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Foreword by Professor Aaron Beck


        As we move into the twenty-first century, a radical shift in the way
            many of us look at severe mental disorders has been taking place. Irrespective of the
            label – whether schizophrenia, psychosis or severe mental disease –
            a new humanizing trend is observable. In contrast to the more mechanistic framing of
            schizophrenia in terms of abnormal brain chemistry or anatomical lesions, the new
            approach views the patient as a whole person troubled by apparently baffling problems,
            but also having the resources for ameliorating these problems. This New Look can be
            contrasted with the prevailing biological paradigm with its emphasis on the disordered
            neurochemistry and anatomical defects and especially the perception of the patient as a
            passive recipient of the treatment. Although the laboratory tests, brain scans, and
            post-mortem studies have advanced our understanding of the neurological substrate and
            provided a variety of new medications, the distancing of the mental patient from the
            rest of humanity has persisted.

        The more recent work spearheaded by Richard Bentall has brought the
            patient back into the mainstream of humanity. He and his co-workers have been able to
            demonstrate that the apparently mysterious, incomprehensible symptoms of the mentally
            ill are actually extensions of what many of us experience every day. The rather arcane
            extreme beliefs manifested by the patients can be seen to be on a continuum with ideas
            of the population at large. Beliefs in mind-reading, clairvoyance and alien possession
            are especially common in young people and a surprisingly large percentage of the
            population believe that they have received communications from God, the Devil and
            aliens. The ‘bizarre’ thinking of the severely disturbed patient
            represents an extract of these common notions. These beliefs, however, become a problem
            when they come to dominate the patients’ thinking and especially their interpretations of their experiences. By analysing these beliefs
            within the framework of human nature and mainstream psychology, we can begin to make
            sense out of them. Further, the so-called ‘negative symptoms’ can be
            understood as a natural detachment from a stressful environment. By disengaging, the
            patients attempt to shut out those stimuli that activate their delusions and
            hallucinations. Part of the withdrawal also represents a ‘giving up’
            produced by the profound demoralization over others’ having given up on
            them.

        Concurrent with the ground-breaking work of Bentall and his team, there
            has been an upsurge of interest in cognitive therapy of schizophrenia, with a number of
            successful attempts to ameliorate the patients’ psychotic symptoms already
            published. The new approach, inspired in part by Bentall’s work, views
            patients as agents in their own change, rather than passive recipients of the treatments
            that are administered to them. Further, the ‘normalizing rationale’
            derived from Bentall’s formulations provides a basic construct by which
            patients can understand and cope with their distressing, unusual experiences.

        As the leader in the investigations of the psychology of psychosis,
            Bentall is uniquely qualified to explain this new approach and make it available not
            only to readers of scholarly journals, but also to a much broader audience. His approach
            demystifies psychosis and restores the patient to a proper place with the rest of
            humankind. By reversing the dehumanizing trend, he makes it possible to relate to the
            afflicted individuals as though they are just like the rest of us, although ostensibly
            quite different. The book is of particular interest to anybody who is curious about
            human nature and its vicissitudes. It will be of a special interest to those individuals
            who suffer from these mental disturbances or are related to such individuals or are
            professionals who treat them.

        Like the legendary Theseus winding his way through the Labyrinth, Bentall
            has in his personal and private life encountered many obstacles and taken many twists
            and turns. As he faced and solved one problem, he was confronted with another, then
            another, which he proceeded to resolve. Like Theseus, he has endeavoured to slay the
            monster – mental illness – and in this volume he shows how he has
            trapped it, if not finished it off.

    
Author’s Preface


        In this book have I tried to tell three stories. First, I have tried to
            trace the history of our current understandings of serious mental illness and to show
            that these understandings are fatally flawed. Second, I have attempted to draw together
            recent research to suggest a radically different way of thinking about the most severe
            types of mental disorder, known as the psychoses. Finally, I have tried to tell a
            fraction of my personal story, about how I came to conduct research on delusions and
            hallucinations, and how the ideas outlined in these pages have come together in my mind.
            I have tried to write these stories in a straightforward way that will be accessible to
            non-specialists and lay people, because I believe that the way we think about
            psychiatric problems should be important to everybody, given that most people have some
            acquaintance with these problems, either through direct experience or by observing the
            suffering of a close relative or friend. At the same time, I have tried to be thorough
            enough in my treatment of the various issues to satisfy both my sympathetic colleagues
            and my critics from within psychiatry and clinical psychology. Inevitably, balancing the
            needs of these two quite different audiences has been difficult. The extent to which I
            have succeeded can only be judged by my readers.

        The most important of the three stories is undoubtedly the second. I
            believe that many psychologists and psychiatrists can sense that a new way of thinking
            about psychiatric disorders is emerging, but few
            will have had the opportunity to try to gather together the many different strands of research that
            are contributing to this shift in thinking. Over the four years that it has taken me to
            assemble the relevant evidence I have found myself exploring surprising avenues, such
            as, for example, developmental psychology, medical anthropology, the new molecular genetics, developmental neurobiology and ideas from the branch of
            mathematics known as non-linear dynamics. These explorations have confirmed a view I
            have held for many years: that psychosis shines a particularly penetrating light on
            ordinary human functioning. Indeed, I do not think it is an exaggeration to say that the
            study of psychosis amounts to the study of human nature.

        Of course, in many of the areas that I have explored I remain an amateur.
            Inevitably, there are gaps. One virtue of writing a book rather than an academic paper is
            that it is possible to speculate. However, the price of speculation may well be that I
            have got some things wrong. This is very much an unfinished project. For example, for
            completeness it would have been good to have included something about anxiety and
            obsessional thinking, thereby bringing the psychoses and the neuroses within a single
            framework. I think it is quite easy to see how this could be accomplished. However, to
            do so would take fifty extra pages and at least another year, so this part of the
            project will have to wait until another time.

        I have said something about my personal story because I believe that it is
            important to recognize that science, and especially the scientific study of abnormal
            mental states, is a human activity. Scientists, like ordinary folk and psychiatric
            patients, are flawed, emotional and excitable human beings who are sometimes wise and
            sometimes stupid, sometimes lovable and sometimes bloody irritating. By talking about my
            own experiences, both positive and negative, I have attempted to highlight an important
            theme of this book, which is the vanishingly small difference between the
            ‘us’ who are sane and the ‘them’ who are not. At
            a recent conference I was introduced as ‘Someone who has done more than most
            to move the dividing line between sanity and madness’, which I think was a
            compliment. In any case, in these pages I have tried to demonstrate that the differences
            between those who are diagnosed as suffering from a psychiatric disorder and those who
            are not amounts to not very much. This is an important insight because of its
            implications for psychiatric care. As I hope to demonstrate in a later publication, the
            dreadful state of our psychiatric services is not only a consequence of muddled thinking
            about the nature of psychiatric disorders, but also a consequence of the way in which
            psychiatric patients have been denied a voice by being treated as irrational and
            dangerous, like wild animals in a zoo.

