















FROM PARALYSIS TO FATIGUE


A History of Psychosomatic Illness in the Modern Era


Edward Shorter


THE FREE PRESS
New York


[image: Image]


THE FREE PRESS
 A Division of Simon & Schuster Inc.
 1230 Avenue of the Americas New York, NY 10020
www.SimonandSchuster.com


Copyright © 1992 by Edward Shorter


All rights reserved, including the right of reproduction in whole or in part in any form.


THE FREE PRESS and colophon are trademarks of Simon & Schuster Inc.


First Free Press Paperback Edition 1993


Manufactured in the United States of America


printing number


10 9 8 7 6 5 4 3 2


Library of Congress Cataloging-in Publication Data


Shorter, Edward.


From paralysis to fatigue : a history of psychosomatic illness in the modern era / Edward Shorter.


p.   cm.


Includes bibliographical references and index.


ISBN 0-02-928667-0


eISBN 978-1-439-10564-1


1. Medicine, Psychosomatic—Social aspects—History. 2. Somatoform disorders—Social aspects—History.   3. Social medicine.   I. Title.


[DNLM:   1. Fatigue—psychology.   2. Paralysis—psychology. 3. Psychophysiologic Disorders.   4. Psychosomatic Medicine—history.   5. Social Environment.   WM 90 S559f]


RC49.S435   1992


616′.001′9—dc20


DNLM/DLC


for Library of Congress   91-24912


CIP





Dedication


To my parents, Joan and Lazar Shorter, in gratitude





Contents



Preface


1. Doctors and Patients at the Outset


Psychogenic Symptoms


The Symptom Pool


An Eighteenth-Century Symptom Census


The Doctors’ Story Begins


Three Eighteenth-Century Views of Mind-Body Relations


Irritation and the Reflex Arc


2. Spinal Irritation


The Diagnosis Crystallizes


Spinal Irritation Appears in the Patients’ World


Center and Periphery


3. Reflex Theory and the History of Internal Sensation


Applying Reflex Doctrine to Patients


The Triumph of Reflex Theory


Reflexes from the Sex Organs


The Medicalizing of Women’s Internal Sensations


The Last Gasp of Reflex Theory: The Nose


4. Gynecological Surgery and the Desire for an Operation


The Pelvic Organs as a Supposed Cause of Insanity


Gynecological Surgery to Cure Nervous and Mental Illness


Gynecology in the Hands of Psychiatrists


Clitoridectomy


The Desire for Surgery as a Psychosomatic Symptom


Sexual Surgery on Males 


5. Motor Hysteria


Hysterical Fits


The Rise of Hysterical Paralysis


A Picture of Paralysis


Triggering Paralysis


Male Hysteria


The Family Psychodrama


The Doctors’ Dislike of Hysterical Paralysis


6. Dissociation


Spontaneous Somnambulism and Catalepsy


The First Wave of Hypnosis


Hypnotic Catalepsy


Induced Somnambulism


The Second Wave of Hypnosis


“Permanently Benumbed” and the Climate of Suggestion


Multiple Personality Disorder


7. Charcot’s Hysteria


Charcot’s Life


Charcot’s Doctrine of Hysteria


The Hospital as Circus


The Diffusion of “la Grande Hystérie”


A Turn Toward the Psychological?


The Disappearance of Charcot’s Hysteria


8. The Doctors Change Paradigms: Central Nervous Disease


The Destruction of the Reflex Paradigm


The Rise of Central Nervous Theories of Psychosis and Neurosis


Nerve Doctors for Nervous Diseases


Neurasthenia


9. Doctors, Patients, and the Psychological Paradigm


Forerunners of the Psychological Paradigm


The Psychological Paradigm Becomes a Major Competitor


Patients’ Medical Therapy Is Physicians’ Psychotherapy


The Psychoanalysts Hijack Psychotherapy


Patients Reject the Psychological Paradigm


10. The Patients’ Paradigm Changes


The Decline of Motor Hysteria


The Paradigm Shift on Harley Street


Chronic Fatigue


Psychogenic Pain


11. Somatization at the End of the Twentieth Century


A New Sensitivity to Pain


Fatigue


Fixed Illness Belief


The Epidemic of Chronic Fatigue


The Media and the Loss of Medical Authority


Somatization and Postmodern Life


Notes


Index





Preface



The history of psychosomatic illness in the modern era is a complex and sometimes tangled tale. The present work provides the essential narrative of the story, beginning with such notions as hysteria in the eighteenth century, and continuing into our own time with such contemporary disorders as chronic fatigue syndrome. It is a history of shifting maladies as experienced by patients and perceived by doctors, an account of how historical eras shape their own symptoms of illness. (A future work will focus on the social and biological themes in psychosomatic illness, seen in historical perspective.)


It should be emphasized at the beginning that from the patient’s viewpoint psychosomatic problems qualify as genuine diseases. There is nothing imaginary or simulated about the patient’s perception of his or her illness. Although the symptom may be psychogenic, the pain or the grinding fatigue is very real. The patient cannot abolish the symptoms by obeying the simple injunction to “pull up your socks,” for what he or she experiences is caused by the action of the unconscious mind, over which he or she by definition has no rational control. Thus this book does not view patients with “somatoform” symptoms as bizarre objects but as individuals who enjoy the dignity that all disease confers; our task is rather to understand why the kinds of psychosomatic symptoms that patients perceive change so much over the ages.


Because I am a historian, the interplay between culture and the problems of the individual interests me. Here the unconscious mind intervenes. In psychosomatic illness the body’s response to stress or unhappiness is orchestrated by the unconscious. The unconscious mind, just like the conscious, is influenced by the surrounding culture, which has models of what it considers to be legitimate and illegitimate symptoms. Legitimate symptoms are ascribed to an underlying organic disease for which the patient could not possibly be blamed. Illegitimate ones, by contrast, may be thought due to playacting or silliness. By defining certain symptoms as illegitimate, a culture strongly encourages patients not to develop them or to risk being thought “undeserving” individuals with no real medical problems. Accordingly there is great pressure on the unconscious mind to produce only legitimate symptoms.


This cultural pressure is the crux of the book. The unconscious mind desires to be taken seriously and not be ridiculed. It will therefore strive to present symptoms that always seem, to the surrounding culture, legitimate evidence of organic disease. This striving introduces a historical dimension. As the culture changes its mind about what is legitimate disease and what is not, the pattern of psychosomatic illness changes. For example, a sudden increase in the number of young women who are unable to get out of bed because their legs are “paralyzed” may tell us something about how the surrounding culture views women and how it expects them to perform their roles.


Psychosomatic illness is any illness in which physical symptoms, produced by the action of the unconscious mind, are defined by the individual as evidence of organic disease and for which medical help is sought. This process of somatization comes in two forms. In one no physical lesion of any kind exists and the symptoms are literally psychogenic; that is to say, they arise in the mind. In the second an organic lesion does exist, but the patient’s response to it—his or her illness behavior—is exaggerated or inappropriate. Culture intervenes in both forms, legislating what is legitimate, and mandating what constitutes an appropriate response to disease. Our late-twentieth-century culture, for example, which values individual dynamism, regards physical paralysis and sudden “coma” (both common before 1900) as inappropriate responses.


Psychosomatic illnesses have always existed, because psychogenesis—the conversion of stress or psychological problems into physical symptoms—is one of nature’s basic mechanisms in mobilizing the body to cope with mental distress. People have always tried to achieve some kind of plausible interpretation of their physical sensations. They cast these sensations on the model of well-defined medical symptoms available in a kind of “symptom pool.” Only when an individual’s act of making sense amplifies the sensations, or attributes them to disease when none exists, does psychosomatic illness come into play.


The two actors in this psychodrama of making sense of one’s sensations are, and always have been, doctors and patients. The interaction between doctors and patients determines how psychosomatic symptoms change over the years. Doctors’ notions of what constitutes “genuine” organicity may alter, perhaps as a result of increased scientific knowledge or of new cultural preconceptions. Although patients’ notions of disease tend to follow doctors’ ideas—a kind of obedience that has started to break down at the end of the twentieth century—patients may also change their notions of the legitimacy of symptoms for reasons that have little to do with medicine. The point remains, however, that the relationship between doctors and patients is reciprocal: As the ideas of either party about what constitutes legitimate organic disease change, the other member of the duo will respond. Thus the history of psychosomatic illness is one of ever-changing steps in a pas de deux between doctor and patient.


This book begins with the late-eighteenth-century status quo and brings the story up to the present. The nature of psychosomatic symptoms changed relatively little before the second half of the eighteenth century. Premodern patients responded not to an official medical culture but to a fairly constant and unchanging body of unofficial medical folklore that was probably a thousand years old. Before 1750 doctors, too, believed in a relatively unchanging core of “humoral” medical doctrines, the basic components of which reached back to the ancient Greeks. Then, after the mid-eighteenth century, the presentation of psychosomatic illness began to vary—changes reflected in the following chapters.


Finishing in the present exposes one to all the risks of writing contemporary history, in which the underlying factors do not stand out from the superficial detail with the clarity lent by remoter times. Still, as a historian, I am attracted by the idea (however illusory and deceptive it might be) of using the past to illuminate today’s problems. So striking is the impact of culture on psychosomatic illness, that both doctors and patients today might learn something by seeing medical symptoms, which are considered intensely personal and idiosyncratic, in light of the past.


Some thanks are in order. I owe much to the inventiveness and energy of my library assistant Kaia Toop, and I am happy to acknowledge here the help she has given me over the years. I have been privileged to work in the Science and Medicine Library of the University of Toronto. My friend Walter Vandereycken, M.D., read critically an earlier draft. Joyce Seltzer at The Free Press has been a wonderful editor, and Susan Llewellyn a superb copy editor. I should also like to thank my dear wife, Anne Marie Shorter, M.D., who read each chapter of the manuscript and offered helpful comments. Grants from the Connaught Fund of the University of Toronto and the Social Science and Humanities Research Council of Canada helped support some of the research. Of the many archives and libraries in Europe and England in which I have worked, I must single out the Institut für Geschichte der Medizin in Vienna as a reminder that intense scholarly effort is not incompatible with a setting of warmth and hospitality.





CHAPTER 1
 [image: Image]
Doctors and Patients at the Outset



The descent from mind to body is a tricky one. How does the mind, interpret the signals the body gives off? A young executive feels a stomachache before an important presentation. There is nothing physically wrong with her stomach. In the absence of any physical lesion, her mind perceives pain coming from the stomach. That pain is psychogenic, unlike the pain of a gastric ulcer, which is somatogenic. (Somatogenic means there is something physically wrong with the body, and damaged nerve endings are causing the pain.)


Do psychogenic symptoms have a history of their own? Have they perhaps always been more or less the same, as coughing up sputum, if one has pneumonia, has historically been invariant? One factor that confers a history is the doctor’s attitude. Patients want to please doctors, in the sense that they do not want the doctor to laugh at them and dismiss their plight as imaginary. Thus they strive to produce symptoms the doctor will recognize. As doctors’ own ideas about what constitutes “real” disease change from time to time due to theory and practice, the symptoms that patients present will change as well. These medical changes give the story of psychosomatic illness its dynamic: the medical “shaping” of symptoms.


