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AUTHORSHIP NOTE


This book is coauthored, but in a number of places where the pronoun “I” is used, it refers to Joel. These references appear in the portraits of patients and are indicated by means of a specific attribution at the bottom, i.e., “—JG.”





A NOTE ON THE PATIENTS


All patients depicted in this book have been disguised to protect confidentiality. Material central to the clinical picture is included, while identifying data have been changed. All patient quotes are used with their signed consent.





A NOTE ON “PSYCH” WORDS


Words that begin with psych (from the Greek psyche, meaning “mind” or “soul”) have proliferated in our language and in this book. A number refer to particular disciplines, professions, or theories. Psychology is the broadest of these. It refers to the scientific study of any facet of mental life. Psychopathology is the study of abnormal or disordered psychology. Psychiatry, in contrast, refers more narrowly to the medical profession concerned with psychopathology—its investigation as well as treatment—and is itself distinguished from the profession of clinical psychology in that its practitioners are physicians and can prescribe medications. Clinical psychologists, psychiatrists, and clinical social workers may practice one form or another of psychotherapy—the treatment of mental disorder by psychological, rather than physical, means. Psychoanalysis refers to a particular movement in psychiatry based on the theory and psychotherapeutic practice of Sigmund Freud and his disciples. Early on, most psychoanalysts were MDs, but analytic institutes now accept “lay” practitioners. Psychosis refers to a family of illnesses characterized primarily by delusions and hallucinations. Psychosis is distinct from psychopathy, a mental disorder characterized by antisocial behavior, callousness, and impulsivity, among other features.




The world as it had been shown to him was a piece of unreason, an idiot’s dream. Yet it was on too mammoth a scale to be without some reason. He came wearily back to his original point: Since the world could not be as crazy as it appeared to be, it must necessarily have been arranged to appear crazy in order to deceive him as to the truth. . . . In some fashion he must get behind the deception and see what went on when he was not looking. . . . Obviously the first step must be to escape from this asylum.


—Robert Heinlein, “They” 





PREFACE:
THE TRUMAN SHOW DELUSION


JOEL GOLD


It is a rare privilege to spend your very first day practicing medicine at the Bellevue Hospital psychiatric emergency room, formally named the Comprehensive Psychiatric Emergency Program (CPEP). I had this experience on July 1, 1995. Back then, everything I knew about psychiatry came from a couple of months as a medical student, tagging along with the grown-ups—in other words, next to nothing.


Bellevue is the oldest public hospital in the United States. Although the hospital offers treatment from all medical disciplines, in the general consciousness Bellevue is thought to be a psychiatric hospital. Be it medical, surgical, or psychiatric care, Bellevue treats people from around the world. If someone becomes manic in Europe or South America and hops on a plane that lands at LaGuardia or JFK, he or she is brought to Bellevue. The psychiatric department has a unit dedicated to patients who are monolingual Chinese speakers (Mandarin, Cantonese, and Fujianese) and another for patients more comfortable speaking Spanish. Bellevue is a veritable United Nations of Madness.


But if there is a psychiatric baptism by fire, it is the Bellevue CPEP. After one week I had interviewed or heard colleagues present cases of all manner of mental illness, especially psychosis—the cluster of mad symptoms encompassing hallucinations, delusions, bizarre or disorganized speech, and disorganized behavior that might accompany any number of disorders, psychiatric and medical.


A few weeks later, some common clinical patterns began to emerge: the patient with chronic schizophrenia off her medications; the crack-induced paranoia, then crash; the malingerer, feigning symptoms in order to gain entry to the hospital for reasons unrelated to his health; the man brought in naked after running down Fifth Avenue, in the throes of a manic episode; the repeat offender arrested (again), demanding to be psychiatrically evaluated (again) so as to avoid going to central booking (again). Those who were regular visitors to the CPEP were coarsely deemed “frequent flyers.”


It was exhausting—and exhilarating.


At the end of my first month as a doctor, I saw someone walk into the CPEP who looked different from the last hundred patients I had seen—and rather like that med school classmate who never made it to lecture because he was always playing Ultimate. Finally, I thought, some respite from all the suicidal and homicidal patients. This guy looked about as mellow and laid back as a person could be: tie-dyed T-shirt, cargo shorts, and flip-flops, his long hair held back in a bandana. Perhaps The Dude just got dumped by his girlfriend, and he’s feeling a little down. I’ve been there! Perhaps his boss is a jackass, threatening to fire him if he doesn’t pick up the pace at work. I can handle that—I’m, like, a doctor! Awesome. This way, Dude.


So, Dude, I ask with a smile, what’s the story?


As it turns out, The Dude has not been unsuccessful romantically of late or even gainfully employed. But he has been killing small animals and compulsively drinking their blood. That is not, however, The Dude’s primary concern. The Dude tells me that his mind has been wandering away from drinking the blood of small animals to drinking the blood of people, particularly his mother. But duuuude, y’know, not, like, Mom!


The Big Lebowski this is not. The Dude is admitted upstairs for treatment.


A few weeks later, a colleague informs me that The Dude has been discharged to an ashram in the desert.


I mention the story of The Dude to help explain why the “Truman Show delusion” took months—years—to register in my mind. When the people you deal with in your working life are severely mentally ill, that becomes the norm. Mental illness is the cosmic background radiation of front-line psychiatry; stars are exploding, comets are whizzing by, meteors are smashing into planets all around you, every day. If you haven’t worked in such a context, it’s hard to appreciate just how much this can alter your perspective—but if you read the portraits of patients placed throughout this book, you may start to get the feel of life in a psychiatric emergency room and on a psychiatric unit.


At a state hospital, I rotated on a forensic unit where I met a man who was there because he had seen a mannequin on fire and stomped it out. Sadly, the mannequin was not on fire; in fact, it wasn’t a mannequin but a homeless man sleeping on the sidewalk. The patient had killed the man while hallucinating. During that same rotation, I was warned that one woman on the forensic unit was handy with an ice pick. She had stabbed her boyfriend with one because he had purchased a toupee without consulting her. She didn’t like the color and felt disrespected by his failure to include her in the decision-making process.


Still, I found delusions of the kind featured in this book most compelling. And as delusions go, the CPEP and the residency-training unit at Bellevue, 19-North (later 20-West), are to psychiatry what the Louvre and the Met are to painting, or the Bolshoi and the Kirov are to ballet. During my time at Bellevue, both as a trainee and then as an attending physician, I observed more delusions in its small, locked spaces than I suspect many psychiatrists observe in a career.


Most delusional patients present similar kinds of persecutory or grandiose ideas. Belief in being Jesus or in possession by demons is common. Other classic delusions include patients’ beliefs that they are being pursued by the FBI, CIA, or KGB, which have implanted microchips in their brains or teeth in order to monitor them. Sometimes new twists on old delusions seem to emerge, albeit in small numbers. For a while, African American women from the South were coming up to New York (usually on a Greyhound bus) with the fervent belief that they could raise the dead at Ground Zero.


But the majority of memorable delusions are one-offs: The Dude; the middle-aged woman with a broken leg who demanded to be discharged so she could run the New York City marathon; the young African American woman from Brooklyn who believed the spirit of Rabbi Menachem Schneerson, following his death, had inhabited her body.