        A word to my critics from within the mental health
            professions. Commentators on my work (you know who you are) have very occasionally
            dismissed my ideas as ‘angry’, anti-biological, a rehash of old
            ideas from the sixties, ‘a politically motivated anti-psychiatric
            rant’ (to quote an extremely unhappy member of the audience at a conference
            where I spoke) or Szaszian (readers who are unfamiliar with long-running arguments about
            the nature of madness will know, by the seventh chapter of the book, what this latter
            epithet means, and that its application to me is inaccurate). Perhaps I have been angry
            on occasions; certainly this seems to be an appropriate response to the way in which
            psychiatric patients are often dehumanized by a system that purports to care for them.
            However, the rest is false. Because I believe that these impressions arise from a
            superficial acquaintance with my work I will give unsympathetic readers of this volume
            an important clue: you will not be able to understand the approach I am advocating
                without reading the fourth part of the book, in which I attempt to show how an
            approach which is based on symptoms, and which therefore appears to be fragmented, can
            be welded together into a coherent whole.

        Writing this book has been an interesting journey, during which there have
            been several important distractions, including my migration along the M62 from the
            University of Liverpool to the University of Manchester and, much more importantly, the
            birth of my two children Keeva and Fintan. In developing the ideas herein, I have been
            influenced by many people, but above all by the talented Ph.D. and D. Clin.Psychol.
            students it has been my privilege to supervise over the last fifteen years. One of the
            best-kept secrets in science is that most successful academic reputations are built
            on the backs of hard-working postgraduates, and my career is no exception to this rule.
            For their contributions to my thinking about the psychoses, I single out (in
            alphabetical order): Kim Bowen-Jones, Jennie Day, Gill Haddock, Sue Kaney, Peter
            Kinderman, Peter Rankin, Rebecca Swarbrick, Sara Tai and Heather Young, all of whom have
            since moved on to greater things. Current postgraduates who continue to keep me on my
            toes, and who constantly feed me ideas, include Paul French, Paul Hammersley, Becca
            Knowles, Peter Simpson, Joanna Teuton and Justin Thomas. Numerous collaborators who have
            supported and encouraged me, while tolerating my dreadful time-keeping and other idiosyncrasies, include David Healy, David Kingdon, Shôn
            Lewis, Tony Morrison, Richard Morriss, David Pilgrim, Anne Rogers, Jan Scott, Nick
            Tarrier and Doug Turkington. I would also like to thank Tim Beck, whose recent interest
            in the work carried out by myself and colleagues in Britain has been an important source
            of encouragement. Despite his abrupt departure from the British clinical psychology
            community a few years ago, it would be wrong not to mention Peter Slade, who strongly
            supported me during the early years of my career. I should also mention Don Evans and
            Martin Evans who ran the famous MA course in philosophy applied to health care at
            Swansea in the late 1980s; I hope that parts of this book show that their efforts were
            not entirely wasted.

        Thanks for reading early drafts of various chapters and making encouraging
            noises go to my partner Aisling O’Kane, to the father (psychologist) and son
            (biologist) team of David and Ben Dickins (who checked my genetics), to Paul French, to
            John Read and finally to Tim Beck (who reminded me that it takes much less time to write
            a good chapter than a very, very good chapter). I would also like to offer special
            thanks to Stefan McGrath of Penguin Books, who first asked me to write this volume,
            tolerated my complete inability to stick to deadlines, and whose helpful feedback
            ensured that the final product was not so large that a wheelbarrow would be required to
            move it from one place to another.

        No doubt I have left important people out of this list, and will find
            myself apologizing to them at a later date. Of course, my memory is less than perfect.
            In any case, it is time to reclaim my life and move on to projects new.

        Richard Bentall
August, 2002
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THE ORIGINS OF OUR MISUNDERSTANDINGS ABOUT MADNESS











 

[image: image]

Figure 1.1 The North Wales Hospital, Denbigh, photographed in 1930 (reproduced from C. Wynne (1995) The North Wales Hospital Denbigh, 1842–1995. Denbigh: Gee & Son). The hospital was opened in 1848 on twenty acres of land donated for the purpose by a local landowner, Joseph Ablett, of Llanbedr Hall. At its peak, during the 1950s, the hospital was home to some 1500 patients. Its closure, first announced in 1960, was not completed until 1995.







1

Emil Kraepelin’s Big Idea



What a curious attitude scientists have – ‘We still don’t know that; but it is knowable and it is only a matter of time before we get to know it!’ As if that went without saying.

Ludwig Wittgenstein1




It is nearly twenty years since I first walked on to a psychiatric ward. At the time I was an undergraduate psychology student at the University College of North Wales, naive about the harsh realities of psychiatric care, but determined to prove myself in the hope of securing a career in clinical psychology.* Like most students in the 1970s, I wore faded blue jeans and a sweatshirt for all occasions. This caused at least one nurse to mistake me for a patient. (She attempted to overcome her embarrassment by explaining that she had assumed I was a psychopath rather than a schizophrenic. Apparently the patients attending the hospital’s drug rehabilitation unit nearly all wore jeans and nearly all were thought to show evidence of a ‘psychopathic’ or anti-social personality.)

The North Wales Hospital was located just outside the quiet market town of Denbigh. I was visiting in order to carry out a small research project with some of the hospital’s long-term patients. I commuted the forty-two miles between Bangor and Denbigh in a disintegrating Austin mini, purchased with £300 I had earned by labouring in a Sheffield tool factory during my summer vacation. Descending the winding A543 into the centre of the town, I had to proceed cautiously because my brakes were not reliable. Unable to afford repairs, I was no exception to the delusion of immortality that is peculiarly strong in the ambitious young.

From the centre of Denbigh, a narrow road led up a hill and past a ruined thirteenth-century castle. Beyond the summit, the hospital came into view – a stone-grey Victorian fortress, standing in spacious and neatly maintained gardens, behind which stood the Clwyd hills. On a sunny day, it looked like an ‘asylum’ in the true sense of the word: a refuge, a place isolated from the troubles of the world. This illusion would be broken only after stepping through the imposing entrance, into the dark, antiseptic-smelling corridors that led to the psychiatric wards.

The ward on which I attempted to carry out my research was a large dormitory divided by wooden partitions into sleeping, sitting and dining areas. The paint was yellowing and the furniture had seen better times. The ward always reeked of cigarettes and sometimes also smelt of urine. It was home to about ten women, mostly elderly, who had spent most of their lives in psychiatric hospitals, and all of whom had been diagnosed as suffering from schizophrenia. They were cared for by uniformed nurses who, like generations of their predecessors, had been drawn from the population of the nearby town. In order to improve the women’s self-care skills, a form of behaviour-modification programme (known as a ‘token economy’) had been introduced under the supervision of one of the hospital’s few psychologists. The women were rewarded with plastic tokens if they completed various routine tasks (for example, getting up by a particular time, washing and dressing appropriately) and they could exchange their accumulated tokens for various forms of ‘reinforcement’ (usually cigarettes or sweets). It was a mechanistic form of rehabilitation (and one that has largely fallen out of favour) but its effects were occasionally dramatic. Before its introduction, one patient had been so determined to mutilate herself that the nurses had taken to tying her arms to her bed to prevent her from harming herself during the night. A year after the programme had been introduced, she was sleeping normally and was able to work as a nursing assistant on one of the other wards.