Not until the eighteenth century, with the advent of new theories about “nervous disease,” does such shaping begin to change. Patients start the narrative by breaking with an age-old pattern of traditional psychosomatic symptoms. And the doctors’ part of the story commences just as some important scientific advances occur. But these discoveries about the nervous system led to some unscientific theories about how nervous disease arises— theories that would suggest to patients a new pattern of psychosomatic symptoms. The symptom shift thus begins with the rise of such “nervous” symptoms. A set of symptoms, such as hysterical paralysis, arose which was quite specific to the late eighteenth and nineteenth centuries. These symptoms would in the twentieth give way to quite different symptoms—those of chronic fatigue, pain, and allergy sensitivity.


Psychogenic Symptoms


By definition psychogenic physical symptoms arise in the mind, in contrast to somatogenic symptoms, which come from organic disease. To the patient, however, both kinds of symptoms seem the same: Both appear to result from real bodily disease. There is very little cultural shaping of the symptoms of organic disease, and people presumably turned yellow with liver failure in the fourteenth century just as they do in the twentieth (liver disease causes jaundice, giving a yellowish cast to the skin). Although the mind may still edit somatogenic symptoms, they are mainly shaped by organic disease. But the shaping of psychogenic symptoms is left to the fantasy of the unconscious.


Nevertheless, the unconscious is not entirely abandoned to its own resources. The surrounding culture provides our unconscious minds with templates, or models, of illness. If our unconscious decides, for example, that we are to be in pain, it determines how pain will be dealt with: perhaps with the stoic jaw clenching of Anglo-Saxon cultures or with the tying about one’s head of a kerchief, as in Italy. These are examples of culturally determined templates the unconscious uses to instruct itself.


All these templates, or different ways of presenting illness, constitute a symptom pool—the culture’s collective memory of how to behave when ill. For Western society since the Middle Ages, the number of potential symptoms in this pool has been relatively unchanging. Symptoms of headache, tiredness, and a twitching left leg are some of its contents, which have been available for centuries. Some symptoms from other cultures—such as “koro,” a perception among South Asian and Chinese males that the penis is retreating inside the abdomen—do not form part of this pool.1 The symptom pool of the Occident has always harbored certain standard items. Until the middle of the twentieth century, people knew about the contents of this pool from popular culture, an oral tradition that communicated from generation to generation whatever individuals told each other about aches, pains, and other bodily woes. Today the media more than any other conduit tell us about the symptom pool.


The contents of this particular symptom pool are psychogenic, in that all may be caused by the action of the mind. (Turning yellow is not part of the psychosomatic symptom pool.) But headache, tiredness, and a twitching left leg may be caused by organic disease as well, and someone has to decide whether they are psychogenic or somatogenic. Perhaps it is the individual, him- or herself, in deciding whether to seek out the doctor for a particular symptom. Perhaps it is the doctor, in deciding whether to operate or to counsel the patient. In historical studies informed retrospection tries to decide. Yet the decision must be made, or the notion of a well-circumscribed psychogenic symptom pool is meaningless.


In some historical periods certain items in the pool are frequently drawn on, in others scarcely at all. How does the culture of a given period decide which symptoms to select? It depends on representations of what is thought to be legitimate organic disease. No patient wants to select illegitimate symptoms, to become a laughingstock or be dismissed as hysterical. Thus any given period will have a predominant notion of what it considers real disease.


Robert Musil makes this point, in a slightly different context, in his novel about Viennese life at the turn of the century, The Man Without Qualities. Ulrich, the chief protagonist, is thinking about photographs of beautiful women from decades past, and as he tries to achieve some kind of rapport with the faces in the photographs he notices “a whole number of small features which actually constituted the face, and yet which seemed very improbable. All societies have always had every kind of face. But the standards of the day single out one particular face as the dominant one, the essence of happiness and beauty, while all other faces attempt to imitate it.”2 So it is with symptoms. Our bodies send us the most disparate variety of signals about physical sensations. Under some circumstances, we interpret these signals as evidence of disease, but the symptoms into which our minds cast this disease are just as determined by fashion as was the fashionable face of fin-de-siècle Vienna.


These symptoms fall into four general categories: sensory symptoms, such as prickly skin or tiredness; motor symptoms, such as paralysis; symptoms of the autonomic nervous system, such as a churning bowel; and symptoms of psychogenic pain.


Sensory and motor symptoms, the first two groups, belong to the body’s somatosensory nervous system. This is a nervous system with its own privileged pathways. Certain parts of the spinal cord are reserved for it, as are certain areas of the brain. If a young man suddenly developed a loss of feeling in half of his body (and had no organic disease), he would  have a psychosomatic sensory symptom. A young woman who awakened one morning unable to walk because of a paralysis of her legs (and had no neurological illness) would belong in the motor category.


A third group of symptoms are autonomic, meaning they are controlled by the autonomic nervous system, which regulates the action of internal organs and the diameter of blood vessels. Thus diarrhea, blushing, a racing pulse, and all kinds of internal sensations come into this category.


Finally, there is psychogenic pain, which means pain that the patient perceives as real but that is not caused by an organic lesion in the body. The pain arises in the mind. If I get a headache as I sit at my word processor thinking how to make this clear, I am suffering a psychogenic headache.


Of course all these symptoms could result from organic diseases too, which is precisely the point. In somatization the unconscious mind chooses symptoms that will be taken as evidence of real, physical disease and that will win the patient an appropriate response.3 Thus most of the symptoms in these four compartments of the symptom pool have always been known to Western society, although they have occurred at different times with different frequencies: Society does not invent symptoms; it retrieves them from the symptom pool.


One objection comes immediately to mind. With the exception of those in the last chapter, the patients described in this book are all dead. Is it certain that their symptoms were not caused by an organic disease? Retrospectively, it is not. There is only the presumption of psychogenesis, based on (a) the history of the illness, such as paralysis after seeing a frog on the road, and (b) the response to what was essentially placebo therapy, such as hydrotherapy or administration of a laxative. These two circumstances give certain symptom patterns a flavor of psychogenesis.


An elderly neurologist in Marseilles told me about young Italian female patients, usually from southern Italy, who would be brought to his clinic—much more prestigious than the Italian clinics—in an ambulance, convulsing and thrashing in fits. “It would take four men to hold them down,” he said. He cured them with sugar pills. He opened his desk drawer to show the three colors of pills he gave, some “stronger” than others. Of course the patients thought they were powerful medicine.


Were these young women epileptic?


“No, hysterical,” he said. “You can smell this quality of hysteria.” He gestured expansively to his nose. “Ça sent de l’hystérie.”


Whatever the cultural reasons for the illness behavior of these southern Italian women—and one may presume many such reasons on the part of  powerless young women in a patriarchal society—they probably did not have epilepsy. So it is with many of the men and women in this book: They probably did not have an organic illness, although we cannot be sure.


The Symptom Pool


The pool of psychosomatic symptoms, physical symptoms caused by the action of the mind, has a history. Of the various types of psychosomatic symptoms, those attributable to the motor side of the nervous system are the most colorful. Reaching back into antiquity, they include sudden loss of the power of speech (hysterical aphonia);4 the inability, all at once, to open the eyelids; contractions, incapable of relaxation, of the elbows, wrists and fingers; and failure to get out of bed one morning because the lower limbs are paralyzed. Historically, the commonest of the motor symptoms have been fits, or pseudoepileptic fainting and writhing about. In fits, motor activity is apparently out of control, the limbs twitching histrionically, the eyes turned back in the head, the affected individuals (they do not become “patients” until they see a doctor) often screaming, cursing, and attempting to bite those nearby.5


In the domain of pseudoepilepsy there is truly nothing new under the sun. According to a note in the November 7, 1711, Spectator: “Mr. Freeman had no sooner taken coach, but his lady was taken with a terrible fit of the vapours, which, ’tis feared, will make her miscarry, if not endanger her life.” “After many revolutions in [Mrs. Freeman’s] temper of raging, swooning, railing, fainting, pitying herself and reviling her husband, upon an accidental coming in of a neighbouring lady … she had nothing left for it but to fall in a fit.” Mrs. Freeman was quite accustomed to throwing teacups into the fire and berating the menfolk surrounding her. Whatever the true cause of her unbridled behavior (“this fashionable reigning distemper”), it is unlikely that she had epilepsy.6


Far from London in rustic Edale, Dr. James Clegg went to visit his mother on September 14, 1730: “She was seized whilst I was there with a most violent hysteric fit exactly at the time the moon came to the full. I lodged there that night.”7 Again, Dr. Clegg’s mother probably did not have epileptic attacks at full moon, though we cannot know for sure. There was Mrs. King, thirty years old, of Northfleet and a patient of John Woodward, a distinguished London physician. In the spring of 1705 “a great grief” affected her, whereupon “she fell into a most violent griping pain of her stomach. In a quarter of an hour she perceived a  tingling, and afterwards a deadness of her left hand, which gradually ascending up her arm, took her head, when she lost all sense, and became finally cold, stiff, and was thought dead.” Mrs. King had a long and complicated medical history: “She had once a fit upon a fright, in which she lay as dead for three or four hours.” Further: “Upon grief she has had frequently risings in her throat and chokings. A fright affects her back instantly with pain…. It also brings on a flight vertigo and pulsation in her back and head, as also palpitation of the heart with a flushing and heat of her head and face.”8 Thus a whole riot of bodily symptoms could accompany an attack of fits, for somatizing patients often experienced all major varieties of psychosomatic symptoms simultaneously.


Mrs. King’s case merely hints at another kind of motor symptom: globus hystericus, the sensation of a ball rising from the depths of the abdomen and lodging in the throat, whereupon an attack of fits begins. In 1713 a Mrs. Cornforth described to Doctor Woodward what she experienced in such a fit: “First her legs became feeble, so that they would not bear her weight and she could not possibly stand up.” Then back pain commenced: “Immediately her heart begins to throb and palpitate, the throbs pointing at, and forcing [radiating] towards the part of the back so pained; they also force to her arms, neck, and head at the same instant, and the pulsations, in all, keep time exactly with the heart and back.” She feels nauseated, and then “she sensibly perceives something fluid ascend from the place pained in her back up into her shoulders, the scapulae, arms, neck, and head.” At this point Mrs. Cornforth describes much “throbbing” and writhing in her upper body and internal organs. Finally “she feels something descending down her back to her stomach, and the fit is instantly at an end.”9


“Vapours, otherwise called hysterick fits and improperly, fits of the mother,” said London physician John Purcell in 1702, “is a distemper which more generally afflicts humankind than any other whatsoever.” Its symptoms? “First they feel a heaviness upon their breast, a grumbling in their belly, they belch up, and sometimes vomit…. They have a difficulty in breathing and think they feel something that comes up into their throat which is ready to choke them; they struggle, cry out, make odd and inarticulate sounds or mutterings; they perceive a swimming in their heads, a dimness comes over their eyes; they turn pale, are scarce able to stand; their pulse is weak, they shut their eyes, fall down and remain senseless for some time.”10 These are typical accounts of fits, which dominate the motor hysteria scene until well into the nineteenth century.