All of which is to say, when Albert, the first “Truman Show” patient, walked into Bellevue on Friday, October 31, 2003, I thought nothing of it. Eight years had passed since I’d first started, and on that particular day, I was working as chief attending psychiatrist on the inpatient training unit at Bellevue. Albert was a twenty-six-year-old, single white man from western Pennsylvania. He lived with his parents, had no siblings, and worked at a nearby assembly plant. Albert believed that he was the subject of a TV show or movie. In describing his experience, he compared it to the acclaimed 1998 film The Truman Show, written by Andrew Niccol and directed by Peter Weir. The protagonist, Truman Burbank, played by Jim Carrey, is being watched by the whole world. Adopted in utero by a television corporation, Truman lives with every moment of his life being captured by thousands of cameras located around Seahaven, the island community he never leaves until his climactic escape to the “real” world, after slowly detecting the inauthenticity of his environment. Truman’s wife, best friend, and those who wordlessly pass him on the street are all actors and extras populating the highest-rated reality show in the world. In the final scene, Truman has a conversation with a disembodied, godlike voice that pleads with him to stay in Seahaven:


TRUMAN: Who are you?


CHRISTOF: I’m the Creator.


TRUMAN: The creator of what?


CHRISTOF: A show—that gives hope and joy and inspiration to millions.


TRUMAN: A show. Then who am I?


CHRISTOF: You’re the star.


The suspicion of being watched might never have been portrayed better than in The Truman Show—except in the minds of many people who daily suffer from the same delusion. When I spoke to Albert at Bellevue, he believed that all of the significant people in his life were involved in a conspiracy to keep him on the air and in the dark about his own show. Despite having had this notion for an extended period, he had only recently shared his beliefs with his uncle, a psychiatric technician at a local hospital. He also told of having cameras in his eyes and referenced another film, Being John Malkovich, in explaining that detail.


Albert’s uncle told him that he needed to get help. Albert took this to mean that he needed to leave his hometown to find evidence for his beliefs. At first he thought about going to Europe to prove that it existed, the logic being that, if his life were a Truman-like TV show, Europe would be a fictional place cooked up by the writers and directors. Like Truman in the film, who dreamed of escaping to Fiji, Albert was going to the Continent. When Europe proved too expensive a trip, Albert came up with a simpler way to test his hypothesis. He took a train to Penn Station in New York City, with his ultimate goal being the World Trade Center site. Albert reasoned that even the attacks of 9/11 would have been staged for his benefit, and his response to the tragedy manipulated for the show’s ratings. It followed that if the Twin Towers were still standing, his suspicions would be proven true. If the towers were destroyed, Albert said, he would admit that he was perhaps delusional. However, he never made it to Ground Zero, and instead found himself standing in the shadow of the United Nations. In a flash, his plans changed yet again. Albert decided to apply to the UN for asylum from his own show. When he attempted to enter the UN building and was approached by a security guard, he unwisely took a swing at the man. A scuffle ensued, and Albert was brought to Bellevue.


Most delusional patients hold their false beliefs wholeheartedly, but Albert was unusual: he would acknowledge that he might be suffering from a mental illness one minute and then request to speak to the director of the show the next. In the five years he had held his deluded belief—ever since the movie came out, in fact—Albert had had no formal contact with any mental health worker. And though I was among the first to learn of Albert’s delusions, I didn’t get to know him very well because he was quickly transferred back home to Pennsylvania, to the hospital where his uncle worked.


While Albert’s clinical presentation was interesting, I thought little of him until a few months later when I met and treated Brian, a twenty-nine-year-old visual artist from Los Angeles, also single, also white. Since seeing The Truman Show several years prior, Brian had operated under the belief that he was living a secretly televised life. He explained that he was being followed, taped, and broadcast by a network of unknown conspirators, all for the enjoyment of others. He was the center of attention of millions of people around the world. Everyone he knew, including his family, was an actor reading from a script. Brian also believed that his viewers knew his thoughts. Anguished by the theft of both his physical and mental privacy, he had decided to take his life by jumping from the Statue of Liberty. When he discovered it had been closed since 9/11, he wandered the streets of Manhattan until he came to the attention of a homeless shelter outreach team. When he described his delusional system and plan to commit suicide, they brought him to Bellevue.


As we talked, Brian told me that he imagined an old high school girlfriend had been watching his show and would meet him at the top of the Statue of Liberty. Though he had gone there with a plan to jump, he still hoped that she would instead save him and help him expose his plight. If she were not there, however, he would kill himself to end his torment.


On 19-North, Brian was initially pleasant despite believing that his doctors were part of the plot against him, but his symptoms did not respond to any of a number of meds, including antipsychotics and mood stabilizers. In the weeks that followed, he remained delusional, and he would not rule out suicide when he left the hospital. His mood continued to sink, and he became more irritable. After nearly two months at Bellevue, Brian was transferred to a state hospital for continued treatment.


I recall noting the similarities between Albert’s and Brian’s delusional ideas, but two patients in a sea of hundreds still didn’t register as more than a coincidence. When practicing psychiatry at Bellevue Hospital, it is often difficult to see the mad forest for the delusional trees. Amid the never-ending flow of patients coming through the doors—evaluating and treating them, communicating with family members, negotiating with insurance companies, finding housing and outpatient follow-up care—stopping to discern the subtle patterns of madness that form over time feels like a luxury, and not something we psychiatrists usually have the time or energy to do.


The Truman Show patients opened my eyes.


Unlike the single, memorable presentations that came and went, the Truman Show theme continued to appear. A few months after treating Brian, a third Truman patient, Charley, was admitted to the unit. And soon after that, a fourth Truman patient, David, a film school graduate from Chicago, was brought to Bellevue by his newly ex-girlfriend, Rebecca.


David had been hospitalized twice previously for manic episodes. In the weeks leading up to his admission, he hadn’t been sleeping and was talking a mile a minute. Paranoid and irritable, he had been shouting the Ten Commandments at the TV and had been more preoccupied with sex than even the most ardent young man. He had also been smoking a lot of pot, and Rebecca had recently broken up with him. (He later said, “A girl is involved every time, and then I become manic.”)


Ironically, David had been working on the production staff of a popular reality-television show when he began to believe that he was being filmed. He believed the show was about him. David said that his family had hired the crew and that his parents were not his real parents. After a family meeting, he told his psychiatrist, “I don’t know what team you’re on; I think you’re on my parents’ team.” David believed those involved in the production of the TV show were controlling his thoughts. He was ultimately fired from the show for refusing to sign a confidentiality agreement about which he had become suspicious. David said, “I thought I was a secret contestant on a reality-television show. I thought I was being filmed. I was convinced I was a contestant and later the TV show would reveal me.” David eventually responded well to a combination of antipsychotic and mood-stabilizing medication and returned to his apartment with follow-up care in place.


While David did not mention The Truman Show by name, the quality of his delusion certainly echoed those of Albert and of Brian. I began to think that there might be something more meaningful to the content of these men’s delusions than simply a common interest in Jim Carrey’s oeuvre. I also thought it was time to take in the film again. This being the Paleo-Netflix era, I made a trip to the local “video store.”


“There’s no point in trying to explain it, but a lot of strange things have been happening . . . people talking about me on the radio, you know what I mean?”


“I’m definitely being followed.”


“Everybody seems to be in on it.”


“Maybe I’m going out of my mind, but I get the feeling that the world revolves around me somehow.”