Despite these kinds of benefits, most of the women continued to exhibit a bewildering range of symptoms. Some appeared to talk to imaginary voices. Others expressed bizarre ideas. One believed that she had written a famous Russian novel. Another kept insisting that ‘Peter Pickering has plucked my brain’, a delusion which became more intelligible when inspection of her case notes revealed that she had been given a prefrontal leucotomy (a crude brain operation) many years earlier. (The notes recorded that the operation had been given under local anaesthetic and that she had become highly distressed at the precise moment that the knife had been inserted into her brain.)

One of the women had been mute for many years. Another spoke in a chaotic jumble of invented words and half-finished sentences. Most exhibited emotional or disorganized behaviour of one sort or another. (I recall that one lady of about 70 would periodically announce ‘I’m going up the pole’ before running from one end of the ward to the other, screaming loudly.) They were all vulnerable to maltreatment and exploitation. For example, one had been sexually abused in a toilet by a hospital visitor, who had attempted to buy her silence with a cigarette. How the women had come to be at the North Wales Hospital was something of a mystery. Most of the medical notes were too old and too vague to give any useful information about their early lives.2

The experiment I conducted under the supervision of the psychologist who was running the token system was designed to test the effectiveness of a simple form of psychological treatment, known as self-instructional training. The aim of the treatment was to improve the patients’ ability to focus their attention when attempting daily tasks, on the assumption that this would facilitate their rehabilitation. The study called for each of the women to be given a short battery of memory and reasoning tests before and after several sessions of treatment, each lasting for perhaps half an hour. In each session, I would encourage the women to talk out aloud to themselves while solving various puzzles – to literally instruct themselves about what they were doing. In this way, the psychologist and I hoped that they would regain the capacity for focused verbal thought that we assumed they had lost as a consequence of their many years of living in an institution.

Some years later, I formulated what I now refer to as my ‘first law of research’, with which I entertain students who are about to embark on their first scientific projects. The law states that, by the time an experiment has been completed, the researcher will know how it should have been done properly. My own first adventure in experimental clinical psychology was no exception to this rule. I worked with each of the women for several hours, trying to teach them the relatively simple strategies that I believed would help them, becoming increasingly frustrated at their indifference to my efforts which, in retrospect, had little relevance to their needs. They, in turn, sometimes became frustrated with me, but more often struggled to be nice to the scruffy young man in jeans who energetically cajoled them to speak out loud while assembling simple jigsaws, or while matching groups of similar patterns. There was not a single aspect of my relationship with the women that I would now describe as therapeutic for either party.

Life has been kind to me in the years following the completion of the study. Some months later, I wrote up my results, said goodbye to the North Wales Hospital and collected my degree.3 Although I failed to secure a place on a clinical psychology training course, I was not particularly disappointed – competition for training places was very strong. Plan B was to study for a doctorate in experimental psychology, so I gratefully accepted an offer to stay on at Bangor. Four years later, after completing my Ph.D., I secured a place on the clinical psychology course at the University of Liverpool. Sixteen years later still, I head up a small research team at the nearby University of Manchester, studying the kinds of problems that I had observed but poorly understood at Denbigh.

I suspect that life has been less kind to the women who suffered from those problems. Even a self-absorbed and ambitious young student could sense that the best they might experience in their declining years was humane custodial care. I imagine that most have now died. The North Wales Hospital now lies silent and empty, closed down like many similar institutions in the effort to move psychiatric services into the community. From the vantage point of the hospital bowling green, once immaculate but now overgrown, the building still looks peaceful in a ghostly sort of way. Because of its fine architectural features it is protected from demolition. Perhaps it will find a new lease of life as company offices or a large hotel.

With few exceptions, the psychiatric wards of today are located in general hospitals alongside surgical, medical and other types of services. Long-stay patients, unless they are judged to pose a significant danger to themselves or other people, live in small apartments or hostels hidden in the suburbs of towns and cities. Admissions to hospital are restricted to those who are floridly disturbed. Discharge back into the community is usually after a matter of weeks by which time, hopefully, the patient’s worst symptoms have been controlled by medication. Visiting such a ward, one sees patients with a variety of diagnoses wandering aimlessly around. Some talk out loud to their voices, or charge around in a manic frenzy. However, on closer scrutiny, the overwhelming impression is one of inactivity and loneliness. Many patients sit in the ward lounge, silently smoking cigarettes, their faces glued to daytime television shows. The nurses, who now wear casual clothes instead of uniforms, spend most of their time in the nursing office, talking only to those patients who are most obviously distressed. The psychiatrists and psychologists are even less in evidence – patients on many wards see their psychiatrists for only a few minutes every week and the psychologists are almost entirely absent, confined by their own choice to outpatient clinics. There seems to be a lack of therapeutic contact between the patients and the staff. The patients are simply being ‘warehoused’ in the hope that their medication will do the trick.

I do not believe that this reflects much improvement compared to the standard of care that I encountered twenty years ago. Indeed, the psychiatrist and anthropologist Richard Warner, who has studied changes in psychiatric practice over many years, has argued that the success of psychiatric treatment today is little improved on that achieved in the first decades of the twentieth century, before the development of modern psychiatric drugs.4 It would be tempting to blame this depressing state of affairs on the quality of the staff who work in our psychiatric services. Certainly, I have met some nurses, psychiatrists and psychologists who appear to be indifferent to the needs of their patients, and who would be much better employed in some other line of work. However, they are the exceptions. Most mental health professionals are hard-working, caring and thoroughly frustrated at their inability to do better for their patients.

In this book I will argue that the main problem faced by modern psychiatric services is not one of personnel or resources (although these may be important) but one of ideas. I will suggest that we have been labouring under serious misunderstandings about the nature of madness for more than a century, and that many contemporary approaches to the problem, although cloaked with the appearance of scientific rigour, have more in common with astrology than rational science. Only by abolishing these misunderstandings can we hope to improve the lot of the most impoverished, neglected and vulnerable of our citizens.

The orthodox approach which I will show must be rejected is based on two false assumptions: first, that madness can be divided into a small number of diseases (for example, schizophrenia and manic depression) and, second, that the manifestations or ‘symptoms’ of madness cannot be understood in terms of the psychology of the person who suffers from them. These assumptions were spelt out explicitly by the early psychiatrists whose writings have most influenced modern psychiatric thinking, and whose ideas remain unquestioned by many psychiatrists today. By tracing the history of these apparently innocuous assumptions, we will be able to see why they proved so disastrous to the well-being of patients.


