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FOREWORD


I LOVE this book. I assigned it to students and reread it repeatedly in a Freud appreciation course I taught at Stanford University for two decades. I offered this course not to endorse a Freudian psychoanalytic approach in therapy; far from it, I have long chafed at rigid analytic doctrines that seem to me to impede therapeutic effectiveness. I taught the course because Freud is far more than what has been made of him. So great has been the groundswell of criticism for all that Freud did not understand–about women, scientific method, sexual abuse, the neurobiology of dreaming, the neurochemistry and genetics of depression, mania, and schizophrenia–vthat most young clinicians finish their training knowing more about his shortcomings than his contributions. Too many have only read about Freud and have missed the deeply rewarding experience of reading his own words.


Of all his books, Studies on Hysteria is the one best suited to introduce the student to the evolution of Freud’s thought. The book begins with Josef Breuer’s description of Anna O., whom he treated with a novel but primitive cathartic approach in which the patient is encouraged simply to express all that is on her mind, to “chimney sweep,” and to trace each of her symptoms back to the events that precipitated them. The succeeding case histories in Studies on Hysteria, all written by Freud, dramatically increase in sophistication, and the final dazzling chapter uncannily prefigures many of the major developments in psychotherapy that were to come over the next one hundred years.


The claim of such prescience may seem hyperbolic, but let me state my case. The book’s first clinical history, Anna O., creates the ground by establishing several fundamental and absolutely novel points. There is a talking cure for psychiatric disease. Symptoms must be translated into their psychic equivalents and traced back to their first provoking cause. Helping the patient to achieve insight into the cause of the symptom will bring about a resolution. The therapist should encourage the patient to abreact, to explore fantasies, daydreams, fears, and desires.


Subsequent cases in Studies on Hysteria teach more complex lessons. Hysterics suffer from reminiscences. Original traumatic memories are, however, unavailable to the patient. They are repressed from consciousness. Because patients have actively (that is, dynamically) forgotten the traumatic event, an energy barrier must be breached to aid recall. Hypnosis may aid that process, but it is not essential because therapists may obtain the desired information by encouraging patients to free-associate–to say everything that enters their thoughts.


The therapist may use a variety of devices to enhance memory recall. Simple suggestions that thoughts will come, sometimes accompanied by the slight pressure of the therapist’s hand on the patient’s forehead, may be effective. Encouraging visual fantasies is useful. Therapists may engage in role-playing to enhance recall. For example, Freud asked Fräulein Rosalie H., who had been abused by her uncle, to imagine that her uncle was in front of her and urged her to confront him in the therapy hour. Freud reports, “I made her abuse him, lecture him, tell him the unvarnished truth . . . “. (Many years later, Freud revealed that it had been her father, not her uncle, who abused her; he had been reluctant in his first publication to outrage his Victorian readers.) To retrieve painful repressed memories, Freud also advised patients to visit evocative sites–the grave of a dead sibling, for instance, or a party attended by an unattainable loved one.


Other therapy techniques include instilling hope in a patient by pointing out the gains already made in treatment. Freud does not hesitate to include family members–a child, a parent–in the treatment. On occasion he resorts to sheer authority as when he informs a patient, “You are mistaken; what you are putting forward can have nothing to do with the present subject. We must expect you to come upon something else here, and this will occur to you under the pressure of my hand” (page 293). Even authoritarian ultimatum has its place and in his treatment of Frau Emmy von N. he gave his patient twenty-four hours to accept the possibility that her gastric pain was caused by fear. If, however, she resisted and persisted in her foolish belief that her pain was the result of drinking a glass of mineral water, then he threatened to terminate therapy. In short, Freud suggests we use all therapeutic means available.




One works to the best of one’s power, as an elucidator (where ignorance has given rise to fear), as a teacher, as a father confessor who gives absolution, as it were, by a continuance of his sympathy and respect after the confession has been made. One tries to give the patient human assistance, so far as this is allowed by the capacity of one’s own personality and by the amount of sympathy that one can feel for the particular case, (page 282)





The text explores the issue of symptom choice. It instructs us that a symptom generally has no simple single origin–symptoms are overdetermined. Psychic pain may have symbolic physical equivalents: moral disgust may translate into psychogenic vomiting, for example, and the patient’s feeling unable to stand alone in the world may lead to psychogenic paralysis of the legs. Some symptoms are confusing because their form is determined by reaction formation, that is, an affect may be transformed into its opposite–as when anger takes the form of morbid solicitude. Symptoms caused by unconscious memories may unexpectedly appear on particular dates on which a past traumatic episode occurred.


Though treatment is at first directed toward the symptom, it is rarely sufficient simply to remove the symptom; new symptoms will merely fill the breach. We must do more; we must uncover the underlying traumatic cause. And far beneath the symptom is the layer of temperament, of character structure, that leaves certain patients vulnerable to certain stresses. And there are some individuals whose diminished self-regard produces stress–some may, for instance, harbor such irrational self-dissatisfaction that they exhaust themselves striving toward an unreachable idealized self.


As case follows case in Studies on Hysteria, the search for the underlying cause of the symptom spirals deeper and deeper. The therapist’s work is compared to peeling away the layers of an onion or painstakingly excavating an archaic city. In the first case history, Anna O.’s symptom of hydrophobia was attributed to an unconscious disgusting memory of seeing a dog drink from her plate. In the later cases, however, far deeper causes are described, events more poignant and closer to the core of universal human anguish. Thus, Frau Elizabeth Von R., who loved her brother-in-law, is faced with recovering the thought that occurred to her at the moment of her beloved sister’s death, “Now he is free again and I can be his wife.”


Freud moves inexorably (but gently, to honor the public sensibility of the time) toward delineating the core role of sexuality in the causation of psychic pain. If Breuer’s claim that every neurosis begins in the marriage bed was startling, Freud’s claims in the subsequent cases were even more unsettling as he addressed tabooed sexual fantasies and such heinous transgressions as incest and child sexual abuse.


Freud points out that psychotherapy is different from other medical endeavors in which physicians may successfully treat conditions, such as neurological degenerative disorders or arthritis, regardless of their personal feelings toward the patient. Psychotherapy, however, demands a genuine personal liking and concern for the patient. “I cannot imagine,” Freud says, “ bringing myself to delve into the psychical mechanism of a hysteria in anyone who struck me as low-minded and repellent and who, on closer acquaintance, would not be capable of arousing human sympathy.” This cautious statement, novel in its time, is the field’s first attention shown to the crucial importance of the patient-therapist relationship.


At several points in the text Freud goes to great lengths to point out the high moral character of his patients. In one case he states, “We had learned that hysteria of the severest type can exist in conjunction with gifts of the richest and most original kind . . . hysteria is compatible with an unblemished character and a well-governed mode of life” (page 103). He was emphatic and repetitious on this point because he was attempting to reverse the widely held public and medical view of neurotics as degenerates and dissolutes.


Therapy is laborious and complex, Freud reminds us. It is complicated in some cases by patients becoming fearful of liking the therapist too much and ultimately becoming too dependent on him. Other patients develop powerful and irrational feelings toward the therapist that are the result of “false connections ”–that is, strong feelings toward some other important person are transferred onto the therapist. Such “transference” (introduced here for the first time) may, if not understood, wreck therapy but can also, if properly utilized, vastly enhance effectiveness. Expect resistance to therapy, Freud warns: it is ubiquitous; it is as though a powerful force opposes insight-perhaps the same force responsible for the initial repression. Resistance takes many forms; patients may forget, conceal information, block, arrive late for sessions, or wait until the very end of the hour to bring forth important material.


These descriptions of what were to become the foundations of contemporary pscyhotherapy are not merely sketched or hinted at or described in an abstruse manner; they are stated in lucid, dramatic fashion. Though Freud did not win a Nobel prize for scientific contribution, he was awarded the Goethe prize for literary achievement and, throughout, his splendid prose shines through the veil of translation. Indeed many of the clinical tales resemble those of a master storyteller. In the memorable study of Fräulein Elizabeth Von R., he begins his summary in this manner:




Here, then, was the unhappy story of this proud girl with her longing for love. Unreconciled to her fate, embittered by the failure of all her little life schemes for re-establishing the family’s former glories, with those she loved dead or gone away or estranged, unready to take refuge in the love of some unknown man—she lived for eighteen months in almost complete seclusion . . . if we put greater misfortunes to one side and enter into a girl’s feelings we cannot refrain from deep sympathy with Fräulein Elizabeth, (page 143)





Such descriptions not only represent the stylistic gold standard against which all descriptions of psychiatric cases must still be measured, but their manifest humanity and empathy, their insistence that neurotic illness is a human process, has radically affected the sensibility of future caregivers and initiated the long process of humanizing the general public’s attitude toward the mentally ill.


A full appreciation of the impact of the publication of Studies on Hysteria requires some grounding in historical context. What was the field of psychotherapy like in 1895? Let me illustrate with a personal anecdote. Several years ago I wrote a novel, When Nietzsche Wept, which was a fantasy of how Friedrich Nietzsche, if placed in a favorable historical situation, might have cured his own despair by inventing a psychotherapy based on his own philosophic writings. The plot called for Nietzsche to undergo a course of psychotherapy in 1882-twelve years before the publication of Studies on Hysteria. If only I could have set the novel later, after the publication of Studies on Hysteria, I could have the great pleasure of bringing together Nietzsche and Freud. But by 1895 Nietzsche’s mind had collapsed into the deep organic dementia of tertiary syphilis and was far beyond the reach of psychotherapy or any other type of help. Moreover, the date 1882 was essential because it was in that year that Nietzsche most needed therapy–he was in suicidal despair largely as a result of a failed romantic (but chaste) liaison with Lou Salome.