The motor symptom of inability to walk owing to supposed paralysis of the lower limbs reaches far back into time as well. Occurring chiefly in young women, these psychogenic paralyses would become virtually epidemic in the nineteenth century. But they were not unknown in the seventeenth century, when sufferers sought relief at such watering places as Bath. Thus in 1682 Mrs. Budghill of Exeter, “a comely young gentlewoman” of twenty-five, came to Dr. Robert Pierce, “all parts enfeebled and benumbed, but especially the lower parts, so that she could neither stand nor go, and the sense of feeling was depraved in all parts.” Multiple sclerosis? A spinal tumor? She was “first put into the Queens-Bath, afterwards in the King’s; and after a whiles bathing was pumped [given an enema],” and given various medications, so that she “at length very well recovered the perfect use of, and sense in, all her limbs.”11 Accordingly Mrs. Budghill’s paralysis was probably psychogenic.


The evidence given at canonization hearings for possible saints, reflects the whole range of premodern forms of hysteria. Thus at the hearings for François de Sales, bishop of Geneva, who died in 1622, much testimony was accumulated of miracles performed in the countryside around Annecy in the 1650s in the deceased bishop’s name. Thirty-four of the miracle cures in adults concerned paralyzed and crippled limbs. For example, after a series of maladies, in 1658 the gentleman Roget de la Bisolière found himself “paralyzed in all limbs, particularly below the waist, and since about two months I had also lost the sense of feeling.” After praying to François via the intermediary of the Virgin, the man “felt an extraordinary power in all his joints” and was able to walk again easily. In 1639 Jeanne-Marie de Viry, “having been paralyzed for twelve years,” was able to walk again after praying at the bishop’s tomb. There were many similar cases.12 Thus there is little new in the realms of hysterical paralysis and paresis.


On the sensory side, seventeenth-century witches represent a familiar historical example of anesthesias, the absence of feeling in the skin. Sometimes women accused of witchcraft were alleged to have induced anesthesia in their victims, sometimes themselves to be anesthetic, the anesthesia discovered only during the investigation. Lisa Tutken of the village of Sydinghusen in Germany, for example, was arrested in 1631 because of “black magic” and was thereupon interrogated. Undressed before the examining judge, “a stigma is discovered on her right shoulder-blade, as though [the devil] had seized her with three fingers; when the needle is stuck in deeply, she feels nothing.”13 This woman evidently suggested herself into an actual sensory deficit, on the basis of the general  belief that individuals such as herself must be anesthetic. Her form of symptom must have been well established in the symptom pool of early modern society.


Psychogenic pain poses more of a problem for historians because one is usually unable to rule out organic sources of pain in a given person. Yet in some cases the pattern is so striking that a physical disease is unlikely to have been the cause. Here, for example, is Martha Greswold, a twenty-three-year-old gentlewoman who was brought to Bath in May 1663, “so weak as not able to use hand nor foot, nor so much as to lift her hand to her head, but was carried from place to place, and lifted into and out of her bed.” The striking aspect in this case, however, is not her weakness, which could have been caused by many different diseases, but the pattern of her pains. She had already had an attack of joint pain at thirteen. Now, “after taking cold, this wandering arthritic pain took first one knee, after a while the other, and so leaped from joint to joint till it had gone over all her limbs.” There was an even-more-pronounced psychiatric element: “Her head was concerned in her general weakness; she apprehended everything that was said to her, but remembered little or nothing.” A final argument against the organicity of her pain is that Doctor Pierce’s therapy cured her. A vigorous round of enemas, laxatives, and bathing improved her so that seven weeks later she was able to ride homeward (a two-day journey on horseback). She then remained well for ten years—her husband dying in the interval—until clinical signs of gout (nodes at the joints and so forth) became apparent.14 Even if Mrs. Greswold had already experienced early symptoms of gout in 1663, her total debility still represented a form of somatization.


The fourth compartment in the symptom pool is the body’s internal organs, regulated by the autonomic nervous system. The unconscious mind is able to achieve what the conscious mind cannot: manipulation of the smooth muscle of the esophagus, stomach, and intestines. (It is extremely difficult deliberately to make one’s esophagus swallow smoothly or one’s bowels function.) Many disorders involving the bowels, for example, are psychogenic and have been familiar to doctors and patients since time out of mind. In 1816 Dr. G.L.V. Hohnstock of the village of Silkerode in central Germany described a kind of bowel-obsessed patient, chronically plagued by constipation, diarrhea, and abdominal pain. In the course of the patient’s story, we reach the point where he has finally achieved an “opening,” a bowel movement.


Often as a result of the relief he now feels, he falls into ecstasy. Now he directs his attention very specifically to his B.M.’s because he knows  what agony and anxiety constipation have caused him. Whenever the subject comes around to constipation socially, he perceives again these hypochondriacal complaints. He is happy to spend long sessions upon the toilet. To extend his stay he lays in a supply of books. Also he takes purgatives to combat constipation, and any doctor can insinuate himself with [the patient] who is willing to prescribe them…. The hypochondriac now believes that life is impossible without laxatives, and if none are available, he gives himself enemas. He also pays quite exact notice to his stool and its composition, keeps a diary of it in which he records daily with great exactness the quantity and quality of the excrement.15


It is evident from this description that the bowels of Dr. Hohnstock’s patient were influenced by the action of his mind.16


Dr. Hohnstock’s patient is also of interest for several other reasons. He perceived a good deal of abdominal pain, which may have arisen from the disordered action of the gastrointestinal tract. This would be an example of what is now called irritable bowel syndrome. (Although the problem seems ultimately to be psychogenic, its immediate impact is a real disruption of function.) Then there was the man’s own analysis of his problems, his illness attribution, for Doctor Hohnstock’s patient was hypochondriacal.


Hypochondria is a separate dimension of psychosomatic illness, more a state of mind than a physical symptom as such. It is found in three different contexts.17 First, hypochondria means a preoccupation with bodily symptoms, amplifying or misinterpreting what one is actually perceiving.18 Permitting oneself to become chronically debilitated and bedridden by a strained back, for example, represents the amplification of a symptom. Second, there is unreasonable fear about disease, a phobia of catching tuberculosis from door handles (as at the turn of the century) or of contracting AIDS from one’s waiter in a restaurant (as many fear today). Such phobias play a role in understanding societal responses to illness, but most psychosomatic patients do not merely fear disease: They are already highly symptomatic. Third, there is misguided disease conviction—attributing one’s symptoms to a certain disease, such as colitis among the upper crust of late-nineteenth-century France or chronic fatigue syndrome today. In the past, patients with irritable colons have imagined that their bowels had impassable strictures in them. Other patients might believe that their insides have “turned to water” or no longer even exist. These are both frankly delusional extensions of the same theme of fixed false beliefs about the body’s internal state. Among  premedical examples of such fixed attributions were witchcraft and demonic possession.19 Medicalized versions of such attributions begin with “animal magnetism” and “catalepsy” in the last quarter of the eighteenth century.


The larger point is that patients’ representations of disease help form the contents of the symptom pool. What people thought they had plays an important role in the history of psychosomatic illness, the more so because these attributions are especially vulnerable to medical “shaping.”


An Eighteenth-Century Symptom Census


The historical story lies, in fact, just as much in changing attributions as it does in changing symptom patterns. Both must be considered in assessing the pattern of psychosomatic illness in a given period. One asks, for example, if the background hum of normal, day-to-day discomfort actually changes over the years? What symptoms does one experience in any given day, without their necessarily being defined as major illness for which medical help is sought? This question is impossible to answer for any historic population as a whole, for records usually have not survived of what individuals experienced on a day-to-day basis. Yet for small, literate elites in the eighteenth century and after, there are such records, in the form of diaries and letters.


Some eighteenth-century English data suggest that this “background hum” of bodily perceptions that are not necessarily defined as disease may change little historically. The diaries and letters of seven eighteenth-century figures—three men and four women chosen more or less randomly from the large corpus of memoir and diary literature—were sampled in order to answer the questions: What patterns of somatization occurred in the daily flow of ordinary life? To what kinds of bodily symptoms were these individuals most sensitive?20 To some extent, these “respondents” were noting organically caused symptoms, such as infections or arthritis, as well as somatization. Yet enough complaints of apparently psychological origin emerge to convey a sense of garden-variety somatization at the outset of our story.


Dudley Ryder, for example, a political figure who by 1754 had become lord chief justice of the king’s bench and privy councillor, was a young man in his mid-twenties preoccupied with his health. His diary entries for 1715 and 1716 offer a tale of somatic woe. January 21, 1716, saw the first mention of shoulder pain; a day later the pain had spread to his neck  and the other shoulder. He drank a bottle of ale to “sweat” the pain out, but by the following day it had spread to his thighs. By March 1 the pain, previously in his shoulders and thighs, was in his foot. On March 15 he entered into a contract with the mistress of a bathhouse for a year.


The reason of my design [to go often] is that I think it will strengthen my body, purge it of ill humours, fence me against cold, prevent convulsions which I have sometimes been afraid of by reason of those sudden startings which I have sometimes. I have heard also it is good against the stone and gravel, which I have been afraid of upon the account of those sharp pains I have about my belly…. It will also cure the laxity of the nerves which is the occasion of what they call the vapours.


Two weeks later he came home from a walk and began to feel uneasy, having a sore throat, elevated pulse, and hot hands. Two weeks later his hands had grown even hotter. By May 6 arm pains had begun. A week later he was cupped (underwent bloodletting) to stop the arm pains. By mid-July his family was losing patience with this sensitive young man. “[His cousin Marshall] thinks that my case [of rheumatism] is as much hysteric as rheumatic if not more.” All the while, heavy thoughts lay on his mind, and indeed he exhibited some evidence of depression: “There was one thing troubled me extremely … and that was the apprehension I was under that I was not capable of getting my wife with child if I had one. I find myself not very powerful in that way and it makes me very uneasy to think my wife should have reason to complain.” On and on went the record of “swooning,” “giddiness,” and “melancholy.” Ryder lived another forty years.


By contrast the duchess of Northumberland, forty-four as we encounter her in 1760, complained more of fatigue and gout. May 6, 1760: “Tired to death.” September 8, 1762: “I was very ill.” July 1, 1771: “Being too lame on my arrival in England to pay my duty to their Majesties in public …” May 20, 1772: “I forgot my gout and got out and walked part of the way.” Of course she may have had gout, but her entire circle of young upper-middle-class society women believed themselves gouty as well, and it is likely that most did not have organic disease of the joints.


Bridget Byng, healthy enough to outlive her husband, John—the fifth Lord Torrington—by ten years, was continually ill throughout the 1780s and early 1790s. Early in June 1781, when she must have been in her late thirties or early forties,21 she said she was unable to walk far without pain. Two weeks later husband John wrote, “As Mrs. B. was not well, I stayed at home after my walk.” Six days thereafter she was “tolerably  well, tho she has been much fatigued with the rumble to Gloucester.” In August of the following year John fulminated not only against his wife but her whole set: “All my ladies were so fatigued by the toil of the day, that they hurried home to bed; a most precious, nervous set, encouraging each other in sickness and fancies; never drinking one glass of wine but by the advice of the doctor. The maids, in imitation of their mistresses, fall sick likewise, and complain bitterly of their bad health!!” By 1794 little had changed. September 15: “Mrs. B from illness quickly retired to bed.”


It is clear that this well-to-do coterie suffered from quotidian psychosomatic illnesses not entirely unlike those of today.


