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DISCLAIMER AND DISCLOSURE: All of the cases described in this book are based on real patients. Information was obtained through extensive interviews for the purposes of this book, conducted by the author or his assistant, with patients, family members, and significant others including health care providers, as well as from medical records and in some cases from articles in the news media. (These are also reflected in the Acknowledgments by the author [pp. 405–6]). In addition to their verbal agreement, their participation and contributions to the book actively demonstrated their assent.

Assenting patients are described by their identifying characteristics. For all other patients, names and other identifying characteristics were changed. In some cases, the patients described are composites of more than one person, in order to represent important manifestations of schizophrenia. In the interest of parsimony, I have referred to specific scientists and psychiatrists who played seminal roles in the evolution of psychiatry to represent like-minded contemporaries rather than describe each individually. This should not be construed as ignoring or diminishing the achievements of the other contemporaries who are not mentioned by name.

All studies discussed with which I was involved were reviewed and approved by the jurisdictional Institutional Review Boards and subjects enrolled provided informed consent. Other studies referred to from the scientific literature are presumed to have done the same.

The sources of all quotes and cited information are listed in the Notes section. As regards conflicts of interest, the author has no financial equity in any pharmaceutical, biotechnology, or medical device companies and does not receive financial remuneration for marketing and speaking engagements from any company.
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It is a riddle, wrapped in a mystery, inside an enigma; but perhaps there is a key.

—Winston Churchill








PROLOGUE


Jonah was twenty years old when I met him: gifted, intelligent, prepossessed with lofty ambition and limitless potential. He was the youngest child in an orthodox Jewish family whose ancestors had emigrated from Poland after World War I and settled in Brooklyn. His family was considered religious elite, descended directly from the Kohanim—priests whose lineage could be traced to Aaron, the prophet Moses’s brother. Jonah was an academic prodigy, a young man who radiated confidence, and his parents saw him as the worthy heir to the family’s religious line—one of the intellectual “chosen.” They had invested much in their son’s future success: money, attention, aspirations. Rather than feeling burdened by the pressure of their expectations, Jonah reveled in his special status. Like many “good Jewish boys,” he was going to be a doctor—and not just another doctor, but a great doctor, his mother would boast.

But in 1980, when Jonah was a freshman in college, his glorious future began to unravel. Always diligent, impeccably groomed, and well mannered, Jonah started missing classes, appearing disheveled, and acting in a strange and self-absorbed manner. He obsessed over obscure philosophical issues and constantly badgered others about them. Jonah’s roommate, alarmed by the change, notified the dormitory supervisor, who called Jonah’s parents to say that he was taking their son to the student health service. Jonah’s parents instead insisted on coming to get him.

They brought Jonah to Mount Sinai Hospital in New York City, where I was a junior faculty member in psychiatry on night call. Jonah was experiencing his first episode of psychosis and, based on his history and symptoms, was likely developing schizophrenia. (Today it would be called schizophreniform disorder—a variant of schizophrenia in which symptoms have been present for less than six months.) He was admitted to the inpatient psychiatric service and treated with antipsychotic medication.

Jonah’s symptoms receded, and, within four weeks, they had almost disappeared. When he was discharged, I agreed to follow him for his aftercare treatment. But after a few weeks of sporadic attendance at his appointments, Jonah abruptly terminated treatment and, eager to retain his credits for the semester, returned to school.

Twelve weeks later, Jonah was sick again. Believing that the remission of his symptoms meant he didn’t need the medicine any longer, he had simply stopped taking it. Predictably, his symptoms soon recurred, and by the time his parents called me, panic stricken, Jonah was on the verge of a full-blown psychotic relapse. Voices were telling him that the world was on the precipice of disaster. He saw portents of danger everywhere; he worried that God’s will was being defeated, and the world would end.

We readmitted Jonah to the hospital and prescribed another antipsychotic with a different side effect profile, thinking that perhaps unpleasant side effects had contributed to his discontinuing his medication. Fortunately, his symptoms responded well to treatment, and he was given another chance to resume his life. But Jonah stumbled again. He felt that his ability to study was impaired by the mental fogginess and physical shakiness that the medication caused. And so, buoyed by his second dramatic recovery, and impelled by youthful imprudence, Jonah decided after six months to once again stop taking his medication. Two more relapses and hospitalizations later, Jonah finally had to drop out of college.

Feeling frustrated and helpless, I asked a former supervisor for advice. How could I help Jonah break this cycle of relapse and hospitalization? Rather than words of wisdom or empathy, he said blithely, “You just have to let some patients suffer and learn the hard way by having multiple relapses before they accept the need for treatment.”

I was stunned. He was speaking about someone with schizophrenia the way people spoke of drug addicts or alcoholics who needed to hit rock bottom. Jonah’s life was at stake, and the supervisor’s attitude was shockingly callous. Imagine an oncologist saying something similar about a cancer patient who’d stopped chemotherapy because of the noxious side effects. “You just have to wait till the cancer spreads before they learn to accept chemotherapy.” To my mind, my supervisor’s comment was no different.

In fairness to Jonah, how could he have been expected to know about the potentially devastating consequences of schizophrenia? While most people have some understanding of cancer, heart disease, and diabetes, their knowledge of schizophrenia is likely vague or nonexistent. “Psychoeducation”—in which mental health staff educate patients and families about the nature of an illness and what they might expect for the future—was first introduced in the medical literature in 1980 but didn’t become well known for another decade, and even now, it isn’t widely practiced. When Jonah fell ill, psychiatry was just emerging from an era in which its doctors were proscribed from revealing diagnoses to patients or discussing them with their families. While Jonah and his family knew that he was sick, they didn’t realize that his illness was recurrent and could cause irreparable damage, permanently impairing his ability to function, unless he received and stuck to the treatment he needed. Sadly, those of us treating Jonah did not take the initiative to explain this to them until it was too late. In fact, our training had actively discouraged us from doing so; educating patients and their families about an illness such as schizophrenia was thought to be inappropriate and even detrimental.

This withholding of information was due to a combination of tendencies. Doctors, at that time, adopted a demeanor and bearing that tended to be remote from the patient, and they had traditionally avoided telling patients their prognosis when it was exceptionally gloomy. My profession was also still infused with certain ideas imported from psychoanalysis, and informing someone in psychoanalytically oriented psychotherapy of the nature of their malady was thought to compromise the effectiveness of the treatment. Not telling our patients as much as we knew was the opposite of what they needed—especially those younger patients who were at the beginning of their illness, when a youthful sense of invulnerability inclined them to underestimate its seriousness and stop treatment at the first sign of remission.

I didn’t realize it then, but Jonah and I were both learning hard lessons about this illness—lessons that would shape our lives in very different ways. For Jonah, it was the realization that he was not invulnerable and that there were aspects of life he couldn’t control. He had been struck by the most malignant of mental illnesses—a disorder that, over time, often robbed people of cognitive functioning and left them disabled, and whose genetic and neurological complexity made it very challenging to treat—and he was learning the hard way what that meant. For me, it was seeing the current limits of the field of psychiatry and the tragic consequences of mental illness; I also experienced a generational clash between my own youthful idealism and the establishment views of what constituted an acceptable standard of clinical care.

Jonah’s story was heartbreaking but not unique. In the early 1980s, the destructive cycle of relapses and hospital admissions—the so-called revolving door—was common for people with schizophrenia, a reality with which I was becoming painfully familiar. Unfortunately, the attitude reflected in my supervisor’s comments was also common then and consistent with the prevailing therapeutic pessimism regarding schizophrenia. Outraged as I was at the indifference shown to patients with the illness, I was a psychiatric neophyte. Who was I to question the orthodoxy of the field I was only just entering? Yet something in me reacted viscerally to the inhumanity and injustice of a situation in which doctors failed to see the urgency of engaging their patients in treatment. Although it would be another decade before we learned that this hit-bottom approach resulted in irreversible damage, due to the progressive effects of the illness, it still struck me as a shameful standard of care. I believe that it was the day I heard my supervisor’s comment that my commitment to study schizophrenia, and to find a better way to treat it, took root.



More than any other mental illness, schizophrenia is synonymous in the public’s mind with madness: the homeless person standing barefoot in the cold shouting at no one, the family member who suddenly believes the neighbors are sending poison gas through the walls, the friend who is convinced that the government had planted cameras to spy on him, and the perpetrator of irrational acts of mass violence. To see someone in the midst of florid schizophrenic psychosis, someone who has lost the ability to distinguish between the real and the imagined, is to know that you are in the presence of insanity.

Schizophrenia is neither new nor rare. It has likely existed for centuries, if not millennia. It’s one of the leading causes of disability in the world, with a lifetime prevalence of about 1 percent of the population. That’s 3.3 million people in the United States and 78 million worldwide. Schizophrenia doesn’t discriminate. It can strike the Ivy League–bound high school valedictorian or the star athlete as much as it can the impoverished kid from a broken home. Gender, race, ethnicity, affluence, education—none of these provides immunity. While schizophrenia may be an equal opportunity illness, epidemiologically speaking, socioeconomic and racial factors clearly influence on whom the diagnosis is conferred and what treatments they receive. A particularly cruel aspect of the illness is that it manifests in late adolescence and early adulthood, just as young people are coming into the prime of their lives.

From the extensive scientific progress made since the mid-twentieth century, we know that schizophrenia is a brain disorder that disrupts thought, perception, and emotion, and we have begun to identify its causal mechanisms. We can now see changes in brain structure, biochemical abnormalities, and genetic mutations in the deoxyribonucleic acid (DNA) of affected individuals and their family members. These findings have enabled us to map the biologic underpinnings of schizophrenia and have guided the search for new treatments.

The symptoms of schizophrenia manifest gradually before crystalizing in three distinct forms: “positive” (hallucinations and delusions), “negative” (apathy, or anhedonia, or the inability to experience pleasure; lack of emotionality; poverty of thought), and “cognitive” (limited attention span, memory impairments, loss of executive functions, e.g., lack of the ability to problem solve, strategically plan, and organize). Symptoms usually develop gradually before intensifying in the form of a psychotic episode. Timely, effective treatment can produce remission of symptoms and enable recovery in most patients. But if the illness goes untreated, or when sufferers experience repeated relapses, their mental faculties start to deteriorate until they are unable to function normally. Without treatment, they’re defenseless against the ravages of schizophrenia, their lives often shortened by decades due to the medical complications and the societal neglect that the illness imposes.

The observation that schizophrenia tends to run in families implicated genes as causal factors. Since the advent of gene-sequencing technology, researchers have identified more than a hundred genes that conspire in myriad ways to induce the illness. Environmental factors that impact brain development during pregnancy and birth, such as physical trauma, can also increase the odds of developing schizophrenia. Certain recreational drugs can provoke psychotic symptoms, though they only induce enduring illness in people with genetic vulnerability or, in certain cases, through sustained, extensive use.

Despite its relative frequency and its enormous cost to society, schizophrenia has not received attention and funding on par with that of other scourges of humanity. There have been famous cases—legendary ballet dancer Vaslav Nijinsky and Nobel laureate mathematician John Nash, the subject of the powerful book by Sylvia Nasar and 2001 Academy Award–winning film A Beautiful Mind—that have captured the public’s attention. But, unlike diabetes or Parkinson’s disease or Alzheimer’s disease, all of which have their well-known sufferers and spokespersons, schizophrenia has fallen prey to the phenomenon known as “hiding in plain sight.” I imagine that most people would be hard-pressed to name someone in the public eye who suffered from schizophrenia, let alone who exemplifies recovery and speaks openly about it.

However, there are hopeful signs that things may be changing, such as Elyn Saks’s memoir The Center Cannot Hold: My Journey Through Madness (2007), although the impression that people more commonly have is that depicted by the journalist Robert Kolker in Hidden Valley Road: Inside the Mind of an American Family (2020), an account of a mid-twentieth-century American family with twelve children, six of whom suffered the terrible consequences of schizophrenia.

Esmé Weijun Wang, a writer with lived experience of schizoaffective disorder, opens The Collected Schizophrenias, her book of essays, with an account of just how damning a diagnosis of schizophrenia can feel. The first sentence reads simply, “Schizophrenia terrifies.”

Much of the inattention to schizophrenia has been due to stigma—the prejudice that culture creates in the absence of knowledge. In the course of history, the march of science and the progress of civilization have helped to lessen or eliminate the stigma attached to illnesses such as leprosy, smallpox, tuberculosis, cancer, and AIDS. Schizophrenia, however, has had a different fate, remaining bound by misconceptions and falsehoods. Schizophrenia does not mean a split personality. Nor does it mean swinging wildly between extremes or behaving inconsistently. Political parties aren’t schizophrenic when they flip-flop on issues; rapidly changing weather is never schizophrenic. The illness is most certainly not, as psychiatrist R. D. Laing pithily insisted in the 1960s, “a perfectly rational response to an insane world.” To add to the muddle, schizophrenia is often confused with other mental disorders, particularly severe forms of bipolar disorder and depression with psychotic symptoms (affective psychoses) and drug-induced psychoses. While all these conditions share psychotic symptoms, they have clear differences. The dominant symptoms in affective psychoses are extreme emotions. Drug-induced psychoses spontaneously subside after the drug is eliminated from the person’s system. Other diagnoses such as schizoaffective disorder apply when psychotic and emotional symptoms co-occur equally, and schizoid personality disorder describes people who have many features of schizophrenia but without fully formed psychotic symptoms.



I have been fascinated by schizophrenia since before I knew its name. As a child, I loved stories of the ancient world. I read the creation myths of Marduk, Gilgamesh, Yahweh, and Odin; the Babylonian, Persian, and Greek histories; and narratives about people from the Roman Empire through the Dark Ages. I had a special fondness for Greek mythology and often wondered whether the frequent communication characters had with the gods in the Iliad and the Odyssey was a literary device or a realistic depiction of human behavior at that time.