So my task was to find a contemporary therapist for Nietzsche. I combed historical documents to learn that in 1882 there was no such thing as a psychotherapist; the field of psychotherapy did not yet exist. Freud was only twenty-seven, a medical intern, and had yet to enter the field of psychiatry. Had Nietzsche consulted a physician in 1882 he would have been informed that there was no medial treatment for his despair, or he might have been sent to Baden-Baden, Marienbad, or one of the other central European spas for a water cure. Perhaps he would have been referred to the church for religious counseling. There were no practicing secular therapists. Though Liebault and Bemheim had a school of hypnotherapy in Nancy, France, they offered no psychotherapy per se, only hypnotic symptom-removal.


Consequently, I concluded that I would have to invent a psychology consultant for Nietzsche–perhaps a Jesuit priest, or considering Nietzsche’s anti-Christian sentiments, a Jesuit ex-priest, until it dawned on me that there was indeed one therapist in 1882 Europe–history’s first dynamic psychotherapist–and that was Josef Breuer. Though Studies on Hysteria, containing Breuer’s description of Anna O., the first dynamic psychotherapy patient, was published in 1895 (and a preliminary shorter communication published two years earlier), Breuer had actually treated Anna O. in 1882!


Hence I immediately, and with delight, put Breuer to work as Nietzsche’s therapist in my novel. It was a great pleasure to write of Josef Breuer, whose intelligence and integrity I had come to admire greatly from my readings of Studies on Hysteria.


Friend, patron, mentor, and benefactor to Freud, Breuer was a preeminent, even renowned, nineteenth-century medical clinician and physiology researcher who, after this one significant contribution to the field, dropped out of psychiatric history to return to his medical research and practice. Though he allowed his name to be listed as co-author, he was not an equal contributor to the text. Nor was he an enthusiastic collaborator because he believed that many of Freud’s speculations went far beyond the evidence. However, his commanding intelligence is clearly apparent in his chapter. Consider his charming defense of his method and painstaking case investigation to his scientific colleagues, who were not, in 1895, accustomed to exacting descriptions of patients’ psychological lives:




In just the same way the eggs of the echinoderm are important in embryology, not because the sea urchin is a particularly interesting animal but because the protoplasm of its eggs is transparent and because what we observe in them thus throws light on the probable course of events in eggs whose protoplasm is opaque, (page 41 in old text)





Studies on Hysteria, layering as it does Freud’s clinical insights and prophetic visions on Breuer’s groundbreaking experiment in psychotherapy, is an extraordinary document. Far more than an account of evolving psychoanalysis, it ushers in the entire modern field of psychotherapy. In 1908, in a preface to the second edition, Freud, who is so often accused of exaggerated claims, stated:




I can give no better advice to anyone interested in the development of catharsis into psycho-analysis than to begin with Studies on Hysteria and thus follow the path which I myself have trodden.


Freud, for once, understated his contribution.





Irvin D. Yalom, M.D.




Palo Alto, CA




September 1999
















PREFACE TO THE FIRST EDITION


IN 1893 we published a ‘Preliminary Communication’1 on a new method of examining and treating hysterical phenomena. To this we added as concisely as possible the theoretical conclusions at which we had arrived. We are here reprinting this ‘Preliminary Communication’ to serve as the thesis which it is our purpose to illustrate and prove.


We have appended to it a series of case histories, the selection of which could not unfortunately be determined on purely scientific grounds. Our experience is derived from private practice in an educated and literate social class, and the subject matter with which we deal often touches upon our patients’ most intimate lives and histories. It would be a grave breach of confidence to publish material of this kind, with the risk of the patients being recognized and their acquaintances becoming informed of facts which were confided only to the physician. It has therefore been impossible for us to make use of some of the most instructive and convincing of our observations. This of course applies especially to all those cases in which sexual and marital relations play an important aetiological part. Thus it comes about that we are only able to produce very incomplete evidence in favour of our view that sexuality seems to play a principal part in the pathogenesis of hysteria as a source of psychical traumas and as a motive for ‘defence’—that is, for repressing ideas from consciousness. It is precisely observations of a markedly sexual nature that we have been obliged to leave unpublished.


The case histories are followed by a number of theoretical reflections, and in a final chapter on therapeutics the technique of the ‘cathartic method’ is propounded, just as it has grown up under the hands of the neurologist.


If at some points divergent and indeed contradictory opinions are expressed, this is not to be regarded as evidence of any fluctuation in our views. It arises from the natural and justifiable differences between the opinions of two observers who are agreed upon the facts and their basic reading of them, but who are not invariably at one in their interpretations and conjectures.


J. BREUER, S. FREUD





April 1895





1 ‘On the Psychical Mechanism of Hysterical Phenomena’, Neurohgisches Centralblatt, 1893, Nos. 1 and 2.
















PREFACE TO THE SECOND EDITION


THE interest which, to an ever-increasing degree, is being directed to psycho-analysis seems now to be extending to these Studies on Hysteria. The publisher desires to bring out a new edition of the book, which is at present out of print. It appears now in a reprint, without any alterations, though the opinions and methods which were put forward in the first edition have since undergone far-reaching and profound developments. So far as I personally am concerned, I have since that time had no active dealings with the subject; I have had no part in its important development and I could add nothing fresh to what was written in 1895. So I have been able to do no more than express a wish that my two contributions to the volume should be reprinted without alteration.


BREUER






As regards my share of the book, too, the only possible decision has been that the text of the first edition shall be reprinted without alteration. The developments and changes in my views during the course of thirteen years of work have been too far-reaching for it to be possible to attach them to my earlier exposition without entirely destroying its essential character. Nor have I any reason for wishing to eliminate this evidence of my initial views. Even to-day I regard them not as errors but as valuable first approximations to knowledge which could only be fully acquired after long and continuous efforts. The attentive reader will be able to detect in the present book the germs of all that has since been added to the theory of catharsis: for instance, the part played by psychosexual factors and infantilism, the importance of dreams and of unconscious symbolism. And I can give no better advice to any one interested in the development of catharsis into psycho-analysis than to begin with Studies on Hysteria and thus follow the path which I myself have trodden.





FREUD





VIENNA, July 1908















STUDIES ON HYSTERIA
















I
PRELIMINARY COMMUNICATION
(1893)






(BREUER AND FREUD)
















I
ON THE PSYCHICAL MECHANISM OF
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I


AT CHANCE observation has led us, over a number of years, to investigate a great variety of different forms and symptoms of hysteria, with a view to discovering their precipitating cause —the event which provoked the first occurrence, often many years earlier, of the phenomenon in question. In the great majority of cases it is not possible to establish the point of origin by a simple interrogation of the patient, however thoroughly it may be carried out. This is in part because what is in question is often some experience which the patient dislikes discussing; but principally because he is genuinely unable to recollect it and often has no suspicion of the causal connection between the precipitating event and the pathological phenomenon. As a rule it is necessary to hypnotize the patient and to arouse his memories under hypnosis of the time at which the symptom made its first appearance; when this has been done, it becomes possible to demonstrate the connection in the clearest and most convincing fashion.


This method of examination has in a large number of cases produced results which seem to be of value alike from a theoretical and a practical point of view.


They are valuable theoretically because they have taught us that external events determine the pathology of hysteria to an extent far greater than is known and recognized. It is of course obvious that in cases of ‘traumatic’ hysteria what provokes the symptoms is the accident. The causal connection is equally evident in hysterical attacks when it is possible to gather from the patient’s utterances that in each attack he is hallucinating the same event which provoked the first one. The situation is more obscure in the case of other phenomena.


Our experiences have shown us, however, that the most various symptoms, which are ostensibly spontaneous and, as one might say, idiopathic products of hysteria, are just as strictly related to the precipitating trauma as the phenomena to which we have just alluded and which exhibit the connection quite clearly. The symptoms which we have been able to trace back to precipitating factors of this sort include neuralgias and anaesthesias of very various kinds, many of which had persisted for years, contractures and paralyses, hysterical attacks and epileptoid convulsions, which every observer regarded as true epilepsy, petit mal and disorders in the nature of tic, chronic vomiting and anorexia, carried to the pitch of rejection of all nourishment, various forms of disturbance of vision, constantly recurrent visual hallucinations, etc. The disproportion between the many years’ duration of the hysterical symptom and the single occurrence which provoked it is what we are accustomed invariably to find in traumatic neuroses. Quite frequently it is some event in childhood that sets up a more or less severe symptom which persists during the years that follow.


The connection is often so clear that it is quite evident how it was that the precipitating event produced this particular phenomenon rather than any other. In that case the symptom has quite obviously been determined by the precipitating cause. We may take as a very commonplace instance a painful emotion arising during a meal but suppressed at the time, and then producing nausea and vomiting which persists for months in the form of hysterical vomiting. A girl, watching beside a sick-bed in a torment of anxiety, fell into a twilight state and had a terrifying hallucination, while her right arm, which was hanging over the back of her chair, went to sleep; from this there developed a paresis of the same arm accompanied by contracture and anaesthesia. She tried to pray but could find no words; at length she succeeded in repeating a children’s prayer in English. When subsequently a severe and highly complicated hysteria developed, she could only speak, write and understand English, while her native language remained unintelligible to her for eighteen months.1—The mother of a very sick child, which had at last fallen asleep, concentrated her whole will-power on keeping still so as not to waken it. Precisely on account of her intention she made a ‘clacking’ noise with her tongue. (An instance of’hysterical counter-will’.) This noise was repeated on a subsequent occasion on which she wished to keep perfectly still; and from it there developed a tic which, in the form of a clacking with the tongue, occurred over a period of many years whenever she felt excited.2—A highly intelligent man was present while his brother had an ankylosed hip-joint extended under an anaesthetic. At the instant at which the joint gave way with a crack, he felt a violent pain in his own hip-joint, which persisted for nearly a year.—Further instances could be quoted.


