of the left index finger, and elsewhere. These scars were deeply pigmented. One of them was square! There were other recent ulcers that closely resembled tertiary ulcers. The most recent of these ulcers was angular, intensely red, and showed remains of a collapsed vesicle. There was a deep dark scab on the mucous membrane of the left cheek.

There is no doubt that these ulcers were produced by some caustic, the nature of which remains unknown. The patient had, however, been able to evade military obligation during peace time and for two years during war time.

Re simulation, according to Pick, some 5 to 7 per cent venereal diseases in the German army have been simulations. Gonorrhoea is simulated by soap, balanitis by cantharides, soft chancre by soap and mercuric or mercurous chloride mixed, hard chancre by a fluid or powder containing NaOH, Na2CO, and NaCl. Secondary syphilitic signs are imitated by cantharides or garlic, producing scrotal dermatitis. Tertiaries are imitated with caustics.





Ramón to Rosina: a soldier’s letter to his fiancée.




Case 34. (Buscaino and Coppola, January, 1916.)


“I am here to stay a month. Believe me, it is better here than in the army. There is a rule that we may eat as much as we can and everything is of the very best. The servants treat us like brothers. Do not think it is a nuisance to be inside four walls with a wee bit of a garden. No, indeed! But I have got to act the fool and from the very first day I began to play and act crazy with a kitten, so that if you had seen me you would say: “Ramón is really crazy.” Rosina, dear, to avoid paying taxes you have got to be a smuggler. And now that I am at the ball I have got to dance. I want to see if after all the suffering I cannot get something better. I am better off here than at the regiment. I sleep in a fine warm bed, and they have only cold straw; I have good food and drink and plenty of milk, and they have poor food and drink and so little.

“I expect to go home in about three weeks. I would have been there before if some fool of a spy at our place had held his tongue and minded his own business. At the same time, Rosina, dear, remember what I told you at Leghorn: that they had some officers sent there to get information and instead of going home they asked somebody else and were told that I had never been sick and had never had neurasthenia. When this information was got from the officers I was called to the office and they read to me that all that I had said and done was not true. I kept on acting the fool, and as they were still doubtful they sent me here, where there is a professor who passes me every morning in the garden and says: “How are you?” I always say: “I am the same,” acting like a crazy man. Let me tell you, Rosina dear, not to say anything contrary to this in your letters because they open and read everything in order to find out everything that happens and everything that is said. Now what you must do is to ask me how I am feeling, and whether my headaches are gone, and whether I have them all the time as formerly, and any other trifle that will help me.”



Rosina’s fiancé had a strongly positive W. R. in the serum. It was negative in the fluid. He was returned to the front.
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Moron of use at front (alienist’s report).




Case 35. (Pruvost, 1915.)

Vigouroux reports concerning a tanner of 19 who could not read, write or calculate (3 plus 8 equals 14) and had been of the 1916 class in an infantry regiment at Brest, on the occasion of his asking to be sent to the front more speedily:

Mental weakness, with insufficient school and theoretical knowledge but with the ability to assimilate practical ideas, though not knowing how to read, write or calculate; seems to have earned his living in several lines. “As a soldier, he does not know the insignia of the different ranks but understands how to obey a superior officer. Understands a gun and can tell a chargeur from a Le Bel gun. Moreover he seems to be perfectly stable, fixed in his wishes, persistently and intelligently wants to go to the front and kill Boches. He appears to be well disciplined and educable. Although feebleminded, he appears to us able to be useful at the front, though he should not be employed in any undertaking requiring initiative or foresight.”



An imbecile, superbrave.




Case 36. (Pruvost, 1915.)

A loquacious, active fellow, 22, with very slight school knowledge and no idea of military ranks (treated his superiors like his comrades), was often punished in the barracks. He did not get on well with his instructors. His activities were never interrupted by any obstacles or by derision. He kept singing and talking enthusiastically during the mobilization. He was the butt of his section.

At Dinant he did very well; though his section was losing a good many men he remained calm. He was careless of danger and remained at his post firing ceaselessly at the enemy and giving a magnificent example to the few comrades who remained with him. In fact, he remained so long in his shelter that he was surrounded and taken prisoner. He escaped, swam the Meuse and got back to his regiment.