I tried to imagine what the lives of the ancients were like compared with my own. While most stories described activities that had some parallel in the mid-twentieth century of my youth—domestic tasks, labor, preparing food, politics, religion, relationships, conflicts—other aspects of human behavior in ancient times were wholly unfamiliar and not readily understood. There were also figures who seemed “otherworldly.”

One such character was a religious recluse called Symeon Salus, who lived in the sixth century AD. After years in the desert, Symeon heard a call from God to save human souls, and so he traveled to Emesa (what is now the city of Homs, in western Syria) to do God’s bidding. On his way there, Symeon found a dead dog in a dunghill; he loosened the rope of his tunic, tied the dog’s paw with it, and entered the gates of the city dragging the carcass behind him. Children chased and taunted him. At church, Symeon cracked nuts noisily and snuffed out the candles; when people ran after him, he pelted the women violently with nuts, then overturned tables of food. The crowd beat him nearly to death. He drank copiously in taverns, defecated publicly, appeared nude in the streets, and entered the baths of women.

At the time, I regarded Symeon as a historical anachronism; a figment of ancient superstitions and primitive beliefs, maybe a saint or semi-deity with no latter-day equivalent. I saw individuals such as Saint Francis of Assisi and Joan of Arc in a similar way: as apocryphal anomalies in the fog of history; supranormal figures whose type had become extinct, just as the Titans of Greek mythology were extinct, or the race of humans destroyed by the flood in the Old Testament. Only years later would I realize that these were ordinary people exhibiting the symptoms of schizophrenia: bizarre, irrational behavior; disconnected from reality; hearing voices and seeing visions.

It wasn’t long after my literary encounters with Symeon, Saint Francis, and Joan of Arc that I saw up close what madness looked like. In 1961, when I was in the seventh grade, my class was taken on a field trip to—of all places—a mental institution. The outing was part of my school’s health and hygiene course. I was twelve years old and knew next to nothing of mental illness, save what horror movies with crazed killers had (incorrectly) taught me, and certainly nothing of its causes or treatment.

The Cleveland State Hospital for the Insane was southeast of Cleveland, Ohio, where I grew up. Built in 1855, it was originally called the Northern Ohio Lunatic Asylum. On the day of our outing, my classmates and I were ferried in a school bus to the sprawling grounds. As we passed through the hospital gates, we seemed to be entering the wooded campus of a prep school or university rather than a mental institution. This illusion evaporated quickly, though, when we were deposited at the entrance to a cluster of dilapidated redbrick buildings.
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A photograph of Cleveland State Hospital taken in 1927. Originally built in 1855, it was called the Northern Ohio Lunatic Asylum until the 1870s.



Entering the lobby, we were greeted by a nurse in a pristine white uniform and escorted through a long, dingy corridor and through wards of male and female patients, where we encountered a macabre mise-en-scène: what looked to me like grotesquely misshapen human beings loitered about the dismal hallways and dank bedrooms. A rank odor of excrement enveloped us like a fog, from which we escaped only when we were led through large steel-paneled doors into an industrial-scale kitchen, where staff tended huge pots of a colorless, treacly gruel.

I can still recall vividly the noxious sensory experience of that visit. The patients had strange postures and mannerisms, with elongated heads and limbs. Some made bizarre gestures, fidgeting and twitching, and one man seemed to be masturbating. Others had tucked themselves into corners or were perched on furniture or lying on the floor, wearing remote expressions. Though they were young or middle-aged men (the women were kept separately), they looked wizened and worn. When they walked, it was with the stiff, shuffling gait of the elderly. Periodically, someone would burst into laughter or unintelligible shouting, noises that punctuated the background institutional din.

At the end of our visit, we trundled out the door, eager to get away but half excited, half appalled by what we had seen, which felt as strange to us as a foreign country or alien planet. We had encountered a part of the world, and an aspect of human existence, that we could never have conceived of had we not seen it with our own eyes. I had no idea at the time of the role this institution had played in the lives of two members of my family—that I would only learn of in the course of writing this book.

My childhood brush with the world of the mentally ill might have deterred me from having anything to do with their troubles, but by the time I was in college, my interest in the brain and behavior—and in the causes of aberrant behavior—had deepened, so much so that by my third year of medical school, I had decided to go into psychiatry.

Following graduation from medical school in 1975, I moved to New York City and started my internship at St. Vincent’s Hospital and Medical Center in Greenwich Village. It was a bleak time. Over the next few years, the city would struggle to stave off bankruptcy, emergency rooms would be filled with violently deranged people on the drug PCP, and Son of Sam—a serial killer named David Berkowitz, who was found to suffer from schizophrenia—would terrorize the city. In addition, we would soon begin to see patients turning up in the hospital with mysterious infections that we couldn’t diagnose and for which we had no treatment. I watched skilled physicians and nurses stand by helplessly while their patients died. Later, we would understand that they had died of acquired immunodeficiency syndrome, or AIDS. I was greatly relieved when the time came for me to move on to my psychiatric training, an area of medicine where we at least knew what we were dealing with and had effective treatments—or so I thought.

What I would soon learn was that the prognoses for people with schizophrenia were almost as bleak as it was for those who were originally diagnosed with AIDS. The introduction of chlorpromazine (brand name Thorazine), the first antipsychotic drug, in the 1950s had enabled psychiatrists to quell psychotic symptoms—the hallucinations, delusions, scrambled thoughts, and bizarre behavior. But it was not believed to relieve the underlying causes of schizophrenia or prevent its progressive, destructive effects. This misconception was facilitated by the belief that schizophrenia stemmed from psychic conflicts (rather than genes, proteins, neurotransmitters, and neurons) and that the only way to expel those conflicts was through the “talking cure,” based on psychoanalytic theory.

In the decades that followed, the wonders of psychopharmacology and the emergence of neuroscience loosened the grip that Freudian theory—with its emphasis on unconscious conflicts and early-life traumas as causes of mental disturbances—held on psychiatry for much of the twentieth century. Unfortunately, in a cruel irony, the same science that served to dispel psychiatry’s spurious views of schizophrenia then replaced them with a new theory that, while scientifically based, offered even less therapeutic optimism.

This neurodevelopmental theory, which was conceived and gained influence in the 1980s, postulated that genes and environmental factors that impacted gene expression, like physical trauma and exposure to toxins, caused abnormalities in brain development that later gave rise to schizophrenia. In this context, schizophrenia was considered a genetic neurodevelopmental disorder, along with autism, fragile X syndrome, Rett syndrome, and Down syndrome, and the prospects for those afflicted were grim. Even if treatment was able to suppress the symptoms of the illness temporarily, it did nothing to forestall the inevitable impairment of its victims’ mental faculties. These ideas—that schizophrenia was genetic, caused by abnormal brain development, and led to inexorable disability—spurred an attitude of therapeutic nihilism in which those who suffered from schizophrenia were, in the words of a prominent British psychiatrist, “doomed from the womb.” Such was the pessimism that confronted Jonah and patients like him when they sought treatment, and the bad outcomes predicted by the neurodevelopmental theory became self-fulfilling.

As time wore on, and my own capacity for critical scientific thinking evolved, I began to question the dogma. My skepticism was prompted by the fact that there were too many aspects of schizophrenia that were not accounted for by effects on brain development. Why did the symptoms of the illness not manifest until people were in their mid-teens or early twenties? What caused the illness to be progressive, disabling, and seemingly irreversible for some, but not all, patients? And if people with schizophrenia rarely had children, why didn’t the population frequency of the illness decline over time? The theory and the clinical reality of schizophrenia didn’t match. Many of the people I saw had been functioning very well up to the point in their lives when they started to develop symptoms. Moreover, treatment was able to alleviate their symptoms. Why, then, should we assume that the illness could not be held in check? Why assume disability was inevitable? These inconsistencies prompted me to wonder whether the timing and quality of the treatment people received could be key factors in determining their outcomes.

The problem was that there was little evidence to support more auspicious theories of schizophrenia, and no new better treatments since the advent of antipsychotic drugs. All that would change over the next three decades, when a cadre of researchers conducted studies that focused on the early stages of schizophrenia and how early pharmacologic intervention, combined with psychosocial treatments (talk and rehabilitative therapies and support services), impacted patients’ outcomes.

From these studies, we learned that the majority of patients (approximately 80 percent) in the early stages of schizophrenia responded well to antipsychotic drug treatment and experienced symptom relief. What the studies also showed was that the longer it took for patients to be treated after the onset of their symptoms, the slower their treatment response and the worse their long-term outcomes. Taken together, the findings implied that psychosis was bad for the brain. The upshot was that if we could, through early and effective treatment, reduce the duration of untreated psychosis and the number of relapses, perhaps we could not only quell the symptoms of the illness but also prevent its damaging effects on the brain, limit the disability it caused, and improve patients’ chances for recovery. Finally, we had data that directly challenged the nihilism with which schizophrenia had always been regarded.



In my four decades as a psychiatrist, I have seen the full range of outcomes in people with schizophrenia: lives reclaimed that seemed headed for ruin, and the tragedy that results when the illness goes untreated. I’ve watched countless patients suffer through cycles of recovery and relapse, and witnessed the gamut of symptoms: paranoid suspicions and elaborate delusions; bizarre beliefs; auditory, olfactory, tactile, and visual hallucinations; disorganized thoughts; incoherent speech (“word salad”); bodily contortions and “waxy flexibility”; catatonia. While patients may be able to ignore mild symptoms, at their most severe, they form an individual’s consuming reality and can dictate sufferers’ behavior. I’ve talked patients out of killing themselves to escape their misery and knew one young man who took an electric drill to his chest. I knew a patient who tried to eviscerate himself because he believed there were snakes writhing inside his abdomen; others have sought surgery to remove the computer chips they insisted had been implanted in their brains. I’ve seen patients starve themselves because they believed their food was being poisoned and known others whose auditory hallucinations commanded them to violently attack, and sometimes kill, family members or total strangers.

In almost every case I have been a part of, including Jonah’s, friends and family members were caught completely off guard when schizophrenia struck their loved ones. They had little or no understanding of the illness and, in the throes of the distress and turmoil it caused, were unable to navigate the maze of information or the health care system to find competent care. Consequently, they were often ill-advised or unsure how to help and ended up with their loved one poorly treated. I can’t tell you how many times a parent has said to me, “If only I’d known,” when it was already too late, and their son or daughter had passed a point of no return: a chance for education lost, a relapse from which they did not recover, suicide, or the perpetration of violence.

For a time, Jonah largely escaped the consequences of stopping his medication by responding well to retreatment and recovering from relapses. But his luck finally ran out. After his third relapse (and his fourth episode of illness), Jonah’s symptoms no longer responded to antipsychotic medications. Persistent delusions, hallucinations, and disorganized thinking, combined with an inability to manage the tasks of daily life, rendered him a veritable invalid. Gone were his plans to complete his education, pursue a profession, marry and have a family, and extend his family’s scholarly legacy. In a four-year span, his life had gone from one rich in potential and aspirations to one consigned to disability and dependence.

I was profoundly affected by Jonah’s plight. It was a tragedy to witness a young man with tremendous potential and ambition become mentally disabled. But soon my feelings went beyond empathy: I identified with Jonah. We were both of the Jewish faith and were both drawn to the medical profession. We were also both descended from the Kohanim (my mother’s maiden name was Kohn, and her father was a religious scholar in Austria in the early twentieth century before immigrating to the United States). The more I came to identify with Jonah, the stronger was my sense of There but for the grace of God go I.

When Jonah became ill, psychiatric medicine didn’t yet have the knowledge or the treatment models to do better. Since then, we have acquired the capacity to change the fortunes of those afflicted by schizophrenia in a way and to a degree that was never possible before. What we now understand about the links between biology and clinical symptoms has informed the development of therapies that have, for the first time, enabled us to think realistically of symptom remission, recovery, and even the prospect (as you will see in later chapters) of prevention. The reality is that evidence-based, state-of-the-art treatments exist that enable physicians to control the symptoms of schizophrenia, prevent their recurrence, and preempt their destructive consequences.

The key to achieving better outcomes involves accurate diagnosis and competent treatment applied in an innovative, coordinated care model for young people in the early stages of the illness. Early-detection programs using novel interventions can halt the illness and prevent its progression. As I’m writing this book, doctors are extending efforts at therapeutic intervention to what’s called the prodromal stage of schizophrenia—before the first illness takes root and manifests its full-blown psychotic symptoms—utilizing treatments to prevent the onset of the illness. Increased surveillance and early intervention have reduced the frequency and consequences of heart disease, stroke, diabetes, infectious diseases, breast and prostate cancer; the same can be true for schizophrenia.

As a result of this progress, so much of the suffering and disability that have afflicted people with schizophrenia can now be avoided. What once defined the fate of those with this illness—the consuming torment of symptoms, the massive disruption to their lives and families, the irreparable intellectual deterioration—is no longer inevitable and should not be regarded as an acceptable outcome.

For millennia, we have been helpless against schizophrenia, whether societies regarded it as a spiritual, moral, psychic, or neurobiologic condition. Now, in the first half of the twenty-first century, we have reached an inflection point in the arc of history at which we can arrest the illness and prevent its devastating consequences. While Jonah’s illness fell short of this therapeutic milestone, future generations are poised to inherit vastly more auspicious prognoses as a result. The tragedy is that only a fraction of those affected by schizophrenia are even aware of these developments, much less able to access treatments that can mean the difference between a productive and meaningful life and one of distress and disability. Our failure to provide life-changing—even lifesaving—treatments to those in need is not simply an unmet clinical need or a health care disparity; it’s a social injustice. The gap between what we can and what we are doing is the reason for this book. No one should suffer like Jonah and so many others like him.

In the pages that follow, I tell the story of schizophrenia and our efforts to understand its causes and treat it. My intent is to provide a scientifically informed, clinically oriented treatise on the ne plus ultra of mental illnesses for patients, families, and people interested in this mysterious malady. In doing so, I trace an arc through history, looking at the illness through a succession of historical, cultural, and scientific lenses—from the magical beliefs and superstitions of the distant past to the cutting-edge, neuroscientific understandings of the present. (A timeline of milestones in the evolution of our societal and scientific understanding of schizophrenia is provided in appendix 1.)