In other cases the connection is not so simple. It consists only in what might be called a ‘symbolic’ relation between the precipitating cause and the pathological phenomenon—a relation such as healthy people form in dreams. For instance, a neuralgia may follow upon mental pain or vomiting upon a feeling of moral disgust. We have studied patients who used to make the most copious use of this sort of symbolization.3 In still other cases it is not possible to understand at first sight how they can be determined in the manner we have suggested. It is precisely the typical hysterical symptoms which fall into this class, such as hemi-anaesthesia, contraction of the field of vision, epileptiform convulsions, and so on. An explanation of our views on this group must be reserved for a fuller discussion of the subject.


Observations such as these seem to us to establish an analogy between the pathogenesis of common hysteria and that of traumatic neuroses, and to justify an extension of the concept of traumatic hysteria. In traumatic neuroses the operative cause of the illness is not the trifling physical injury but the affect of fright—the psychical trauma. In an analogous manner, our investigations reveal, for many, if not for most, hysterical symptoms, precipitating causes which can only be described as psychical traumas. Any experience which calls up distressing affects—such as those of fright, anxiety, shame or physical pain—may operate as a trauma of this kind; and whether it in fact does so depends naturally enough on the susceptibility of the person affected (as well as on another condition which will be mentioned later). In the case of common hysteria it not infrequently happens that, instead of a single, major trauma, we find a number of partial traumas forming a group of provoking causes. These have only been able to exercise a traumatic effect by summation and they belong together in so far as they are in part components of a single story of suffering. There are other cases in which an apparently trivial circumstance combines with the actually operative event or occurs at a time of peculiar susceptibility to stimulation and in this way attains the dignity of a trauma which it would not otherwise have possessed but which thenceforward persists.


But the causal relation between the determining psychical trauma and the hysterical phenomenon is not of a kind implying that the trauma merely acts like an agent provocateur in releasing the symptom, which thereafter leads an independent existence. We must presume rather that the psychical trauma—or more precisely the memory of the trauma—acts like a foreign body which long after its entry must continue to be regarded as an agent that is still at work; and we find the evidence for this in a highly remarkable phenomenon which at the same time lends an important practical interest to our findings.


For we found, to our great surprise at first, that each individual hysterical symptom immediately and permanently disappeared when we had succeeded in bringing clearly to light the memory of the event by which it was provoked and in arousing its accompanying affect, and when the patient had described that event in the greatest possible detail and had put the affect into words. Recollection without affect almost invariably produces no result. The psychical process which originally took place must be repeated as vividly as possible; it must be brought back to its status nascendi and then given verbal utterance. Where what we are dealing with are phenomena involving stimuli (spasms, neuralgias and hallucinations) these re-appear once again with the fullest intensity and then vanish for ever. Failures of function, such as paralyses and anaesthesias, vanish in the same way, though, of course, without the temporary intensification being discernible.1


It is plausible to suppose that it is a question here of unconscious suggestion: the patient expects to be relieved of his sufferings by this procedure, and it is this expectation, and not the verbal utterance, which is the operative factor. This, however, is not so. The first case of this kind that came under observation dates back to the year 1881, that is to say to the ‘pre-suggestion’ era. A highly complicated case of hysteria was analysed in this way, and the symptoms, which sprang from separate causes, were separately removed. This observation was made possible by spontaneous auto-hypnoses on the part of the patient, and came as a great surprise to the observer.2


We may reverse the dictum ‘cessante causa cessat effectus’ [‘when the cause ceases the effect ceases’] and conclude from these observations that the determining process continues to operate in some way or other for years—not indirectly, through a chain of intermediate causal links, but as a directly releasing cause— just as a psychical pain that is remembered in waking consciousness still provokes a lachrymal secretion long after the event. Hysterics suffer mainly from reminiscences.3






II





At first sight it seems extraordinary that events experienced so long ago should continue to operate so intensely—that their recollection should not be liable to the wearing away process to which, after all, we see all our memories succumb. The following considerations may perhaps make this a little more intelligible.


The fading of a memory or the losing of its affect depends on various factors. The most important of these is whether therehas been an energetic reaction to the event that provokes an affect. By ‘reaction’ we here understand the whole class of voluntary and involuntary reflexes—from tears to acts of revenge—in which, as experience shows us, the affects are discharged. If this reaction takes place to a sufficient amount a large part of the affect disappears as a result. Linguistic usage bears witness to this fact of daily observation by such phrases as ‘to cry oneself out’ [‘sich ausweinen’], and to ‘blow off steam’ [‘sich austoben’ literally ‘to rage oneself out’]. If the reaction is suppressed, the affect remains attached to the memory. An injury that has been repaid, even if only in words, is recollected quite differently from one that has had to be accepted. Language recognizes this distinction, too, in its mental and physical consequences; it very characteristically describes an injury that has been suffered in silence as ‘a mortification’ [‘Kränkung’ lit. ‘making ill’].—The injured person’s reaction to the trauma only exercises a completely ‘cathartic’ effect if it is an adequate reaction—as, for instance, revenge. But language serves as a substitute for action; by its help, an affect can be ‘abreacted’ almost as effectively.1 In other cases speaking is itself the adequate reflex, when, for instance, it is a lamentation or giving utterance to a tormenting secret, e.g. a confession. If there is no such reaction, whether in deeds or words, or in the mildest cases in tears, any recollection of the event retains its affective tone to begin with.


‘Abreaction’, however, is not the only method of dealing with the situation that is open to a normal person who has experienced a psychical trauma. A memory of such a trauma, even if it has not been abreacted, enters the great complex of associations, it comes alongside other experiences, which may contradict it, and is subjected to rectification by other ideas. After an accident, for instance, the memory of the danger and the (mitigated) repetition of the fright becomes associated with the memory of what happened afterwards—rescue and the consciousness of present safety. Again, a person’s memory of a humiliation is corrected by his putting the facts right, by considering his own worth, etc. In this way a normal person is able to bring about the disappearance of the accompanying affect through the process of association.


To this we must add the general effacement of impressions, the fading of memories which we name ‘forgetting’ and which wears away those ideas in particular that are no longer affectively operative.


Our observations have shown, on the other hand, that the memories which have become the determinants of hysterical phenomena persist for a long time with astonishing freshness and with the whole of their affective colouring. We must, however, mention another remarkable fact, which we shall later be able to turn to account, namely, that these memories, unlike other memories of their past lives, are not at the patients’ disposal. On the contrary, these experiences are completely absent from the patients’ memory when they are in a normal psychical state, or are only present in a highly summary form. Not until they have been questioned under hypnosis do these memories emerge with the undiminished vividness of a recent event.


Thus, for six whole months, one of our patients reproduced under hypnosis with hallucinatory vividness everything that had excited her on the same day of the previous year (during an attack of acute hysteria). A diary kept by her mother without her knowledge proved the completeness of the reproduction [p. 33]. Another patient, partly under hypnosis and partly during spontaneous attacks, re-lived with hallucinatory clarity all the events of a hysterical psychosis which she had passed through ten years earlier and which she had for the most part forgotten till the moment at which it re-emerged. Moreover, certain memories of aetiological importance which dated back from fifteen to twenty-five years were found to be astonishingly intact and to possess remarkable sensory force, and when they returned they acted with all the affective strength of new experiences [pp. 178-80].


This can only be explained on the view that these memories constitute an exception in their relation to all the wearing-away processes which we have discussed above. It appears, that is to say, that these memories correspond to traumas that have not been sufficiently abreacted; and if we enter more closely into the reasons which have prevented this, we find at least two sets of conditions under which the reaction to the trauma fails to occur.


In the first group are those cases in which the patients have not reacted to a psychical trauma because the nature of the trauma excluded a reaction, as in the case of the apparently irreparable loss of a loved person or because social circumstances made a reaction impossible or because it was a question of things which the patient wished to forget, and therefore intentionally repressed 1 from his conscious thought and inhibited and suppressed. It is precisely distressing things of this kind that, under hypnosis, we find are the basis of hysterical phenomena (e.g. hysterical deliria in saints and nuns, continent women and well-brought-up children).


The second group of conditions are determined, not by the content of the memories but by the psychical states in which the patient received the experiences in question. For we find, under hypnosis, among the causes of hysterical symptoms ideas which are not in themselves significant, but whose persistence is due to the fact that they originated during the prevalence of severely paralysing affects, such as fright, or during positively abnormal psychical states, such as the semi-hypnotic twilight state of day-dreaming, auto-hypnoses, and so on. In such cases it is the nature of the states which makes a reaction to the event impossible.


Both kinds of conditions may, of course, be simultaneously present, and this, in fact, often occurs. It is so when a trauma which is operative in itself takes place while a severely paralysing affect prevails or during a modified state of consciousness. But it also seems to be true that in many people a psychical trauma produces one of these abnormal states, which, in turn, makes reaction impossible.


Both of these groups of conditions, however, have in common the fact that the psychical traumas which have not been disposed of by reaction cannot be disposed of either by being worked over by means of association. In the first group the patient is determined to forget the distressing experiences and accordingly excludes them so far as possible from association; while in the second group the associative working-over fails to occur because there is no extensive associative connection between the normal state of consciousness and the pathological ones in which the ideas made their appearance. We shall have occasion immediately to enter further into this matter.




It may therefore be said that the ideas which have become pathological have persisted with such freshness and affective strength because they have been denied the normal wearing-away processes by means of abreaction and reproduction in states of uninhibited association.