Some statistical analysis can be made of the references in these letters and diaries. Of a total of 243 somatic complaints, almost half are the hypochondriacal mopings of Dudley Ryder. The other six individuals, although symptomatic from time to time, were not high symptom reporters. If one assigns these 243 symptoms to major categories, pain is the major single complaint (21 percent of the total). Only 12 of the 243 symptoms concern the motor side of the nervous system, and the incidence of classic hysteria in day-to-day life must surely have been low (although spectacular when it occurred in the form of sudden blindness, deafness, paralysis, and so forth). Thirty-five complaints were attributable to the routine somatic symptoms of anxiety and depression (sweating and fast pulse in anxiety, tiredness, lack of appetite, and insomnia and the like in depression). And 42 notices appeared of some other variety of sensory complaint. The remaining symptoms were too varied to outline in this manner. In sum, the volume of perceived aches, pains, and weariness has probably changed little historically. What changes is people’s readiness to seek medical help for these symptoms, to define them as disease, and to give them fixed attributions.


The Doctors’ Story Begins


From the outset it must be emphasized how unreliable medical diagnoses have been historically. One may go badly awry in thinking that the diagnostic label pinned on the patient necessarily reflects the reality of his or her illness. The many young women with multiple sclerosis who received the diagnosis “hysteria” are a perfect case in point.


The difficulty of breaking through the diagnosis to the reality of the illness was a problem not just in the eighteenth century but throughout. By the late nineteenth century, for example, medical diagnostics had  greatly improved. Yet doctors still had great difficulty untangling the psychogenic from the neurogenic, as we see in the example of neurosyphilis (“tabes,” “progressive paralysis,” “general paralysis of the insane”). Here is Josef P., a senior official in Austria’s internal revenue service, who in 1893 at age thirty-five presented to his family doctor with symptoms of “nerve pain over his entire body, attacks of dizziness, headaches and colics.” He also displayed some behavioral abnormalities, “yelling and screaming so that the neighbors yards away could hear, slamming doors so that the house shook, and seeming more confused from month to month.” Over the months to come Josef P. consulted three of Vienna’s most eminent neuropsychiatrists, Richard von Krafft-Ebing, Julius Wagner-Jauregg and Moritz Benedikt. Each had an international reputation and had written books about psychiatry and neurology. So what disease did Josef P. have?


Professor Benedikt said that he had “hysteria virilis.” Professor Wagner-Jauregg diagnosed “polyneuritis.” And Professor Krafft-Ebing believed that he had “progressive paralysis,” the nineteenth-century term for neurosyphilis. Thus on the basis of the same data three eminent professors had arrived at three entirely different diagnoses.22 Although Krafft-Ebing’s diagnosis was the correct one—the patient would die insane and paralyzed in an asylum—we see what difficulties would be encountered by a historian who wanted to write a history of “hysteria” or “polyneuritis” on the basis of diagnostic terms alone. If one wants to press through to the historic reality of patients and their illnesses, it is unwise to satisfy oneself solely with diagnoses. A reasonably full record of the course of the illness is needed. However, medical diagnostics play a role in shaping illnesses and cannot be ignored.


A history of psychosomatic illness has little reason to dwell on medical theories before 1800, for two reasons. One is that most patients did not come into contact with physicians but rather with midwives, herbalists, and other such paramedical figures. Although patients’ views might have been influenced by these professionals, little medical shaping of their symptoms occurred. The second is that traditional doctors did almost nothing by way of clinical examination or investigation, and accordingly were far less capable of differentiating somatogenic from psychogenic illness than even the Viennese professors of a later era.


Was a lesion present or not? Before 1800 physicians were usually unable to give a reliable answer. These doctors suspected, of course, the existence of symptoms without diseases, as doctors since the ancients have always done. But the eighteenth-century categories for pigeonholing such problems—“hysteric and hypochondriac affections” and “the vapours”—were  so shot through with obviously physical disease that the average physician’s competence at separating organic from psychosomatic must have been tenuous at best. It is striking in the literature on hysteria to see how many patients have a fever (meaning they have an infectious disease), and how many die soon after the diagnosis is made.


To illustrate this point: Mary Prettyman, twenty-three and “of tender habit” (delicate) was a patient of John Andree’s early in the eighteenth century in the London infirmary. “About ten weeks ago [she] was taken with a great working in her bowels, swelling at stomach, after that grew hot and feverish, then had a tremor all over, and fell into a fit, crying and laughing alternatively, which lasted about three hours.” These symptoms persisted about two weeks. “This case is properly hysterick,” noted Doctor Andree, attributing her problems to a missed period. We ask retrospectively, if Miss Prettyman was experiencing fits of psychological origin. The answer is probably that she had some kind of febrile delirium from an infection.23 In other words, most medical accounts written before the beginning of careful clinical investigation of patients in the nineteenth century run the risk of conflating the organic and the psychological. As a result we learn little about the actual occurrence of somatization from earlier medical reports.


Three Eighteenth-Century Views of Mind-Body Relations


For some purposes the quality of the diagnosis is irrelevant. When, for example, we discuss medical theories as an independent influence in the shaping of patients’ symptoms, it does not matter whether the doctors’ diagnoses were correct or not. What counts is the physician’s expectation of disease presentation, however ill founded in reality his expectation might be. Because it is this expectation that helps to determine what the patient brings to the doctor, in the hope of having his or her ailment diagnosed as legitimately medical, it is necessary to sketch the main eighteenth-century views of how body and mind influence each other and then see how the advance of basic medical science contributed to shifting these views. In this shift lay the basis of nineteenth-century “reflex” theory, a major moment in the history of psychosomatic illness.


Before the revolution in the neurosciences that occurred late in the eighteenth century, traditional medical views of mind-body relations could be divided into three groups: humoral theories, “master organ” theories, and theories stressing the role of nerves.


Humoral theory, the doctrine that the body was composed of four humors,  had the most distinguished ancestry of the three. These humors then determined temperaments, and specific kinds of disease were associated with each temperament. Given that disease resulted from an imbalance of the humors and temperaments, medical therapy should be directed toward getting them into balance again. As Edward Baynard, a society doctor who divided his time between Preston and Bath, poeticized in 1719:


For in ten words the whole art [of medicine] is comprised,
 For some of the ten are always advised:
 Piss, spew and spit,
 Perspiration and sweat
 Purge, bleed and blister,
 Issues and clyster.
 These few evacuations
 Cure all the doctor’s patients
 If rightly applied
 By a wise physic guide.24


Baynard gives us here a thumbnail sketch of traditional humoral therapeutics: Get those humors right by giving drugs that cause the patient to salivate, sweat, urinate, or evacuate his bowels (a clyster is an enema). He also alludes to a refinement of humoral therapy called “counter irritation,” creating skin lesions in order to draw up those poisons from below. Caustic material (an “issue”), for example, might be bound to the skin in order to encourage the formation of pus. All this polypharmacy was directed toward getting out the bad humors and righting the good.


Humoral diagnosis and therapeutics retained their millennia-old grip on many physicians right until the middle of the nineteenth century. For example, in 1836 a professor of psychiatry in Würzburg, Johannes Friedreich, could explain various mental illnesses in terms of notions about the humors and temperaments that had gone comfortably unchallenged for hundreds of years: Depression was caused by the melancholy temperament (once associated with the humor black bile), mania by the choleric temperament (yellow bile), psychosis (Narrheit) by the sanguine temperament (blood), and dementia by the phlegmatic temperament (phlegm). Treatment of mental illness could therefore be aimed at the internal organs, which were responsible for the humoral balance acting upon the brain.25 In its ability to explain how the parts of the body communicated with one another in health and disease, humoralism had great apparent power and gave ground only slowly to its competitors.


A second group of eighteenth-century theories explaining how the  body influenced the brain invoked specific internal organs, and made these organs a kind of master control that guided the brain. Theories inculpating the uterus as the master organ, in women at least, are ancient.26 John Sadler, a physician in Norwich, having “consulted with Galen and Hippocrates for my proceeding,” concluded in 1636 that, “among all diseases incident to the body, I found none more frequent, none more perilous that those which arise from the ill affected womb: for through the evil quality thereof, the heart, the liver, and the brain are affected.” Therefore a typical affliction of women, resulting in symptoms that would later be labeled “nervous,” was “suffocation of the mother [uterus].” Sadler explained it was not that the uterus itself was strangled, “but that it causes the woman to be choked. It is a retraction of the womb towards the diaphragm and stomach, which presses and crushes up the same,” resulting in suffocating and fainting. A synonym in Sadler’s work and others’ for “suffocation of the mother” was “the hysterical passion.” The womb was its seat.27


The great English physiologist William Harvey wrote in 1651 in his work Anatomical Exercises on the Generation of Animals: “For the uterus is a most important organ, and brings the whole body to sympathize with it…. When the uterus either rises up or falls down, or is in any way put out of place or is seized with spasm—how dreadful, then, are the mental aberrations, the delirium, the melancholy, the paroxysms of frenzy, as if the affected person were under the dominion of spells, and all arising from unnatural states of the uterus.”28


These uterine-centered views were widely accepted by the population as a whole, male and female. Midwife Jane Sharp was certainly a partisan of them, as she wrote in her midwives’ guide in 1671, “Among all diseases, those that are called hysteric passions or strangling of the womb are held to be the most grievous. Surrounding and falling sickness [dizziness and fits] are from hence, by the consent the womb hath with the heart and brain, and sometimes this comes to pass by stopping of the terms [menses], which load the heart, the brain and womb with evil humours.” It was sympathy between brain and womb that, in Mrs. Sharp’s view (which she believed was that of Hippocrates as well), caused ill humors from the uterus to produce headaches. Worse: “Some are frantick [insane], others so silent they cannot speak. Some have dimness of sight, dullness of hearing, noise in their ears, strange passions and convulsions.”29


For centuries people had believed that one could treat the uterus by subjecting it to noxious odors, burning a foul-smelling herb called asafetida, for example, to procure an abortion as the woman crouched over the  smoke, or burning feathers under her nose to cure hysteria. As William Roots, on staff at St. Thomas’s Hospital in London, explained to the medical students in 1836: “My impression is that one of the beneficial results of these foetid substances in hysterical conditions is the peculiar effect that they produce on the mind, through the medium of the olfactory nerves. You all know that nothing is more common, when a woman is hysterical, than to see her relieved for a time by the burning of feathers under her nose. It would be difficult perhaps to find anything much more digusting than that.”30 Uterine theories, in other words, made the patients of St. Thomas’s responsive to this particular placebo therapy.


Even after the uterus had passed from fashion as “master switch,” an association between uterus and hysteria remained in the popular mind. Both were believed somehow linked to perverted sexual desire. In 1894 Robert Sommer, a psychiatrist at the University of Würzburg, urged his colleagues to avoid the term hysteria in dealing with patients, “who almost without exception think of something sexual. If a doctor, for example, gives a mother the happy news that the prognosis of her seven-year-old daughter is favorable because her convulsions are merely ‘hysterical’ in nature, the mother will be silently indignant—or sometimes very loudly as well—at the presumption that her little sweetheart is already ruined sexually.”31 Thus we are dealing with a culture already highly inclined to believe in fabulous notions about the sex organs, providing a fertile soil for further medical suggestion.