In part 1, I describe the view of schizophrenia in the ancient world through the Middle Ages, to the birth of the asylum movement and the emergence of the first mental health care reformers in the eighteenth and nineteenth centuries.

Part 2 reviews the rise of medical specialization and the birth of psychiatry, the search for the roots of mental illness in the brain, and the ascendance of psychoanalysis. We see the desperate measures doctors employed to treat their psychotic patients before the advent of antipsychotic drugs. I describe the enormous clinical and social impact that antipsychotics had in alleviating suffering but also the disaster caused by deinstitutionalization, when patients were released en masse from mental hospitals beginning in the late 1950s—a noble idea gone badly wrong by failed implementation and the diversion of needed resources and social service programs to other purposes.

Part 3 delves into the brain itself, showing how scientists have been able to explore its workings at increasingly granular levels. I explain how early proto-neuroscientists of the nineteenth and early twentieth centuries mapped the brain’s anatomy and discovered its fundamental elements—the neurons, circuits they formed and neurotransmitters by which they communicate—and, a century later, how the technological marvels of brain imaging enabled scientists to peer into the living brain noninvasively. Finally, I describe the astonishing role of genes and the way in which they choreograph and construct the brain’s development and, in vulnerable individuals, sow the seeds of susceptibility to schizophrenia.

Part 4 presents the current state of diagnosis and treatment and the game-changing treatments and models of care—early diagnosis and intervention, combined with pharmacologic, psychotherapeutic, and rehabilitative therapies in a form of coordinated specialty care—that enable recovery from schizophrenia and have placed researchers on the path to prevention. This propitious possibility is sharply contrasted with our challenged mental health policies, how the system evolved, and what changes are required to offer people the full potential of the therapeutic capacities we now possess.

Patients are the essence of this story. They are the ones who endure the devastating effects of the illness, and whose sanity and very lives depend on our ability to understand and treat schizophrenia. They teach me about the illness, and they continually remind me that schizophrenia is not only about an excess neurotransmitter, a neuron misfiring, or a gene mutating; it is the derailing and eventual destruction of a life, the disruption of a family, and the disturbance and loss to society. To enable readers to understand the nature of the illness, what it looks and feels like for its victims, I have tried to share as many patients’ stories as could reasonably be accommodated in the book—including, of course, stories of recovery. But ultimately, it is the story of how schizophrenia, which for far too long fascinated and frightened humankind, is, due to the progress and success of science, now and for the future, a malady of the mind no more.






Part 1 METAPHORS OF MADNESS







Chapter 1 FROM THE ANCIENT WORLD TO FATHER AMORTH



There are more things in heaven and earth, Horatio,

Than are dreamt of in your philosophy.

—William Shakespeare, Hamlet



A FRAMEWORK FOR REALITY


On the afternoon of July 7, 2016, I received a call from William Friedkin, director of the 1973 supernatural thriller The Exorcist. The critically acclaimed film earned ten Academy Award nominations and won two, including Best Screenplay. It seemed that Billy, as he insisted I call him, had retained an interest in spiritual possession since working on the movie, in which the young daughter of a film star becomes ill and undergoes all manner of medical and psychiatric tests and procedures to diagnose her condition. When all medical science’s tests and treatments fail to reveal the reason for her increasingly bizarre and aggressive behavior, including some bodily maneuvers that defy the natural laws of physics and biology, the desperate mother appeals to the Catholic Church and a wizened exorcist is summoned, pitting the forces of evil against a mortal agent of God. In May of 2016, Billy told me, he had traveled to Rome, where the Vatican’s ninety-one-year-old chief exorcist, Father Gabriele Amorth, had allowed him to witness his first real exorcism—a woman named Rosa. Not only had Billy attended the event, he had filmed it. He was planning to produce a documentary sequel to The Exorcist.

Billy had already shown the footage to two physicians at UCLA Medical Center. Neil Martin, the chief of neurosurgery, didn’t think it looked like schizophrenia or epilepsy, though it could be some form of delirium. He had performed thousands of brain surgeries—on tumors, traumatic injuries, ruptured aneurysms, none of which had produced symptoms like Rosa’s. Itzhak Fried, an epilepsy specialist, was equally mystified, though he regarded what he was seeing as authentic: Rosa wasn’t fabricating her symptoms. He’d mentioned hyper-religiosity and said he doubted you would see such behavior in someone with no religious background. “It’s a physiological state… Can I characterize it? Maybe. Can I treat it? No.”

Their reactions had surprised Billy. He’d expected these doctors to dismiss Rosa’s behavior as insanity or fraud, but they were genuinely baffled. They left open the possibility of something that couldn’t be explained medically or cured by medical treatment. Now Billy wanted psychiatrists to weigh in and asked if I’d review the case. But first he had to find out if I believed in the possibility of such things: spirits, demons, the supernatural. I thought for a moment and then offered, in a professorial tone, what I thought was a diplomatic answer. As a physician and scientist, I said, I always sought empirical evidence by which to understand clinical phenomena. On the other hand, I added, I tried to keep an open mind and didn’t discount the existence of a spiritual plane or the possibility of its incursion into the natural world.

This was good enough for Billy. “When can I come see you?” he asked excitedly.

Billy arrived at the New York State Psychiatric Institute, part of Columbia University, around noon on a sunny September day. I had asked three members of my faculty who were experts in psychiatric diagnoses to join us. Dr. Michael First had played a key role in the development of the fourth and fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM)—the bible of psychiatric diagnoses—and was the most knowledgeable person I knew on the diagnosis of mental disorders. Dr. Roberto Lewis-Fernández, president of the World Association of Cultural Psychiatry, was an expert in transcultural psychiatry. And Dr. Ryan Lawrence had studied philosophy and religion at the University of Chicago before his medical training and thus straddled, epistemologically, the scientific and spiritual disciplines.

We settled in to watch the video. Rosa was a tall, dark-haired young woman who had traveled from her home in Alatri, a small and deeply religious mountain village about sixty miles from Rome, seeking relief from what she called “attacks,” which tended to happen on dates related to Jesus’ life (such as his birth, transfiguration, Passion Week, resurrection). She seemed certain she was in the grip of demonic possession. On Father Amorth’s team were four middle-aged priests and two burly assistants. Ten or so relatives of Rosa’s were crowded into the small room to watch. As the exorcism began, Rosa started to thrash. At various points during the exorcism, she appeared to lose consciousness. She foamed at the lips. It took all of Father Amorth’s men to restrain her.

Father Amorth spoke to her throughout. “Infer tibi libera,” he would say, stroking her hair. “Set yourself free.” “Recede in nomini patris!” “Leave in the name of the Father!”

“Mai!” Rosa would growl. “Never!”

“Cede! Cede!” “Surrender! Surrender!”

“Io sono Satana!” Rosa screamed. “I am Satan!”

Eventually, after much back-and-forth, and following Father Amorth’s command “Requie creatue Dei” (“Rest, creature of God”), Rosa emerged from her trancelike state. She was briefly at ease, though when Father Amorth blessed her parents, she began to writhe and growl, before finally calming down again. After nearly an hour, the video ended, and Billy asked what we thought.
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A photo of a priest performing an exorcism of a man believed to be possessed.



Rosa was clearly suffering—none of us believed we were looking at a fraud—but nothing we saw in the video required the supernatural to explain it. Rosa’s behavior didn’t go beyond what we had all seen and treated in our mentally ill patients who were agitated, dissociated, or psychotic. We agreed that Rosa was most likely suffering from dissociative trance disorder, a variant of dissociative identity disorder (known previously as multiple personality disorder), a complex psychological condition that usually occurs in reaction to extreme or repeated physical, sexual, or emotional trauma in early life. The memory of this emotionally charged experience is so noxious that it cannot be processed neurobiologically or psychologically or stored in the usual way.

In adults, the effects manifest as post-traumatic stress disorder, or PTSD, but in children the cognitive and emotional residues of the experience are encapsulated and pushed out of conscious awareness. This compartmentalized experience is more than a painful memory; it is a segment of someone’s life that is too hurtful and frightening to even acknowledge, and that he or she cannot assimilate into the conscious self. In the dissociation from the usual modes of behavior and sense of self, the sufferer has literally shut off, or dissociated from, the traumatic experience. This psychological coping mechanism suffices until the person matures into adulthood, when the repressed experience begins to seek expression through some new form of dissociation, including an emulation of psychosis or demon possession. In dissociative trance disorder, the particular form the dissociation takes is that of being possessed, usually by a demon, the devil, or a spiritual being.

Roberto remarked on the importance of culturally shared meanings in the scenario we’d just witnessed, saying, “What may work particularly well for some people in that setting is that everybody in the room actually believes that this is the framework for reality.” Michael likened the situation and treatment to a kind of collective placebo response, with everyone “participating in a ritual that they all agree is the right way to look at the world.” Ryan said that at that very moment, he had a patient who believed herself to be possessed by the devil. The woman came from a religious background and had a history of trauma. She was being treated with medications and psychotherapy. Ryan and his colleagues had seen her on the unit before: her “possession” would run its course, and she would get better and be discharged.

The most common antecedent to dissociative disorders is early-life trauma in the form of childhood abuse. These findings are highly consistent. We didn’t have enough information about Rosa’s background to know definitively, but based on what we had seen and been told, we believed that some psychological disturbance was at work, and speculated that, in order to cope, Rosa may have resorted to the only culturally acceptable expression of and way of seeking relief from her psychic trauma—religion, possession, and exorcism.

Medicine and religion have been intimately connected throughout history. In preliterate societies, there were few distinctions between religion, medicine, and magic. Illness was seen as the product of demons or spiritual forces that entered the person, and treatments were directed at these “causes,” just as today’s medical treatments address the germs or tumors that we believe produce the symptoms. For Rosa, the treatment of choice was exorcism. We subsequently learned that this was not Rosa’s first exorcism; it was her ninth. She had been receiving “exorcism therapy.”

I expected Billy to question our diagnosis or at least express some disagreement, but he didn’t protest. He asked several clarifying questions, then packed his gear, thanked us, and left.

I knew that Billy intended to make a documentary of the Vatican exorcism and interviews, including ours. Since our comments hadn’t conformed to the script I assumed Billy might have envisioned, I wasn’t sure how he would spin the story and represent our views. I didn’t have long to wait. He wrote an article for Vanity Fair, published in November 2016, and the documentary premiered the following August. I was relieved and gratified that both reflected my views faithfully. Billy stuck to his word, but at the same time, the dramatic endings of the article and film shrewdly left open the possibility of spiritual possession.

MADNESS IMAGINED


Over the course of my career, I have become intimately familiar with the clinical manifestations of schizophrenia and their treatment. However, to those afflicted, the people around them, and the lay public, they remain as distressing and frightening as in the ancient past. Throughout human history, schizophrenia has been defined and redefined by a succession of pagan, religious, cultural, and secular environments. From ancient epochs governed by irrational beliefs and emotional reactions, to the modern age of rational thought and scientific enlightenment, schizophrenia has served as a behavioral totem straddling the boundaries between mysticism and madness, genius and insanity. Its victims have been viewed as diabolic or divine; cursed or blessed; miscreants, degenerates, and, finally, invalids.

Throughout history, our attitudes toward sickness have largely been shaped by what we understand of a given disease and our ability to treat it: that is, the less we know about the causes of an illness and the fewer treatments we have for it, the more our cultural attitudes and prejudices fill the gap in knowledge. This has been true of many of the most dreaded diseases. In her 1978 book, Illness as Metaphor, Susan Sontag explored how cultural distortions have framed various illnesses, and drew an analogy between the romanticized views of tuberculosis and insanity. “The melancholy character—or the tubercular—was a superior one: sensitive, creative, a being apart.” But the myth of TB, Sontag writes, provided more than an account of creativity; it supplied a model of bohemian life, whether or not one had the artistic vocation. “The TB sufferer was a dropout, a wanderer in endless search of the healthy place.”

The TB myth validated subversive longings and turned them into cultural pieties, which is what allowed it to survive both human experience and two centuries of accumulating medical knowledge. The power of the myth was dispelled only when the tubercle bacillus was isolated and effective treatments for TB were developed, in the form of antibiotics (streptomycin in 1944 and isoniazid in 1952).

Sontag then goes on to write, “If it is still difficult to imagine how the reality of such a dreadful disease could be transformed so preposterously, it may help to consider our own era’s comparable act of distortion, under the pressure of the need to express romantic attitudes about the self…. In the twentieth century, the repellent, harrowing disease that is made the index of a superior sensitivity, the vehicle of ‘spiritual’ feelings and ‘critical’ discontent, is insanity.”

A disease that suffered in a different way from culturally based attributions is HIV/AIDS. When the AIDS epidemic began in 1980, it was a mysterious, deadly illness for which we had no treatments, and which became an epidemic. Its victims were regarded as modern-day lepers. In the absence of information, and with the hardest-hit groups—homosexual men and intravenous drug users—being among society’s most stigmatized, some people chose to attribute the illness to divine punishment for sinful behavior—a view that would have been right at home in the ancient world. It was only when LGBT activists exhorted the federal government, universities, and pharmaceutical companies to address the AIDS crisis that scientific research was mobilized, leading to breakthrough discoveries: isolation of the human immunodeficiency virus that caused the illness in 1984; AZT, the first medication for HIV, in 1987; and, subsequently, the invention of antiretroviral and protease inhibitor drugs, culminating in the pragmatic innovation of combining drugs, or triple therapy, in 1995. Eventually, the stigma surrounding the gay population lessened, and the hysteria that had greeted this plague-like illness in those early years abated. Now it is commonplace to see advertisements for its treatments on television.