III


We have stated the conditions which, as our experience shows, are responsible for the development of hysterical phenomena from psychical traumas. In so doing, we have already been obliged to speak of abnormal states of consciousness in which these pathogenic ideas arise, and to emphasize the fact that the recollection of the operative psychical trauma is not to be found in the patient’s normal memory but in his memory when he is hypnotized. The longer we have been occupied with these phenomena the more we have become convinced that the splitting of consciousness which is so striking in the well-known classical cases under the form of ‘double conscience’1 is present to a rudimentary degree in every hysteria, and that a tendency to such a dissociation, and with it the emergence of abnormal states of consciousness {which we shall bring together under the term ‘hypnoid’) is the basic phenomenon of this neurosis. In these views we concur with Binet and the two Janets,2 though we have had no experience of the remarkable findings they have made on anaesthetic patients.


We should like to balance the familiar thesis that hypnosis is an artificial hysteria by another—the basis and sine qua non of hysteria is the existence of hypnoid states. These hypnoid states share with one another and with hypnosis, however much they may differ in other respects, one common feature: the ideas which emerge in them are very intense but are cut off from associative communication with the rest of the content of consciousness. Associations may take place between these hypnoid states, and their ideational content can in this way reach a more or less high degree of psychical organization. Moreover, the nature of these states and the extent to which they are cut off from the remaining conscious processes must be supposed to vary just as happens in hypnosis, which ranges from a light drowsiness to somnambulism, from complete recollection to total amnesia.


If hypnoid states of this kind are already present before the onset of the manifest illness, they provide the soil in which the affect plants the pathogenic memory with its consequent somatic phenomena. This corresponds to dispositional hysteria. We have found, however, that a severe trauma (such as occurs in a traumatic neurosis) or a laborious suppression (as of a sexual affect, for instance) can bring about a splitting-off of groups of ideas even in people who are in other respects unaffected; and this would be the mechanism of psychically acquired hysteria. Between the extremes of these two forms we must assume the existence of a series of cases within which the liability to dissociation in the subject and the affective magnitude of the trauma vary inversely.


We have nothing new to say on the question of the origin of these dispositional hypnoid states. They often, it would seem, grow out of the day-dreams which are so common even in healthy people and to which needlework and similar occupations render women especially prone. Why it is that the ‘pathological associations’ brought about in these states are so stable and why they have so much more influence on somatic processes than ideas are usually found to do—these questions coincide with the general problem of the effectiveness of hypnotic suggestions. Our observations contribute nothing fresh on this subject. But they throw a light on the contradiction between the dictum ‘hysteria is a psychosis’ and the fact that among hysterics may be found people of the clearest intellect, strongest will, greatest character and highest critical power. This characterization holds good of their waking thoughts; but in their hypnoid states they are insane, as we all are in dreams. Whereas, however, our dream-psychoses have no effect upon our waking state, the products of hypnoid states intrude into waking life in the form of hysterical symptoms.1



IV


What we have asserted of chronic hysterical symptoms can be applied almost completely to hysterical attacks, Charcot, as is well known, has given us a schematic description of the ‘major’ hysterical attack, according to which four phases can be distinguished in a complete attack: (1) the epileptoid phase, (2) the phase of large movements, (3) the phase of ‘attitudes passionnelles’ (the hallucinatory phase), and (4) the phase of terminal delirium. Charcot derives all those forms of hysterical attack which are in practice met with more often than the complete ’grande attaque\ from the abbreviation, absence or isolation of these four distinct phases.2


Our attempted explanation takes its start from the third of these phases, that of the ’attitudes passionnelles\ Where this is present in a well-marked form, it exhibits the hallucinatory reproduction of a memory which was of importance in bringing about the onset of the hysteria—the memory either of a single major trauma (which we find par excellence in what is called traumatic hysteria) or of a series of interconnected part-traumas (such as underlie common hysteria). Or, lastly, the attack may revive the events which have become emphasized owing to their coinciding with a moment of special disposition to trauma.


There are also attacks, however, which appear to consist exclusively of motor phenomena and in which the phase of attitudes passionnelles is absent. If one can succeed in getting into rapport with the patient during an attack such as this of generalized clonic spasms or cataleptic rigidity, or during an attaque de sommeil [attack of sleep]—or if, better still, one can succeed in provoking the attack under hypnosis—one finds that here, too, there is an underlying memory of the psychical trauma or series of traumas, which usually comes to our notice in a hallucinatory phase.


Thus, a little girl suffered for years from attacks of general convulsions which could well be, and indeed were, regarded as epileptic. She was hypnotized with a view to a differential diagnosis, and promptly had one of her attacks. She was asked what she was seeing and replied ‘The dog! the dog’s coming!’; and in fact it turned out that she had had the first of her attacks after being chased by a savage dog. The success of the treatment confirmed the choice of diagnosis.


Again, an employee who had become a hysteric as a result of being ill-treated by his superior, suffered from attacks in which he collapsed and fell into a frenzy of rage, but without uttering a word or giving any sign of a hallucination. It was possible to provoke an attack under hypnosis, and the patient then revealed that he was living through the scene in which his employer had abused him in the street and hit him with a stick. A few days later the patient came back and complained of having had another attack of the same kind. On this occasion it turned out under hypnosis that he had been re-living the scene to which the actual onset of the illness was related: the scene in the law-court when he failed to obtain satisfaction for his maltreatment.


In all other respects, too, the memories which emerge, or can be aroused, in hysterical attacks correspond to the precipitating causes which we have found at the root of chronic hysterical symptoms. Like these latter causes, the memories underlying hysterical attacks relate to psychical traumas which have not been disposed of by abreaction or by associative thought-activity. Like them, they are, whether completely or in essential elements, out of reach of the memory of normal consciousness and are found to belong to the ideational content of hypnoid states of consciousness with restricted association. Finally, too, the therapeutic test can be applied to them. Our observations have often taught us that a memory of this kind which had hitherto provoked attacks, ceases to be able to do so after the process of reaction and associative correction have been applied to it under hypnosis.


The motor phenomena of hysterical attacks can be interpreted partly as universal forms of reaction appropriate to the affect accompanying the memory (such as kicking about and waving the arms and legs, which even young babies do), partly as a direct expression of these memories; but in part, like the hysterical stigmata1 found among the chronic symptoms, they cannot be explained in this way.


Hysterical attacks, furthermore, appear in a specially interesting light if we bear in mind a theory that we have mentioned above, namely, that in hysteria groups of ideas originating in hypnoid states are present and that these are cut off from associative connection with the other ideas, but can be associated among themselves, and thus form the more or less highly organized rudiment of a second consciousness, a condition seconde. If this is so, a chronic hysterical symptom will correspond to the intrusion of this second state into the somatic innervation which is as a rule under the control of normal consciousness. A hysterical attack, on the other hand, is evidence of a higher organization of this second state. When the attack makes its first appearance, it indicates a moment at which this hypnoid consciousness has obtained control of the subject’s whole existence—it points, that is, to an acute hysteria; when it occurs on subsequent occasions and contains a memory, it points to a return of that moment. Charcot has already suggested that hysterical attacks are a rudimentary form of a condition seconde. During the attack, control over the whole of the somatic innervation passes over to the hypnoid consciousness. Normal consciousness, as well-known observations show, is not always entirely repressed. It may even be aware of the motor phenomena of the attack, while the accompanying psychical events are outside its knowledge.


The typical course of a severe case of hysteria is, as we know, as follows. To begin with, an ideational content is formed during hypnoid states; when this has increased to a sufficient extent, it gains control, during a period of ‘acute hysteria’, of the somatic innervation and of the patient’s whole existence, and creates chronic symptoms and attacks; after this it clears up, apart from certain residues. If the normal personality can regain control, what is left over from the hypnoid ideational content recurs in hysterical attacks and puts the subject back from time to time into similar states, which are themselves once more open to influence and susceptible to traumas. A state of equilibrium, as it were, may then be established between the two psychical groups which are combined in the same person: hysterical attacks and normal life proceed side by side without interfering with each other. An attack will occur spontaneously, just as memories do in normal people; it is, however, possible to provoke one, just as any memory can be aroused in accordance with the laws of association. It can be provoked either by stimulation of a hysterogenic zone1 or by a new experience which sets it going owing to a similarity with the pathogenic experience. We hope to be able to show that these two kinds of determinant, though they appear to be so unlike, do not differ in essentials, but that in both a hyperaesthetic memory is touched on.


In other cases this equilibrium is very unstable. The attack makes its appearance as a manifestation of the residue of the hypnoid consciousness whenever the normal personality is exhausted and incapacitated. The possibility cannot be dismissed that here the attack may have been divested of its original meaning and may be recurring as a motor reaction without any content.


It must be left to further investigation to discover what it is that determines whether a hysterical personality manifests itself in attacks, in chronic symptoms or in a mixture of the two.1



V


It will now be understood how it is that the psychotherapeutic procedure which we have described in these pages has a curative effect. It brings to an end the operative force of the idea which was not abreacted in the first instance, by allowing its strangulated affect to find a way out through speech; and it subjects it to associative correction by introducing it into normal consciousness {under light hypnosis) or by removing it through the physician’s suggestion, as is done in somnambulism accompanied by amnesia.


In our opinion the therapeutic advantages of this procedure are considerable. It is of course true that we do not cure hysteria in so far as it is a matter of disposition. We can do nothing against the recurrence of hypnoid states. Moreover, during the productive stage of an acute hysteria our procedure cannot prevent the phenomena which have been so laboriously removed from being at once replaced by fresh ones. But once this acute stage is past, any residues which may be left in the form of chronic symptoms or attacks are often removed, and permanently so, by our method, because it is a radical one; in this respect it seems to us far superior in its efficacy to removal through direct suggestion, as it is practised to-day by psychotherapists.