One final point about the physicians who considered the uterus a master organ: Many of them were particularly interested in nervous disease. This is important, for uterine theorists provided direct continuity between age-old inculpations of women’s reproductive organs and nineteenth-century “reflex” views. In England such otherwise progressive obstetricians as Edinburgh’s John Aitken continued late in the eighteenth century to indict the pelvic organs in “furor uterinus, or nymphomania, an itching sensation about the os externum [vaginal cervix],” whose symptoms were, “lasciviousness, micturition, and convulsive motions.”32 Dublin obstetrician Edward Foster defined furor uterinus as “a vehement desire of venery, attended with melancholy or mania.” Among its causes were suppressed menstruation; among its remedies emmenagogues (drugs to induce menstruation) and “acrid pessaries.”33


Nor was this incrimination of the uterus in psychiatric ailments some specifically British quirk. Only those vapors that cause hysteria come from the uterus, not all vapors, conceded Edme-Pierre Cauvot de Beauchêne, later a consulting physician to Louis XVIII. How were the victims of this “hysteric nervous illness” to be recognized? “Some  women fall to the ground in convulsions and screaming, others are silent. Some fall into an alarming faint which manifests itself under the false guise of a peaceful sleep. The convulsions and fainting spells then may give way to laughter without apparent cause, or in other patients perhaps to unmotivated tears.”34 Jean-Baptiste Louyer-Villermay, a Paris physician and author of a widely read work on hysteria, considered the uterus fundamental. After presenting evidence on the different clinical courses of hysteria and hypochondria, he concluded, “All this proves that in hysteria, the uterus is the affected organ and that it plays the principal role.”35


What other organs controlled the mind, producing hysterical symptoms? A second major candidate alongside the uterus, particularly in France, was the digestive tract. Continental medical writers were especially interested in the stomach. They held it to be the seat of the emotions and considered that various psychiatric disorders originated from the stomach and its nerve plexuses.36 In 1774 the Erlangen professor Jacob Friedrich Isenflamm, for instance, produced a murky tract on the cranial nerves and the stomach as keys to the nervous system.37 In a series of papers in 1796 and 1797, Pierre Jean Georges Cabanis, a Paris academic and hospital administrator, spotlighted “the immediate action of the stomach upon the brain.” At fault, he believed, was “the improper distribution of energy [la mauvaise distribution des forces] which is common to all nervous diseases and is specially evident in those having as their site the stomach and the diaphragm.”38 Several years later the noted Paris anatomist Marie François Xavier Bichat implicated the ganglia of the autonomic nervous system, the gastrointestinal tract, and the brain in a quite elegant model of nervous disease. Whereas paralysis, hemiplegia, infantile convulsions, and the like had their seat in the head, other disorders such as hysteria, hypochondria, and melancholia had their seat in the belly, perhaps in association with the nervous “ganglia.” Bichat thought this made sense empirically because visceral pain had (and has) a different quality than does somatosensory pain. Furthermore, “I think it very probable … that the sympathies [among these organs] play a real role in hysteria, in certain kinds of epilepsy where the fits begin with a painful sensation in the epigastrium, and in the whole group of so-called nervous affections, which the laity conflate under the name ‘Vapours.’”39 The result of all this peripheral localization theory—notions that attribute psychic states to the action of body parts other than the brain—was to pave the way for the systematic treatment of such mental disorders as hysteria by treating the periphery of the body.


Some authors asserted that the nerves control the mind. We have been  discussing prescientific views of mind-body pathology in the eighteenth and early nineteenth centuries, views held by authors who either wrote before the explosion of mid-eighteenth-century empirical research into neurophysiology, or whose work was little affected by it. As a part of such prescientific views, other writers stressed the nervous system itself. The belief that the nerves must somehow influence such nervous phenomena as epilepsy reaches far back into the history of medicine.40 It received a new impetus at the beginning of the eighteenth century from the theories of Friedrich Hoffmann, who in 1693 accepted an appointment as professor of medicine in the newly founded university of Halle. Hoffmann, like a number of his early-eighteenth-century counterparts, set out to construct a system to account for the body’s functioning in health and disease. These systems were all more or less castles in the clouds, built abstractly from “first principles” and lacking (aside from anatomical dissection) any empirical basis. Hoffmann’s system, articulated in numerous publications from 1718 onward, hypothesized a “nervous ether” radiating out from the brain and setting the rest of the body mechanically in motion. Illness occurred when contractions (arising perhaps from the stomach) closed down the pathway of this fluid. Hoffmann believed that such contractions preferentially affected the spinal column.41 Hoffmann’s system was thus of particular interest because it called attention to the nervous system, especially the spine.


After Hoffmann, many eighteenth-century writers focused explicitly on the nerves in “vapours,” “spleen,” “hyp” (hypochondria), and the like. “These hysterical affections as well as hypochondriacal sometimes begin in the brain, where the spirits are first irritated and impelled into inordinate motions,” wrote London physician Richard Blackmore in 1725. “Thence the tempest drives through the nerves down to the lower parts, and carries great disorder and confusion wherever it comes.” He believed that his ideas “will facilitate our conceptions [of] how hysteric fits are produced in the head.”42 The great Italian pathologist at the University of Padua, Giovanni Battista Morgagni, was quite contemptuous of “the old exploded and long rejected error” that the uterus ascended in the body. For Morgagni, in hysterical and hypochondriacal illness, “the chief disorder is in the nervous system, as it is called.”43 This tradition of doctrinaire and a priori theorizing reached a provisional high point when in 1777 the Edinburgh professor of medicine William Cullen added the disease class of neuroses, ailments of the nervous system, to a celebrated nosology, or classification of diseases, which he had first published in 1769.44 With Cullen’s work, the nervous system was drawn firmly into theoretical view.


How did the nerves work? Among abstract theorizers of the nervous system, the doctrine of “sympathy” had particular resonance. It was particularly on sympathy that later writers about spinal irritation and reflex neurosis would draw with gusto. Many of the above-mentioned authorities had invoked sympathy among the organs as the explanation of how body systems communicate with one another. Indeed, the doctrine of “sympathy” goes right back to Galen in the second century after Christ.45 And practice-oriented physicians often noted that the organs were in communication. For example, the obstetrician William Giffard observed early in the eighteenth century that administration of an enema to a mother in labor seemed to quicken the action of the uterus: “A clyster not only makes more room, by freeing the rectum from the excrements contained in it, but very much forwards the delivery, by putting the muscles and uterus in motion by its irritation.”46 But as to how this intercommunication between body systems worked, theorists had not really got beyond some unspecified mechanism of sympathy, which regulated the message traffic, causing the breasts to swell as the uterus enlarged in pregnancy, or the bladder to give off a “large flow of pale colourless fluid” after an epileptic or hysterical fit.47 It remained for the eighteenth-century neurophysiologists to give new impetus to this familiar notion of sympathy.


Irritation and the Reflex Arc


Simultaneous with arid theorizing, practical research on the nerves and their illnesses was going on across a wide range of basic medical sciences. Some of this work amounted simply to sniffing out anecdotes in support of preconceived notions; other work led to a virtual scientific revolution that destroyed humoralism. The result of all this research activity was, by 1800, to cast the spotlight on two particular phenomena of great importance to nervous disease: (1) a specific kind of pathology called “irritation,” and (2) a proposed mechanism to explain disease, called “the reflex arc.”


What exactly happened to the body in nervous disease? After Hoffmann, the nervous system would become the preferential territory in searching for causes of hysteria and hypochondria. This story began with the work of the Swiss physiologist Albrecht von Haller, who in 1736 accepted a post at the newly established university at Göttingen. Having earlier studied with Hermann Boerhaave in Leiden, Haller was pricked by the budding Enlightenment spirit of empiricism. He actually did experiments  with muscle fibers rather than merely theorizing about them, and thus gave an empirical basis, in his great work published between 1757 and 1766, to the ancient doctrine of irritability. He had observed that muscle fibers shorten briefly as they contract, thereby showing themselves to be irritable. As Charles Singer and E. Ashworth Underwood put it, “The characteristic of irritability is that a very slight stimulus produces a movement altogether out of proportion to itself, and that [the muscle] would continue to do this repeatedly so long as the fibre remains alive.”48 This doctrine represented a major accomplishment of empirical research, one of the first of modern times. It suggested a concrete, physical mechanism of what exactly was wrong with the nervous system: It was too irritable.


The next chapter in the story, alas, represents a mere caricature of research and medical advance—the writings of the Scottish physician John Brown. Brown had studied with William Cullen and hoped to wrench himself from poverty by building a great system, similar to those of Hoffmann and others. Clearly borrowing from Haller’s notion of irritation, though without acknowledging it or doing any research on the subject, Brown postulated in 1780 that all the tissues of the body were “excitable.” Disease occurred when tissues were too little excited (asthenic) or overexcited (sthenic).49 All this “Brunonian” (from Brown) theory, a house of cards having little to do with Haller’s work, could be forgotten had it not had such an enormous impact on theorizing about nervous disease, especially on the Continent.50 Now physicians would be asking not whether the humors were out of balance but whether the nervous system had become too “excited.” And because excited is close to irritable or irritated, they might also ask whether nervous disease was not a result of irritation.


Irritation acquired a kind of spurious legitimacy because for a period of time it was conflated with inflammation.51 Inflammation represents a real disease process in which the affected part is hot, turgid, red, and painful and exhibits loss of function. Irritation has only the last in common with inflammation: There is some functional deficit but no lesion, no evident pathological change. Such authorities as François Joseph Victor Broussais in Paris, inventor in the years after 1808 of yet another medical system in which patients were bled, used terms like inflammation and irritation almost interchangeably, suggesting that one was just a subtype of the other.52 Such sloppy usage helped elevate irritation to the dignity of a genuine pathological entity.


At the end of the eighteenth century, the doctrine of irritation began to be applied clinically, to the spine as well as to other parts of the body. In  1800, for example, another Scotsman, the Glasgow surgeon John Burns, explained how sympathy could carry disease processes in the body far from their original sites. Burns switched back and forth in his account between the terms inflammation (which he generally used when clear pathological changes were at work, but sometimes when they were not) and irritation (which he apparently regarded as a kind of global term for disorder). In Burns’s view, whenever irritation or inflammation appeared, some kind of local treatment was necessary.


The significant difference between irritation and inflammation was that the presence of irritation had to be hypothesized on the basis of other symptoms, such as unusual behavior on the patient’s part or symptoms far distant from the irritated site. Inflammation was obvious at the site. Thus the assumption of irritation gave license for a series of invasive, meddlesome, and unnecessary interventions that presupposed the presence of disease where none actually existed. Burns had suggested treating inflammation of the spine, for example, by putting an “issue,” or caustic compress, on the skin of the back in order to excite pus and pull the irritation away from the affected parts below.53 By 1800 we are thus close to the doctrine of spinal irritation and its treatment.