Who was Emil Kraepelin?



Trusting in the wings of my will
I swore to dispatch the misery of my people,
To drive us through peril and danger
And fulfil the promise of their prosperity
Arduous and long the journey. In bloody victories
And with an ardent heart did I execute my mission
To but one enemy was I to succumb:
The thanklessness and delusion of my own people.


Emil Kraepelin, c. 19205




Despite important developments elsewhere, the world centre of psychiatry and most other medical specialities in the nineteenth century was Germany, partly because more researchers pursued higher degrees there than anywhere else. It was a German, Johann Christian Reil, who first coined the term ‘psychiatry’ from the Greek ‘psyche’ (soul) and ‘iatros’ (doctor).6 Teaching in psychiatry began in Leipzig in 1811, and professors of the new discipline began to appear at other German universities soon afterwards. In 1865 Wilhelm Griesinger established the first modern-style university psychiatry department in Berlin, where teaching and research were pursued alongside clinical work. Two years later, he founded one of the first academic journals in psychiatry, the Archives for Psychiatry and Nervous Disease.

Researchers of the period spent much of their time staring down microscopes at post-mortem brain tissue in the hope of discovering the biological basis of mental illness. In the process, they made many important discoveries about the structure of the human nervous system. The historian Edward Shorter has dubbed this era ‘the age of the first biological psychiatry’ to contrast it with our own times, in which a biological approach is also dominant.

As Shorter has observed, it is the German psychiatrist Emil Kraepelin rather than Freud who should be seen as the central figure in the history of psychiatry.7 Kraepelin was born in 1856 (the same year as Freud) in Neustrelitz, a village near the Baltic Sea. It is said that he learned early to respect authority, a disposition that in later life would manifest itself in his unwavering admiration of Bismarck and in his authorship of nationalistic poems, the quality of which can be judged from that quoted at the beginning of this section. He was much influenced by his older brother Karl, a respected biologist who made contributions to the classification of plant species. Studying medicine at Würzburg, Kraepelin graduated in 1878, having earlier won a prize for an essay entitled ‘The influence of acute diseases on the origin of mental diseases’.

His enthusiasm for psychiatry was reinforced by a period of further study in Leipzig, where he had planned to work under the supervision of the noted psychiatrist and brain anatomist Paul Flechsig.8 However, Flechsig had little interest in the psychological issues that interested Kraepelin. (It is said that Flechsig only once recorded the life circumstances of a patient, a depressed young man whom he wrote up for his doctoral dissertation.) The two men did not get on and, after a couple of months, Kraepelin was sacked, allegedly because Flechsig did not consider him able enough to deputize in his absence. (This dispute was apparently quite personal. Flechsig later formally accused Kraepelin of making derogatory remarks about his official oath, briefly stalling Kraepelin’s promotion, until friends persuaded the Ministry of Culture to intervene on his behalf.) It was in these difficult circumstances that Kraepelin was rescued by Wilhelm Wundt, a philosopher who is widely credited with being the first experimental psychologist. Working in Wundt’s laboratory, he immersed himself in simple psychological experiments. His new master was to remain an important influence on Kraepelin’s life and work, and encouraged him to write the first, fairly insubstantial edition of his Compendium of Psychiatry. After a series of revisions, this book would have near-revolutionary impact on the theory of psychiatry.

In 1883, the year in which the first edition of the Compendium appeared, Kraepelin became a lecturer at the District Mental Hospital in Munich. He was appointed professor of psychiatry in Dorpat in Russia (now Tartu in Estonia) in 1886, and it was there that he first began to develop his ideas on psychiatric classification. It was not until 1891, however, when he moved to the psychiatric hospital of the University of Heidelberg in the German state of Baden, that he was able to put these ideas to the test by amassing data from a large number of patients. By 1896 he had collected over 1000 case studies. This effort brought him into some conflict with the local authorities responsible for the administration of psychiatric services.9 At that time, the care of the insane in Baden was organized into three districts, each served by a hospital, one of which was the University clinic at Heidelberg. From there, patients could be transferred to the two other institutions at Emmendingen and Pforzheim, the former specializing in the care of patients who were capable of productive work and the latter in the care of patients whose illnesses were chronic and unremitting. Kraepelin’s complaint was, first, that records transferred with the patients became difficult to access for the purposes of scientific investigation and, second, that transfers were not happening speedily enough, limiting the number of new patients that were available for him to study. The dispute escalated into an argument about Kraepelin’s clinical autonomy and it was partly for this reason that he accepted a position at the University clinic in Munich in 1902, where he opened the German Psychiatric Research Institute (now the Max Planck Institute of Psychiatry) in 1917.

Although those who recorded their meetings with Kraepelin usually wrote about him with some affection, it is doubtful whether he was fun to be with. Perhaps the closest he came to his colleagues in his later years was during annual walks in the countryside (nicknamed ‘catatonic walks’ by the junior staff), which it was his custom to take with his assistants. At other times he would browbeat his colleagues with his strongly held views about the dangers of alcohol, having decided in 1895 to live a life of uncompromising abstinence in order to set an example to others.10 An American psychiatrist who knew him remarked on the relationship between Kraepelin’s personality and his approach to his work:



Kraepelin’s personal nature was guarded by a wall of reserve. He held himself sternly to his goals; he devoted himself unremittingly to his work, uncompromisingly following what he believed to be the path of investigation – exact, demonstrable and well established by the assembling of all possible testimony step by step. It was consistent with this nature that only the precision of experimental psychology should seem applicable, that the more elastic boundaries of a subjective psychology of mental disease, like psychoanalysis, should seem forbidden and untrustworthy territory.11




Apparently, Kraepelin’s reserve could cross the boundary into complete insensitivity. One of his assistants, who became seriously ill while accompanying him on a visit to the United States, remarked on his return that: ‘If I had died on the trip, Kraepelin would probably have collected my ashes in a cigar box and brought them home to my wife with the words, “He was a real disappointment to me”.’12

Although Kraepelin is usually remembered for his diagnostic concepts, his research interests were broad ranging. For example, influenced by Wundt he advocated the use of psychological tests in psychiatric research, and carried out simple studies of memory and reaction times with his patients. He wrote an interesting study of the role of speech in dreams based on his own dream diary, although, unlike Freud, he believed dreams to be meaningless phenomena caused by transient neuropathological conditions.13 He was also a pioneer of psychopharmacology (the study of the psychological effects of drugs) and carried out experiments on the mental effects of tea, alcohol and various sedatives. In 1903 he travelled to Java with his brother in order to determine whether the forms of mental illness observed there in both Europeans and natives would correspond to those observed in Germany. He concluded that they did,14 and returned convinced of the importance of the human will, although, as a recent commentator has remarked, ‘He was in no manner consistent in conceiving it as being either free or biologically determined and preferred instead to emphasize the former in describing his own condition and the latter in diagnosing that of his patients.’15