An imbecile of service in barracks work.




Case 37. (Pruvost, 1915.)

A farmer, 36 (father alcoholic, mother always sick, two brothers at the front; patient had typhoid at an unknown age; had gone to school at 13 but “learned nothing”; worked in fields with his brother who gave him some pennies on Sunday), was put into the auxiliary service by the Council at 20. Patient said he was not strong enough for this service. In 1914 the Council reconsidered the case and put him into a regiment of infantry. He could not be given military instruction or execute the most simple drilling manual. He said that 4 plus 2 equalled 7; 4 plus 3 equalled 5. He was of an excellent character, very docile and easily directed. He did all his comrades’ barracks work and was very proud because, as he said, “I do everything they tell me to do.” He was happy in working, everybody was good to him, but he had no comrades. He had no general knowledge and knew nothing about the war but that they were fighting the Boche.



Re imbeciles, Colin, Lautier and Magnac found amongst 1000 soldiers entering Villejuif, 53 imbeciles. Twenty-four of them had been either exempt or retired at the outset of the war, when military surgeons had reviewed them and considered them fit for service. Several of the 29 others also had shown previous evidence of imbecility.

Of course, French military surgeons may have felt that a number of these men would be of just such service in barracks and otherwise as Case 37 (Pruvost). But for one or two cases like Cases 37 and 41 of Pruvost, there are great numbers of other imbeciles who prove quite useless in the army. Two of the Villejuif cases had been volunteers: one volunteer declared that, if he had been intelligent, he never would have enlisted! Ten cases proved unable to use a gun; one turned his gun upon his mates. One regularly forgot the password. One (see Case 42 of Lautier) thought the war too long and tried to take command of the company in order to finish the war one way or the other. Three of the imbeciles had to be evacuated for desertion (unmotivated fugues); two of them cursed their officers. Some of the imbeciles had an emotional diarrhoea throughout their service.

Colin suggests that line officers and military surgeons ought to agree that these men are not fit for service, and that the civil authorities of the home towns should advise the review boards about known imbeciles and criminals. In point of fact, previous knowledge of imbecility could have been obtained quite readily in 27 of the 53 cases observed by Colin.





A feeble-minded inventor.




Case 38. (Laignel-Lavastine and Ballet, 1917.)

A jockey of Nîmes, 31, entered the service May 15, 1917. He retired before the war. He was in the auxiliaries at the moment of mobilization. Nothing is known as to any pathological episodes in his past. He said he had been a poor scholar, had left the primary school at eleven hardly knowing how to write or spell, but he had a lively imagination and was a happy-go-lucky youth, playing many tricks on the trades people. He tried a variety of ideas in the industrial or commercial world with very varying success. He had a mechanical taste. The Colonial Exposition at Marseilles caused him to float a variety of projects, from that of having the visitors photographed on a camel to the sale of lemonade. He said he had been a jockey and then a trainer and had finally become a valet de jockey at Maisons Laffitte. He was a gambler and invented a “system.” He made various inventions in relation to horses. At the end of 1914 he had plans for a bomb thrower and placed his discovery at the service of the War Minister. He was not discouraged by the lack of success of the bomb thrower. He now made an aerial torpedo carrier. He had the idea of the tanks. However, he found the secret of his torpedo carrier printed in a magazine. There was a slight difference between the German apparatus and his own.

From this time he began to be mistrustful, and now he jealously avoided entering into any details about his inventions and he did not let his officers see his plans. The Commandant offered to give a place in the safe to his documents, but he could not embrace the offer. He now invented a counter-torpedo machine. He went on leave to Paris, asked an audience of the Minister of Marine, who put him in relation to the Committee on Inventions, who put him off, desiring that he should forward all his plans. He emerged from one of his interviews so excited that there was a scandal on the public street and the police commissary evacuated him to Val-de-Grâce, but the patient says he does not remember this incident. He came on service of Laignel-Lavastine May 15. He shortly wrote again to the Minister, who again referred him to the Committee on Inventions. He protested to the President of the Republic and wrote directly to the King of England, who referred him to the Military Administration. He is now occupied in creating a machine to destroy the first line trenches and continues to write to the Ministry. He has documents buried underground in a secret place. He still talks with great vivacity of his discoveries.
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