Over the centuries, we have traced this arc from ignorance to knowledge for innumerable diseases. But progress in understanding schizophrenia has lagged behind, and false beliefs still linger. The scientific revolution that informed medicine and deepened our understanding of health and disease in the 1800s did not begin to impact mental illness until more than a century later. The suffering that accompanies madness was compounded by misunderstanding and mistreatment. Only in the last several decades have technological advances in pharmacology, biochemistry, brain imaging, molecular biology, and genetics enabled us to elucidate the biological underpinnings of many mental disorders that in the past were attributed to demons, social deviance, or bad parenting.

This revelatory knowledge has been a long time coming and only recently come to light. While we need to be cautious about applying modern diagnoses to ancient figures and case histories, nevertheless we can recognize descriptions of behaviors in historical texts from as far back as 1550 BC that reflect symptoms characteristic of what we now associate with psychotic disorders, including schizophrenia. The “Book of Hearts” (contained in the ancient Egyptian medical text known as the Ebers Papyrus) describes a condition resembling schizophrenia, postulating that demons, fecal matter, poisons in the heart or uterus, or blood abnormalities caused madness. The Hindu Vedas, in about 1400 BC, contain descriptions of illnesses marked by bizarre behavior, absence of self-control, filthiness, and nudity. One of the earliest biographical descriptions we have of madness is that of Saul, first king of the Israelites, who reigned in the late eleventh century BC. According to the Old Testament’s first book of Samuel, Saul was struck with insanity after disobeying the Lord. His torments included violent mood swings, rampant paranoia, fits of raving, and crushing despair. On one occasion, Saul stripped off his clothes and prophesied before Samuel, then lay naked all through the day and night. (In Hebrew, “prophesying” can mean “to rave” as well as “to behave like a prophet.”) If Saul were alive today, he would mostly likely be diagnosed with psychotic depression or schizoaffective disorder. Interestingly, the story of Saul also contains an early depiction of “treatment.” Saul suffers, and is soothed by music:


But the Spirit of the LORD departed from Saul, and an evil spirit from the LORD troubled him…. And it came to pass, when the evil spirit from God was upon Saul, that David took a harp, and played with his hand: so Saul was refreshed, and was well, and the evil spirit departed from him.



A few centuries later, King Nebuchadnezzar of Babylon suffered a fate similar to Saul’s. Nebuchadnezzar is described in the Book of Daniel as one who was punished by God for his pride and impiety, and compelled to “eat grass as oxen, and his body was wet with the dew of heaven, till his hairs were grown like eagles’ feathers, and his nails like birds’ claws.”

In ancient societies, disease was understood as the result of divine displeasure at human conduct and indicated a state of disharmony. Given this link between religion and disease, it was logical that healers were priests who employed prayer, ritual, sacrifice, and magic as treatments.

As medical historian Andrew Scull puts it, in a world ordered by the divine, where God spoke routinely through human instruments and imposed severe penalties on those who defied him, misfortunes were invested with religious or supernatural meaning, and the transformations occasioned by madness were readily attributed to divine displeasure, spells, or possession by evil spirits.

HUNTING IN THE EMPTY AIR


Greek myth, drama, and poetry all drew frequent links between the machinations of the gods and human madness. Hera punished Heracles, the offspring of Zeus’s adulterous affair, by “sending madness upon him.” Agamemnon complained that “Zeus robbed me of my wits.” The Iliad and the Odyssey—and the subsequent plays of Aeschylus, Sophocles, and Euripides—displayed a fascination with madness. The Greeks saw the gods everywhere, with their hands in all aspects of the natural world. Why should madness have been any different?

But Classical Greece’s views of mental disturbances evolved beyond the cultural domains of myth and drama largely due to the influence of Hippocrates (c. 460–357 BC). Hippocrates, widely considered the father of medicine, and his followers produced a corpus of descriptive and theoretical knowledge and clinical practices based on his teachings that didn’t rely on gods or supernatural explanations of diseases—including psychological disturbances. Hippocrates’s practice of medicine was based on concepts developed through empirical observations and inference. He encouraged practitioners to obtain complete and detailed medical histories of patients. These thorough workups included patients’ immediate environments—where they lived and what the climate was like—as well as age, diet, mood swings, sleep habits, menstruation patterns, dreams, and appetite; any symptom of physical illness was carefully assessed. A diagnosis was then made and a treatment devised. By declaring that the practice of medicine depended on detailed observation, inference of cause and effect, and reason rather than metaphysical explanations or religious beliefs, Hippocrates established the foundations of clinical medicine as it is now constructed and practiced. Numerous terms that we use today come directly from the Hippocratic corpus, such as symptom, diagnosis, therapy, trauma, and sepsis, as well as the physician’s oath.

The Hippocratics were emphatically clear that even manic or melancholic troubles had naturalistic explanations, both due to social circumstances and physical ailments, and no more resulted from the whims of the gods than did physical ills: “Men ought to know that from the brain, and from the brain only, arise our pleasures, joys, laughter, and jests, as well as our sorrows, pains, griefs, and tears…. It is the same thing which makes us mad or delirious, inspires us with dread and fear.”

Hippocratic physicians made sport of the beliefs of the temple healers who, with their notions of spiritual possession and arcane rituals, they regarded as little better than snake-oil salesmen. A key Hippocratic text, On the Sacred Disease (a title either ironic or just badly chosen, given its central argument that epilepsy results from pathological conditions of the body and not from the gods’ displeasure), accuses these “charlatans and quacks” of having no treatment to offer and thus hiding behind the divine: “[They] called this illness sacred, in order that their utter ignorance might not be manifest.”

So, what did madness look like to the ancients? And how can we relate the deluded thoughts and hallucinations of ancient figures to our contemporary notions of schizophrenia?

Hippocratic physicians were clearly familiar with hallucinations, in one instance attributing them to a brain illness in which “reason is disturbed and the victim goes about thinking and seeing alien things; one bears this kind of disease with grinning laughter and grotesque visions.” And elsewhere: they “hunt in the empty air… snatch chaff from the walls—all these signs are bad, in fact, deadly.” These symptoms were thought to indicate mental disorders with underlying physical causes. The Hippocratics also recognized what we might now call a predisposition or vulnerability to mental illness: The category of “half mad” was used to describe people regarded as susceptible to madness if stress or intoxicants came into play.

Medical explanations of what we now view as mental illnesses continued to be naturalistic into the first two centuries AD. Aulus Cornelius Celsus (25 BC–AD 50), an encyclopedist whose On Medicine (De Medicina) remains a key source of information in the Roman world, differentiated between acute and chronic psychosis. Celsus describes a form of insanity that was chronic and prolonged, in which patients remained physically healthy but mentally ill for the duration of their lives. This type of madness, in which patients were “duped… by phantoms,” was very disabling and relatively resistant to treatment. Unfortunately, some of the treatments Celsus recommended were barbaric: these patients were “best treated by certain tortures” such as starvation, fetters (leg shackles), and flogging, while “untimely laughter” should be treated with “reproof and threats.”

Celsus also held that an episode of insanity could be detected as it approached, with a patient becoming suddenly more talkative or speaking more quickly—almost certainly a description of what we now call “pressured speech” resulting from “flights of ideas” that can indicate the onset of a manic episode and may also be a feature of schizophrenia.

The prominent Roman physician Galen (AD 129–216) was influenced by the Hippocratics. He believed that all mental disorders arose not from demons or gods but were “the result of some lesion, some damage to the brain… that prevents it from functioning properly.” As a child, he had high fevers, during which he experienced hallucinations; years later, he would deduce that mental disturbances can occur as temporary aspects of other medical conditions. When he served as physician to Roman gladiators, he saw injuries up close, giving him valuable knowledge about anatomy and physiology as well as experience in treatment.

Galen describes a patient named Theophilus, whose insanity took the form of hallucinating flute players who played in his house all through the day and night. Another patient of his was stricken by fear that the Titan Atlas, cursed to hold the world on his shoulders, would grow tired and drop the world. The man suffered insomnia, anguish, and melancholy because of this belief and was exhausted by his anxiety. Though it isn’t clear how Galen treated him, we know that Galen was a creative physician. When faced with a delusional patient who believed she had a snake in her stomach, he “cured” her by inducing her to throw up and sneaking a snake into the vomit to convince her that she had expelled the creature.

While the Hippocratic school of medicine was conceptually advanced in its attempt to demystify disease, including attributing mental disturbances to natural rather than supernatural causes, the explanations and treatments that derived from its astute observations were grossly inaccurate. The Hippocratics believed that mental illnesses were the result of an imbalance of the body’s four fluids, or humors, a theory extended by Galen that survived well into the eighteenth century. According to the humoral theory, the body contains blood, phlegm, yellow bile, and black bile. Health was the state in which these substances were in balance, and ill health, or pain, the state in which one of the humors was either excessive or deficient. Melancholy, for instance, arose from too much black bile (balance was restored through treatments such as special diets and bloodlettings), but the theory covered a range of mental disturbances, which went by the names of mania, melancholy, phrenitis, insanity, paranoia, panic, and epilepsy.

Apart from Galen, the Romans did little to advance medical science and the understanding of mental illness. However, they did leave behind an insightful legal text that touches on madness and presents practical approaches for dealing with it. The Digest (AD 530) focused on defining proper treatment under the law, rather than on identifying the causes of madness; “passive” conditions such as depression were thus of less concern than conditions that gave rise to violent acts. Romans understood that madness could come and go, and the law distinguished between a crime committed during a period of insanity and one committed when a formerly insane person was lucid—a distinction we still struggle with today. For the Romans, madness was principally a legal matter. The mad also had rights. They were entitled to be cared for by a “curator” and to retain their property and status. We can compare this pragmatic legalistic view to that of the seventeenth and eighteenth centuries, when madness was seen as a moral or social problem, and to the nineteenth and twentieth centuries and into the present, when we mostly view madness through a medical lens—a view that coexists and often conflicts with complex legal and social questions, and which science is still trying to free from the age-old vestiges of stigma.






Chapter 2 MADNESS IN THE MIDDLE AGES



The candle flame gutters. Its little pool of light trembles.

Darkness gathers. The demons begin to stir.

—Carl Sagan, The Demon-Haunted World: Science as a Candle in the Dark



SOME OTHER SPIRIT

With the collapse of the Roman Empire, Western civilization descended into the Dark Ages. In Europe, the centuries that followed were characterized by poverty, disease, war, and intellectual and economic decline. The loss of the rational tradition, coupled with the rise of Christianity, would shape medieval attitudes to madness for the next thousand years. In Christianity, illness is understood in the context of suffering and redemption, and illness was due to the lack of faith. In this context priests and physicians were instruments of the divine and had similar missions—to minister to the sick and provide comfort and relieve suffering using all means at their disposal, ranging from prayer to punishment and religious relics.

An early sign of this regression in understanding of mental illness can be seen in the work of the famed theologian Augustine (354–430), who wrote that although visual hallucinations could result from fever, they might also be brought on by “some other spirit, whether evil or good.” As historian William V. Harris notes, the significance here is “the return to high intellectual respectability of the view that a hallucinatory experience may be caused by an external being.”

Few historical figures better illustrate the medieval blurring of ostensibly spiritual metaphysical states and mental illness than Saint Francis of Assisi. Born in 1181 to an affluent family, Francis enjoyed a privileged early life: he was “a lively young man, fond of music and parties, given to romantic tales, dreams of knighthood, fantastic treasure quests, and prayer in solitary chapels.”

At the age of twenty, Francis was captured while on an expedition during the war between the Italian cities of Assisi and Perugia and imprisoned for a year. Two years later, while attempting to join the papal forces in Apulia, Francis had a vision in which he was called to return to Assisi to assume a special knighthood. Other visions of Christ followed, the most significant of which took place in the ruined chapel of San Damiano outside Assisi, where Francis heard God speaking to him from the crucifix above the altar: “Go, Francis, and repair my house which, as you see, is well nigh in ruins.”

In the ensuing years, Francis wandered as a penitent, devoting himself to a life of poverty and attracting the first followers of what would become the Franciscan Order. According to one of Francis’s biographers, Adrian House, his oddities were many. His tendency toward something close to pantheism made him revere fire so much that he refused to snuff out candles. He could erupt in mirth in the most unlikely situations, laughing at the mice infesting his bed or while being beaten by soldiers of the Crusade. He referred to his body as Brother Ass. But he was also obstinate, once removing the tiles from a roof so that his brethren would not become soft by sleeping in a dry shelter; on other occasions, he refused to have his bandages changed on a Friday because that was the day of the Crucifixion.

The bandages were, of course, those required by the stigmata: the wounds in his hands, feet, and side, which are said to have bled continually for the two years between his receipt of the wounds and his death. The stigmata had come to him following a vision while he was fasting and praying on Mount Alvernia: “As the vision disappeared, it left not only a greater ardour of love in the inner man but no less marvelously marked him outwardly with the stigmata of the Crucified.” Francis died in 1226, aged forty-five, suffering from these stigmata and almost blind from a bacterial eye infection; two years later, he was canonized by Pope Gregory IX.
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Saint Francis of Assisi receiving the stigmata of Christ in an etching by William Unger.



I have no desire to impugn the religious significance of Saint Francis or to deny the basis of his sainthood, including the miracles and visions attributed to him. I can’t state with certainty that the wounds of the stigmata were self-inflicted. Whether we take the supranormal events of his life literally, as apocryphal embellishments, or as manifestations of mental illness is a matter of how we interpret the stories that have come down to us through the ages, and our interpretations are shaped by the historical moment, social milieu, and cultural zeitgeist in which we’re living. The content of psychotic symptoms likewise mirrors the culture of the times. In Francis’s case, his behavior and beliefs, which seem strange to us now, were congruent with culturally acceptable themes of thirteenth-century Italy, and so were less likely to be viewed as abnormal—in much the same way that contemporary beliefs about being watched by the US National Security Agency (NSA) or seeing targeted, personal messages on the Internet might be extreme but would not be regarded as inconceivable.