If by uncovering the psychical mechanism of hysterical phenomena we have taken a step forward along the path first traced so successfully by Charcot with his explanation and artificial imitation of hystero-traumatic paralyses, we cannot conceal from ourselves that this has brought us nearer to an understanding only of the mechanism of hysterical symptoms and not of the internal causes of hysteria. We have done no more than touch upon the aetiology of hysteria and in fact have been able to throw light only on its acquired forms—on the bearing of accidental factors on the neurosis.


VIENNA, December 1892





1 [As explained above in the preface to the first edition, this first chapter had appeared originally as a separate paper in 1893. It was reprinted not only in the present book, but also in the first of Freud’s collected volumes of his shorter works, Sammlung kleiner Schriften zur Neurosenlehre (1906). The following footnote was appended to this latter reprint: ‘Also printed as an introduction to Studies on Hysteria, 1895, in which Josef Breuer and I further developed the views expressed here and illustrated them by case histories.’]


1 [This patient is the subject of the first case history; see below, p. 21 ft]


2 [This patient is the subject of the second case history; see below, p. 48 ff. These episodes are also treated at some length in ‘A Case of Successful Treatment by Hypnotism’ (Freud, 1892-3£), where the concept of ‘hysterical counter-will’ is also discussed.]


3 [See the account of Frau Cacilie M., p. 176 ff. below.]


1 The possibility of a therapeutic procedure of this kind has been clearly recognized by Delbœuf and Binet, as is shown by the following quotations: ‘On s’expliquerait dès lors comment le magnétiseur aide à la guérison. II remet le sujet dans l’état où le mal s’est manifesté et combat par la parole le même mal, mais renaissant.’ [‘We can now explain how the hypnotist promotes cure. He puts the subject back into the state in which his trouble first appeared and uses words to combat that trouble, as it now makes a fresh emergence.’] (Delbœuf, 1889.)—‘. . . peut-être verra-t-on qu’en reportant le malade par un artifice mental au moment même où le symptôme a apparu pour la premiere fois, on rend ce malade plus docile a une suggestion curative.’ [‘. . . we shall perhaps find that by taking the patient back by means of a mental artifice to the very moment at which the symptom first appeared, we may make him more susceptible to a therapeutic suggestion.’] (Binet, 1892, 243.)—In Janet’s interesting study on mental automatism (1889), there is an account of the cure of a hysterical girl by a method analogous to ours.


2 [The first event of this kind is reported on p. 34.]


3 In this preliminary communication it is not possible for us to distinguish what is new in it from what has been said by other authors such as Moebius and Strümpell who have held similar views on hysteria to ours. We have found the nearest approach to what we have to say on the theoretical and therapeutic sides of the question in some remarks, published from time to time, by Benedikt. These we shall deal with elsewhere. [See below, p. 210 n.]


1 [‘Catharsis’ and ‘abreaction’ made their first published appearance in this passage. Freud had used the term ‘abreaction’ previously (June 28, 1892), in a letter to Fliess referring to the present paper (Freud, 1950a, Letter 9).]


1 [This is the first appearance of the term ‘repressed’ (‘verdrängt’) in what was to be its psycho-analytic sense. The concept, though not the term, had already been used by Breuer and Freud in the joint, posthumously published draft (1940aQ, which was written in November, 1892, only about a month before the present paper. Freud’s own first published use of the word was in the second section of his first paper on anxiety neurosis (1895£); and it occurs several times in his later contributions to the present volume (e.g. on p. 116). At this period ‘repression’ was used as an equivalent to ‘defence’ (‘Abwehr’), as is shown, for instance, in the joint Preface to the First Edition (p.- xxix, above). The word ‘defence’ does not occur in the ‘Preliminary Communication’, however. It first appeared in Section I of Freud’s first paper on ‘The Neuro-Psychoses of Defence’ (1894a), and, like ‘repression’ is freely used by him in the later parts of the Studies (e.g. on p. 147). Breuer uses both terms in his theoretical chapter (e.g. on pp. 214 and 245).—On some of its earlier appearances the term ‘repressed’ is accompanied (as here) by the adverb ‘intentionally’ (‘ absichtlich?’) or by ‘deliberately’ (‘willkürlich’). This is expanded by Freud in one place (1894a), where he states that the act of repression is ‘introduced by an effort of will, for which the motive can be assigned’. Thus the word ‘intentionally’ merely indicates the existence of a motive and carries no implication of conscious intention. Indeed, a little later, at the beginning of his second paper on ‘The Neuro-Psychoses of Defence’ (1896b), Freud explicitly describes the psychical mechanism of defence as ‘unconscious’.—Some remarks on the origin of the concept of repression will be found in the Editor’s Introduction, p. xxii.]


1 [The French term (‘dual consciousness’).]


2 [Pierre and Jules.]


1 [A preliminary sketch of this section of the paper has survived in a posthumously published memorandum (Freud, 1941£ [1892]), which is headed ‘III’.]


2 [Cf. Charcot, 1887, 261.]


1 [’The permanent symptoms of hysteria.’ (Charcot, 1887, 255.) Stigmata are discussed by Breuer below, p. 244 f.]


1 [This is a term regularly used by Charcot, e.g. 1887, 85 ff.]


1 [A preliminary draft of this discussion on hysterical attacks, written in November, 1892, was published posthumously (Breuer and Freud, 1940). The subject was dealt with much later by Freud in a paper on hysterical attacks (1909a).]
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CASE 1
FRÄULEIN ANNA O. (Breuer)


AT the time of her falling ill (in 1880) Fräulein Anna O. was twenty-one years old. She may be regarded as having had a moderately severe neuropathic heredity, since some psychoses had occurred among her more distant relatives. Her parents were normal in this respect. She herself had hitherto been consistently healthy and had shown no signs of neurosis during her period of growth. She was markedly intelligent, with an astonishingly quick grasp of things and penetrating intuition. She possessed a powerful intellect which would have been capable of digesting solid mental pabulum and which stood in need of it—though without receiving it after she had left school. She had great poetic and imaginative gifts, which were under the control of a sharp and critical common sense. Owing to this latter quality she was completely unsuggestible; she was only influenced by arguments, never by mere assertions. Her willpower was energetic, tenacious and persistent; sometimes it reached the pitch of an obstinacy which only gave way out of kindness and regard for other people.


One of her essential character traits was sympathetic kindness. Even during her illness she herself was greatly assisted by being able to look after a number of poor, sick people, for she was thus able to satisfy a powerful instinct. Her states of feeling always tended to a slight exaggeration, alike of cheerfulness and gloom; hence she was sometimes subject to moods. The element of sexuality was astonishingly undeveloped in her.1 The patient, whose life became known to me to an extent to which one person’s life is seldom known to another, had never been in love; and in all the enormous number of hallucinations which occurred during her illness that element of mental life never emerged.


This girl, who was bubbling over with intellectual vitality, led an extremely monotonous existence in her puritanicallyminded family. She embellished her life in a manner which probably influenced her decisively in the direction of her illness, by indulging in systematic day-dreaming, which she described as her ‘private theatre’. While everyone thought she was attending, she was living through fairy tales in her imagination; but she was always on the spot when she was spoken to, so that no one was aware of it. She pursued this activity almost continuously while she was engaged on her household duties, which she discharged unexceptionably. I shall presently have to describe the way in which this habitual day-dreaming while she was well passed over into illness without a break.


The course of the illness fell into several clearly separable phases:


(A) Latent incubation. From the middle of July, 1880, till about December 10. This phase of an illness is usually hidden from us; but in this case, owing to its peculiar character, it was completely accessible; and this in itself lends no small pathological interest to the history. I shall describe this phase presently.


(B) The manifest illness. A psychosis of a peculiar kind, paraphasia, a convergent squint, severe disturbances of vision, paralyses (in the form of contractures), complete in the right upper and both lower extremities, partial in the left upper extremity, paresis of the neck muscles. A gradual reduction of the contracture to the right-hand extremities. Some improvement, interrupted by a severe psychical trauma (the death of the patient’s father) in April, after which there followed


(C) A period of persisting somnambulism, subsequently alternating with more normal states. A number of chronic symptoms persisted till December, 1881.


(D) Gradual cessation of the pathological states and symptoms up to June, 1882.


In July, 1880, the patient’s father, of whom she was passionately fond, fell ill of a peripleuritic abscess which failed to clear up and to which he succumbed in April, 1881. During the first months of the illness Anna devoted her whole energy to nursing her father, and no one was much surprised when by degrees her own health greatly deteriorated. No one, perhaps not even the patient herself, knew what was happening to her; but eventually the state of weakness, anaemia and distaste for food became so bad that to her great sorrow she was no longer allowed to continue nursing the patient. The immediate cause of this was a very severe cough, on account of which I examined her for the first time. It was a typical tussis nervosa. She soon began to display a marked craving for rest during the afternoon, followed in the evening by a sleep-like state and afterwards a highly excited condition.


At the beginning of December a convergent squint appeared. An ophthalmic surgeon explained this (mistakenly) as being due to paresis of one abducens. On December 11 the patient took to her bed and remained there until April 1.