Kraepelin wrote about every major type of psychiatric disorder recognized in his time. However, he was particularly interested in the more severe forms of madness in which the individual appears to lose touch with reality. Today, these disorders are known as the psychoses (although the term was used somewhat differently in Kraepelin’s day). Despite the wide range of information that he was prepared to draw upon, his approach was uncompromisingly medical:



Judging from our experience in internal medicine it is a fair assumption that similar disease processes will produce identical symptom pictures, identical pathological anatomy and an identical aetiology. If, therefore, we possessed a comprehensive knowledge of any of these three fields – pathological anatomy, symptomatology, or aetiology – we would at once have a uniform and standard classification of mental diseases. A similar comprehensive knowledge of either of the other two fields would give us not just as uniform and standard classifications, but all of these classifications would exactly coincide.16




This was Kraepelin’s big idea (see Figure 1.2), announced tentatively in the second edition of the Compendium (renamed the Textbook of Psychiatry), which appeared in 1887, and which he elaborated until just before his death in 1926, soon after which the ninth and last edition was published. Mental illnesses fell into a small number of discoverable types, and these could be independently identified by studying symptoms, by direct observation of brain diseases, or by discovering the aetiologies of the illnesses (for example, by finding out whether they ran in families and were therefore determined by heredity). Of course, the only practical method of classification available at the time was by symptoms, as very little was known about the neuropathology or aetiology of psychiatric disorders. However, precisely because individuals with the same illness, defined by symptoms, were assumed to have the same brain disease, it could confidently be assumed that the identification of the illness would lead directly to an understanding of aetiology. On Kraepelin’s analysis, therefore, the correct classification of mental illnesses according to symptoms would provide a kind of Rosetta stone, which would point directly to the biological origins of madness. The Rosetta stone, discovered in 1799 by Napoleon’s soldiers during their invasion of Egypt, contained the same inscription (a decree commemorating the accession of Ptolemy V Epiphanes to the Egyptian throne in 197 BC) in Greek, demotic Egyptian and hieroglyphs, allowing linguists to decipher hieroglyphs for the first time. Similarly, on Kraepelin’s analysis, an understanding of the language of symptoms would allow the researcher to decode both the biological underpinnings of madness and their origins.


[image: image]

Figure 1.2 Emil Kraepelin’s big idea. Kraepelin assumed that there was a discrete and discoverable number of psychiatric disorders. Although he recognized that some symptoms could occur in more than one disorder, he argued that each disorder has a typical symptom-picture. He also believed that the different disorders were associated with different types of brain pathology and with different aetiologies. On this view, the first step towards discovering the causes of mental illness was to identify the different disorders on the basis of their symptoms.



How Many Psychoses are There?

Once Kraepelin had decided that the psychoses fell into a small number of discoverable types, the next step was to establish exactly how many different types there were. To achieve this, he collected information about his patients’ symptoms and also data on the long-term course and outcome of their illnesses.17 It was the recognition that symptoms changed with time, and therefore that patients should be observed throughout their lifetimes, that led Kraepelin to collect the thousand and more case studies which, in 1896, still seemed inadequate for his purposes. And it was on the basis of these case studies that he began to conclude that different groups of symptoms followed characteristically different courses.

Between 1893, when he published the fourth edition of the Textbook, and 1915, when the eighth edition was published, Kraepelin began to group together illnesses described by other researchers that apparently had a poor outcome. He included catatonia, a disorder characterized by stupor and abnormal postures. Also included was hebephrenia, a disease that struck during adolescence and which led to a rapid deterioration of mental functions. Finally, there was dementia paranoides, a disease which again led to rapid deterioration, but which was characterized by bizarre fears of persecution. This focus on illnesses with poor outcome reflected a preoccupation with psychological degeneration that was common among psychiatrists of his time, and that had been stimulated by the writings of Augustin Morel, a French psychiatrist who had died in 1873. Morel had suggested that mental illness (like sin) is passed on and exacerbated by heredity, weakening successive generations. (Many years later, this theory would have disastrous implications for the practice of psychiatry in the Third Reich.) It was therefore striking that Kraepelin, on deciding that catatonia, hebephrenia and dementia paranoides were manifestations of the same illness, chose to name the illness dementia praecox, a term originally proposed by Morel as an alternative name for hebephrenia.

The Latin term ‘dementia praecox’ means senility of the young, and that was exactly how Kraepelin saw the disorder. Its various subtypes – ten according to the eighth edition of the Textbook – were reflected in a variety of symptoms which usually first appeared in adolescence or early adulthood. Patients might experience an absence of emotion, or their emotional responses might be highly inappropriate (for example, a patient might laugh at a funeral). They might display stereotyped behaviour (for example, clapping five times before entering a room) or adopt catatonic postures. Problems of attention were also common, so that patients became distractible and easily confused. They might suffer from strange perceptions, particularly auditory (hearing imaginary voices) and tactile (feeling something touching them in the absence of an actual stimulus) hallucinations. Irrational beliefs were also frequently observed, particularly delusions of persecution (for example, patients might believe that they were being persecuted by the German royal family) or of grandiosity (believing that they had improbable powers). However, the common underlying feature that was always present was an irreversible deterioration of the intellectual functions. Dementia praecox patients became mentally disabled, unable to lead productive lives, and they never recovered. It was for this reason that Kraepelin could confidently assert that:



Although there still are in many details far reaching differences of opinion, the conviction is gaining ground more and more, that dementia praecox is by and large a distinct disease entity; and that we are justified in regarding at least the main group of often very diverse clinical pictures brought here together as the expression of a uniform morbid process.18




During the years in which he was developing the concept of dementia praecox, Kraepelin came to believe that he could recognize a second major type of mental illness, characterized by a periodic course and a good prognosis. As was the case for dementia praecox, this second type emerged gradually over successive editions of the Textbook, in which he collapsed a number of previously described disorders into a single category. The common feature of these disorders was a recurrent or ‘circular’ disorder of mood in which episodes of illness were followed by periods of normal functioning. By the eighth edition of the Textbook, Kraepelin had grouped all mood disorders into the single category of manic depressive illness.19 His use of this term was broad by modern standards. He included disorders in which there are episodes of depression but no episodes of mania, which would now be described as unipolar depression. He also included illnesses in which the individual experienced only one episode followed by a complete recovery.20

A final category of illness described by Kraepelin, but given less attention by later historians of psychiatry, was paranoia. From the fifth edition of the Textbook onwards, this term was used to refer to a chronic illness characterized by delusional beliefs in the absence of significant changes to the patient’s personality. It was differentiated from dementia praecox – in which delusions were also observed – because more general deficits of thinking or will were absent. Until the eighth edition of the Textbook, Kraepelin believed that paranoia had a similar unremitting course to dementia praecox. However, he eventually came to the view that paranoia included cases of low severity, in which at least a partial recovery was possible.