I have seen the same pattern of messianic conviction, divergence from social norms, physical privations, and charismatic orations (characteristics and behaviors shared by mystics and the mentally ill) in many people I have treated for schizophrenia. Francis was a young man when his behavior became unusual and unpredictable, and his decline in his final years reflects a common scenario experienced by sufferers of schizophrenia, whose physical health often worsens as they age through personal neglect and self-injury.

OWT OF HIR MENDE

Sometime in the 1430s, an illiterate woman named Margery Kempe began dictating the narrative of her life to a scribe, creating a text now regarded as the first autobiography in English. The author was very religious, and possibly schizophrenic. The Book of Margery Kempe is a firsthand account of the inner workings of the mind of a woman who may have been mad, a mystic, or both. As Margery herself distinguished between what she saw as the mad and the mystical phases of her life, she offers us a unique picture of the relationship between the two states from the medieval perspective.

Margery was born in Norfolk, England, around 1373, and married at age twenty to John Kempe. She gave birth to the first of her fourteen children soon after. What followed was an eight-month period when, by her own account, she went “owt of hir mende.” Margery describes symptoms that suggest postpartum psychosis or perhaps, given her age, the onset of schizophrenia: “And in this time she saw, as she thought, devils opening their mouths all alight with burning flames of fire, as if they would have swallowed her in, sometimes pawing at her, sometimes threatening her, sometimes pulling and hauling her both night and day.” As a result of her agitated and bizarre behavior, Margery was isolated from her community and placed in physical restraints.

Those months of madness brought Margery to a spiritual crisis. When her milling and brewing businesses failed soon after, she turned to Jesus, who had appeared at her bedside: “In lyknesse of a man, most semly, most bewtyvows, and most amiable… clad in a mantyl of purpyl sylke, syttyng upon hir beddys syde.”

The autobiography, rendered in the third person, recounts her life as a mystic over a twenty-five-year period. She describes conversations with God, Jesus, and Mary, and participates in biblical scenes, swaddling the infant Jesus, and consoling the Virgin with “a good cawdel” after the Crucifixion. She has auditory hallucinations, hearing “such sounds and melodies that she could not hear what anyone said to her at that time unless he spoke louder,” and visual hallucinations, seeing “with her bodily eye many white things flying all about her on all sides, as thickly in a way as specks in a sunbeam.” She is given to wailing, sobbing, and writhing in public; there are miracles and prophesies. She experienced God not only in the form of spiritual ravishment but as familiar and conversational, offering her practical advice on everyday matters. There are also times when God’s voice is withdrawn, and Margery is prey to grotesque sexual and demonic visions (“horybyl syghtys and abhominabyl”), such as the devil mulling over which man she would prostitute herself with.

The book gives us a picture not only of Margery’s mind but of how she was regarded by her contemporaries. Many rejected her and labeled her a devil worshipper; clerics and local officials charged her with heresy, put her in prison, and threatened to burn her to death. Others, however, thought her holy, and she attracted the support of prominent clerics and other religious people, such as the archbishop of Canterbury and Dame Julian of Norwich. She certainly didn’t comply with conventional expectations of women. There is virtually no mention of her children in the autobiography, and she apparently abandoned her maternal role and lived apart from her husband. She did, however, return to care for him when he became ill and senile, and did so until his death.

Was Margery mad, as many contemporary clinicians have maintained, or was she, as scholar Alison Torn argues, communicating “a truly embodied spiritual experience, using the established religious metaphors” of the time? As Torn notes, much of what Margery reports in her autobiography would today be considered classically psychotic: visual and auditory hallucinations, delusions of grandiosity, and the negative symptoms of social withdrawal and passivity.

Symptoms alone, though, don’t determine a diagnosis. Did Margery’s visions and voices impede her ability to function? And if so, according to what criteria? It’s unlikely that someone with Margery’s set of behaviors would do well in secular twenty-first-century Manhattan. But in fifteenth-century England, where medieval spirituality accommodated intense emotional and physical expressions of faith, she gained supporters, apparently viewed her experiences positively, and produced an autobiography despite being illiterate.

From a distance of more than six hundred years, we cannot definitively diagnose Margery Kempe any more than we can Francis of Assisi. We cannot preclude the existence of real spiritual enlightenment and supernatural powers, and we must not fall into the trap of presentism (viewing the past through the lens of the present). What we know from the record she left is that she had a number of psychological experiences that are recognizable as psychotic symptoms, and whose nature, age of onset, and course align with schizophrenia. But within the confines of medieval society and the modes of expression available to her, she lived a life that incorporated those symptoms and made them meaningful.

WITCHES, DEMONS, AND THE UNEXPLAINED


The Renaissance changed Europe’s social milieu and cultural paradigm, which in turn changed the conceptualization of mental illness. Religious, political, and economic transformations saw the demise of the feudal state, the growth of markets across Europe, and the loosening of the Catholic Church’s grip on parts of the Continent. Classical learning underwent a revival, and the scientific revolution placed a new emphasis on empirical evidence.

At the same time, the witch hunts of Europe (the burning of the so-called heretics) continued through the fifteenth and sixteenth centuries. The victims often included people with psychotic illnesses. When Dutch physician Johann Weyer published De Praestigiis Daemonum (On the Devil’s Tricks) in 1563, arguing that the madness of heretics and witches resulted from natural rather than supernatural causes, the Church proscribed the book and accused Weyer of being a sorcerer.

Exorcisms, meanwhile, continued. By the sixteenth century, the village of Geel, in present-day Belgium, had become something of a colony for the mad. Its economy was based on donations made by the families of those suffering the torments of insanity, and clerics oversaw their treatment. “Lunatics were placed in the church and chained by the ankle, and for eighteen days, efforts were made to exorcize the evil demons who had possessed them.” If, after treatment, madness persisted, many of the afflicted would go to live with a local peasant family. (Interestingly, Geel still draws those with mental illnesses and mental disabilities, though the approach to their care has changed significantly; there are no more exorcisms but rather a program in which locals take them in as “boarders,” with the aim of providing humane care in the community.) It is perhaps not surprising that exorcism had such a hold on the imagination of the Middle Ages. As Scull points out, the casting out of demons was perhaps the most powerful demonstration of God’s omnipotence: “The drama of an exorcism was unmatched.”


MEDICAL MISCHIEF


As Susan Sontag observed, behavioral disturbances due to mental illness are refracted through the culture in which they occur and interpreted through lenses of scientific knowledge and the prevailing politics. In the absence of the former, the latter often prevailed. Thus did societal views of mental illness progress from spiritual causation to moral deviance until the Enlightenment, when Western civilization began to understand insanity as being based on natural causes rather than spirits, superstition, and morality. Doctors reinterpreted the intense spirituality displayed by mystics of the past within a medical (if not scientific) framework. But it was difficult for mental illness to achieve clinical legitimacy and a scientific foundation: false medical theories, preposterous and barbaric treatments, and wholly inadequate services abounded. While mental illness had achieved a more enlightened conceptual status, sufferers were still considered a nuisance to society. Consequently, people with mental illnesses landed in poorhouses (called almshouses), asylums, jails, or on the streets. If they received any treatment at all, it was at best useless and at worst harmful.

The limitations, as well as the chicanery, of eighteenth-century medicine are epitomized by Franz Mesmer and Johann Joseph Gassner, whose paths once crossed in Bavaria. Mesmer was a German physician who might be called the first practitioner of what we’d later come to know as psychiatry. While studying in Austria, Mesmer proclaimed that he had discovered a vital force possessed by all people: animal magnetism. When the flow of this force around the body was obstructed or blocked, ill health occurred; fortunately, Mesmer possessed the ability to manipulate this force. His treatment involved sitting in front of a patient, holding his or her knees between his own, and touching and pressing around the body until the patient experienced a trance or perhaps something resembling an epileptic fit. This method, and Mesmer’s considerable charisma, made him the most celebrated physician of his day.

Whatever Mesmer’s clinical abilities, he was a gifted doctor of spin. On one occasion, he was asked to give an opinion of the controversial Catholic priest Johann Joseph Gassner at the Bavarian Academy of Sciences. The belief that physical and mental illnesses were caused by the devil had persisted well into the Enlightenment, and Gassner was something of a traveling exorcist in Germany. Mesmer cleverly explained that while Gassner’s exorcisms might seem to be effective, that was only because he was endowed with an exceptional degree of animal magnetism. Thus did one dubious practitioner opine upon the dubious methods of another.

As Mesmer’s renown grew, he was inundated with as many as two hundred patients a day, requiring him to modify his technique so that he could treat groups of patients simultaneously. Patients (usually women) frequently reacted to treatment with violent convulsions and fits of weeping or laughter, whereupon Mesmer would lead them to a “crisis room,” which had mattresses on the floor. Mesmer disappeared for long periods of time to attend the women, inviting suspicion of sexual exploitation.

King Louis XVI of France appointed a commission to investigate Mesmer following allegations of quackery from his medical rivals. The committee, which included the American ambassador to France, Benjamin Franklin, found no evidence to support his theory of animal magnetism. Although disciples still flocked to Mesmer, gossip and scandal eventually drove him into exile in Switzerland, where he lived out the remainder of his days. As for Gassner, Pope Pius VI eventually censured him for promoting the idea that illnesses were caused by the devil and ordered him to cease his exorcisms—a prohibition that seems to have been rescinded, or at least not to have been applied to the Vatican’s chief exorcist of our own era, Father Amorth.

A CLINICAL MYSTERY


I learned of the mystification and demonization of mental illness (and of medical quackery) in my history of medicine lectures in medical school, but I believed that such outlandish notions had long since been consigned to the dustbin. My views hadn’t changed years later when I, and my colleagues, dispelled Billy Friedkin’s illusion of Rosa’s exorcism as evidence of spirit possession—but it revived an unsettling experience from early in my career that I never fully understood.

While completing a research fellowship as a young psychiatrist, I saw a number of patients in private practice to keep my clinical skills sharp and supplement my income. During my training, I had gained a reputation as an astute clinician and was accorded the privilege of having difficult patients referred to me. One such patient was unlike any I’ve ever encountered.

Ariana was seventeen years old and had been diagnosed with schizophrenia four years earlier. In that time, numerous antipsychotics and a lengthy course of electroconvulsive therapy had produced no improvement in her symptoms. It seemed I was Ariana’s last chance before she faced the possibility of institutionalization.

Upon first meeting her, I was struck by her behavioral oddities. She entered my office cautiously, escorted by her parents, then froze abruptly, assuming a strange posture, before she resumed walking. Such motor symptoms would usually indicate catatonia, characteristic of a specific schizophrenia subtype. But there was something about Ariana’s movements that made me resist the usual diagnosis. What was even more striking was how disconnected she seemed from her environment and the people in it; it was as though she were in a trance. Her demeanor and facial expression resembled that of people with locked-in syndrome, a neurologic condition in which consciousness remains intact but victims are unable to communicate due to bodily and facial paralysis. Ariana seemed to be attending to something other than the people in the room, possibly responding to internal stimuli, or so I thought. The other thing that struck me about Ariana was her childlike appearance. Her parents told me that she had not yet begun to menstruate, which explained her immature features.

Prior to her family’s arrival, I had reviewed her history in the hospital records. She had been a normal child, cheerful, social, and affable, until age twelve. This surprised me, as patients with severe forms of mental illness frequently have some early (premorbid) deficits in their mental functioning. She’d undergone an elaborate medical workup, searching for an explanation for her appearance and symptoms, which ruled out conditions like polycystic ovary syndrome, acute intermittent porphyria, and Turner syndrome. All the tests and procedures had come back negative or within normal limits. Once all possible medical conditions had been ruled out, Ariana was diagnosed with schizophrenia, and given her motor symptoms, the most ominous catatonic subtype.

While I agreed with the diagnosis, I arranged to perform an Amytal interview on her just to cover all bases, something Ariana had not undergone with her previous doctors. This procedure involves the intravenous administration of a short-acting sedative—sodium amytal, known as “truth serum”—while asking the patient questions. In patients suffering from catatonia or dissociative states, the drug exerts a paradoxical effect, transiently awakening them and bringing them into contact with their surroundings, able to open up about what they are feeling and experiencing. The effect is dramatic but short lived, and they soon revert to their disconnected state.

With Ariana, however, there was no observable response. And unlike most patients, she didn’t fall asleep at the end of the procedure. Sobered by this outcome and reluctant to repeat treatments Ariana had received already, I decided to take a different approach by asking a colleague to consult on the case.

Judith was finishing her doctorate in human development at Columbia and was a licensed counselor who specialized in family dynamics and transpersonal therapy. She was whip smart and had a quiet confidence and gentle demeanor. Before accepting the obvious diagnosis of treatment-refractory schizophrenia, I wanted to be sure that Ariana’s condition wasn’t the result of a toxic family dynamic, in which she’d become the designated sick family member, or some variant of Munchausen by proxy (a condition in which a caregiver, usually a parent, fabricates illness in another person, usually a child, for the purposes of gaining attention). Since my expertise was in psychopharmacology, I would feel more confident with Judith involved. Our strategy was to map the family relationships and dynamics and attempt to engage Ariana in that process.

Over the next few weeks, as Ariana’s treatment continued, I began to feel out of sorts. I lacked energy and motivation, and my interest in the main pursuits of my life began to flag. I thought I might be getting sick or even depressed. I often became impatient and argued over trivial things with my girlfriend. Initially, I attached no special significance to these changes, as these fluctuations in mood, energy, and cognitive functions, often resulting from life circumstances, were within the range of normal human experience. But eventually something happened that I have never been able to explain and caused me to reexamine the preceding events and ultimately end my involvement with Ariana.