There developed in rapid succession a series of severe disturbances which were apparently quite new: left-sided occipital headache; convergent squint (diplopia), markedly increased by excitement; complaints that the walls of the room seemed to be falling over (affection of the obliquus); disturbances of vision which it was hard to analyse; paresis of the muscles of the front of the neck, so that finally the patient could only move her head by pressing it backwards between her raised shoulders and moving her whole back; contracture and anaesthesia of the right upper, and, after a time, of the right lower extremity. The latter was fully extended, adducted and rotated inwards. Later the same symptom appeared in the left lower extremity and finally in the left arm, of which, however, the fingers to some extent retained the power of movement. So, too, there was no complete rigidity in the shoulder-joints. The contracture reached its maximum in the muscles of the upper arms. In the same way, the region of the elbows turned out to be the most affected by anaesthesia when, at a later stage, it became possible to make a more careful test of this. At the beginning of the illness the anaesthesia could not be efficiently tested, owing to the patient’s resistance arising from feelings of anxiety.


It was while the patient was in this condition that I undertook her treatment, and I at once recognized the seriousness of the psychical disturbance with which I had to deal. Two entirely distinct states of consciousness were present which alternated very frequently and without warning and which became more and more differentiated in the course of the illness. In one of these states she recognized her surroundings; she was melancholy and anxious, but relatively normal. In the other state she hallucinated and was ‘naughty’—that is to say, she was abusive, used to throw the cushions at people, so far as the contractures at various times allowed, tore buttons off her bedclothes and linen with those of her fingers which she could move, and so on. At this stage of her illness if something had been moved in the room or someone had entered or left it [during her other state of consciousness] she would complain of having ‘lost’ some time and would remark upon the gap in her train of conscious thoughts. Since those about her tried to deny this and to soothe her when she complained that she was going mad, she would, after throwing the pillows about, accuse people of doing things to her and leaving her in a muddle, etc.


These ‘absences’1 had already been observed before she took to her bed; she used then to stop in the middle of a sentence, repeat her last words and after a short pause go on talking. These interruptions gradually increased till they reached the dimensions that have just been described; and during the climax of the illness, when the contractures had extended to the left side of her body, it was only for a short time during the day that she was to any degree normal. But the disturbances invaded even her moments of relatively clear consciousness. There were extremely rapid changes of mood leading to excessive but quite temporary high spirits, and at other times severe anxiety, stubborn opposition to every therapeutic effort and frightening hallucinations of black snakes, which was how she saw her hair, ribbons and similar things. At the same time she kept on tellibg herself not to be so silly: what she was seeing was really only her hair, etc. At moments when her mind was quite cle i she would complain of the profound darkness in her head, of not being able to think, of becoming blind and deaf, of having two selves, a real one and an evil one which forced her to behave badly, and so on.


In the afternoons she would fall into a somnolent state which lasted till about an hour after sunset. She would then wake up and complain that something was tormenting her—or rather, she would keep repeating in the impersonal form ‘tormenting, tormenting’. For alongside of the development of the contractures there appeared a deep-going functional disorganization of her speech. It first became noticeable that she was at a loss to find words, and this difficulty gradually increased. Later she lost her command of grammar and syntax; she no longer conjugated verbs, and eventually she used only infinitives, for the most part incorrectly formed from weak past participles; and she omitted both the definite and indefinite article. In the process of time she became almost completely deprived of words. She put them together laboriously out of four or five languages and became almost unintelligible. When she tried to write (until her contractures entirely prevented her doing so) she employed the same jargon. For two weeks she became completely dumb and in spite of making great and continuous efforts to speak she was unable to say a syllable. And now for the first time the psychical mechanism of the disorder became clear. As I knew, she had felt very much offended over something and had determined not to speak about it. When I guessed this and obliged her to talk about it, the inhibition, which had made any other kind of utterance impossible as well, disappeared.


This change coincided with a return of the power of movement to the extremities of the left side of her body, in March, 1881. Her paraphasia receded; but thenceforward she spoke only in English—apparently, however, without knowing that she was doing so. She had disputes with her nurse who was, of course, unable to understand her. It was only some months later that I was able to convince her that she was talking English. Nevertheless, she herself could still understand the people about her who talked German. Only in moments of extreme anxiety did her power of speech desert her entirely, or else she would use a mixture of all sorts of languages. At times when she was at her very best and most free, she talked French and Italian. There was complete amnesia between these times and those at which she talked English. At this point, too, her squint began to diminish and made its appearance only at moments of great excitement. She was once again able to support her head. On the first of April she got up for the first time.


On the fifth of April her adored father died. During her illness she had seen him very rarely and for short periods. This was the most severe psychical trauma that she could possibly have experienced. A violent outburst of excitement was succeeded by profound stupor which lasted about two days and from which she emerged in a greatly changed state. At first she was far quieter and her feelings of anxiety were much diminished. The contracture of her right arm and leg persisted as well as their anaesthesia, though this was not deep. There was a high degree of restriction of the field of vision: in a bunch of flowers which gave her much pleasure she could only see one flower at a time. She complained of not being able to recognize people. Normally, she said, she had been able to recognize faces without having to make any deliberate effort; now she was obliged to do laborious ‘recognizing work’1 and had to say to herself ‘this person’s nose is such-and-such, his hair is such-and-such, so he must be so-and-so’. All the people she saw seemed like wax figures without any connection with her. She found the presence of some of her close relatives very distressing and this negative attitude grew continually stronger. If someone whom she was ordinarily pleased to see came into the room, she would recognize him and would be aware of things for a short time, but would soon sink back into her own broodings and her visitor was blotted out. I was the only person whom she always recognized when I came in; so long as I was talking to her she was always in contact with things and lively, except for the sudden interruptions caused by one of her hallucinatory ‘absences’.


She now spoke only English and could not understand what was said to her in German. Those about her were obliged to talk to her in English; even the nurse learned to make herself to some extent understood in this way. She was, however, able to read French and Italian. If she had to read one of these aloud, what she produced, with extraordinary fluency, was an admirable extempore English translation.


She began writing again, but in a peculiar fashion. She wrote with her left hand, the less stiff one, and she used Roman printed letters, copying the alphabet from her edition of Shakespeare.


She had eaten extremely little previously, but now she refused nourishment altogether. However, she allowed me to feed her, so that she very soon began to take more food. But she never consented to eat bread. After her meal she invariably rinsed out her mouth and even did so if, for any reason, she had not eaten any thing—which shows how absent-minded she was about such things.


Her somnolent states in the afternoon and her deep sleep after sunset persisted. If, after this, she had talked herself out (I shall have to explain what is meant by this later) she was clear in mind, calm and cheerful.


This comparatively tolerable state did not last long. Some ten days after her father’s death a consultant was brought in, whom, like all strangers, she completely ignored while I demonstrated all her peculiarities to him. ‘That’s like an examination,’ 1 she said, laughing, when I got her to read a French text aloud in English. The other physician intervened in the conversation and tried to attract her attention, but in vain. It was a genuine ‘negative hallucination’ of the kind which has since so often been produced experimentally. In the end he succeeded in breaking through it by blowing smoke in her face. She suddenly saw a stranger before her, rushed to the door to take away the key and fell unconscious to the ground. There followed a short fit of anger and then a severe attack of anxiety which I had great difficulty in calming down. Unluckily I had to leave Vienna that evening, and when I came back several days later I found the patient much worse. She had gone entirely without food the whole time, was full of anxiety and her hallucinatory absences were filled with terrifying figures, death’s heads and skeletons. Since she acted these things through as though she was experiencing them and in part put them into words, the people around her became aware to a great extent of the content of these hallucinations.


The regular order of things was: the somnolent state in the afternoon, followed after sunset by the deep hypnosis for which she invented the technical name of ‘clouds’.2 If during this she was able to narrate the hallucinations she had had in the course of the day, she would wake up clear in mind, calm and cheerful. She would sit down to work and write or draw far into the night quite rationally. At about four she would go to bed. Next day the whole series of events would be repeated. It was a truly remarkable contrast: in the day-time the irresponsible patient pursued by hallucinations, and at night the girl with her mind completely clear.


In spite of her euphoria at night, her psychical condition deteriorated steadily. Strong suicidal impulses appeared which made it seem inadvisable for her to continue living on the third floor. Against her will, therefore, she was transferred to a country house in the neighbourhood of Vienna (on June 7, 1881). I had never threatened her with this removal from her home, which she regarded with horror, but she herself had, without saying so, expected and dreaded it. This event made it clear once more how much the affect of anxiety dominated her psychical disorder. Just as after her father’s death a calmer condition had set in, so now, when what she feared had actually taken place, she once more became calmer. Nevertheless, the move was immediately followed by three days and nights completely without sleep or nourishment, by numerous attempts at suicide (though, so long as she was in a garden, these were not dangerous), by smashing windows and so on, and by hallucinations unaccompanied by absences—which she was able to distinguish easily from her other hallucinations. After this she grew quieter, let the nurse feed her and even took chloral at night.


Before continuing my account of the case, I must go back once more and describe one of its peculiarities which I have hitherto mentioned only in passing. I have already said that throughout the illness up to this point the patient fell into a somnolent state every afternoon and that after sunset this period passed into a deeper sleep—‘clouds’. (It seems plausible to attribute this regular sequence of events merely to her experience while she was nursing her father, which she had had to do for several months. During the nights she had watched by the patient’s bedside or had been awake anxiously listening till the morning; in the afternoons she had lain down for a short rest, as is the usual habit of nurses. This pattern of waking at night and sleeping in the afternoons seems to have been carried over into her own illness and to have persisted long after the sleep had been replaced by a hypnotic state.) After the deep sleep had lasted about an hour she grew restless, tossed to and fro and kept repeating ‘tormenting, tormenting’, with her eyes shut all the time. It was also noticed how, during her absences in day-time she was obviously creating some situation or episode to which she gave a clue with a few muttered words. It happened then—to begin with accidentally but later intentionally —that someone near her repeated one of these phrases of hers while she was complaining about the ‘tormenting’. She at once joined in and began to paint some situation or tell some story, hesitatingly at first and in her paraphasic jargon; but the longer she went on the more fluent she became, till at last she was speaking quite correct German. (This applies to the early period before she began talking English only [p. 25].) The stories were always sad and some of them very charming, in the style of Hans Andersen’s Picture-book without Pictures, and, indeed, they were probably constructed on that model. As a rule their starting-point or central situation was of a girl anxiously sitting by a sick-bed. But she also built up her stories on quite other topics.—A few moments after she had finished her narrative she would wake up, obviously calmed down, or, as she called it, ‘gehäglich’.1 During the night she would again become restless, and in the morning, after a couple of hours’ sleep, she was visibly involved in some other set of ideas.—If for any reason she was unable to tell me the story during her evening hypnosis she failed to calm down afterwards, and on the following day she had to tell me two stories in order for this to happen.