A second scientific narrative from the late eighteenth century traces the course of the reflex arc in the nervous system. Just as inflammation is a genuine natural phenomenon, so do reflex arcs exist. In the knee-jerk patellar reflex, for example, a sensory signal from the kneecap produces a reflex twitch of the quadriceps muscle, which extends the knee joint. Defects in the twitch point to genuine organic disease of the nervous system. Although previous writers such as René Descartes had speculated about reflexes, it was Edinburgh physiologist Robert Whytt’s animal experiments in the 1750s that demonstrated that the spinal cord (rather than the various ganglia of the abdomen) formed the center of the body’s nervous communication. However the signals might arrive and depart, the spinal cord reflected them. Hence it is fair to say that Whytt established the reflex action of the spinal cord.54


But, in addition to experimenting on research animals, Whytt was also a clinician. In his seminal work on nervous diseases, published in 1765, he linked these hard scientific findings to more abstract musings about how sympathy produced hysteria, hypochondria, and other nervous conditions—an association that lent his speculative views on illness in humans a scientific basis they did not in reality possess. Whytt thought nervous disorders in general were caused by “a too great delicacy and sensibility of the whole nervous system,” as well as by the deficient function of certain body organs. The behavior of pregnant women, for example,  showed that the irritated nerves of the uterus could produce “those symptoms commonly called nervous or hysteric.” Or obstructed menses could sympathetically affect the stomach, whose many nervous connections might then, again by means of sympathy, produce hysterical symptoms elsewhere in the body. “That pains in the head often proceed from a sympathy with the stomach is rendered probable by the violent vomiting which sometimes accompanies the clavus hystericus [a headache that felt as though a nail were being driven into the head], and by observing that people much troubled with wind in their stomach and flying pains in their head are not so often affected with these pains when they are free from the flatulence.” The basis of nervous disease, in other words, was a physical affliction of the nerves (though Whytt allowed for a certain influence of “passions of mind”), and nervous symptoms could be abolished by the standard medical treatments of the day.55 For establishing scientifically the centrality of the spinal cord in reflex action, and culturally, as the author of the first major work on nervous diseases defined as such, Whytt emerges as a crucial figure in the story. Yet if Whytt had not existed it would have been necessary to invent him, for the whole idea of nervous illness lay in the Zeitgeist, specifically in previous scientific writing and nonscientific speculation about the nerves.


Up to this point, no one knew how the many nerves running in and out of the spinal cord on both its front (anterior) and back (posterior) sides shared the responsibility for sensation and motor action. In 1784 Georg Prochaska, one of the many talented Viennese doctors from the Czech province of Moravia, suggested, on the basis of frog experiments, that distinct sensory nerves carried the signals inbound to the cord, and distinct motor nerves carried them outbound from the cord.56 It remained for the English physiologist Charles Bell to establish in 1811 that the anterior spinal roots had motor functions (the motor nerves carried the outbound nerve impulse from those roots), and eleven years later for the Frenchman François Magendie to demonstrate that the posterior spinal roots had sensory functions.57 Therewith the anatomy of the reflex arc had been completely described. An apparent scientific basis for the concept of reflex neurosis had been laid.


Distinctive to the late eighteenth century was the clinical establishment of nervous illness, a concept that had two sources: the abstract theoretical speculations about the nervous system in the sterile tradition of school medicine running from Friedrich Hoffmann down through William Cullen, and the empirical research tradition established by Albrecht von Haller and Robert Whytt. In the 1760s and after in Britain and on the Continent, works proliferated on diseases of the nerves, diseases we would  recognize as mainly psychiatric in nature. In 1763 Pierre Pomme of Montpellier explained that vapors were, as he thought, caused by dried-up nerves. Among the symptoms of the vapors: pounding headaches (le clou hystérique), “sadness, melancholy and discouragement which poison every pleasure,” bad teeth, bowel noise, leg cramps, periodic paroxysms, fainting, fits, and so on.58 Pomme’s work was typical of the genre explaining hysterical paralyses and the like as a physical derangement of the nerves.


Inevitably, supply rose to meet demand. Patients began presenting themselves to doctors with nervous illnesses rather than with the hyp. In 1783 a learned society in Utrecht sponsored a prize competition for essays on “the causes of the increasing nervous disease in our land.” The Amsterdam physician Jan Petersen Michell indicted “overworked minds,” “neglected physical activity,” too many parties, too much “reading of novels that depict romantic activity,” and the like.59 We are, in other words, at the interface of science and society, where basic scientific advances became cast in terms comfortable to the prejudices of doctors and patients. As early as the 1770s hysterical and hypochondriacal patients started appearing in doctors’ offices claiming that their nerves felt very tense. They were probably echoing some popular understanding of Haller’s doctrine of muscle tensing and irritability, and now were avid to hear from the doctor a confirmation of this “quite unusual tensing” (“ganz besondere Anspannung”), as Erlangen’s Jacob Isenflamm put it. Isenflamm indeed found it quite exasperating to convince patients on the basis of his own experiments that a physical tensing of the nerves was impossible.60


But it was at the very epicenter of somatization, the spa at Bath, that the impact of newly discovered nervous disease on patients’ symptoms showed most visibly. In 1786 James Makittrick Adair, a Scotsman who had some time earlier come to Bath to practice medicine, indicted Whytt’s book as the cause of the modern plague:


Upwards of thirty years ago, a treatise on nervous diseases was published by my quondam learned and ingenious preceptor Dr. Whytt. Before the publication of this book, people of fashion had not the least idea that they had nerves. But a fashionable apothecary [general practitioner] of my acquaintance, having cast his eye over the book, and having been often puzzled by the enquiries of his patients concerning the nature and causes of their complaints [began telling them], “Madam, you are nervous.”61 The medical shaping of symptoms had begun.





CHAPTER 2
 [image: Image]
Spinal Irritation



The modern medical shaping of psychosomatic symptoms did not really begin with eighteenth-century diagnoses of hysterical and hypochondriacal disorders. These terms were far too general to suggest any specific disease presentation. Also, hysterical disorders in the eighteenth century were mainly fits, and fits had been around for hundreds of years, a product of popular belief in demonic possession unrelated to medical views. The shaping of somatization begins with the diagnosis of spinal irritation in the 1820s.1 This pseudodisease, which flourished in medical diagnostics until the 1870s and beyond, offered the first modern instance of a cultural shaping of patients’ symptoms, in this case with the doctor acting as the agent of the culture.


On the patient’s part, spinal irritation meant a sensitivity to sensation in the general area of the back (“the spine”), as well as the belief that far-distant peripheral symptoms were caused by an invisible but nonetheless real disease of the spinal cord. On the doctor’s part, spinal irritation represented the belief that a local irritation of the cord was responsible for the patient’s other symptoms via reflected action.


There were certainly legitimate medical reasons in those years to look for spinal disease2: Tuberculous osteitis (“spinal TB”), or bone infection, in the vertebral column and in other bones was, for example, quite common. But here one would expect objective findings of fever and inflammation, abscesses that could be palpated; bladder and bowels would have ceased to work; the vertebrae might collapse. In irritation, by contrast, there were no local symptoms except subjective tenderness or pain. Moreover, spinal TB was seen in both sexes, whereas spinal irritation was a disease almost exclusive to young women. Spinal irritation was a particularly appropriate diagnosis for an era in which young women were seen as waiting passively for marriage and for the events of life to sweep them along, because it called for the patients to lie flat on their backs for months.


The Diagnosis Crystallizes


In the years before 1820 all the components of the diagnosis were already in the air: the concept of irritation, a new awareness of the nervous system, local treatment of the back and spine, and the doctrines of sympathy and reflex, which would assign to remote parts of the body the consequences of local disease.3 It simply required someone to pluck them from the air and bolt them into place in the form of a specific disease.


The diagnosis of spinal irritation first took form not among the professors of medicine but among provincial English surgeons and apothecaries. For example, in a letter “On Irritation of the Spinal Nerves” to a medical journal in 1821, R. P. Player, a surgeon in Malmsbury, called attention to a kind of spinal disease marked by “the occurrence of pain in distant parts.” On examination, as the doctor pressed on the tips of the vertebrae, patients reported pain. “But in many instances patients are surprised at the discovery of tenderness in a part, of whose implication in disease they had not the least suspicion.”4 In other words the patients’ backs were perfectly fine until called to their attention by Player’s physical examination. About a year later Player published a further account of this “preternatural tenderness,” not just of individual vertebrae but of the entire spinal column, treatment of which could cure “cases of goutty affection of the stomach itself,” as well as “diseases in general.” For local treatment (meaning treatment of the skin directly over the spine), Player recommended cupping with large cupping glasses, bleeding, and blistering.5 Player’s two articles illustrate an early congealing of the diagnosis of spinal irritation.


In 1826 Benjamin Travers, senior surgeon at St. Thomas’s Hospital in London, gave a boost to the notion that local irritation could be “reflected” to the whole system, although he did not dwell on the spine in particular.6 Two years later John Abercrombie, an Edinburgh surgeon and general practitioner who was the king’s personal physician in Scotland and whose main interest was neurological lesions, alluded rather skeptically to “certain obscure and anomalous affections which … present many of the characters of disease of the spinal cord, though their termination in general is more favorable.” “The affections occur almost entirely in women, chiefly those of the higher ranks, and are generally extremely tedious and untractable.” They left as suddenly as they had come, he said.7 By the time of Abercrombie’s writing, therefore, the diagnosis was certainly abroad in the profession.


In the same year, 1828, Thomas Brown, senior physician at the Royal Infirmary of Glasgow, wrote the first major account of spinal irritation: “I allude chiefly to those morbid affections of the spinal nerves so often met with in young females.” Indeed, he deemed it a disease peculiar to females, of whom he had seen many in the Glasgow Lock Hospital for venereal diseases, in the infirmary, and in his private practice. “I find some difficulty in giving a name to this disease,” he wrote, “but as it consists perhaps in a state of increased irritability in some of the spinal nerves, we may name it SPINAL IRRITATION.”


How did Brown diagnose spinal irritation? It presented as a peripheral pain somewhere in the body, such as beneath the breast or near the sternum, in addition to tender spots on the spine of which the patient had not been aware until the examination. Pressing on the spine then elicited the peripheral pain, “thus distinctly proving the connexion between the two.” The disease had two forms: one in which only a single spinal nerve seemed to be affected, and this was seen in men too; and “those in which there is a more general and constitutional irritability, in which the irritation is apt to affect different parts of the spine in succession.” This kind was associated with “the peculiar action of the uterine system,” and was said to “occasion a whole train of singular symptoms.” Some of Doctor Brown’s patients would temporarily go blind. One vomited all that she ate. Another, a young woman of seventeen, had a paralyzed left arm and could swallow only liquids. He cured her with a large blister on her neck (using a substance like acetic acid to raise a large fluid blister on the skin).8 One appreciates the beauty of such a diagnosis: There need be nothing wrong with the spine at all. Merely attributing symptoms to it would justify treatment, and the more convincing and resolute the treatment, the greater the success in cases of psychosomatic illness. The ensuing orgy of blistering, leeching, and cupping of the spine probably represents the first (unwitting) use of placebo therapy in modern surgery.


After the official birth of spinal irritation in 1828, the diagnosis grew rapidly in popularity. It was initially picked up by provincial Anglo-American physicians, rather than by hospital consultants in the medical capitals. Thus a surgeon in Leeds, Thomas Pridgin Teale, wrote the first book on the subject in 1829. Teale said:


The lower extremities become the seat of various morbid sensations, spasms, tremors, et cetera, for the most part resembling those which have been described in the upper limbs. The patients also complain of a sense of insecurity or instability in walking; their knees totter and feel scarcely able to support the weight of the body…. This irritation, or subacute inflammatory state [meaning no inflammation was demonstrated] of the spinal marrow is not necessarily connected with any deformity of the spine or disease in the vertebrae.