Kraepelin’s Legacy

In the final decade of his life, Kraepelin wrote a number of papers that attempted to draw together his conclusions about mental disorders and the methods by which they could be studied. The most important, published in 1920, was entitled ‘Clinical manifestations of mental illness’,21 and has sometimes been mistaken for a retraction of his previous ideas. To be sure, the tone adopted in the paper was less certain than in many of his earlier publications. Indeed, he began by conceding that progress in understanding the aetiology of most disorders had been painfully slow:



In the past, when tissue was first examined microscopically, new discoveries were made daily. Today we can only make significant progress by using very refined methods. In the case of some diseases many questions have already been answered. It is difficult to broaden our knowledge in such instances. The more we scratch below the surface, the more obvious the problems become and the more refined our tools must be. In spite of all this our successes are becoming more modest. We shall have to resign ourselves to this state of affairs, which after all corresponds to that found in other branches of scientific inquiry.




In passages that anticipated debates that would haunt psychiatry for the remaining years of the twentieth century, he acknowledged the difficulty of distinguishing between disease entities:



No experienced physician would deny that cases occur with unwelcome frequency in which, despite the most assiduous observation, it is impossible to reach a diagnosis. The experience that we cannot significantly reduce the number of misdiagnoses has a crippling effect on one’s job satisfaction.




And:



We shall have to get accustomed to the fact that our much used clinical checklist does not permit us to differentiate reliably manic depressive insanity from [dementia praecox] in all circumstances; and that there is an overlap between the two, which depends on the fact that the clinical signs have arisen from certain antecedent conditions.




However, this did not mean that manic depression and dementia praecox were no longer to be regarded as separate diseases. On the contrary:



We cannot help but maintain that the two disease processes themselves are distinct. On the one hand we find those patients with irreversible dementia and severe cortical lesions. On the other are those patients whose personality remains intact. This distinction is too overwhelming for us to accept much overlap between the two groups, particularly as we can often predict the course of the two from the clinical signs.




The problem, as Kraepelin now saw it, was that the patient’s symptoms are not uniquely determined by the disease process. Rather, the symptoms brought out by the disease depend on the individual nature of the patient. Therefore:



It seems absurd to propose that neurosyphilis [damage to the brain that occurs in the final stages of a syphilitic infection] causes patients to believe that they are the proud possessors of cars,* mansions or millions of pounds, and that cocaine causes visual hallucinations of mites and lice. Rather, the general desires of such people are reflected in their delusions of grandeur.




These kinds of influences, Kraepelin believed, could be revealed by the methods of comparative psychiatry, which allowed the varying manifestations of a disorder to be studied in different people and different circumstances. Studies of this kind revealed that symptoms were affected by personal and social factors such as sex (‘women show a greater propensity to erotic delusions and are less flamboyant in the presentation of delusions of grandeur’), age (‘the clinical form of juvenile dementia praecox is … characterized by occasional excitement on a background of apathy and obtuseness’) and culture (‘it goes without saying that [in Java] no one suffered from delusions of guilt because these have their origins in religion’).

These subtle qualifications were all but ignored by the majority of Kraepelin’s followers. To many readers of the successive editions of the Textbook, his work appeared to bring order to a field that had previously lacked an agreed language. However, his system was not adopted immediately or uncritically, partly because alternative models of psychiatric classification were available from his academic rivals. In France, Kraepelin was attacked because of the ‘woolliness of his suggested clinical pictures’,22 and the concept of dementia praecox was accepted only grudgingly. In Germany, Great Britain and the United States his system of diagnosis was vigorously debated before finally being embraced by most clinicians. This ultimate triumph partly reflected the simplifying effect that Kraepelin’s ideas had on the theory and practice of psychiatry. He had asked himself how many different types of psychosis there actually were and had come up with a surprising answer: only three.




2

After Kraepelin



Every great man nowadays has his disciples, and it is always Judas who writes the biography.

Oscar Wilde1




Unlike Freud, Kraepelin never encouraged the formation of a group of disciples who would revere his case studies and proselytize his theories for the benefit of later generations of clinicians. Nevertheless, those who have followed him have by and large regarded his diagnostic system as the foundation stone around which a scientific psychiatry could be built. Indeed, Kraepelin’s success is evident from the fact that his diagnostic concepts have survived until the present time. Two of the names he selected to describe major classes of mental illness – manic depression and paranoia – are in use today. The third – dementia praecox – was discarded in the first important revision of his system, which was brought about by a Swiss psychiatrist, Eugen Bleuler.


The Evolution of Schizophrenia

Bleuler was born in 1857 in the village of Zollikon, approximately one hour’s walk from the centre of Zurich, and now a suburb of the city.2 According to an account of his life written by his son Manfred (also a psychiatrist), his decision to become a doctor was partly inspired by observing local dissatisfaction with the German-speaking medical professors who had been appointed to positions at the nearby Burghölzli Mental Hospital, which had opened its doors for the first time in 1870.

After graduating in medicine at the University of Zurich in 1881, Bleuler studied in Paris, London and Munich, before joining the staff at the Burghölzli. There, he worked under the director, August Forel, a biological psychiatrist who had developed an appreciation for the more psychological aspects of psychiatric care after discovering that laymen were sometimes better able to cure alcoholics than physicians. (Consulting one successful lay therapist, Forel was told, ‘No wonder, Herr Professor, I am an abstainer while you are not.’)3

In 1886, at the age of 29, Bleuler became director of a psychiatric clinic at Rheinau, a small farming village. The clinic was located in an eighth-century monastery on an island in the Rhine, which had been turned into a hospital in 1867 and which, at the time of Bleuler’s arrival, was reputed to be one of the most backward psychiatric institutions in Switzerland. He set about reforming the hospital and improving the quality of life of its patients. In Manfred’s account:



Bleuler was not yet married, and lived there alone, in contact with his patients. He worked with them (mostly in agriculture), organized their free time (for instance, hiked with them, played in the theatre with them, and danced with them). He was also the general physician of the patients of the Clinic and the inhabitants of the village. During his life with the patients, Bleuler had always a memo-pad at hand, where he noted what touched and interested him in his patients’ behaviour. He frequently noted in shorthand what the patients actually said.4




When a typhoid epidemic broke out, Bleuler was able to recruit some of his patients as nurses. They performed well, prompting him to observe that mental illness, far from dominating the life of patients, could retreat into the background when a crisis loomed. Because he had formed such close relationships with the inhabitants of the hospital, it was with regret that he returned to the Burghölzli, where, in 1898, he was appointed Forel’s successor. Two years later, he appointed Carl Gustav Jung to a junior post in the hospital. Jung, who was to become Sigmund Freud’s most famous disciple, and later the first rebel of the psychoanalytic movement, was to have an important impact on Bleuler’s thinking about the causes of mental illness. However, it seems that the two men never really liked each other, although the fact that most observers commented on Bleuler’s warmth and openness suggests that the fault was Jung’s. Certainly, Jung adapted with difficulty to the workaholic regime established by Bleuler at the hospital, which required doctors to make their rounds before breakfast.