These statements, all made by Truman Burbank in the film, sounded like the delusional ideas of someone suffering from some form of psychosis. It occurred to me that the three patients I had seen all suffered from the same three forms of delusion: paranoia, grandiosity, and ideas of reference. I returned to Albert’s case. His paranoia was understandable, given his belief that hidden cameras were filming him 24/7 (not to mention the even smaller cameras surreptitiously installed in his eyes). The flipside of his paranoia was grandiosity. If the entire world is watching your life, you must be pretty important, and Albert called himself a star. Finally, ideas of reference are delusions wherein the sufferer attaches significance to otherwise meaningless stimuli: in Albert’s case, he believed that when people said “cool,” they were giving him a signal that they were “in” on the show.


After seeing four patients suffering similar symptoms, I became convinced that paranoia, grandiosity, and delusions of reference appearing in the context of what I came to think of as controlled unreality were psychiatrically and culturally significant. The delusion raised questions about the interplay between mental illness and our environment, and larger questions about the relationship of mind to culture.


MARLON: [Emotional almost to the point of tears] The point is, I would gladly step in front of traffic for you, Truman. And the last thing I would ever do to you . . .


CHRISTOF: [Feeding Marlon his lines] And the last thing I’d ever do is lie to you.


MARLON: And the last thing I’d ever do is lie to you. Think about it, Truman, if everybody’s in on it, I’d have to be in on it too. I’m not in on it because there is no it.


With Truman Burbank’s words echoing in my mind and in the mouths of my patients, I began calling their experiences “the Truman Show delusion.”


The fifth Truman Show delusion patient was brought to Bellevue by police nearly two years after the first. Ethan was found trespassing in a neighbor’s apartment. He believed that a young woman he had recently dated for a short time had moved into his building, and that he could find her via a secret passageway. In fact, the woman lived in another state altogether, and the secret passageway instead led into his neighbor’s place. Ethan believed the CIA was following him and monitoring him through his laptop computer. It was all part of a scheme wherein people wagered on his daily activities. Due to his importance to the plan, though, the CIA was protecting him. He, too, likened his experience to The Truman Show.


Ethan was convinced that a vast game was in play, one involving bets placed on his daily activities, but he was perplexed by the fact that he could not fathom its rules. A dizzying number of strange things were occurring and, however unrelated they might seem, Ethan reasoned that they must be connected. He thought that radio broadcasts he heard were not authentic but were created especially for him. Pickup trucks were following him. His roommate had been video- and tape-recording him, and he suspected that he was being recorded in the hospital, too. He believed Bellevue was a hotel and that everyone in it, including the doctors and patients, were actors in his “Truman Show–like existence.” A neighbor was a stand-in for Ethan’s real father who, through an earpiece, told the man what to say to Ethan. In fact, a number of family members and celebrities were talking to Ethan through others who acted as vessels.


At times, Ethan felt helpless: he wanted to get out of the hospital but couldn’t figure out what “card to play to end the game.” At other times, his helplessness gave way to a sense of his own power: he was the Master who had created and controlled the game, but (he later explained to me) he had subsequently forgotten both that fact and the rules. Despite these fluctuations, throughout his illness Ethan remained highly altruistic, a character trait he had displayed his whole life, and the themes of his delusions revolved around his wish to do good. The bets that people were placing on his life were, he said, generating funds for a charity.


Ethan is a third-generation Chinese American, originally from Southern California, who was twenty-six years old at the time of his admission. After graduating from MIT with degrees in cognitive and computer science, he had come to New York to do graduate work in machine learning at Columbia University. Ethan had been diagnosed with ADHD as a child and been taking Ritalin for many years. In the weeks leading up to his hospitalization, he had been working exceptionally hard on his doctoral thesis and had been using more and more Ritalin in an effort to stay awake longer and focus more intensely on his writing. The psychiatrists at Bellevue weren’t sure if Ethan’s psychosis was strictly related to the Ritalin use or if he was in the midst of a first-break episode of schizophrenia. In either case, we stopped Ethan’s Ritalin and offered him the antipsychotic Risperdal. He took it only because he believed that it was not actually an antipsychotic but a medication for his ADHD.


Ethan’s recovery was slow. As his insight into his mental state grew, he mourned the loss of the idea that he was special, acknowledging that he hadn’t been “living in reality.” Since nobody knew if his psychotic episode would be a once-in-a-lifetime event, Ethan worried about the impact of having a mental illness on his career and romantic life. He feared that the episode was a preview of more to come, that he might become a burden to his family. Ethan later recalled that the only times he ever saw his brother cry were at their father’s funeral and during a visit to see him at Bellevue. Shortly after turning twenty-seven, Ethan was discharged after spending six weeks at Bellevue. Everyone was apprehensive about his future.


• • •


On a visit to my hometown of Montreal, I talked about the Truman Show patients with my brother, Ian, a professor of philosophy and psychiatry at McGill University. Ian hadn’t heard of anything like it. In his own research into psychosis and delusion, however, he had become skeptical of the field’s overwhelming focus on neurobiology as the primary explanation for mental illness, and the Truman Show delusion got us talking about the larger role that culture likely plays. Although cultural psychiatry is a thriving field, with McGill one of its world centers, we were surprised to discover a scarcity of psychiatric literature about how delusion relates to culture. Over the next few months, we traded professional notes and further developed our thoughts. In 2006, Ian and I presented some of our ideas to my colleagues at grand rounds, a weekly lecture to the entire department of psychiatry at NYU Medical Center. Soon after, we began writing an academic paper on the Truman Show delusion.


But before our paper was even published, I received a call from a Canadian journalist working for the National Post. He interviewed me over the phone while I was sitting on a crosstown Manhattan bus. A couple of weeks later, on what must have been a slow news day, I was shocked to find a feature story on the newspaper’s front page.


Within days, the story got picked up by other print and online media. Some of the pieces were well written, with reporters calling to ask insightful questions, but much of the coverage resembled the children’s game broken telephone, with all sorts of misleading and inaccurate comments about the Truman Show delusion and what it implied about contemporary culture. Many outlets appeared to simply cut and paste portions of the original article, making a few arbitrary and usually incorrect changes. Ian and I were both psychiatrists; neither of us was a psychiatrist. One New York City tabloid cut out the part about the story taking place in New York City. Our favorite bit of gratuitous counterfactual reporting appeared on a British website: “Psychiatrist Ian Gold . . . a philosophy and psychology professor . . . Dr. Joel Gold (no relation) . . .”


But these errors were merely silly. The much more concerning result of being the media’s flavor du jour was the proliferation of oversimplified, false conclusions. Apart from a few pieces, the serious question—does culture have an impact on mental health, and if so, how?—was ignored. The worst accounts clearly held some preconceived notion of what the Truman Show delusion should be and strove to attach quick, socially relevant messages about the Facebook generation (messages that could apply to any and every healthy person) to what was a narrow, working idea about an expression of psychosis. My and Ian’s role in these stories, it turned out, was less as serious thinkers than straight men to the comedy of our research: our job was to say that watching the Real Housewives of Des Moines could drive you mad.


• • •


When the media hype had passed, we were left with the realization that most people have very little understanding of what delusions are. This is not surprising: many experts in the field appear to be confused when it comes to delusion. By 2008, Ian and I had spent a decade or more wrapping our own heads around concepts of mental illness, and found no easy answers. But over the years, we have developed strong opinions about some of the ways influential thinkers have got delusion wrong.