The essential features of this phenomenon—the mounting up and intensification of her absences into her auto-hypnosis in the evening, the effect of the products of her imagination as psychical stimuli and the easing and removal of her state of stimulation when she gave utterance to them in her hypnosis—remained constant throughout the whole eighteen months during which she was under observation.


The stories naturally became still more tragic after her father’s death. It was not, however, until the deterioration of her mental condition, which followed when her state of somnambulism was forcibly broken into in the way already described, that her evening narratives ceased to have the character of more or less freely-created poetical compositions and changed into a string of frightful and terrifying hallucinations. (It was already possible to arrive at these from the patient’s behaviour during the day.) I have already [p. 27] described how completely her mind was relieved when, shaking with fear and horror, she had reproduced these frightful images and given verbal utterance to them.


While she was in the country, when I was unable to pay her daily visits, the situation developed as follows. I used to visit her in the evening, when I knew I should find her in her hypnosis, and I then relieved her of the whole stock of imaginative products which she had accumulated since my last visit. It was essential that this should be effected completely if good results were to follow. When this was done she became perfectly calm, and next day she would be agreeable, easy to manage, industrious and even cheerful; but on the second day she would be increasingly moody, contrary and unpleasant, and this would become still more marked on the third day. When she was like this it was not always easy to get her to talk, even in her hypnosis. She aptly described this procedure, speaking seriously, as a ‘talking cure’, while she referred to it jokingly as ‘chimney-sweeping’.1 She knew that after she had given utterance to her hallucinations she would lose all her obstinacy and what she described as her ‘energy’; and when, after some comparatively long interval, she was in a bad temper, she would refuse to talk, and I was obliged to overcome her unwillingness by urging and pleading and using devices such as repeating a formula with which she was in the habit of introducing her stories. But she would never begin to talk until she had satisfied herself of my identity by carefully feeling my hands. On those nights on which she had not been calmed by verbal utterance it was necessary to fall back upon chloral. I had tried it on a few earlier occasions, but I was obliged to give her 5 grammes, and sleep was preceded by a state of intoxication which lasted for some hours. When I was present this state was euphoric, but in my absence it was highly disagreeable and characterized by anxiety as well as excitement. (It may be remarked incidentally that this severe state of intoxication made no difference to her contractures.) I had been able to avoid the use of narcotics, since the verbal utterance of her hallucinations calmed her even though it might not induce sleep; but when she was in the country the nights on which she had not obtained hypnotic relief were so unbearable that in spite of everything it was necessary to have recourse to chloral. But it became possible gradually to reduce the dose.


The persisting somnambulism did not return. But on the other hand the alternation between two states of consciousness persisted. She used to hallucinate in the middle of a conversation, run off, start climbing up a tree, etc. If one caught hold of her, she would very quickly take up her interrupted sentence without knowing anything about what had happened in the interval. All these hallucinations, however, came up and were reported on in her hypnosis.


Her condition improved on the whole. She took nourishment without difficulty and allowed the nurse to feed her; except that she asked for bread but rejected it the moment it touched her lips. The paralytic contracture of the leg diminished greatly. There was also an improvement in her power of judgement and she became much attached to my friend Dr. B., the physician who visited her. She derived much benefit from a Newfoundland dog which was given to her and of which she was passionately fond. On one occasion, though, her pet made an attack on a cat, and it was splendid to see the way in which the frail girl seized a whip in her left hand and beat off the huge beast with it to rescue his victim. Later, she looked after some poor, sick people, and this helped her greatly.


It was after I returned from a holiday trip which lasted several weeks that I received the most convincing evidence of the pathogenic and exciting effect brought about by the ideational complexes which were produced during her absences, or condition seconde, and of the fact that these complexes were disposed of by being given verbal expression during hypnosis. During this interval no ‘talking cure’ had been carried out, for it was impossible to persuade her to confide what she had to say to anyone but me—not even to Dr. B. to whom she had in other respects become devoted. I found her in a wretched moral state, inert, unamenable, ill-tempered, even malicious. It became plain from her evening stories that her imaginative and poetic vein was drying up. What she reported was more and more concerned with her hallucinations and, for instance, the things that had annoyed her during the past days. These were clothed in imaginative shape, but were merely formulated in stereotyped images rather than elaborated into poetic productions. But the situation only became tolerable after I had arranged for the patient to be brought back to Vienna for a week and evening after evening made her tell me three to five stories. When I had accomplished this, everything that had accumulated during the weeks of my absence had been worked off. It was only now that the former rhythm was re-established: on the day after her giving verbal utterance to her phantasies she was amiable and cheerful, on the second day she was more irritable and less agreeable and on the third positively ‘nasty’. Her moral state was a function of the time that had elapsed since her last utterance. This was because every one of the spontaneous products of her imagination and every event which had been assimilated by the pathological part of her mind persisted as a psychical stimulus until it had been narrated in her hypnosis, after which it completely ceased to operate.


When, in the autumn, the patient returned to Vienna (though to a different house from the one in which she had fallen ill), her condition was bearable, both physically and mentally; for very few of her experiences—in fact only her more striking ones—were made into psychical stimuli in a pathological manner. I was hoping for a continuous and increasing improvement, provided that the permanent burdening of her mind with fresh stimuli could be prevented by her giving regular verbal expression to them. But to begin with I was disappointed. In December there was a marked deterioration of her psychical condition. She once more became excited, gloomy and irritable. She had no more ‘really good days’ even when it was impossible to detect anything that was remaining ‘stuck’ inside her. Towards the end of December, at Christmas time, she was particularly restless, and for a whole week in the evenings she told me nothing new but only the imaginative products which she had elaborated under the stress of great anxiety and emotion during the Christmas of 1880 [a year earlier]. When the scenes had been completed she was greatly relieved.


A year had now passed since she had been separated from her father and had taken to her bed, and from this time on her condition became clearer and was systematized in a very peculiar manner. Her alternating states of consciousness, which were characterized by the fact that, from morning onwards, her absences (that is to say, the emergence of her condition seconde) always became more frequent as the day advanced and took entire possession by the evening—these alternating states had differed from each other previously in that one (the first) was normal and the second alienated; now, however, they differed further in that in the first she lived, like the rest of us, in the winter of 1881-2, whereas in the second she lived in the winter of 1880-1, and had completely forgotten all the subsequent events. The one thing that nevertheless seemed to remain conscious most of the time was the fact that her father had died. She was carried back to the previous year with such intensity that in the new house she hallucinated her old room, so that when she wanted to go to the door she knocked up against the stove which stood in the same relation to the window as the door did in the old room. The change-over from one state to another occurred spontaneously but could also be very easily brought about by any sense-impression which vividly recalled the previous year. One had only to hold up an orange before her eyes (oranges were what she had chiefly lived on during the first part of her illness) in order to carry her over from the year 1882 to the year 1881. But this transfer into the past did not take place in a general or indefinite manner; she lived through the previous winter day by day. I should only have been able to suspect that this was happening, had it not been that every evening during the hypnosis she talked through whatever it was that had excited her on the same day in 1881, and had it not been that a private diary kept by her mother in 1881 confirmed beyond a doubt the occurrence of the underlying events. This re-living of the previous year continued till the illness came to its final close in June, 1882.


It was interesting here, too, to observe the way in which these revived psychical stimuli belonging to her secondary state made their way over into her first, more normal one. It happened, for instance, that one morning the patient said to me laughingly that she had no idea what was the matter but she was angry with me. Thanks to the diary I knew what was happening; and, sure enough, this was gone through again in the evening hypnosis: I had annoyed the patient very much on the same evening in 1881. Or another time she told me there was something the matter with her eyes; she was seeing colours wrong. She knew she was wearing a brown dress but she saw it as a blue one. We soon found that she could distinguish all the colours of the visual test-sheets correctly and clearly, and that the disturbance only related to the dress-material. The reason was that during the same period in 1881 she had been very busy with a dressing-gown for her father, which was made with the same material as her present dress, but was blue instead of brown. Incidentally, it was often to be seen that these emergent memories showed their effect in advance; the disturbance of her normal state would occur earlier on, and the memory would only gradually be awakened in her condition seconde.1


Her evening hypnosis was thus heavily burdened, for we had to talk off not only her contemporary imaginative products but also the events and ‘vexations’ 2 of 1881. (Fortunately I had already relieved her at the time of the imaginative products of that year.) But in addition to all this the work that had to be done by the patient and her physician was immensely increased by a third group of separate disturbances which had to be disposed of in the same manner. These were the psychical events involved in the period of incubation of the illness between July and December, 1880; it was they that had produced the whole of the hysterical phenomena, and when they were brought to verbal utterance the symptoms disappeared.