The success of bed rest and “local depletion” (cupping and the like) in Doctor Teale’s hands is an indication that his patients probably did not have an organic disease of the spine.9 In his account the evocation of organicity relies on such code words as subclinical inflammation to suggest the hidden presence of real inflammation, a recognized disease with pathological findings, rather than using irritation, in which there was no pathology.10 (This occurs again, much later, with “myalgic encephalomyelitis” and “chronic fatigue immune deficiency syndrome.”) Also, the descriptions of these young female patients staggering and falling about constitute early references to what will be a rising theme in the story: hysterical paralysis.


In the usual pattern of dissemination of innovation in medicine, ideas pass from the professors of medicine and consultants at the center to small-town practitioners at the periphery. The dissemination of spinal irritation was quite the reverse, flowing from the periphery to the center. In 1830 T. N. Smart, a medical practitioner in Cranborne, Dorset, reported the case of a woman of twenty-three who, after having various bodily pains, “soon became stiff-necked and the motion of the jaw impaired … she is subject to hysteric fits; menstruation generally painful.” Four days later: “The muscles of the neck and jaws are rigid; not able to open the mouth wider than will admit the thin end of a spoon; saliva dribbling; voice inarticulate; deglutition [swallowing] painful,” pain everywhere. Smart found, “on examination of the spine, tenderness between the shoulders.” Diagnosing hysteria and spinal irritation, he blistered and bled her, and she speedily recovered. This case helped convince him that “uterine sympathy” had been overrated and that the key to understanding hysteria and tetanus was the spine.11


In Ireland, too, spinal irritation was reported not from the Dublin consultants but from small towners, brothers named Griffin, the more famous of whom, William, had collected his observations on the disorder while practicing in the village of Pallaskenry.12 From the United States in 1832, which then counted very much as the medical periphery, came a report from young Dr. Isaac Parrish, who had just received his M.D. from the University of Pennsylvania and had interned at the Philadelphia Alms House Infirmary. Among his patients with spinal irritation were:

 	Mary Ann Ledden, nineteen and “of delicate nervous temperament,” who had come into the hospital with pain all over her lower limbs that seemed to have no organic cause. “At the time I saw her she was confined to the bed, being unable to move her lower limbs without experiencing acute pain. On examining the spinal column, I found most acute tenderness on pressure over the lower dorsal vertebrae [at the level of the shoulder blades].” He first cupped her, then blistered her, and in a few days she was well again. 
 	Mary Hall, twenty-three, had experienced a partial paralysis of the lower limbs for about a year. Because she had stopped menstruating at the time she came into the Alms House, her problems were deemed uterine. Then a few months later she “was attacked with an unusually violent paroxysm of mania, for which she was sent to the cells; she was alternately singing, talking, and laughing in a most boisterous manner; her lower extremities were powerless.” Leeching and cupping her back and neck repeatedly produced a recovery, evidence in Dr. Parrish’s mind that her diagnosis had really been spinal irritation.13

 
 

After the early 1830s reports of spinal irritation became quite frequent. Such fashionable London consultants as Evans Riadore, who had an office at 73 Harley Street and staff appointments at several London hospitals, began to produce tomes on the disorder, ensuring that it would be seen among upper-middle-class as well as poor and peripheral patients.14 In 1854 Robert Bentley Todd, a London consultant with a vast private practice, said that uterine-caused hysteria could result in irritable spine, thus linking mind, spine, and pelvis in a circle of pathology.15


The diagnosis also began to be reported outside the Anglo-Saxon world. On October 4,1844 a small-town practitioner in Switzerland noted in his diary: “I went over to Mattweil [village] for a consultation, where there was supposed to be a twenty-year-old girl of very fragile constitution who suffered from somnambulistic [hypnotic] phenomena. Such phenomena consist quite simply of excess nervous irritation and nervous activity [excessive Nervenreizung und Nerventhätigkeit] and have their seat and origin in the spine.”16 Thus spinal irritation had been well launched in the world of medical practice.


Spinal Irritation Appears in the Patients’ World


Although the diagnosis was a medical figment, either a false explanation of real, organically caused symptoms or a code word for psychosomatic symptoms, patients nonetheless developed symptoms of spinal irritation. Or else they embraced the diagnosis for whatever symptoms they had. On February 8, 1825, Dr. John Simpson of the textile town of Bradford noted in his journal, “I called to see Dorinda Simpson who is at present at Leeds under Mr. Hey’s care for a disease of the spine. I was happy to find her much better. Diseases of the spine have increased considerably of late years, and principally among females.” Doctor Simpson attributed it to corset-wearing. He continued, “Spinal affections are most common in large towns and more frequent amongst the better ranks of society.”17 Already in the early 1820s young women were picking up on the growing climate of medical suggestion about the spine.


Spinal irritation was a disease attribution remarkably easy to implant by suggestion in the patient’s mind. A vigorous physical examination of the hitherto asymptomatic spinal column would suffice. In 1849 Walter Johnson, a consultant at Guy’s Hospital in London, explained how his colleagues proceeded with their young female patients:


The method of examination at present generally pursued is the following. The examiner stands behind the patient, and, commencing just below the neck, makes firm pressure with his knuckles successively on each projecting ridge, or spinous process as it is called, that stands out from the spinal column. Less usually he tries the effect of scalding the patient by a sponge dipped in hot water. In the course of his investigations it frequently happens that as soon as he presses or scalds one particular ridge or vertebra, he perceives his patient wince or give some evidence of pain. “Aha!” says the physician, “there it is.”


The physician might stop there if he believed that particular vertebra to be the seat of “a local circumscribed inflammation or irritation of a corresponding point in the spinal marrow.” “Sometimes however,” Doctor Johnson continued,


he is baffled, but then instead of yielding the point, he will begin to punch or hammer the vertebrae, as he before pressed them. In this way it very rarely happens but that he at last succeeds in finding some sensitive spot, which he can assume to be the seat of the disease. He now feels it a clear duty to apply leeches to the culprit vertebra, or mercurial inunction, or a blister, or an issue or seton [a few silk threads inserted into a surgical incision in the skin, to excite pus], and strictly enjoins perfect quiet and the recumbent position.


But in addition to having confirmed his own fantastical diagnosis, the physician has also implanted the disease attribution in the patient’s head. She becomes focused on her spine. Doctor Johnson continued, “Attracting the patient’s chief attention and filling her head with the fear that some disease exists in that situation [the spine], greatly misleads the practitioner.” Some other physician, let us say, has now taken charge of this case, and “his attention is wholly arrested by the pain in the back, which leads him to apprehend inflammation or ulceration of some of the joints in the spinal column.” Fearing something like spinal tuberculosis, the new doctor “impresses on his patient the necessity of a rigid maintenance of the horizontal position. Obeying this recommendation, which accords with her own instinct, the unfortunate maiden stretches herself supine upon the bed or sofa, and vegetates many a weary month in slothful languor.”18


Thus we encounter the early Victorian spectacle of many young middleclass women spending years on the couch. Benjamin Brodie was a distinguished London surgeon, a consultant at St. George’s Hospital and disbeliever in the diagnosis of spinal irritation, which he considered a form of “local hysteria,” originating not in the uterus but the nervous system and corresponding to what later generations of doctors called psychogenic regional pain.19 Brodie described patients who not only felt this back pain subjectively but permitted themselves to become “paralyzed” by it:


Hysterical affections, in which the symptoms are referred to the spine, are of very frequent occurrence. Such cases are, in many instances, mistaken for those of ulceration of the intervertebral cartilages and bodies of the vertebrae; and in consequence of this unfortunate impression on the minds of the medical attendants, I have known not a few but very numerous instances of young ladies being condemned to the horizontal posture, and even to the torture of caustic issues and setons, for several successive years….


In these cases the patient complains of pain and tenderness of the back…. The pain in the back is seldom confined to a single spot, but it extends to different regions of the spine, and it not unfrequently shifts its place from one part to another. The tenderness of the spine is peculiar. The morbid sensibility is chiefly in the skin, and the patient for the most part flinches more when the skin is even slightly pinched than when pressure is made on the vertebrae themselves. The pain is in the majority of cases more severe than in those of real vertebral diseases.


Brodie said these shifting skin sensations might induce further complications in the young patients, including “a sense of weakness in the lower limbs, so that they are scarcely capable of supporting the weight of the body, and even actual paralysis.”20 Thus a diagnosis that was itself the product of medical imagination sufficed to induce in patients further products of suggestion.


Another London surgeon, Frederic Skey of St. Bartholomew’s Hospital, looked back in 1855 upon past decades of spinal illness. He mentioned the ease with which hysteria patients could reproduce the symptoms of true neurological affections, leading to misdiagnoses and inappropriate treatment:


There is no locality more fruitful of this error than that of the spine. Within twenty years of the present time, our sea-bathing places of resort were crowded by hundreds of young women who were confined to the horizontal or semirecumbent posture for years, were excluded from society, debarred their education, restricted in their natural food, and compelled to adopt the miserable substitute of a medicated diet for years, simply because a hot sponge created a sensation of uneasiness, or, if you prefer it, of pain, at a given vertebra…. Now true disease of the spinal column is very rare in any class of society; but these cases were one and all cases of hysteria—cases of impaired health in young women, varying in age from seventeen to twenty-five…. Diseases of the spine were the rage and fashion of the day.21


Spinal concerns also spread among women because of doctors’ use, when in a hurry or otherwise puzzled, of irritation as a wastebasket diagnosis with which to fob off patients. In 1871 the celebrated Boston physician Oliver Wendell Holmes, Sr., told the graduating medical class of Bellevue Hospital College in New York: “Some shrewd old doctors have a few phrases always on hand for patients who will insist on knowing the pathology of their complaints without the slightest capacity of understanding the scientific explanation. I have known the term ‘spinal irritation’ to serve well on such occasions.”22


Spinal irritation continued to roll through the lives of patients in the nineteenth century, a magical explanation to which one could cling for symptoms that seemed otherwise bewildering or difficult to face. Among patients at the medical “center,” the big cities of England and Western Europe, the heyday of spinal irritation was the 1840s, but at the periphery of North America and Eastern Europe it lingered longer. As late as 1906 an anonymous medical correspondent of the Boston Medical and Surgical Journal (later the New England Journal of Medicine) praised a sanatorium at Monte Verità, a chic artists’ colony in southern Switzerland: “You cannot conceive of a place better fitted for jingling nerves and irritable spines.”23 The Viennese neurologist and psychiatrist Moritz Benedikt recalled a Hungarian countess who had been referred to him with vertebral pain and a diagnosis of spondylitis (inflammation of a vertebra):


She had been flat out for months atop an ice pack and the very afternoon that I saw her she was to be fitted for a heavy corset. I thought the diagnosis was suspicious, and I succeeded through the application of a metallic magnet in making the pain disappear. [Patients attributed great powers to magnets.] Thus I realized that the pain was hysterical in nature. This was exactly the season for ice-skating in Vienna, and I asked her if she liked to skate. She said yes, and on that very same day she used ice-skates rather than the ice pack.24


This Hungarian countess owed her symptoms, as well as her fixed belief in the diagnosis of “spondylitis,” to suggestion, either on the part of her friends, the press, or previous medical attendants. The point is that in the patient’s world, symptoms attributable to spinal irritation once seemed very real.