Most of the attention paid to psychosis today, delusion specifically, involves what sorts of pills to prescribe and which kind of misfiring neurons the pills are meant to target. But what this pill-and-neuron story misses is the larger narrative of social and cultural life going on around every patient, around every neuron. And so, with this book, we have set out to correct a number of misperceptions about psychotic illness and its sufferers, with a focus on delusion. We also hope that the professional conversation surrounding mental illness might become more balanced, so that genetics and neurobiology are not emphasized at the expense of environment.


• • •


There was one major benefit of the media attention around the Truman Show delusion: community. In the years since the first story ran in 2008, Ian and I have received a great number of emails from people suffering from the delusion, from their families and friends, and from clinicians treating the same delusion, all around the world. We discovered that women, including a young female doctor in the Middle East, suffered from it as well as men. A lot of people were looking for support or offering to take part in future research. The most common sentiment was a desire to help others who suffered from it. Many people described the relief they felt upon learning they were not the only ones to have survived the delusion. Others were not so lucky: one bereaved family described how their child had committed suicide in order to escape the Show.


While some patients with Truman Show delusion have schizophrenia, the delusion is seen in patients with bipolar disorder, substance-induced psychosis, and (we suspect) could be a symptom of any psychotic illness. Psychiatrist Paolo Fusar-Poli and his colleagues at the Institute of Psychiatry at King’s College, London, use the term “Truman syndrome” to describe “prodromal” patients (those who are not yet fully psychotic, but show early signs of illness). One of the British researchers, psychiatrist Oliver Howes, has said that of those coming to the Outreach and Support in South London (OASIS) mental health clinic, one in four has Truman syndrome. And Jean Addington, professor of psychiatry at the University of Calgary, has said that many of her prodromal patients compare their experiences to The Truman Show.


We also learned that a sizable number of people who do not go on to develop any psychotic illness have Truman Show experiences as children. We do not know if this finding will have any practical utility in the study of childhood development or if there is an age beyond which having Truman Show experiences ceases to be a normal variant of a child’s imaginative play.


• • •


In writing this book, we discovered a tremendous amount of evidence to support the thesis that culture shapes madness—evidence that has been well described in the psychiatric literature but passed over, perhaps because it does not fit the particular spirit of the times.


And as we worked our way through the clinical research and ranged into fields such as evolutionary psychology and urban epidemiology, something new arose: a fresh view of delusion (explained in chapters 4 and 5) that depends on a hypothesized brain system we call the Suspicion System. In the course of developing this view, we’ve come to better understand the crucial role of the social world in delusion, and in psychosis more generally.


Interspersed throughout these chapters, we visit and revisit the front lines of psychosis through case narratives that portray people with delusions. They put a human face on what can feel, at times, like theoretical suffering. These patients lead the kind of challenging lives that can be shocking in their extremity and isolation, yet achingly familiar to all of us. Their problems, while experienced in unusual ways, are not so different from our own.


Which leads to a final point: the main misconception we encountered in the coverage of the Truman Show delusion was a sense that the mentally ill are not us—are other, different from you and me. But any psychiatrist will tell you that is not true. Mental illness is just a frayed, weakened version of mental health. In researching and writing this book, we came to understand just how little separates the mentally ill from the mentally fit. A genetic vulnerability here, a childhood trauma there, one loss too many—and just like that, you’ve switched places. We all have psychotic and nonpsychotic parts of our mind. The challenge is keeping the craziness at bay, under careful watch of the saner aspects of ourselves. It doesn’t take much for anyone, you and me included, to become mad.


There is good reason to feel that as a society we are moving toward greater understanding of mental illness. In the past fifty years, recognizing that schizophrenia is a biological illness has had a humanizing effect on the people who suffer from it. Being classified as “mad” or “insane” carried with it centuries of stigma and a life of exclusion. When madness was refigured as an illness of the brain, the moral burden of madness was lightened.


Yet the biologization of madness has also refigured the boundary between “us” and “them,” and that boundary, perhaps to the surprise of the practitioners who have helped to define it, has grown starker the more that mental illness has come to be characterized in terms of physical phenomena like neurotransmitters. Before the twentieth century, one could go mad from unrequited love or as a result of violating God’s law. However alien the madman, he represented a moral lesson for all of us. When science began telling us that madness was etched into our genes and brains, what had been a flexible boundary became more like a closed border—with the mentally ill on the wrong side, as distant from us as ever. This book will, we hope, reopen that border and show mental illness to be the pervasive, ordinary, and highly social experience it really is.








PART I


THE SLEEP OF REASON









1



A SHORT HISTORY OF MADNESS


BEFORE PSYCHIATRY


Delusions are symptoms of a disease known, for most of human history, as madness, descriptions of which go back nearly as far as the written records of human civilization. The Papyrus Ebers, for example, an Egyptian medical text dating from 1550 BC, informs the aspiring physician that maniacal behavior is caused by possession, and five hundred years later the Indian Atharva-Veda reports that madness can be caused by “sin against the gods” or by a demon. A charm is provided to enable the sufferer to be “uncrazed.” Among the curses to be visited on the Israelites who fail to obey the Lord is insanity, and Old Testament madmen—the envious King Saul who raves, or the bestial King Nebuchadnezzar condemned to eat grass for his pride—become deranged for their sins.
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Figure 1: Nebuchadnezzar, William Blake, 1795. Tate Gallery, London.








The Babylonians and Mesopotamians understood madness as a punishment from the gods or demonic retribution, and insanity has a divine origin in Greek antiquity as well. When, in Homer’s Odyssey, Penelope is told by her nurse that Odysseus has come back and killed her suitors, she says: “ ‘the gods have made you mad. They have that power, / putting lunacy into the clearest head around.’ ” And, in Euripides’s Bacchae, possessed by Dionysus, Agave rips the head off her own son, Pentheus. Long before even the earliest of these writings, our ancestors left us clues to their theories of madness. Archaeological evidence shows that boring holes in the skull (“trephining” or “trepanning”) to release the devils inside is a practice that dates from at least 5,000 BC. Removing the imagined “stone of madness” by trephination was a medieval medical fantasy (see Figure 2).


Although madness is usually thought of as a disturbance, it has sometimes been conceived of as a gift. Plato, for example, distinguished four forms of madness: that of the prophet, the poet, the mystic, and the lover. The hero who is driven mad by unrequited love is a common trope in medieval literature, and the link between madness and poetry—or creativity more generally—continues to our day.
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Figure 2: Extracting the Stone of Madness, Hieronymus Bosch, c. 1475. The painting is a satirical representation of the medieval belief that madness was caused by having a stone in one’s head. © Madrid, Museo Nacional del Prado. Reproduced with permission.








With the coming of Christianity, Greek notions of madness were transfigured but not abandoned. Madness was seen to have its source in sin, in witchcraft, or in a battle between the Holy Ghost and the Devil for the soul of the madman. Although it might occasionally be a sign of holiness—in the Middle Ages in particular—the madman’s loss of reason was thought to render him less like his rational God and was usually taken to be a sign of devilry or possession, as in the case of the Gadarene man healed by Jesus. Belief in possession continues into modern times, of course, and the incantations and charms used in some twentieth-century cultures are little different from those found in the ancient world. Even the familiar belief in the evil eye originates in the notion of possession and was already present in Greek culture.