On the morning of what would be our last session, I overslept—which I never did. For some reason, my alarm had not gone off. I cursed while leaping out of bed, stubbing my toe in the process, and arrived late to the hospital. After finishing at the hospital, I headed to the office on the Upper West Side where I saw patients. Ariana and her parents were my second-to-last appointment of the evening. They were already seated in my office when Judith arrived, apologizing for being late. As she settled herself, she directed my attention to Ariana, who was rocking back and forth, turning her head side to side, and making occasional guttural sounds. While the young woman had exhibited abnormal motor symptoms before, these movements were new and signaled a different kind of agitation.

We attempted to proceed, but Ariana was clearly in too much distress. So, I suggested we end the session early. I wrote prescriptions for her medications and told her parents to call me if she didn’t calm down. To cap off the day, my last patient didn’t show.

Judith and I walked to the subway station on Eighty-Sixth Street and Broadway, where we parted. I was living in a prewar apartment building in Greenwich Village. Judith lived in a walk-up on East Ninety-Sixth Street, five miles away on the opposite side of the city.

I arrived home about seven o’clock. It was still dusk, and I could glimpse the sunset over the Hudson River from my apartment window. I decided to make a hamburger for dinner and had just put it in the frying pan when the lights went out, leaving me in the dark but for the glow of the gas flame on the stove. I suspected a fuse had blown and was cursing my day’s run of bad luck. As I walked toward the fuse box in the hall, I spied a blue haze hovering in the corner of the living room ceiling. It was making a whirring sound that gradually grew louder as the blue light pulsated. Suddenly I felt a piercing pain, like a hot poker plunged into my forehead, over my left eye. I fell to the floor clutching my head, struggling to make sense of what was happening. As my thoughts cleared, I began to crawl away from the blue light and toward the bathroom. The pain ebbed and flowed in synchrony with the blue light’s pulsations. I got to the bathroom, pulled myself up to the sink, and doused my face with cold water. Then, as I hesitantly walked back to see if it was still there, it suddenly stopped. The pain, the noise, the blue haze—all vanished, and the lights came back on. It couldn’t have lasted more than a couple minutes but seemed an eternity.

Scared out of my wits, I wondered what I should do: Flee the building, call the superintendent or the police? But when I got to the phone, I instinctively dialed Judith. She picked up, and what she said alarmed me even more. Almost immediately, before I could speak, she said, “Did it happen to you?” and went on to describe a similar experience that she characterized as a hostile entity attacking her in the form of what she called “negative energy.”

Shaken, we tried to make sense of what had happened. We didn’t think we were going crazy or had suffered a folie à deux (a shared psychosis). Was it possible we had experienced a supernatural phenomenon? Some kind of spiritual encounter? Lacking any rational explanation for what had happened, we spontaneously connected it to Ariana. We had thought we were treating someone with a mental illness, but nothing about this patient had turned out to be typical: not her history, symptoms, or response to treatment. Even if she did have a severe and unusual variant of a brain disorder, no test we’d done had identified it. This was 1982, before technology enabled the identification of uncommon causes that could mimic mental illness, such as autoimmune conditions, infectious pathogens, and genetic mutations. While we talked, Judith and I were arriving at the same conclusion: that what we had jointly experienced was in some mysterious way related to our patient.

What made the events of that night so bizarre and ominous is that we hadn’t merely had a strange experience; we’d felt attacked, as if in retaliation for something. Since the only thing that linked both of us was Ariana, we thought that our shared experience must be connected to her. The implication of this contradicted every rational and scientific belief I’d ever held, that we were assailed by something related to Ariana and that something was trying to drive us away. Ariana’s parents had mentioned early on in her treatment something about curses and ancient feuds from Italy, which Judith and I had dismissed as superstition. Even now, the idea of a curse seemed to us like mumbo jumbo. Unable to think of a more plausible explanation, we eventually agreed that the evening’s events were the culmination of a struggle for control of a young woman. On the one side, Judith and me—the agents for her family’s desire to find a treatment for her affliction—and on the other, the affliction’s source, whether it was a brain disorder, a psychological conflict, or a spiritual disturbance.

We decided to sleep on it and reconsider the matter the next day. But upon meeting, Judith and I felt more convinced that we had stumbled into something that was wholly foreign to our experience and way beyond our expertise. Moreover, we didn’t know what could happen next if we continued in our efforts to treat Ariana. We didn’t want to be too melodramatic but also didn’t want to tempt fate. And then I made the decision that I still regard as the most ignoble act of my career, one I regret to this day: I decided to break off treatment.

I called Ariana’s parents and told them that we were withdrawing from the case, because there was nothing more we could do for their daughter. They were surprised and disappointed, but they didn’t protest or try to convince me to change my mind. When I hung up, I felt terrible—a combination of shame, relief, and fear—and I feel terrible remembering it now. Since then, I have occasionally thought about Ariana and that bizarre episode, but it would be almost four decades before I would reconnect with Judith and revisit it.






Chapter 3 THROUGH A GLASS, DARKLY



For now we see through a glass, darkly; but then face to face:

now I know in part; but then shall I know even as also I am known.

—1 Corinthians 13



TRAITEMENT MORAL

By the seventeenth century, the public’s view of the insane had begun to shift from spiritually afflicted to morally deviant, and asylums for the mad and “morally disreputable” began to appear in many European countries. Their purpose was more to remove them from society than to minister to their infirmities. As the mad were incapable of behaving according to social or moral norms or performing productive labor, madness was seen as a form of deviance and depravity, and those who suffered from it were lumped in with vagrants, the impoverished, the disabled, and the elderly. Thus were the concepts of mental illness conflated with social conformity and convention and subordinated to political pressures. At the same time, a comingling of sociological prejudices and scientific theories would falsely attribute infirmity and inferiority to racial and socioeconomic factors.

The eighteenth century saw a growing middle class in Europe and the beginnings of consumer society. In England, those who could afford it often sought relief from the difficulties of managing a mentally ill family member in the home by placing them in private, for-profit madhouses. These institutions, which were not properly regulated, were often isolated and ominous looking. Along with the charitable asylums, they created a physical separation between the sane and the mad; with their high walls and barred windows, they served to intensify the fears of the people on the outside of those confined within. Conditions inside these facilities were generally appalling, with little or nothing in the way of decent living environments or facilities, much less therapy. Agitated and violent patients were regularly chained to the walls, sometimes naked.

It was about this time that Philippe Pinel (1745–1826) conceived a more humane model of mental health care—what became known as traitement moral, or “moral treatment.” Mental institutions were not unlike prisons, sequestering people in squalid conditions in order to keep them from disturbing society. Pinel did not dispute the need for mentally ill persons to be kept apart, but he believed that they should, and could, reside in clean and compassionate therapeutic communities.

As a result of this innovation, Pinel became the most famous psychiatrist of his day. But he started his career in a very different way. As a young man, Pinel was content as a medical writer; his descriptions in 1809 of young patients showing signs of “premature dementia” are widely regarded as among the first thorough portraits of schizophrenia. But when a close friend, who’d become insane (his “mind elated”), committed suicide, he decided to study medicine. Pinel had seen the poor care that his friend received and wanted to develop a more humane treatment of mental illness. In time, he rose to head the Paris asylum for insane men at Bicêtre in 1793, where he implemented his new model of care, removing the iron chains long used to restrain patients. Two years later, he did the same at the Salpêtrière, the public hospital for women.

Others in Europe and the United States were simultaneously undertaking similar reforms and experimenting with unchaining asylum inmates, but it was Pinel who conceptualized the changes and produced the first published account of a new, more humane, and more optimistic way of caring for patients. Over the next two hundred years, medical science would reveal the full spectrum of schizophrenia’s manifestations, course of illness, underlying causes, and effective treatments. Moral treatment and humane mental institutions were the first milestones on this path of discovery.

Central to Pinel’s philosophy were two aspects of asylum life that he believed to have beneficial effects for patients. The first was the institutional setting itself. Pinel believed that madness arose from excessive irritation of the nerves and that a relaxing environment, orderly routines, and a communal spirit would soothe unsettled minds. Pinel’s second tenet was that the routine of the asylum should encourage setting limits and instill a sense of self-mastery in patients. The patient’s body and quarters were to be kept clean and a “well-timed variety” of amusements should be offered.
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Philippe Pinel unchaining mental patients at Salpêtrière in 1795. Painting by Tony Robert-Fleury.



The asylum movement quickly spread to the New World, but not through the influence of Pinel. While Pinel was lionized for this seminal innovation, other less celebrated figures shared in this conceptual leap. Principal among these was William Tuke who, with the Quaker Society of Friends, founded the York Retreat for the mentally ill in 1796. This new way of caring for the mentally ill inspired a fellow Quaker, Dr. Thomas Bond, and Benjamin Franklin to establish the Pennsylvania Hospital in 1751.

Years later, two prominent Philadelphia physicians on the hospital staff, Drs. Benjamin Rush and Thomas Kirkbride lobbied for a wing of the hospital to be designated for the care of the mentally ill. Over time this ward became inundated, so in 1841 a separate facility dedicated to the mentally ill, The Institute of the Pennsylvania Hospital, was built in West Philadelphia and Kirkbride was named the first superintendent. Three years later, Kirkbride established the Association of Medial Superintendents of American Institutions for the Insane, which in 1921 became the American Psychiatric Association.

Other institutions soon sprang up in the United States: the McLean Asylum for the Insane, in Boston; the Bloomingdale Asylum for the Insane, in New York; the Connecticut Retreat (later renamed the Institute of Living), in Hartford; and, outside of Baltimore, the Sheppard and Enoch Pratt Hospital. All aimed to operate according to Pinel’s principles. Though the settings in which they were built may be less rural now, other reforms of the asylum movement are still visible. Most inpatient units, whether self-contained psychiatric hospitals or part of general hospitals, continue to employ the concept of a therapeutic community, with a routine schedule of activities that encourages structure, discipline, and personal hygiene. The self-mastery goal resembles the guiding principle of the contemporary “recovery movement” (discussed in chapter 21), which recognizes the capacity of people with mental illnesses for increased self-determination and greater participation in mainstream society.

But the poor could not afford these private mental asylums, and the need for public mental institutions was quickly appreciated by some states; others eventually followed. By the mid-nineteenth century, the demand was such that the expansion of public facilities couldn’t keep pace, and the majority of mentally ill persons still resided in jails and almshouses, subject to abuse and neglect. The stage was set for an American Pinel. Rush and Kirkbride had established the model of care in the New World, but it needed to be scaled to meet the population’s needs.
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Patients in Bellevue Hospital, New York City, guarded by policemen, in about 1885.




A VOICE FOR THE MAD


Dorothea Dix was born in Hampden, Maine, in 1802. Evidence suggests that her childhood was unhappy and that her parents were negligent and abusive. At twelve, she moved to Boston to live with her wealthy grandmother, where for a time she flourished. By 1821, Dix had established an elementary school in her grandmother’s home and written a popular book for schoolteachers. She went on to publish other works, including poetry, and started a secondary school in her own home. Her circle of friends included the poet and essayist Ralph Waldo Emerson. But Dix suffered frequently from ill health, especially during the cold Boston winters, and in time her workload and physical illnesses took their toll. Her biographer David Gollaher has suggested that Dix suffered bouts of depression and had some kind of mental breakdown in the 1830s.

Her doctor encouraged her to take a restorative trip to Europe, where she convalesced at the home of William Rathbone, an English politician and philanthropist. Rathbone introduced her to Samuel Tuke, a Quaker mental health reformer and grandson of the founder of Britain’s York Retreat. The stay in England would be key to forming Dix’s mission. Upon returning to Boston, she began teaching a Sunday school class to women kept at the East Cambridge Jail, where she saw the mentally ill incarcerated with criminals, locked in dingy, dirty, unheated cells. It was the push Dix needed to become a full-fledged reformer. She began to investigate the conditions in which the mentally ill were being kept throughout Massachusetts and was horrified. In 1843 she petitioned state legislators for better treatment, describing a situation in which people were being kept in cages and pens: “Chained, naked, beaten with rods, and lashed into obedience!”

It was around this same time that the first systematic effort was made in the United States to determine the population rates of brain disorders affecting mental functions and behavior. The 1840 census listed just two categories for mental infirmities: “insane” and “idiot,” neither of which was clearly defined. Since the census takers received no clear guidance on how to identify mental illness or intellectual disabilities, they applied their own idiosyncratic diagnostic notions, and their judgments were excessively guided by ignorance and prejudice. Such was the atmosphere of inhumanity and confusion when, in 1855, Dix founded St. Elizabeths in Washington, DC, the first federally operated mental hospital in the country. Her hope was that the government would provide “the most humane care and enlightened curative treatment of the insane.” She played a role in the establishment of thirty of the sixty mental asylums built in the United States during her lifetime. Her own declining years were spent in a suite specially designed for her use in the New Jersey State Lunatic Asylum, in Trenton, which she liked to refer to as her first-born child.

My career has taken me to many of the institutions that Dix established, where I have seen and felt her influence—as well as the influence of Rush, Kirkbride, and their European forebears—and thought about the passion and courage with which they pursued their cause on behalf of the mentally ill, despite their limited scientific knowledge. One of my first clinical rotations in medical school was at St. Elizabeths, the same institution where Richard Wyatt, who would play a seminal role in improving the treatment of schizophrenia, would establish a laboratory supported by the National Institute of Mental Health (NIMH) to investigate its causes. (John Hinckley Jr. was also remanded there after being found not guilty by reason of insanity for the attempted assassination of President Reagan.) I later became the director of research at the Dorothea Dix Hospital in Raleigh, North Carolina, while on the faculty of the University of North Carolina. The hospital had been named for her at the time of its founding, but Dix refused the honor. I would later learn of members of my own family who lived and died in the Ohio institutions inspired by Dix’s mission.

The noble vision, promulgated by Pinel, Tuke, Rush, Kirkbride, and Dix, that aspired to liberate thousands of mentally ill people from their miserable plight was never fully realized. In large part, this was because the hoped-for treatments for mental illnesses did not materialize, and asylums remained relegated to the role of custodial care. Moreover, the fact that these were advertised as humane sites of therapy induced families eager for relief from the burden and stress of perpetual care of their loved ones to commit them to asylums, where they would receive compassionate care and possibly get better—or so they believed.