Center and Periphery


If diagnoses lingered longer in popular memory in some countries than others, it was partly because of leads and lags in the development of medicine and science. Until the 1930s, London, Paris, Vienna, and the German university towns counted as the center, where knowledge drove ahead rapidly on a roadbed of new discoveries. Italy, Eastern Europe, the Iberian Peninsula, and North America, on the other hand, were the periphery, whose doctors would come to the center for postgraduate education and whose wealthy patients would seek out its professors for consultations. In the rise and fall of a nondisease such as spinal irritation, one discerns—unlike the usual pattern—the center embracing the idea more slowly and letting it fall more quickly. The periphery derived the notion from scientific ideas that were in the air in the 1820s.


Spinal irritation had a long and healthy life in the United States. In 1938 William Macartney would be able to look back on a career of medical practice in which he and his colleagues had constantly to wrestle with symptoms without lesions. What did they tell the patients?


Change of life and the menopause can ring the changes and give us pause [relief from enquiries] as well. This will be a satisfactory diagnosis in any obscure trouble in the fair or fairer sex between the ages of thirty and ninety-six, after which senility may be cautiously substituted…. Poor circulation and creeping paralysis should receive due consideration and there is something peculiarly suggestive and appropriate about the latter. Spinal irritation was once in excellent standing but is no longer used by the elite owing to the dictates of fashion.25


Thus in the real world of medical practice, in the 1920s and 1930s American family doctors were still weighing the diagnosis.


Few documents could testify more eloquently to the retarded state of American medical practice around the turn of the century than the work of William Alexander Hammond, former surgeon general of the United States Army and cofounder of the New York Post-Graduate Medical School. In a book, Spinal Irritation, published in 1886, he prided himself on having discovered the disease in 1870 in the United States, although he did concede the existence of several “elaborate treatises” in Europe. In 1,000 cases of spinal irritation seen by him, “sexual excess” had been the cause of 180, masturbation of another 57, and so on. Hammond concluded, “In general terms, it may be said that any cause capable of reducing the powers of the system may produce spinal irritation.”26 In 1908 surgeon Ap Morgan Vance of Louisville, Kentucky, using an implicit model of spinal irritation, described how he treated his young hysteria patients. One of them, an eighteen-year-old girl, developed a hysterical, or false, pregnancy two years after having had a “paralysis”:


Her abdomen was enormously swollen and she was wearing a “Mother Hubbard.” I looked her over and found that she had simply a tremendous distention of the intestines [probably from air swallowing]. I examined her back and found a tender spot about opposite the tops of the scapulae [shoulder blades]. I applied the cautery again that afternoon, the abdominal swelling was absolutely gone within a few hours and she was able to dress in her usual clothes, including a corset!


Thus, in a standard treatment for spinal irritation, he had cauterized her back with a hot iron. Vance pointed out:


Something must be done as a rule to impress the patient with the fact that the doctor is “boss.” … The best method of impressing the patient is the “white-hot iron,” best applied along the spine, though hot water douching, fly-blistering [raising a vesicle with “Spanish fly”], good spanking, sometimes even a good “cussing” will often serve the purpose.27


The judgment of North America as a medical backwater is probably not an unfair appraisal of the world of Doctor Hammond and Doctor Vance.


The diagnosis spinal irritation would become popular in Germany only after 1840, “introduced” by the brilliant thirty-year-old surgeon and neuroanatomist Benedict Stilling of Cassel. Stilling doubted that the frequency of the condition was any greater among women than men.28 Later in 1840 Moritz Romberg of Berlin laid his seal of approval on spinal irritation in an authoritative textbook.29 In France, Charles-Prosper Ollivier (called Ollivier d’Angers) described the diagnosis in 1838.30 In 1863 August Axenfeld, a distinguished Parisian internist and physician of Beaujon Hospital, wrote a textbook on nervous disease that widely publicized the condition, invoking spinal congestion as its cause and advocating bleeding as the therapy.31


In terms of the sociology of ideas, it is of interest that Stilling, Romberg, and Axenfeld were all Jewish, at a time when few Jews were in medicine. Axenfeld had been born in Odessa. Neither Stilling nor Axenfeld received a university post, in Sailing’s case definitely owing to anti-Semitism. (Axenfeld died at fifty-one, his last years clouded by an unspecified brain disease, which may explain his lack of academic advancement.) Romberg, though just promoted to professor in 1838, was not at a hospital clinic in Berlin at the time he wrote the book but had a private practice. Hence these promoters of spinal irritation to their fellow physicians counted professionally as rather marginal men.


Even after its introduction, spinal irritation made few inroads in the German and French medical establishments. In France this is probably because Jean-Martin Charcot, an advocate of organic brain disease of hereditary origin as an explanation of patients’ symptoms, never took to the notion.32 As for Central Europe, only a couple of authorities ever expressed much enthusiasm about spinal irritation after the 1850s. But they were very enthusiastic: Wilhelm Erb, the well-known Heidelberg neurologist, and Richard von Krafft-Ebing, the Viennese professor of psychiatry. Erb’s opinions were in no way marginal, and it is actually quite astonishing that a man of his reputation would have clung so late to this figment. Krafft-Ebing’s opinions on the other hand became somewhat discounted after the publication in 1886 of Psychopathia Sexualis, which caused him to appear in his colleagues’ eyes as something of a pornographer.33 Aside from them, there were in Germany and France no other major supporters of spinal irritation whose opinions counted in neuropathology.


It was in the spas of France and Central Europe that the idea of spinal irritation did ring a bell. Although Europeans had sought out mineral springs ever since the Middle Ages, the spas (so named after the Belgian watering place Spa) experienced a great new boom in the nineteenth century. This came partly as a result of the railroad, which made these towns much easier to reach, and partly because a newly wealthy middle class cherished the notion of a privileged, vacationlike “cure,” in which they would rub shoulders only with social equals and dally in conversation in tree-shaded spa parks, all the while sipping “healing” mineral water rather than experiencing “heroic” cupping, leeching, purging, and the like.34 Beach resorts and mountain resorts also became included in the notion of “spa,” offering “healing” seawater and mountain air. Before the 1880s these spas provided almost exclusively hydrotherapy, both internally in glasses of tepid water drunk ritualistically at 7:00 and 11:00 A.M., and externally in the form of bathing, showers, and the like. What more ideal therapy for spinal irritation could one imagine than jets of water directed against the spine? Thus spa physicians greeted spinal irritation joyously as a diagnosis.


At the spa, women seem to have been a particular therapeutic target. Perhaps this is because they had more time to travel than their businessmen-husbands, perhaps because they were less forthright in asserting, No thank you, my spine is not tender at that spot. Here, for example, is a female patient whom Louis Verhaeghe, a spa physician at the Belgian channel resort of Ostende, described in 1850: “a member of high society, twenty-four years old and of delicate constitution, who had suffered greatly from scrofula [tuberculosis of the lymph nodes] in her youth, marrying at twenty-two. Two deliveries in rapid succession and prolonged breastfeeding weakened her greatly.” Her doctors had diagnosed spinal irritation and sent her to Ostende.


Pain around her three upper thoracic vertebrae radiated with feelings of prickliness [fourmillement] to her upper limbs and her lower limbs down to the sole of her feet. Pressure on these vertebrae immediately caused pain radiating into her abdomen and arms. This patient came to Ostende only after the repeated failure of a series of medications. She improved considerably in one season of bathing, but two more seasons were required to restore her completely.35


Clearly spinal irritation was good for Doctor Verhaeghe’s business.


At the well-known spa of Plombières in eastern France, spinal irritation was a big drawing card. Spa doctor Sébastien-Didier Lhéritier said in 1854: “We see a large number of patients, especially females, who complain of pain at some point along the spinal column but who are afebrile [meaning not tuberculous],” nor did they bear any other sign of organic disease:


The pain generally coincides with a multitude of neuralgic or hysterical symptoms, sometimes for example tearing stomach pain, sudden fainting fits [lassitudes spontanées] and feelings of numbness in the limbs, or other times with a sensation of constriction about the chest, changes in their voice…. These patients have nothing other than spinal irritation.36


The Germans and Austrians took the lead in differentiating spas on the basis of which mix of particles in the spring water would best suit which particular disease. In this hiccup of pseudoscience, originated by the Viennese hydrotherapist Wilhelm Winternitz, some spas were deemed best suited for gynecological complaints, others for heart disease, still others for nervous complaints. Thus in his 1882 handbook on balneotherapy Georg Thilenius, the spa physician in Bad Soden, counseled victims of spinal irritation and spinal neurasthenia to seek out Schlangenbad in Hesse, Wildbad in Württemberg, Ragaz in Switzerland, and Gastein in Austria. (For patients with poliomyelitis and the like, the waters of Rehme, Nauheim, and Soden were more appropriate.)37


German spas in particular experienced a proliferation of private nervous clinics and sanatoria where somatizing patients, under more direct medical supervision than that available in the bathhouse of a crowded spa, could receive “individualized” physical and dietetic therapy.38 Spinal irritation was aptly fashioned for such close attentiveness to somatizers: Virtually any therapy save massage would serve, and the patient’s stay would last as long as the symptoms did or until the money ran out.39 Even in 1900, long after spinal irritation had faded as a respectable academic diagnosis, we find the physicians of these private nervous clinics beguiling their patients with it. Hermann Determann, who owned a veritable empire of clinics in Sankt Blasien in the Black Forest and in San Remo, Italy, had this analysis of spinal irritation: “Seen mainly in anemic women, it is characterized first by annoying and often very painful sensations, especially burning, in the spinal column…. In addition may be listed the phenomena of heightened muscular excitability (restlessness, a drawing sense, shaking, twitching) and finally the phenomena of localized or general motor weakness which may reach extreme expressions [that is, paralysis].” What could be done for these unfortunates? Doctor Determann recommended “calming procedures” with lukewarm baths. “Damp cold” could also be effective.40 In these private clinics, therefore, spinal irritation served the doctors’ need to remain competitive vis-àvis other clinics by medicalizing under this label the patients’ ill-defined subjective sensations, and the patients’ need to have their apparently organic symptoms taken seriously, which they accomplished by paying the clinics’ high fees.


Spinal irritation was such a face-saving fig leaf for hysterical paresis and paralysis that it is almost a shame the diagnosis was discredited. Patients certainly found it more comforting to think their spines were irritated than that their problems were psychological. Yet its discrediting drives home a final reminder about center-periphery differences: It was first discarded in London, Paris, and the German university towns, and only last in the periphery. By 1851 Moritz Romberg, now professor of pathology at the University of Berlin and the most influential figure in neuropathology in Central Europe, had cooled on spinal irritation, regretting the frequency with which the diagnosis was made. He criticized a general tendency to see nervous symptoms simply as the result of pathological and chemical disorders elsewhere in the body, rather than stemming from intrinsic disease of the nervous system itself.
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