Although the Greeks had a view of madness as divine, they were also the first to conceive of it as disease. In fact, Greek medicine, like our own, took madness to be a brain disorder. A Hippocratic text, for example, denies the divine origin of epilepsy in favor of a purely biological source, the brain: “from nothing else but thence come joys, delights, laughter and sports, and sorrows, griefs, despondency, and lamentations . . . And by the same organ we become mad and delirious, and fears and terrors assail us.” The cause of madness, the author tells us, is a brain that is too hot or too moist.
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Figure 3: Jesus Casting Out Devils, Julius Schnorr von Carolsfeld, 1860.








Greek medicine was founded on the theory of the “humors,” or bodily fluids, each of which performed distinct functions and, when in balance, maintained physical health. Some treatments for disease, therefore, sought to restore humoral equilibrium—by bloodletting, for instance, when an excess of blood was to blame. The cause of mental disturbances was thought to be a substance known as black bile (in Greek: melancholia), though just what the Greeks called by that name remains mysterious. (Some combination of coffee grounds in brown vomit, dark urine, and tarry stool, according to one historian.) Nevertheless, the view persisted for centuries: “the devil rejoices in the humor of black bile” was a medieval adage. Purgatives to expel black bile, as well as washing liquids that stimulated its excretion, were thus the treatment of choice for those suffering from madness. A good diet (low in black bile, of course), exercise, and proper hygiene were also advised.


Alongside the medical treatment of madness, the ancients developed psychological remedies as well. These included dream interpretation and “incubation”—the practice of sleeping at a holy site in order to bring about a dream of divine origin. Philosophy also had its share of recommendations. Plato believed that madness came about by the subordination of reason to the lower parts of the mind and so declared the treatment to be the dialectical method. And the Stoics and Epicureans thought that mental anguish could be overcome by the correct application of philosophical truths, although they did not believe that this early form of talk therapy could cure madness.


Medieval medicine followed the Greek model, in particular that of Galen, the Greek doctor whose views were central to medicine for fifteen hundred years. Before the sixteenth century, however, we find no books devoted exclusively to mental illness. One of the first of these, The Diseases Which Deprive Man of His Reason, was written by Paracelsus (who, before being given the brief moniker, rejoiced in the name Theophrastus Bombastus von Hohenheim) and published in 1567. Robert Burton’s monumental Anatomy of Melancholy, published a few years later in 1621, summarizes the treatments for melancholy known since the Greeks. If bloodletting and purgatives fail, Burton tells us, one can try diet, exercise, herbal remedies, travel, music, or marriage. Eighteenth-century treatments also included rotating and tranquilizer chairs, electric shock, and “ducking”—the practice of firing water at the head. To help evacuation on its way, moxibustion, cauterization, and blistering could also be used, but more useful perhaps was the available pharmacopeia, which included opium, henbane, belladonna, and camphor.


THE ASYLUM


The great nineteenth-century psychologist Hermann Ebbinghaus famously said that “psychology has a long past, yet its real history is short.” The same could be said about psychiatry. Human beings have probably wondered about madness ever since they could wonder about anything, but psychiatry as a profession is just over two hundred years old. It came into existence as the medical specialty devoted to treating the madmen that society had locked away.


Although we know very little about the history of attitudes toward the mad, those who were not looked after by their families probably lived wretched lives. Some would have been forced to wander from town to town or be housed in churches which, unlike domestic buildings, could stand up to violent behavior. Still, madmen were not always treated inhumanely. While medieval Christian law, for example, deprived the mad of their rights to be married or ordained, it did permit baptism and communion.


During the Middle Ages religious institutions began the charitable work of housing those with mental illness. The hospice founded in the sixth century by the monk Theodosius near Jerusalem is supposed to have had a ward for those suffering from madness, and institutions for the sick, including the mad, were established from the seventh century in the Islamic world, which had a particularly humane outlook on mental illness. The grounds of the hospital for the mentally ill, built in the fifteenth century by the Sultan Bajazet II, were adorned with gardens and fountains, and treatment of the patients included a special diet, baths, perfumes, and concerts. Mental institutions were established in various parts of Europe from the twelfth century onward, the most famous of these being St. Mary of Bethlehem—later known as Bethlem or “Bedlam” (from which we get the synonym for “pandemonium”). Bethlem was founded in 1247 in London, and by the late fourteenth century, was housing the mad. Eventually madhouses became businesses as well as charitable institutions, and by the middle of the nineteenth century, the “trade in lunacy” had absorbed about half of those with mental illness.


In the nineteenth century, the asylums of Europe were revolutionized by reformers who were driven by both humane and medical motives. Reform was desperately needed because asylums were not hospitals; they housed the mad but didn’t treat them, and the conditions in some asylums, especially those funded from the public purse, were horrific. Johann Reil, the nineteenth-century doctor from whom we get the term psychiatry, expressed outrage at the state of Germany’s asylums: “Like criminals we lock these unfortunate creatures into mad-cages, into antiquated prisons, or put them next to the nesting holes of owls in desolate attics over the town gates or in the damp cellars of the jails, where the sympathetic gaze of a friend of mankind might never behold them; and we leave them there, gripped by chains, corrupting in their own filth.” Elsewhere in Europe, conditions were as bad or worse. The Chantimoine tower in Caen, Normandy, for example, held a number of prisoners who were mad. In 1785 the tower was demolished, and the report of the demolition describes one of the inmates: “in the thickness of this tower’s corner we found and pulled out . . . Jean Heude, called Bame, a tall and strong man incarcerated for twenty years, raving mad, naked and dangerous, whose door had not been opened for so long that the lock had to be knocked off with an iron bar.” Symbolic of the inhumane state of Britain’s asylums was the case of William Norris, an American marine who had been committed to Bethlem in 1801. An extremely violent man, he proved too dangerous to handle like an ordinary inmate. Bethlem’s solution was to pin him to a wall with iron bars and put a chain around his neck that could be tightened from an adjacent room. When the Quaker reformer Edward Wakefield visited Bethlem in 1814, Norris had been shackled in this position for ten years.


In France, asylum reform was fueled in part by the revolutionary aspirations of liberty, equality, and fraternity. The political transformation of 1789 fed into a movement to storm, metaphorically, the Bastilles confining the mad. In 1793, as the story goes, in the spirit of the revolution, the asylum doctor Philippe Pinel liberated the inmates of the Salpêtrière Hospital from their chains, and with that act psychiatry was born. It was, in fact, Pinel’s lay colleague at the Bicêtre, Jean Baptiste Pussin, who struck off the chains of the inmates, with Pinel following suit at the Salpêtrière, but Pinel remains the hero of the Whig history of psychiatry.


Crusaders such as Wakefield had been galvanized by moral outrage, whereas medical reformers believed that humane conditions would lead to better clinical outcomes. In 1813, Samuel Tuke, the grandson of the reformer William Tuke, published Description of the Retreat, which gave an account of a new form of asylum established by his grandfather in 1796. In contrast to the prison-like Bethlem and its ilk, the purpose of Tuke’s asylum was to treat the mad rather than confine them. Advocates of the “therapeutic asylum”—Tuke and William Battie in England, Vincenzio Chiarugi in Italy, and Pinel in France—were Enlightenment men who were convinced of the power of reason and the possibility of cure by means of what Pinel called “moral (i.e., psychological) therapy” of patients, in which the doctor took “on an air of bonhomie and a tone of extreme frankness” in order to “penetrate into their most secret thoughts, clear up their anxieties, and deal with apparent contradictions by comparing their problems to those of others.” By 1813, the idea of the therapeutic asylum had been around for more than sixty years, but Tuke’s book marked a turning point.
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Figure 4: A Rake’s Progress, Plate 8: In the Madhouse, William Hogarth, 1735. The painting shows two women “of note and quallitie”—the sort of people who were encouraged by the Governors of Bethlem to visit the hospital to view the “poore Lunatiques” for the edification of both visitor and inmate. Charles Deering McCormick Library of Special Collections, Northwestern University Library.
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Figure 5: Portrait of William Norris at Bedlam, George Arnald, 1814, Clements C. Fry Collection, Yale University, Harvey Cushing/John Hay Whitney Medical Library. Reproduced with permission.