At the time, Freud’s theory of psychoanalysis was just beginning to attract the attention of psychiatrists and psychologists outside his home city of Vienna. According to the theory, mental illness was caused by unconscious mental forces or repressed ideas, which intruded into consciousness in a distorted form, and thereby generated the patient’s symptoms. This discovery seemed to promise a new kind of psychological treatment for the mentally ill. During the period that he worked in the Burghölzli between 1900 and 1910, Jung therefore formed a small discussion group dedicated to examining the claims of psychoanalysis. He also undertook a series of studies of dementia praecox that, although initially developed with his colleagues in Zurich, drew him progressively closer to Freud’s ideas. Most important of these were studies in which word associations were used to probe the unconscious ‘feeling-toned-complexes’ which Jung believed lay at the root of the patient’s dreamlike thoughts and speech.5

Encouraged by the successful work of his junior colleague, Bleuler participated in the discussion group and became convinced that psychoanalysis represented an important breakthrough in the theory and practice of psychiatry. This enthusiasm became very important to Freud, as Bleuler was the first respected academic psychiatrist to take the new theory seriously. Unfortunately for Freud, Bleuler’s enthusiasm did not blunt his critical faculties. By the time of the first international meeting of psychoanalysts, organized by Jung and held in the Hotel Bristol in Salzburg in April 1908, tensions had begun to develop between the two great men. These tensions, which eventually led to Bleuler’s resignation from the newly formed International Psychoanalytic Association, reveal much of Bleuler’s character and his approach to his work.

According to a letter written by Bleuler to Freud in October 1910:



There is a difference between us, which I decided I shall point out to you, although I am afraid it will make it emotionally more difficult for you to come to an agreement. For you evidently it became the aim and interest of your whole life to establish firmly your theory and to secure its acceptance. I certainly do not underestimate your work. One compares it with that of Darwin, Copernicus and Semmelweis. I believe too that for psychology your discoveries are equally as fundamental as the theories of those men for other branches of science, no matter whether or not one evaluates advancements in psychology as highly as those in other sciences. The latter is a matter of subjective opinion. For me, the theory is only one new truth among other truths. I stand up for it because I consider it valid and because I feel I am able to judge it since I am working in a related field. But for me this is not a major issue, whether the validity of these views will be recognized a few years sooner or later. I am therefore less tempted than you to sacrifice my whole personality for the advancement of the cause.6




In March 1911 Bleuler wrote to Freud in defence of a psychiatrist who had been asked to resign from the Association because of a difference of opinion:



‘Who is not with us is against us,’ the principle ‘all or nothing’ is necessary for religious sects and for political parties. I can understand such a policy, but for science I consider it harmful. There is no ultimate truth. From a complex of notions one person will accept one detail, another person another detail. The partial notions, A and B, do not necessarily determine each other. I do not see that in science if someone accepts A, he must necessarily swear also for B. I recognise in science neither open nor closed doors, but no doors, no barriers at all.7




This kind of eclecticism is clearly evident in Bleuler’s most famous work, Dementia Praecox or the Group of Schizophrenias, which drew heavily on his observations of patients at Rheinau, and which was rich in clinical detail. It began with acknowledgements to Kraepelin (for grouping together and describing the separate symptoms of dementia praecox) and to Freud (for enlarging the concepts available to psychopathologists). However, just as Bleuler found it difficult to swallow the entire body of Freudian theory without reservation, so too he found it difficult to agree completely with Kraepelin’s characterization of the most severe type of mental illness.

The first and most obvious difference between Kraepelin and Bleuler concerned the name that should be given to the illness. Bleuler believed that the term ‘dementia praecox’ was misleading for two reasons. First, the illness did not always result in an extreme form of mental deterioration (it was not a dementia). Second, although it usually began in late adolescence, the illness sometimes first appeared in later life (it was not always praecox). To the confusion of lay people ever since, Bleuler proposed the new term schizophrenia to describe the disorder. In doing so, he did not mean to imply that the illness caused a split personality of the kind sometimes portrayed in paperback novels and Hollywood films.* Rather, Bleuler was suggesting that, at the core of the illness, there was a separation between the different psychic functions of personality, thinking, memory and perception.

Bleuler, like Kraepelin, believed that schizophrenia was the product of some kind of biological disorder, and toyed with the idea that it was caused by an accumulation of abnormal metabolites in the blood. However, unlike the early Kraepelin, he was also interested in the psychology of his patients’ symptoms, and was impressed by the extent to which they could vary from one individual to another. In order to make sense of this variation, he made use of ideas borrowed from Freud and psychoanalysis, and combined them with his own notions about the mental mechanisms responsible for normal thinking and reasoning. This approach led him to suppose that, underneath the most obvious but varied symptoms of schizophrenia, there was a less obvious inner unity. In an attempt to characterize this unity, he identified four subtle symptoms which he believed to be fundamental to the illness, and which have since been known to English-speaking psychiatrists as Bleuler’s four ‘As’.

First, and most importantly, there was a loosening of the associations that linked together the stream of thought, so that the patient could no longer reason coherently. In extreme cases, this could cause the sufferer to speak in a jumbled word salad, as exemplified by a modern patient’s attempt to answer the question ‘Why do you think people believe in God?’



Uh, let’s, I don’t know why, let’s see, balloon travel. He holds it up for you, the balloon. He don’t let you fall out, your little legs sticking out down through the clouds. He’s down to the smoke stack, looking through the smoke trying to get the balloon gassed up you know. Way they’re flyin’ on top that way, legs sticking out, I don’t know, looking down on the ground, heck, that’d make you so dizzy you just stay and sleep you know, hold down and sleep there. The balloon’s His home you know up there. I used to be sleep out doors, you know, sleep out doors instead of going home.8




(Since Bleuler, this kind of speech has commonly been described as thought disorder. However, in a later chapter we will see that this term is quite misleading.)

The second of Bleuler’s four ‘As’ was ambivalence – the holding of conflicting emotions and attitudes towards others. Third, schizophrenia patients were said to suffer from autism, a withdrawal from the social world resulting from a preference for living in an inner world of fantasy. Finally, there was inappropriate affect, the display of emotions that are incongruent with the patient’s circumstances.