As the demand for admissions and the resident population increased, the adherence to the noble principles of “moral therapy” waned, turning mental hospitals into crowded bleak warehouses with abysmal conditions. This was epitomized by Dix’s pride and joy, the nation’s only federal mental institution (other than the Veteran’s Administration Hospitals), St. Elizabeths Hospital.

Originally built for three hundred fifty patients, by the twentieth century, St. Elizabeths’ population had swelled to eight thousand patients, creating intolerable conditions. Half a century later, antipsychotic drugs would be discovered—but instead of being the remedy to the shameful state of the asylums, they led to another catastrophe: the emptying of patients from mental institutions to the communities under a policy of “deinstitutionalization.” However, we are getting ahead of ourselves, as it would be some time before this calamity would befall people with schizophrenia, those who treated them, and society. In the interim, the field of psychiatric medicine would make other blunders as it continued to mature.






Part 2 THE SCIENTIFIC CIRCUS







Chapter 4 MEDICAL SPECIALIZATION



In some ways disease does not exist until we agree that it does—by perceiving, naming, and responding to it.

—C. E. Rosenberg, “Disease in History: Frames and Framers” (1989)



CURERS AND CARVERS


Prior to the nineteenth century and the growth of the asylum movement, the medical profession consisted of generalists who were either curers (physicians) or carvers (surgeons). These were journeymen practitioners who, with few exceptions (tooth extraction, eye ailments, midwives), were largely generalists who treated whatever kind of sickness afflicted their patients. But as ways of examining the body and its diseases improved through observational research, dissection of cadavers, examination of biologic specimens, and the advent of instrumentation (microscope, stethoscope, ophthalmoscope, laryngoscope), the volume of knowledge increased. This enabled the medical field to differentiate itself increasingly into areas of specialization.

In the nineteenth century, German-speaking countries were the intellectual centers of medicine. However, the process by which the field of medicine separated into specialties began in France.

At the time, Europe, including the Germanic countries, was constrained by traditional institutions and social structures, but the French Revolution of 1789 had dismantled the ancien régime, opening Paris to new and unconventional ideas and initiatives. The French Academy’s network of educational and cultural institutions—including the Faculty of Medicine, the Sorbonne, and the Collège de France—along with a critical mass of intellectuals, fostered creative ferment.

As a consequence of these various currents, hospitals and practitioners concentrated on particular patient groups and diseases. A maternity hospital was established on the Boulevard Port Royal, and a hospital for children, the Enfants Malades, was set up. Patients with sexually transmitted diseases were transferred to the Vénériens Hospital on the Faubourg St. Jacques. Separate hospitals, or wards in general hospitals, were designated for the insane. Medical schools reconfigured their faculty into specialties, which allowed physicians to acquire a deeper knowledge of the growing medical literature in specific domains and gain greater clinical experience with particular illnesses, thus expanding the knowledge of their predecessors and developing canons of practice.

THE BRAIN DOCTORS


Brain doctors were among the first physicians to coalesce into a medical specialty. The earliest indication of this subspecialty occurred in 1808, when German physician Johann Reil proposed a branch of medicine dedicated to mental illness, which he called “psychiaterie,” a term derived from the Greek for “mind” (psyche) and “healing” (iatreia). Reil was a transitional figure, a physician who had an affinity for those conditions that were ostensibly medical but affected behavior. He believed in the continuity between psyche and soma, mind and body. Among his patients were the playwright and poet Johann Wolfgang von Goethe, and Jacob Grimm (of the brothers Grimm authors of Grimms’ Fairy Tales).

While we now think of psychiatry and neurology as sibling specialties, originally the brain-focused specialty was called psychiatry, with neurology differentiating later. In 1841, the Association of Medical Officers of Asylums and Hospitals for the Insane was formed in the United Kingdom—the precursor to the Royal College of Psychiatrists—followed by the Association of Medical Superintendents of American Institutions for the Insane in 1844, which would later become the American Psychiatric Association. The neurological counterpart to the APA in the United States was the American Neurological Association, founded in 1875.

The divergence of these medical subspecialties was driven by scientific research into the brain and various diseases to which it was susceptible, a process that played out gradually. The first scientific stirrings to inform the as-yet inchoate disciplines of neurology and psychiatry can be seen in the work of Franz Joseph Gall (1758–1828). One of twelve children born into a wealthy German family, Gall became interested in the human brain as a boy, imagining a link between a classmate’s oddly shaped head and his fluency with language. Later, while studying medicine at the University of Strasbourg, Gall observed that many of the brightest students in his class had prominent eyeballs, and he theorized that the feature must be linked to their intelligence. When Gall moved to Allgemeines Krankenhaus, the public hospital in Vienna, to continue his training, he undertook careful dissections of brains and drew two conclusions: first, that discrete anatomic areas orchestrated specific psychological functions; and second, that just as a muscle grows with exercise or atrophies from lack of use, brain regions increase or decrease in size depending on the activity of their associated mental functions.

Such observations laid the foundation for Gall’s theory that personality and intelligence are related to the shape of the skull, which itself reflected underlying brain structures. Gall, calling his theory phrenology, cited twenty-seven mental functions and behaviors that he believed corresponded to cortical and cranial configurations, including the reproductive instinct, the love of offspring, affection, aggression, desire of possessions, wisdom, satire, wit, kindness, benevolence, mimicry, and religious belief.

Unfortunately, Gall’s theory was exploited for nefarious purposes, such as offering a biologic basis for deviant behavior; because phrenology offered visual representation of deviance, it was ultimately linked to heritability and eugenic theories. Phrenology also provided the justification for subordination based on race and gender, which permeated the politics of the nineteenth and twentieth centuries, reaching its evil apotheosis in the German National Socialist (Nazi) ideology and policies implemented by the Third Reich.

Despite its misuses and ultimate discreditation, Gall’s effort to link brain anatomy to behavior and mental functions represented a significant attempt at scientific thinking and provided an early foundation for the new cadre of brain doctors.

TWINS OF BRAIN MEDICINE


Over the course of the nineteenth century, four generations of physicians, most of whom were psychiatrists, would apply the cutting-edge scientific methodology of the time, anatomic pathology, to scour the brain in search of the tangible basis for a host of mental disorders, including schizophrenia. These brain doctors were among the scientific and clinical elite at the world’s top institutions, and they made many remarkable discoveries. They were trained in what became psychiatry and neurology and in the scientific disciplines of anatomy and pathology through a system of apprenticeship. Moving from lab to lab, like bees alighting on blossoms, these gifted young doctors learned from their mentors. It was this cross-pollination that enabled synergies in mapping brain anatomy, establishing relationships between anatomic regions and specific mental and motor functions, and the identification of disorders that would fall under the purview of neurology. (The relationships among this cadre of physicians are depicted in a pedagogical pedigree in appendix 2.)


[image: Image]
Diagram from The New Illustrated Self-Instructor in Phrenology & Physiology, by Orson Squire and Lorenzo Niles Fowler, 1859.



The boundaries that would ultimately be drawn between psychiatry and neurology rested on an implied Cartesian dualism, the philosophy of René Descartes that postulated a clear distinction between mental (intangible) and physical (tangible) phenomena. Neurology would have dominion over brain disorders that had tangible and visible pathological signatures, while psychiatry inherited all the maladies that were invisible manifestations of the mind—as though emotion, thought, and consciousness itself could be divorced from the neurology underlying them. But for most of the nineteenth century, the boundaries between the two fields would be porous, and there was much overlap in patients and research. This crossover led to more than a few ironies, perhaps the greatest of which was that it was a neurologist named Sigmund Freud who came up with the psychoanalytic theory that would lead psychiatry away from scientific study of the brain and into the abstract realms of the mind.

The most visible maladies treated by brain doctors were those that caused physical and intellectual disabilities: amyotrophic lateral sclerosis (ALS), Parkinson’s disease, multiple sclerosis, stroke, epilepsy, dementia, tumors. By the turn of the twentieth century, a trio of psychiatrists had defined distinct eponymous forms of dementia. Arnold Pick described frontotemporal dementia (Pick’s disease), while Alois Alzheimer identified senile plaques and neurofibrillary tangles in the brain, the hallmarks of Alzheimer’s disease. The Russian neuropsychiatrist Sergei Korsakoff described the brain atrophy and memory loss caused by excessive alcohol consumption, what we now call Korsakoff’s syndrome.

Other psychiatrists trained in anatomy contributed to the understanding of the brain’s structure. Karl Wernicke and Paul Broca mapped the brain’s anatomy, revealing in the process the regions responsible for different forms of aphasia (expressive or Broca’s aphasia involves the inability to speak coherently; receptive or Wernicke’s aphasia is the inability to understand verbal communications, both usually due to strokes or head trauma). Korbinian Brodmann’s monograph Vergleichende Lokalisationslehre der Großhirnrinde (Localisation in the Cerebral Cortex) presented a classification of cortical areas based on the organization of cells in specific brain regions. The fifty-two anatomic areas he identified, known as Brodmann areas, formed the basis of templates still used today by neurosurgeons, neurologists, and psychiatrists. Paul Emil Fleschig is remembered for his research on the formation of myelin, the lipidlike sheath wrapped around the long axons of neurons that facilitates transmission of nerve impulses. Theodor Meynert constructed an atlas of the various types of cells in different brain regions, discovering in the process a concentration of cells in the basal forebrain containing the neurotransmitter acetylcholine, which would lead, a century later, to the first effective treatment for the symptoms of Alzheimer’s disease. Finally, Franz Nissl worked with Alzheimer and Emil Kraeplin, a prominent German psychiatrist, on the relationship of mental illness to glial cells, blood vessels, blood elements, and cerebrospinal fluid. Nissl popularized the use of spinal taps but is best known for the stain he developed to reveal the subcellular structures of neurons.

These breakthroughs contributed importantly to our knowledge of brain disorders and paved the way for advances in the early twentieth century: the discovery of microorganisms and the germ theory of infectious disease; anesthesia and sterile techniques for surgery; the identification of cellular pathology as the basis of disease; X-rays, insulin, antibiotics. Unfortunately, the scientists studying mental illness didn’t find anything comparable to what they were able to discover about the brain’s architecture and what were then called organic brain disorders—meaning that their symptoms had clear causes in the brain. The causes of mental illnesses, however, couldn’t be observed, either by the naked eye or even under the light microscope.

Though these findings led to important advances in science and medicine, it should be acknowledged that this knowledge was disproportionately derived through the exploitation of people from lower socioeconomic classes, minority groups, and those with mental and physical infirmities. In addition, physicians conducted experiments on vulnerable populations (the poor, infirm, enslaved people, and prisoners) and collected human remains from the brutality of war and violence of slavery for anatomical dissection and collections. As with Gall’s theory of phrenology, the results of these studies also served as a pseudoscientific basis for prejudicial theories of racial inferiority that would permeate the evolution of scientific explanations of the relationships among the brain, behavior, and mental functions. This practice was prevalent in Europe and the Americas, particularly in the antebellum south. In addition to generating medical knowledge about anatomy, physiology, and pathology, it also gave rise to radical theories of racial differences that prompted largely white professors to develop curricula that included the claim that people of African descent were anatomically and physiologically distinct.

The assignment of prejudicial racial characteristics extended to mental illness as well. For example, the wish to escape slavery was labelled “drapetomania.” This medicalization was clearly meant to frame the desire to escape as pathological, rather than an assertion of the humanity, dignity, and right to freedom of enslaved people. Despite this racial fabrication, the prevailing belief among American psychiatrists was that black people were not susceptible to mental illness and therefore required less care in mental institutions.


[image: Image]
Psychiatric researchers studying anatomic pathology in the Vogt Brain Collection, circa 1906. Left to right: Korbinian Brodmann, Cécile Vogt, Oskar Vogt, Louise Bosse, Max Borchert, Max Lewandowski.



THE BIRTH OF NEUROLOGY


If Gall was the first brain doctor and Reil the first psychiatrist, Jean-Martin Charcot (1825–1893) was the father of neurology. Born in Paris, Charcot trained in pathology and general medicine. He employed the cutting-edge research methodology of his day to amass extensive data through clinical observations, which he correlated with autopsy findings. Charcot certainly wasn’t the first to engage in what we now know as neurology—by the time of Charcot’s birth, James Parkinson had already published his “An Essay on the Shaking Palsy” (1817), the first clear medical description of what would become known as Parkinson’s disease. Nor was he the only one of his era. John Hughlings Jackson wrote on the loss of speech after traumatic brain injury and stroke, for instance, and Silas Weir Mitchell, a Civil War–era surgeon, provided a detailed account of phantom limb syndrome (when amputees still feel the presence of their former appendage). But it was Charcot who would become one of the most influential physicians in the history of modern medicine, leaving behind him at least thirteen eponymous diseases. His students included Sigmund Freud, Georges Gilles de la Tourette, Pierre Janet, and Joseph Babinski, the latter of whom said that “to take away from neurology all the discoveries made by Charcot would be to render it unrecognizable.”

Given the overlap between the twin disciplines, it’s not surprising that the father of neurology devoted much of his practice to psychiatry. His first position was at the Salpêtrière, housing more than five thousand patients, which he called “that grand asylum of human misery.” In 1862 Charcot became the chief physician and director of Salpêtrière and transformed the hospital into what was, for its time, a state-of-the-art center for neurology. Salpêtrière had its own pathology lab but also a farm, bakery, and photography studio—from which Charcot produced a large body of photographs of female hysterics (patients afflicted by emotional states causing abnormal, uncontrollable behaviors or physical symptoms for which there is no biologic basis). As professor of pathological anatomy, Charcot lectured on diseases of the organs, using cadavers and specimens. His Tuesday lectures were famous, and among the many physicians who came from around Europe to attend them was the young Austrian Freud, who took a special interest in Charcot’s approach to hysteria.