One antecedent of moral therapy was new thinking about madness as a psychological phenomenon. From the time of Greek antiquity, as we’ve seen, madness had been understood to be either a disturbance of the soul or the body. By the nineteenth century, however, the debate about madness concerned whether it was a bodily disease or a mental one. The forerunner of the mentalist camp was John Locke, the great seventeenth-century empiricist philosopher. Locke (whose views laid the foundation for modern psychology) conceived of the mind as a storehouse of “ideas,” and thinking as a matter of their recombination. The madman, Locke said, puts “wrong ideas together.”


Locke’s views entered psychiatry by way of the Scottish physician William Cullen, who worked at the University of Edinburgh, the preeminent medical school of the second half of the eighteenth century. A goal of psychiatry at that time was to produce a taxonomy of mental illnesses, and Cullen became the great classifier who did for psychiatry what Linnaeus had done for biology. Cullen believed that mental disorders were indeed diseases of the nervous system, and he coined the term neurosis to designate them. In a remarkably prescient way, he hypothesized that the “nerve fluid” by which the brain functioned might be electrical and that mental disorders might come about by nervous over- or under-excitation. But in the spirit of Locke, he claimed that the effect of these neuroses was a psychological one—a “hurried association of ideas” producing “false judgement”—and under the influence of Cullen’s views, the mind of the mental patient came to the fore in medical thinking about insanity and its treatment. Until the advent of psychoanalysis, however, psychiatric research was overwhelmingly concerned with the brain rather than the patient. If the new asylum were to offer psychological therapy, there would have to be doctors to man them, and this new generation of asylum doctors were the first professional psychiatrists. Their concern was their patients. Understanding the root causes of mental illness would have to wait.


Unfortunately, clean sheets and fresh air can only do so much to treat mental illness, and while some patients improved with informal psychological therapy, it did little for most of them. Without the hoped-for clinical success of moral treatment, the new high-minded asylums gradually lost their idealistic zeal and returned to their former function as warehouses for the chronically ill, even as patient numbers soared in England from about ten thousand in 1800 to one hundred thousand a century later. Some seventy years after Pinel struck off the chains at the Salpêtrière, Enlightenment optimism had faded, and asylums had returned to their earlier condition as custodial institutions whose task was not to cure but to keep the sick sedated, out of sight, and (because madness was now thought to be hereditary) celibate. Conditions in many of the asylums were again simply dreadful. The chains had been replaced by straitjackets and, in Britain, the apparently illegal use of isolation cells. Montagu Lomax, a doctor who worked in a British asylum during the First World War, describes a patient in one of these cells: “It was after 7 p.m., and no attendant was within call. The patient was beating on the door with his fists and feet, and was shrieking out curses and imprecations. ‘For God’s sake let me out, doctor! for God’s sake let me out! O Christ, they are killing me! for God’s sake let me out!’ ”


Things were no better elsewhere in Europe or in the New World. In the 1890s, “restraining sheets” were used to control patients. William Alanson White, a psychiatrist who had trained in New York, describes the sheets used at the Binghamton State Hospital as “a perfectly hellish contrivance, literally speaking, in hot weather” and claimed that he had “seen at least one patient die from heat exhaustion as a result of it.” Not surprisingly, psychiatry as a profession was not attracting the best and brightest. The neurologist William Bullard derisively portrayed psychiatrists as good at the “heating of their buildings, the buying of coal and groceries, the making up of accounts,” but not, it seemed, of practicing medicine. What had begun with the breaking of the chains of the mad had ended with a whimper and an echo of the asylum doors clanging shut.





JAMES TILLY MATTHEWS: THE AIR LOOM


The most famous of the victims of the brutal British asylum was James Tilly Matthews, a Welsh tea broker living in London. In 1796, Matthews wrote a letter to the Earl of Liverpool, an important statesman and confidant of the king, which quickly turned impolitic: “I pronounce your Lordship to be in every sense of the word a most diabolical Traitor.” Matthews went on to enumerate in some detail the many grievous betrayals of Liver-pool and closed by saying: “I profess myself to be at open war with you my Lord, and with all those your partners or Apostles in craft and Treason. You may succeed in imposing upon the World that I am insane but I will persevere till I convince you and the World that I am perfectly otherwise.” It appears that Lord Liverpool had won the day. Less than two months later, in 1797, Matthews was committed to Bethlem, where he remained until the year before his death in 1815.


In 1809, Matthews’s family petitioned the hospital to release him on the grounds that he had recovered and was no longer mad. The hospital refused, and the family took their case to court. Two doctors, George Birkbeck and Henry Clutterbuck, testified that Matthews was sane, but Bethlem’s absentee psychiatrist, Thomas Monro, maintained that he was, in fact, a dangerous lunatic, and the hospital’s “apothecary” or junior physician, John Haslam, concurred. Shortly thereafter, Haslam published an account of James Tilly Matthews’s illness to exhibit Matthews’s state of mind, and, in the process, to defend his own professional reputation. Haslam’s Illustrations of Madness (1810) is the first extended case study in British psychiatry and perhaps the first clinical description in the psychiatric literature of what would come to be known as schizophrenia.


Haslam’s book revealed that, while in Bethlem, Matthews had told a frankly unbelievable story of political intrigue in which he played the central role. He had been, he said, a British emissary to the French revolutionary government, empowered to carry on secret negotiations to bring about an end to the war between them that had begun in 1793. Unbelievable it was, but it may very well have been true. Matthews certainly had set out to act as an intermediary between Britain and France but wound up in a French jail. After being released, he went back to Britain convinced (as his letter to Liverpool shows) of a betrayal by his government.


While in Paris in 1793, Matthews had heard reports about Franz Mesmer, the doctor who claimed to have discovered a new force that he called “animal magnetism,” which, when manipulated around the body of a sick person, could restore health. It could also be used to control minds. When Matthews returned to London, he became convinced that the betrayal of the British government had been effected by French spies using mesmeric techniques to pull the strings of the authorities, including the prime minister, William Pitt the Younger.


In the historical context, this idea wasn’t actually mad. Other, presumably sane, people also thought that mesmerism was being used in the French war effort. Where Matthews’s story veered away from reality was in his description of the details of the methods. Teams of spies, he said, had come to England with machines called “Air Looms” that could manipulate waves of animal magnetism and take control at a distance of the minds of British officials. Air Looms had therefore been set up to do their sinister work at various crucial locations, including outside of the Parliament. Moreover, villains supporting the French war effort—or perhaps the British who had betrayed Matthews—had also set up an Air Loom outside the walls of Bethlem to control and torment him. The villains were a gang of seven, four men and three women: Bill the King, who never smiles and is skilled in working the machine; Jack the Schoolmaster, who keeps the records of the gang’s doings; Sir Archy, who uses a magnet and may, in fact, be a woman in men’s clothing; the Middleman, who builds the Air Looms; Augusta, who acts as a liaison with other gangs in the West End of London; Charlotte, who is kept nearly naked and poorly fed; and the Glove Woman, who never speaks and wears cotton mittens because she has “the itch.” “At home,” Matthews believed, “they lie together in promiscuous intercourse and filthy community.”