When this happened for the first time—when, as a result of an accidental and spontaneous utterance of this kind, during the evening hypnosis, a disturbance which had persisted for a considerable time vanished—I was greatly surprised. It was in the summer during a period of extreme heat, and the patient was suffering very badly from thirst; for, without being able to account for it in any way, she suddenly found it impossible to drink. She would take up the glass of water she longed for, but as soon as it touched her lips she would push it away like someone suffering from hydrophobia. As she did this, she was obviously in an absence for a couple of seconds. She lived only on fruit, such as melons, etc., so as to lessen her tormenting thirst. This had lasted for some six weeks, when one day during hypnosis she grumbled about her English lady-companion whom she did not care for, and went on to describe, with every sign of disgust, how she had once gone into that lady’s room and how her little dog—horrid creature!—had drunk out of a glass there. The patient had said nothing, as she had wanted to be polite. After giving further energetic expression to the anger she had held back, she asked for something to drink, drank a large quantity of water without any difficulty and woke from her hypnosis with the glass at her lips; and thereupon the disturbance vanished, never to return. A number of extremely obstinate whims were similarly removed after she had described the experiences which had given rise to them. She took a great step forward when the first of her chronic symptoms disappeared in the same way—the contracture of her right leg, which, it is true, had already diminished a great deal. These findings—that in the case of this patient the hysterical phenomena disappeared as soon as the event which had given rise to them was reproduced in her hypnosis—made it possible to arrive at a therapeutic technical procedure which left nothing to be desired in its logical consistency and systematic application. Each individual symptom in this complicated case was taken separately in hand; all the occasions on which it had appeared were described in reverse order, starting before the time when the patient became bed-ridden and going back to the event which had led to its first appearance. When this had been described the symptom was permanently removed.


In this way her paralytic contractures and anaesthesias, disorders of vision and hearing of every sort, neuralgias, coughing, tremors, etc., and finally her disturbances of speech were ‘talked away’. Amongst the disorders of vision, the following, for instance, were disposed of separately: the convergent squint with diplopia; deviation of both eyes to the right, so that when her hand reached out for something it always went to the left of the object; restriction of the visual field; central amblyopia; macropsia; seeing a death’s head instead of her father; inability to read. Only a few scattered phenomena (such, for instance, as the extension of the paralytic contractures to the left side of her body) which had developed while she was confined to bed, were untouched by this process of analysis,1 and it is probable, indeed, that they had in fact no immediate psychical cause [cf. below, pp. 44-5].


It turned out to be quite impracticable to shorten the work by trying to elicit in her memory straight away the first provoking cause of her symptoms. She was unable to find it, grew confused, and things proceeded even more slowly than if she was allowed quietly and steadily to follow back the thread of memories on which she had embarked. Since the latter method, however, took too long in the evening hypnosis, owing to her being over-strained and distraught by ‘talking out’ the two other sets of experiences—and owing, too, to the reminiscences needing time before they could attain sufficient vividness—we evolved the following procedure. I used to visit her in the morning and hypnotize her. (Very simple methods of doing this were arrived at empirically.) I would next ask her to concentrate her thoughts on the symptom we were treating at the moment and to tell me the occasions on which it had appeared. The patient would proceed to describe in rapid succession and under brief headings the external events concerned and these I would jot down. During her subsequent evening hypnosis she would then, with the help of my notes, give me a fairly detailed account of these circumstances.


An example will show the exhaustive manner in which she accomplished this. It was our regular experience that the patient did not hear when she was spoken to. It was possible to differentiate this passing habit of not hearing as follows:


(a) Not hearing when someone came in, while her thoughts were abstracted. 108 separate detailed instances of this, mentioning the persons and circumstances, often with dates. First instance: not hearing her father come in.


(b) Not understanding when several people were talking. 27 instances. First instance: her father, once more, and an acquaintance.


(c) Not hearing when she was alone and directly addressed. 50 instances. Origin: her father having vainly asked her for some wine.


(d) Deafness brought on by being shaken (in a carriage, etc.). 15 instances. Origin: having been shaken angrily by her young brother when he caught her one night listening at the sickroom door.


(e) Deafness brought on by fright at a noise. 37 instances. Origin: a choking fit of her father’s, caused by swallowing the wrong way.


(f) Deafness during deep absence. 12 instances.


(g) Deafness brought on by listening hard for a long time, so that when she was spoken to she failed to hear. 54 instances.


Of course all these episodes were to a great extent identical in so far as they could be traced back to states of abstraction or absences or to fright. But in the patient’s memory they were so clearly differentiated, that if she happened to make a mistake in their sequence she would be obliged to correct herself and put them in the right order; if this was not done her report came to a standstill. The events she described were so lacking in interest and significance and were told in such detail that there could be no suspicion of their having been invented. Many of these incidents consisted of purely internal experiences and so could not be verified; others of them (or circumstances attending them) were within the recollection of people in her environment.


This example, too, exhibited a feature that was always observable when a symptom was being ‘talked away’: the particular symptom emerged with greater force while she was discussing it. Thus during the analysis of her not being able to hear she was so deaf that for part of the time I was obliged to communicate with her in writing.1 The first provoking cause was habitually a fright of some kind, experienced while she was nursing her father—some oversight on her part, for instance.


The work of remembering was not always an easy matter and sometimes the patient had to make great efforts. On one occasion our whole progress was obstructed for some time because a recollection refused to emerge. It was a question of a particularly terrifying hallucination. While she was nursing her father she had seen him with a death’s head. She and the people with her remembered that once, while she still appeared to be in good health, she had paid a visit to one of her relatives. She had opened the door and all at once fallen down unconscious. In order to get over the obstruction to our progress she visited the same place again and, on entering the room, again fell to the ground unconscious. During her subsequent evening hypnosis the obstacle was surmounted. As she came into the room, she had seen her pale face reflected in a mirror hanging opposite the door; but it was not herself that she saw but her father with a death’s head.—We often noticed that her dread of a memory, as in the present instance, inhibited its emergence, and this had to be brought about forcibly by the patient or physician.


The following incident, among others, illustrates the high degree of logical consistency of her states. During this period, as has already been explained, the patient was always in her condition seconde—that is, in the year 1881—at night. On one occasion she woke up during the night, declaring that she had been taken away from home once again, and became so seriously excited that the whole household was alarmed. The reason was simple. During the previous evening the talking cure had cleared up her disorder of vision, and this applied also to her condition seconde. Thus when she woke up in the night she found herself in a strange room, for her family had moved house in the spring of 1881. Disagreeable events of this kind were avoided by my always (at her request) shutting her eyes in the evening and giving her a suggestion that she would not be able to open them till I did so myself on the following morning. The disturbance was only repeated once, when the patient cried in a dream and opened her eyes on waking up from it.


Since this laborious analysis for her symptoms dealt with the summer months of 1880, which was the preparatory period of her illness, I obtained complete insight into the incubation and pathogenesis of this case of hysteria, and I will now describe them briefly.


In July, 1880, while he was in the country, her father fell seriously ill of a sub-pletiral abscess. Anna shared the duties of nursing him with her mother. She once woke up during the night in great anxiety about the patient, who was in a high fever; and she was under the strain of expecting the arrival of a surgeon from Vienna who was to operate. Her mother had gone away for a short time and Anna was sitting at the bedside with her right arm over the back of her chair. She fell into a waking dream and saw a black snake coming towards the sick man from the wall to bite him. (It is most likely that there were in fact snakes in the field behind the house and that these had previously given the girl a fright; they would thus have provided the material for her hallucination.) She tried to keep the snake off, but it was as though she was paralysed. Her right arm, over the back of the chair, had gone to sleep and had become anaesthetic and paretic; and when she looked at it the fingers turned into little snakes with death’s heads (the nails). (It seems probable that she had tried to use her paralysed right arm to drive off the snake and that its anaesthesia and paralysis had consequently become associated with the hallucination of the snake.) When the snake vanished, in her terror she tried to pray. But language failed her: she could find no tongue in which to speak, till at last she thought of some children’s verses in English 1 and then found herself able to think and pray in that language. The whistle of the train that was bringing the doctor whom she expected broke the spell.


Next day, in the course of a game, she threw a quoit into some bushes; and when she went to pick it out, a bent branch revived her hallucination of the snake, and simultaneously her right arm became rigidly extended. Thenceforward the same thing invariably occurred whenever the hallucination was recalled by some object with a more or less snake-like appearance. This hallucination, however, as well as the contracture only appeared during the short absences which became more and more frequent from that night onwards. (The contracture did not become stabilized until December, when the patient broke down completely and took to her bed permanently.) As a result of some particular event which I cannot find recorded in my notes and which I no longer recall, the contracture of the right leg was added to that of the right arm.


Her tendency to auto-hypnotic absences was from now on established. On the morning after the night I have described, while she was waiting for the surgeon’s arrival, she fell into such a fit of abstraction that he finally arrived in the room without her having heard his approach. Her persistent anxiety interfered with her eating and gradually led to intense feelings of nausea. Apart from this, indeed, each of her hysterical symptoms arose during an affect. It is not quite certain whether in every case a momentary state of absence was involved, but this seems probable in view of the fact that in her waking state the patient was totally unaware of what had been going on.


Some of her symptoms, however, seem not to have emerged in her absences but merely in an affect during her waking life; but if so, they recurred in just the same way. Thus we were able to trace back all of her different disturbances of vision to different, more or less clearly determining causes. For instance, on one occasion, when she was sitting by her father’s bedside with tears in her eyes, he suddenly asked her what time it was. She could not see clearly; she made a great effort, and brought her watch near to her eyes. The face of the watch now seemed very big—thus accounting for her macropsia and convergent squint. Or again, she tried hard to suppress her tears so that the sick man should not see them.
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