Charcot saw legions of patients over the course of his career, and by connecting their clinical features to the pathological changes seen on autopsies after they had died, he was able to impose some descriptive and diagnostic order on an array of neurological disorders. At the time, only a small number of illnesses, such as epilepsy and neurosyphilis, had been differentiated from the mass of “nervous disorders.” Charcot was the first to connect the clinical features of multiple sclerosis to the pathological changes seen postmortem, and the first to diagnose MS in a living patient. He was also the first to diagnose cases of amyotrophic lateral sclerosis, identifying it as a specific neurological disease with a distinct pathology.

But hysteria was the only discrete mental disorder Charcot was able to identify. From the time of Mesmer, who had attributed it to “animal magnetism,” hysteria had been considered the “great neurosis”—a mysterious disorder that the leading experts of successive eras tried to explain through both physical and metaphysical theories. Charcot believed it to be a hereditary physiological disorder, due to its physical manifestations of paralysis, syncope (loss of consciousness caused by a drop in blood pressure), convulsions, and mutism. Freud speculated that hysteria reflected psychological conflicts caused by early sexual trauma. The contrasting views held by these two doctors were emblematic of the contrasting perspectives that would inform the views of neurology and psychiatry about mental illness for decades to come.


THE INNOVATORS


The people confined to insane asylums in the nineteenth century were a mix of patients with psychotic disorders, tertiary syphilis, developmental disabilities, and senile dementias, but the greatest proportion by far were thought to be suffering from what we know as schizophrenia—the mental illness that, though it would guide much of the seminal research of the time, had yet to be named. That would fall first to Emil Kraepelin, who distinguished schizophrenia from the mass of mental illness, and then to Eugen Bleuler, who revised Kraepelin’s conception of the disorder and coined the term “schizophrenia.”

Kraepelin was born in Germany in 1856 and trained in neuropathology and the nascent discipline of experimental psychology. By the time he became a professor of psychiatry at the University of Dorpat in modern-day Estonia, he’d grown frustrated by the jumble of imprecise diagnostic terminology and contradictory theories that characterized the field. One of the biggest problems in dividing insanity into discrete mental illnesses was the fact that many of the same symptoms could be observed in different disorders. Delusions, for example, appeared in a range of psychotic disorders and dementias, and anxiety was seen in depression, anxiety disorders, and psychoses.

Like his contemporaries, Kraepelin initially approached this problem via human autopsies and anatomic pathology. But while his colleagues in psychiatry had discovered the “footprints” of many neurological disorders, Kraepelin, like others before him, could find no trace of mental illness through these methods. So he changed his strategy. Instead of trying to dissect mental illness as a surgeon, he searched for historical and clinical patterns from which he could construct a taxonomy of different kinds of madness. He kept stacks of note cards, assembling his own classification system in a small book entitled Compendium der Psychiatrie (1883). What distinguished Kraepelin’s system from others was that, in addition to symptoms, it included an illness’s period of onset and its course over a person’s lifetime. For example, some psychoses lifted spontaneously, and patients recovered, while others persisted and got worse, leaving people permanently impaired.

Focusing on the life history of mental illnesses, Kraepelin defined three types of psychoses: manic-depressive insanity, melancholia, and dementia praecox—what today we call schizophrenia. He used the term “praecox,” meaning early or premature, to differentiate the illness from late-life or senile dementia. What Kraepelin had observed in dementia praecox was not only psychotic symptoms but also a decline in cognitive capacity to the point of dementia; this was in contrast to manic-depressive illness and melancholia, where patients’ cognitive functions returned intact once their symptoms subsided.

Kraepelin described, in exquisite detail, examples of each diagnosis. His portraits of dementia praecox are as compelling and dramatic today as when he wrote them more than a century ago:


Delusions, either transitory or permanent, are developed with extraordinary frequency… the brain is burned, shrunken, as if completely gone to jelly, full of water, the mind is “drawn like rags from the brain,” the patient “has only a little knuckle of brain left”; the nerves are teased out….

These delusions are frequently accompanied by ideas of sin. The patient has by a sinful life destroyed his health of body and mind, he is a wicked fellow, the greatest sinner…. God has forsaken him, he is eternally lost, he has been driven out of the church; is going to hell….

Ideas of persecution are invariably developed…. The patient notices that he is looked at in a peculiar way, laughed at, scoffed at, that people are jeering at him…. People spy on him; Jews, anarchists, spiritualists, persecute him, poison the atmosphere with poisonous powder, the beer with prussic acid….

[The patients] see mice, ants, the hound of hell… scythes, and axes. They hear cocks crowing, shooting, birds chirping, spirits knocking, bees humming, murmurings, screaming, scolding, voices from the cellar…. [The voices] say: “That man must be beheaded, hanged,” “Swine, wicked wretch, you will be done for.”



Kraepelin’s newly defined diagnosis of dementia praecox was short lived. Swiss psychiatrist Eugen Bleuler proposed an alternative conception of dementia praecox at the 1908 German Psychiatric Association Meeting in Berlin. Bleuler was impressed by the unusual array of symptoms and behaviors exhibited by people with dementia praecox and less interested in the longitudinal course of the illness. Whereas Kraepelin had emphasized patients’ intellectual decline and steadily worsening course, Bleuler believed that the central feature of the illness was the splitting of psychic function—for instance, in the lack of correspondence between thought and emotion, seen when patients exhibit what is termed “flat affect,” which means that a patient experiencing bizarre delusions or hallucinations will not exhibit the expected emotional reaction but will instead remain seemingly oblivious or indifferent.

Bleuler’s shift of emphasis inspired the term “schizophrenia,” or “split mind,” derived from the Greek schizein, indicating “splitting,” and phren, originally meaning “diaphragm” but later “soul” or “spirit.” (The word “schizophrenia” was never meant to indicate split or multiple personalities, a misunderstanding that persists to this day.) In addition to focusing on the schism, Bleuler emphasized the patient’s manifest behavior and introduced the concept of primary and secondary symptoms. The four primary symptoms (the four As) were abnormal associations, autistic behavior and thinking (meaning self-absorbed), abnormal affect, and ambivalence. These mental aberrations could lead to secondary manifestations of hallucinations, delusions, social withdrawal, and diminished drive. In each case, as the disease progressed, the individual’s personality lost its unity.

While well intended, Bleuler’s revision and the field’s embrace of it would have devastating consequences, as they shifted the target of treatment from preventing disease progression to reduction of the manifest symptoms. At the time this was moot, as there were no effective treatments for schizophrenia. However, this shift in therapeutic focus would later become hugely important. To appreciate the significance of the distinction, think of Alzheimer’s and Parkinson’s diseases. While we have treatments that can improve symptoms, we have nothing to alter the progression of these illnesses, and so patients continue to decline until death. In the case of schizophrenia, the emphasis was placed on the suppression of psychotic symptoms rather than on the prevention of intellectual deterioration that occurs over time in the context of successive psychotic episodes or sustained psychosis. Bleuler’s revision suggested that the two conceptions of the illness were mutually exclusive; in fact, he and Kraepelin were simply emphasizing two different sides of the same coin: the longitudinal and the cross-sectional.

Both Bleuler and Kraepelin divided schizophrenia into subtypes based on the nature of their symptoms, a typology that was continued into the initial versions of the DSM. Kraepelin’s turn away from anatomic pathology as a means to define schizophrenia and elucidate its underlying basis was the first sign that psychiatry was veering off in a new direction. In abandoning the dissection of cadavers in favor of the descriptive observation of living patients, he enabled a reconfiguration of the conceptual boundaries around how psychiatrists thought about this ancient malady. Now the question was not where in the brain the source of the problem might reside, but how a patient was thinking, feeling, behaving.

During his academic training, Kraepelin had worked in the lab of Wilhelm Wundt (1832–1920). It was a formative intellectual experience, but as Kraepelin worked on his taxonomy of mental illness, his mentor took his own intellectual pursuits in another direction. Wundt was an aspiring member of the generation of elite German psychiatrists trained by the leading scientific figures of the day. Like his forebears and colleagues, Wundt sought to uncover the roots of madness. Similarly frustrated by the inability of anatomical dissection to detect visible pathology in the brain, Wundt realized that a new approach for scientific inquiry was required: metaphysical rather than organic. Thus was the field of psychology created.

In his 1874 book Principles of Physiological Psychology, Wundt set down a vision for psychology as an independent discipline that, rather than employing the traditional philosophical or spiritual approaches to consciousness, would adhere to principles of the physical sciences and adopt the methods of an experimental, inductive science. Just as cardiology focused on the heart, ophthalmology the eyes, and neurology and psychiatry the brain, psychology would focus on the mind. Instead of using anatomic dissection and microscopic examination, this new discipline, which he termed experimental psychology, would combine physiology and psychology to interrogate the workings of the mind using controlled laboratory methodology.

The paradigm shift that Wundt set in motion—psychology as a means of extending our investigations into what lies behind normal and abnormal behavior—was an important contribution to science and medicine. Though his research ultimately did not have a major impact on our understanding of the brain, or the workings of the mind, he is credited with having founded a discipline whose many students have contributed much to our understanding of human behavior and mental functions.

Despite his seminal role in behavioral science, Wundt was quickly superseded, first by his star student Edward Titchener, and later by the American philosopher and psychologist William James. Titchener conceived of psychology’s first major theory, structuralism, which sought to break consciousness down into its most basic components (for example, attention, memory, problem solving). James, influenced by the English naturalist and explorer Charles Darwin (creator of the theory of evolution and natural selection), developed a rival theory of functionalism, which focused on the purpose of consciousness and behavior. James regarded the scientific attempts of Titchener and others to chop up consciousness into discrete parts as misguided and wrote instead of consciousness as a continuous “stream.”

But if Wundt’s accomplishments were overshadowed by the work of Titchener and James, they would be utterly eclipsed by the next person who engaged in metaphysical speculations about the mind and its aberrations.






Chapter 5 THE FREUDIANS



Sigmund Freud was a novelist with a scientific background. He just didn’t know he was a novelist. All those damn psychiatrists afterward, they didn’t know he was a novelist either.

—John Irving, Writers at Work: The Paris Review Interviews (1988)



THE TAKEOVER OF PSYCHIATRY


By the end of the nineteenth century, psychiatrists were frustrated. They hungered for an intellectual framework that would explain mental illness and offer useful methods for treating it: something that would legitimize their field and transform their roles with living patients from wardens of the damned, and as scientists studying cadavers into capable physicians and illuminating researchers.

Enter Freud. A brilliant and articulate physician who offered a comprehensive theory of the mind that presumed to explain human behavior and the source of mental illness, Freud looked like the savior for whom psychiatry had been waiting. Over the next fifty years, psychiatrists and psychologists would embrace his dazzling new ideas, which offered the chance to finally put psychiatry on equal footing with the rest of medicine. Unfortunately, instead of securing psychiatry’s place among the medical specialties, Freud directed his psychiatric acolytes on a metaphysical detour into the machinations of the mind that led to the margins of medicine.

Sigmund Freud was born in Freiburg, Austria, in 1856 and studied medicine at the University of Vienna. Following graduation, he worked under the leading figures in the brain sciences: first, the great psychiatrist and anatomist Theodor Meynert, conducting research on brain anatomy; and then Charcot, the leading neurologist of the day. Freud was enormously impressed by Charcot, and his studies with the renowned neurologist were instrumental in turning him away from a career in research neurology and toward one in clinical psychiatry. Freud subsequently studied with neuropsychiatrist Josef Breuer, who first used what became known as the “talking cure.” Freud was trained as a neurologist, but his Vienna practice consisted largely of patients with nervous conditions—that is, mental disorders. His psychoanalytic theory would be based on his experience with these patients. His conception of mental illness deviated from the theories of his more anatomically focused German colleagues and was strikingly different from anything that had come before.

Freud understood mental disorders in terms of feelings, thoughts, the interplay between conscious and unconscious motivation, and conflicts between the psychic forces—not degenerate genes, stressed nerves, or physiological defects in the brain. These psychic elements were grouped in three mental constructs, the id, ego, and superego, formed through each individual’s psychological and sexual development. The id is the source of drives and innate impulses, while the superego is the inhibiting, critical component and the source of conscience and moral behavior; the ego represents the individual’s behavioral capacity and tendencies, and mediates between the id and superego. These psychodynamic forces aren’t just at war with one another; they are also complementary, operating as a system of checks and balances, and psychoanalysis is meant to uncover their workings and modify them.

At the time Freud developed his theory, there was no comparable psychological model for how the mind worked. His model certainly wasn’t correct in all respects, but it was conceptually brilliant and the first of its kind. There was something about it that rang true to human experience; people read Freud and saw their internal struggles and contradictory behaviors illuminated. Freud was also a clear, engaging writer and a brilliant communicator. Freud’s theories would eventually capture the imagination not only of the medical field but also intellectuals of all disciplines.

Freud’s view of the precise mechanisms underlying mental illness would change over time, but they were always situated within his id-ego-superego framework and explained through the tensions between those three structures. For example, he posited that psychosis erupted when the ego’s allegiance to the external world dissolved, and it was overcome by the id, which then had free rein to define its own reality.

As innovative and profound as Freud’s ideas were, they were limited in their application to mental conditions and more relevant to neuroses, such as anxiety, phobias, and obsessions, rather than psychoses such as schizophrenia. They also were the subject of much debate and considerable controversy at the time, as reflected by these comments by Kraepelin, a major adversary: “Here we meet everywhere the characteristic fundamental features of the Freudian trend of investigation, the representation of arbitrary assumptions and conjectures as assured facts, which are used without hesitation for the building up of always new castles in the air ever towering higher, and the tendency to generalization beyond measure from single observations…. As I am accustomed to walk on the sure foundation of direct experience, my Philistine conscience of natural science stumbles at every step on objections, considerations, and doubts, over which the lightly soaring power of imagination of Freud’s disciples carries them without difficulty.”
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