The Air Loom itself operates on the principles of pneumatic chemistry, the chemistry of gases that was at the cutting edge of science in Matthews’s day, and is fueled by “the vapours of vitriol and aqua fortis—ditto of nightshade and hellebore—effluvia of dogs—stinking human breath—putrid effluvia—ditto of mortification and of the plague—stench of the sesspool—gaz from the anus of the horse—human gaz—gaz of the horse’s greasy heels.” As depicted in Matthews’s drawing of it—he was a gifted draftsman—the Air Loom is made up of pipes and levers, tubes and barrels, and something that looks rather like a windmill (see Figure 6).


In his case history, Haslam tells us that the persecution of Matthews takes different forms, among them “fluid locking,” which immobilizes his tongue and prevents him from speaking; “kiteing,” in which ideas are “lifted” into the brain; and “thigh-talking,” which causes Matthews to hear through his thigh. His body is controlled and his thoughts manipulated by the Air Loom, and he lives under constant threat of torture or death by “stomach-skinning,” “apoplexy-working with the nutmeg grater,” “lobster-cracking,” “bladder-filling,” “gaz-plucking,” “eye-screwing,” “roof-stringing,” “bomb-bursting,” and other malevolent forms of magnetic voodoo.


In 1813, sixteen years after having been committed, Matthews was moved to London House, a private clinic run by Samuel Fox, where he died in 1815, probably of tuberculosis contracted in Bethlem. But he continued to haunt Haslam and the British asylum. The Quaker reformer Edward Wakefield had sought out Matthews in Fox’s clinic and found him “a man of considerable accomplishments” and quite plainly sane. In the pursuit of reform, Wakefield persuaded the government to set up a House of Commons select committee to look into the state of the country’s madhouses. In the course of its investigations, the case of James Tilly Matthews came to play a starring role. Matthews’s nephew, Richard Staveley, called as a witness, testified that although Matthews had some clearly odd ideas, they didn’t drive him to abnormal behavior; he was as sane as the next man, as many people (including other psychiatrists) had discovered firsthand. He also claimed that Haslam, who was effectively in charge at Bedlam, had had Matthews in chains for two years, not for any medical reason but because Matthews would not “submit” to Haslam’s authority. Testimony given on a later occasion by James Simmonds, head keeper of Bethlem, confirmed Staveley’s opinion: “The irons,” he said, “were put on him to punish him for the use of his tongue.”
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Figure 6: Matthews’s depiction of the Air Loom. Wellcome Library, London. And a recreation: The Air Loom, A Human Influencing Machine, Rod Dickinson, 2002. Reproduced by permission of the artist.








Haslam himself testified before the committee and was raked over the coals. All the crimes of the old asylum, it seems, were being laid at his door. When his position came up for renewal in 1816, the governors of Bethlem informed him that his services were no longer required.





THE DISEASED ORGAN


Although it was asylum psychiatry that had created the need for a professional class, the theory that dominated eighteenth- and nineteenth-century psychiatry was firmly rooted in medicine. The rise of modern science in the seventeenth century had been intertwined with the “mechanical philosophy” of nature, according to which natural objects were understood as machines. Because the explanation of madness was to be mechanistic, attention had to move away from the four humors to the putative mechanism of interest: the brain. Although there was a persistent “mentalist” tradition in thinking about insanity, by 1845, Wilhelm Griesinger—author of Mental Pathology and Therapeutics, the most important psychiatric textbook of his day—could express the orthodoxy by asking, “What organ must necessarily and invariably be diseased where there is madness? . . . Physiological and pathological facts show us that this organ can only be the brain.” With this pronouncement, Griesinger planted psychiatry’s flag in natural science and declared it a branch of biology.


If the road to madness ran through the brain, then the study of madness would have to adapt. Brain dissection and the microscope, therefore, became the state of the art in psychiatry as they had been in neurology, where they had delivered the goods. By the nineteenth century, it seemed clear that particular regions of the brain supported unique psychological functions, which postmortem examination of patients with brain damage had made it possible to identify. In 1874, for example, Carl Wernicke pinpointed a region of the brain that, when damaged, leads to difficulties in understanding spoken language—a disorder now known as Wernicke’s aphasia. Wernicke and other leading neurologists like Griesinger, Theodor Meynert, Eduard Hitzig, and Paul Flechsig (of whom more shortly) believed that the signs of madness were etched into the substrate of the brain as they were in neurological illness. All that modern medicine had to do was learn to read them.


But the optimism of these early biological psychiatrists was premature. The brains of the mad were not visibly different from those of healthy people. The fault lay less in the theories of the neuropsychiatrists than in their technology: the brain disorders associated with madness were beyond the resolution of the anatomist’s microscope. Clues to its biology would have to wait until the twentieth century, when the chemists got involved.


The failure of early biological psychiatry caused the theory of madness to drift from the structure of the brain to its function. Psychiatrists began to consider the possibility that mental illness might arise in a brain that was physically intact but functionally abnormal; this would certainly explain why microscopes and dissections could not reveal the underlying causes of madness. By the 1890s, Cullen’s neuroses were distinguished, therefore, from the psychoneuroses and from psychosis, both of which designated the illnesses associated with a malfunctioning brain without anatomical pathology. The focus on “functional” illnesses rather than brain lesions remained largely unchanged for almost a century.


With the decline of the therapeutic asylum and the defeat of the biological method, psychiatry had come to dual dead ends. It was into this world of discouraged caregivers and theoretical impasse that Emil Kraepelin and Sigmund Freud burst like supernovas.


THE VARIETIES OF MADNESS


Popular culture takes Sigmund Freud to be the father of modern psychiatry, but Freud had an intellectual twin, Emil Kraepelin, born in Germany in the same year as Freud, and it is Kraepelin, not Freud, who is contemporary psychiatry’s patron saint.


Kraepelin began his career as an assistant to the neuroanatomist Paul Flechsig but found working life with him to be so disagreeable that he left after three months. Part of the problem was Kraepelin himself; he had eye trouble and couldn’t use a microscope. Still, this handicap didn’t stop his progress, and by 1890 he was professor of psychiatry in Heidelberg. In his Heidelberg clinic, Kraepelin began to keep records of new patients. Every patient had a card on which he recorded his or her history and a provisional diagnosis. After a few weeks of observation, he and his colleagues would revise their diagnosis and add a description of the patient’s state of mind on discharge. In this way, the change in the illness over time came into relief. Kraepelin’s great contribution to psychiatry was thus to focus attention on the course of illness rather than on its fleeting symptoms.
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Figure 7: Emil Kraepelin (1856–1926).








By observing how mental illness developed, Kraepelin saw something that we now take for granted: madness is not monolithic. There were, Kraepelin found, two forms of insanity. The first, which he called “manic-depressive psychosis,” was characterized by symptoms of alternating euphoric and depressed moods. The second, “dementia praecox” (or “early dementia”), had no essential connection to mood but was marked, he thought, by a decline in cognitive function. For patients with dementia praecox, the prognosis was poor; for those with manic-depressive psychosis, it was surprisingly good.