Bleuler held that, in contrast to these fundamental symptoms, the most obvious features of schizophrenia described by Kraepelin, namely hallucinations and delusions, were mere accessory symptoms – psychological reactions to the illness rather than direct products of the disorder. Indeed, he argued that a substantial subgroup of patients, who were said to suffer from simple schizophrenia, did not experience these symptoms at all. Such people might include individuals who ‘vegetate as day labourers, peddlers, even as servants’, or ‘the wife… who is unbearable, constantly scolding, nagging, always making demands but never recognising duties’.9

Enlarging the category of schizophrenia even further, Bleuler argued that:



There is also a latent schizophrenia and I am convinced that it is the most frequent form, although admittedly these people hardly ever come for treatment. It is not necessary to give a detailed description of the various manifestations of latent schizophrenia… Irritable, odd, moody, withdrawn or exaggeratedly punctual people arouse, among other things, the suspicion of being schizophrenic.10




In his less well known Textbook of Psychiatry, the fourth edition of which was published in 1924, Bleuler extended this analysis to reconsider the relationship between schizophrenia and manic depression. Unlike Kraepelin, he came to the view that these were not separate disease entities after all, but that there was a continuum running between them, without a clear line of demarcation.11 On this view, patients could be regarded as predominantly schizophrenic or predominantly manic depressive according to the extent to which they experienced or did not experience schizophrenia symptoms (the affective symptoms normally attributed to manic depression being regarded as non-specific).

Bleuler’s contribution, then, was not only to provide an account of the psychology of dementia praecox, but also to widen the concept substantially. Indeed, on his account there seemed to be no precise dividing line between normality and illness, or between one type of madness and another. This analysis was entirely consistent with Bleuler’s clinical attitude which, as we have seen, was markedly different from Kraepelin’s. Whereas for Kraepelin the mad were subjects of scientific interest and scrutiny, for Bleuler they were fellow human beings engaged in the same existential struggles as the rest of humanity, struggles that were made more difficult by their illness.


Defining the boundaries of madness: the philosophical approach of Karl Jaspers

Broad conceptions of schizophrenia, such as Bleuler’s, highlighted the difficulty of determining exactly who suffered from the illness and who did not. This important problem was addressed, in different ways, by a group of psychiatrists who were Kraepelin’s successors at Heidelberg, whose ideas brought about further shifts in the way that researchers thought about the illness. Foremost among them was Karl Jaspers, who became better known as a philosopher than as a psychiatrist, and who worked as a doctor for only seven years, between 1908 and 1915.12

Jaspers was born in 1883 in Oldenburg, close to the North Sea. His father was a jurist and his mother came from a local farming family. According to Jaspers’ own account, his father actively encouraged him to question authority at an early age which, unfortunately, led him into conflict with his teachers and isolated him from potential friends. Seeking solace by exploring the nearby coast and countryside, Jaspers’ mind turned to matters philosophical. He read Spinoza at the age of 17 but decided to study law rather than philosophy at university. Almost immediately it became evident to him that this decision had been a great mistake: ‘The abstractions which were used to refer to social life – a life still entirely unknown to me – proved so disappointing that I occupied myself instead with poetry, art, graphology and the theatre, always turning to something else.’13

In 1902, Jaspers decided to abandon his legal studies and study medicine. In order to explain this decision to his parents, he wrote them a memorandum:



My plan is the following: I shall take my medical state examination after the prescribed number of semesters. If then I still believe – as I do now – to possess the necessary talent for it, I shall transfer to psychiatry or psychology. After that I shall first of all start practicing as a physician in a mental hospital. Eventually I might enter upon an academic career as a psychologist, as for example Kraepelin in Heidelberg – something which I would not, however, care to express because of the uncertainty and of its being dependent upon my capabilities… Therefore, I had best state it this way: I am going to study medicine in order to become a physician in a health resort or a specialist, for example, a doctor for the mentally ill. To myself I add: the rest will come if and when.




The memorandum proved to be remarkably prescient. Despite health problems that were to affect him throughout his later life, he received his MD in 1909. By this time he had already started voluntary work at the psychiatric hospital in Heidelberg, seven years after Kraepelin had left for Munich. Kraepelin’s successor at the hospital was Franz Nissl, whose main research interest was neuropathology, but who encouraged his junior staff to develop projects across the spectrum of disciplines relevant to psychiatry. Jaspers experimented with intelligence tests, and with a new apparatus for measuring blood pressure. Describing the intellectual environment in which he began to assemble his ideas about the very nature of madness, Jaspers later recorded that:



The common conceptual framework of the hospital was Kraepelin’s psychiatry together with deviations from it, resulting in points of view and ideas for which no one person could claim individual authorship. Thus, for example, the polarity of the two broad spheres of dementia praecox (later called schizophrenia) and of the manic-depressive illnesses was considered valid.




However, Jaspers doubted whether this broad acceptance of Kraepelin’s doctrine provided a secure basis for progress in the understanding of madness. On the contrary:



The realization that scientific investigation and therapy were in a state of stagnation was widespread in German psychiatric clinics at that time. The large institutions for the mentally ill were built constantly more hygienic and more magnificent. The lives of the unfortunate inmates, which could not be changed essentially, were controlled. The best that was possible consisted of shaping their lives as naturally as possible as, for example, by successful work therapy as long as such therapy remained a humane and reasonable link in the entire organization












Schneider and the ‘First-Rank Symptoms’




















	Symptom as described by Schneider	Example given by Schneider

	1 Audible thoughts 	A schizophrenic woman, for instance, replied to the question about hearing voices with the answer, ‘I hear my own thoughts. I can hear them when everything is quiet.’

	2 Voices heard arguing	Another schizophrenic heard his own voice night and day, like a dialogue, one voice always arguing against another.

	3 Voices heard commenting on one’s actions	A schizophrenic woman heard a voice say, whenever she wanted to eat, ‘Now she is eating, here she is munching again’, or when she patted the dog, she heard, ‘What is she up to now, fondling the dog?’

	4 Experience of influences playing on the body	A schizophrenic woman speaking of electrical influences said, ‘The electricity works of the whole world are directed on to me.’

	5 Thought withdrawal	A definite schizophrenic disturbance may only be supposed when it is recounted that ‘other people’ are taking the thoughts away… A schizophrenic man stated that his thoughts were ‘taken from me years ago by the parish council’.

	6 Thoughts are ascribed to other people who intrude their thoughts upon the patient	A skilled shirtmaker knew exactly how large the collars should be, but when she proceeded to make them, there were times when she could not calculate at all. This was not ordinary forgetting; she had to think thoughts she did not want to think, evil thoughts. She attributed all this to being hypnotized by a priest.

	7 Thought diffusion	The diffusion of thoughts is illustrated by a schizophrenic shopkeeper who said, ‘People see what I am thinking; you could not prove it but I just know it is so. I see it in their faces; it would not be so bad if I did not think such unsuitable things – swine or some other rude word. If I think of anything, at once those opposite know it and it is embarrassing.’

	8 Delusional perception	Another schizophrenic woman said: ‘The people next door were strange and offhand; they did not want me; perhaps I was too quiet for them. The previous Sunday my employers had a visitor who embarrassed me. I thought it was my father. Later on, I thought it was only the son of the house in disguise. I don’t know if they wanted to find out about me.’

	9-11 Feelings, impulses (drives) and volitional acts that are experienced by the patient as the work or influence of others	A schizophrenic student said, ‘I cannot respond to any suggestion; thousands and thousands of wills work against me.’
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