Kraepelin’s hypothesis about dementia praecox turned out to be incorrect. It became clear, in due course, that while those suffering from it showed abnormalities of thought, they were not undergoing cognitive decline. In 1908, the Swiss psychiatrist Eugen Bleuler proposed replacing Kraepelin’s term with “schizophrenia,” a reference to a bifurcation in the mind or in psychological function. The misconstruction of schizophrenia as a form of split personality has its roots in this term and (unfortunately) persists.


In emphasizing the course of illness rather than its symptoms, Kraepelin had moved psychiatric theory toward matters of description and classification, which, by the 1880s, had become common practice in other areas of pathology. Kraepelin published a textbook of psychiatry in 1883 that outlined his psychiatric taxonomy and spent the rest of his professional life on successive revisions. The sixth edition, in 1899, introduced the distinction between dementia praecox and manic-depressive psychosis, and provided the model for our modern classification.


Although his conception of schizophrenia turned out to be wrong, Kraepelin did more than any of his predecessors to make psychiatry a branch of medicine. In the absence of a demonstrable connection between the brain and mental illness, however, the medicalization of psychiatry had to move forward without a beachhead in a diseased organ. Mental illness was surely a brain disease, but at the turn of the twentieth century, that idea was of no practical use.


PSYCHOANALYSIS: FROM THE INTRAPSYCHIC TO THE INTERPERSONAL


Freud’s intellectual development, like Kraepelin’s, also began with a focus on the brain, and he had high hopes of understanding mental illness scientifically as brain disease. He had trained at the Salpêtrière with Jean-Martin Charcot, one of the preeminent neurologists of his time, who was interested in, among other things, the sexual origins of the disorder known then as “hysteria.” (“It is always something genital,” he is supposed to have whispered to Freud.) On the road away from the brain, Kraepelin headed toward medicine; Freud turned to the mind and its unconscious.


The bulk of Freud’s theory developed out of his experience outside the hospital with patients suffering from nonpsychotic illness—hysteria most famously—and he neither treated madness nor had much interest in it. This was partly a matter of personal predilection. In a letter to István Hollós, the analyst who first introduced hospital-based psychoanalytic treatment for psychotic patients, Freud writes that these patients “make me angry and I find myself irritated to experience them so distant from myself and from all that is human. This is an astonishing intolerance which brands me a poor psychiatrist.”


Freud first attempted to grapple with psychosis in 1896 when he published “Analysis of a Case of Paranoia.” In keeping with his theories of hysteria from that period, he hypothesizes that “paranoia, too, is a psychosis of defence; that is to say, that, like hysteria and obsessions, it proceeds from the repression of distressing memories and that its symptoms are determined in their form by the content of what has been repressed.” The case concerned a certain Frau P., who suffered from paranoia as well as visual and auditory hallucinations. She “complained that she was being watched” sometimes while undressing and that “people were reading her thoughts and knew everything that was going on in her house.” Her visual hallucinations were of naked women as well as male and female genitalia, and “these hallucinations,” Freud believed, “were nothing else than parts of the content of repressed childhood experiences, symptoms of the return of the repressed.” Freud hypothesized that the hallucinations had to do with Frau P. and her brother “showing each other naked before going to bed” as youngsters, and he concludes that Frau P. “was now making up for the shame which she had omitted to feel as a child.”


According to Freud, one’s sexual development begins in childhood with autoeroticism, then “oscillates all through his life between heterosexual and homosexual feelings, and any frustration or disappointment in the one direction is apt to drive him over into the other.” Freud claimed that when unconscious and (to the subject) unacceptable homosexual feelings begin to enter into awareness, paranoia—an illness he thought to be distinct from schizophrenia—might ensue. He believed a frustration might instead induce withdrawal of one’s libido—strictly speaking, sexual energy—from the outside world and direct it back onto the self. This profound psychological regression to the autoerotic, infantile state produces schizophrenia, which Freud believed was incurable. Of course, everyone experiences frustration in life, but because people respond to frustration in different ways, not everyone develops schizophrenia: “[n]eurosis is the result of a conflict between the ego and its id, whereas psychosis is the analogous outcome of a similar disturbance in the relations between the ego and the external world.”


Freud believed that psychotic patients “have turned away from outer reality; but for that very reason they know more about internal, psychical reality and can reveal a number of things to us that would otherwise be inaccessible to us.” Moreover, Freud came to see delusions as a consequence of the patient’s effort to repair the damage of the same psychological assault that drove the libido inward. He concluded that “delusion is found applied like a patch over the place where originally a rent had appeared in the ego’s relation to the external world.”


Despite Freud’s belief that studying psychosis could further our understanding of the mind, he had no illusions about the psychoanalytic treatment of psychotic patients. According to Freud, one could not treat psychosis with psychoanalysis, because a person who has withdrawn his or her libido from the world is incapable of entering into a transference relationship, the foundation of the analytic process. The transference that develops between patient and psychoanalyst allows the patient to play out unconscious conflicts with primal figures, which the analyst can then interpret. No libido, no transference; no transference, no interpretation; and without interpretation, treatment is impossible.


If Freud’s followers had heeded his instructions, the story might end there. But a number of psychoanalysts in Europe continued to theorize about psychosis, and a few took on the analytic treatment of schizophrenia, often with poor or even disastrous results. There were some successes. One analyst who had good outcomes with patients was Paul Federn, a member of Freud’s inner circle, who believed that some patients with schizophrenia could develop transference, have some insight that they are ill, and direct at least some of their attention to external reality. In opposition to Freud, Federn believed that psychotic patients had too little libido invested in themselves, not too much. As such, Federn was less interested in uncovering unconscious material from the mind of the psychotic patient than in strengthening the patient’s weakened ego, and he insisted that psychoanalysts “must help the patient in the actual affairs of his life.” In practice, then, Federn’s method resembles what we now think of as supportive psychotherapy. Federn was also ahead of his time with respect to acknowledging the importance of the social environment in psychosis. Without support of the psychotic patient’s family, successful treatment was, he thought, impossible. Federn urged practitioners to treat psychotic patients with respect and do everything possible to remain on good terms with them, so as to be in the best position to bolster their frail egos. William Sledge claims that Federn’s theory of a weakened ego “ultimately has become the centerpiece of modern psychoanalytic conceptualizations of schizophrenia.”


Another major figure in the psychoanalytic treatment of psychosis was the Hungarian analyst Sándor Ferenczi, who also believed that a therapeutic connection could be made between the schizophrenic patient and the analyst, and that if an analysis was not a success, the problem lay in the analyst’s technique, not in the patient’s inability to develop transference. Ferenczi was actively involved with his patients during sessions, and his technique embraced the use of countertransference, the unconscious feelings stirred up in the analyst by the patient, which could then be used to help the analyst better understand his patient. While regarded as a compassionate psychoanalyst, Ferenczi took his practice to unusual limits, engaging on one occasion in a “mutual analysis” with a disturbed patient, Elizabeth Severn, and concluding, after the two analyzed each another, that he was the one who was schizophrenic. In the words of Jay S. Kwawer, Ferenczi “was challenged by working with patients who had been dismissed as hopeless cases, or ‘lost causes,’ and admirably stretched the boundaries of the more timid approaches that colleagues were wedded to.”
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