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About the Book

You may think that vampires and werewolves are merely the creation of Hollywood and legend but, as Dr Raj Persaud reveals, there are bizarre people out there who are convinced they really are werewolves, vampires and other incredible creatures. As a result, they behave in ways beyond our wildest fantasies. But could these phenomena in fact arise from our most disturbing dreams?


In the tradition of Oliver Sacks’ bestselling book, The Man Who Mistook His Wife for a Hat, Dr Raj Persaud uses authentic case studies to explain current thinking on brain function and emotional disorders. In one case, a man could get his sexual kicks only by being crushed in garbage trucks, while another successfully persuaded his wife she had been abducted by aliens. One man made love to his furniture; another believed he was really a tiger and conducted an affair with a tigress in the local zoo.


Through his analysis of these and other bizarre conditions, such as Alien Hand Syndrome – where sufferers conclude that one of their own limbs is out to kill them – Multiple Personality Disorder and Erotomania – Dr Persaud suggests that we may not have as much free will and control over our bodies as we delusionally believe. Even more provocatively, in throwing open the usually secret world of the psychiatrist’s casebook, he proves that fact really is much stranger than fiction.
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FROM THE EDGE OF THE COUCH

Dr Raj Persaud


This is for my son Sachin, who, in being born, dragged me back from the edge of the couch.


ABBREVIATIONS



	ADHD
	Attention deficit hyperactivity disorder



	AEA
	Autoerotic asphyxia



	BDD
	Body dysmorphic disorder



	CAWD
	Chronic alternate-world disorder



	CD
	Capgras delusion



	CS
	Capgras syndrome



	DID
	Dissociative identity disorder



	DMI
	Delusional misidentification



	GSM
	Genital self-mutilation



	IPD
	Induced psychotic disorder



	MAOI
	Monoamine oxidase inhibitors



	MHP
	Monosymptomatic hypochondriacal psychosis



	MPD
	Multiple personality disorder



	MSBP
	Munchausen syndrome by proxy



	NVAW
	National Violence Against Women Survey



	OCB
	Obsessive-compulsive behaviour



	OCD
	Obsessive-compulsive disorder



	OMPI
	Occupational mass psychogenic illness



	ORS
	Olfactory reference syndrome



	PEA
	Phenylethylamine



	PTSD
	Post-traumatic stress disorder



	SPD
	Shared psychotic disorder



	SRS
	Sexual reassignment surgery



	TM
	Trichotillomania



	TS
	Tourette’s syndrome
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There are more things in heaven and earth, Horatio,
Than are dreamt of in your philosophy.

Hamlet, I, v 166


INTRODUCTION

It is a far, far better thing to have a firm anchor in nonsense than to put out on the troubled seas of thought.

J. K. Galbraith

In my experience, both inside and outside my consulting rooms, practically everyone suffers from one of two basic delusions, and quite frequently both. The first is the delusion that we are extraordinarily wonderful in some way and it is peculiar and puzzling to us that the rest of the world hasn’t realized this and accorded us due respect. The second is that we are a much more frightful and depraved individual than anyone realizes and sooner or later we are going to be found out.

The latter delusion even has a name – Impostor syndrome – and relates to the belief that in daily life we are merely masquerading impostors and our veneer of social acceptability will soon be penetrated. When this happens it is inevitable that everyone will finally understand just how truly terrible we are. It is only by some minor miracle that we have managed to hide the truth from the rest of the world for so long!

But if delusions are at the core of the modern psychiatric understanding of what differentiates the seriously mentally ill from the rest of us – and if, indeed, most of us harbour delusions – this strikes at the heart of clinical practice and theory.

My reason for writing this book is to argue that delusions are more common than is generally supposed and they represent a vital key to understanding how the normal brain and mind work. However, the current scientific view is that delusions as observed in the clinical arena are nothing but the random outpourings of disturbed brain biochemistry and, therefore, should not be taken seriously, other than to establish which psychiatric diagnosis is warranted.

But what if delusions are more common than psychiatrists realize – indeed, suppose they are practically universal? What then differentiates those who end up receiving treatment from the rest of us becomes an even more subtle and fascinating question.

I wrote extensively about the mental-health benefits of positive illusions in my previous book, Staying Sane: How to Make Your Mind Work for You. In that work I focused on why it might be necessary to make the effort to see the positive in dire circumstances – even when this isn’t an immediately natural thing to do. The worthwhile goal was to maintain your grip on sanity in the face of extreme provocation to lose it.

However, the argument in this book is an importantly different one. Here, instead, I want to discuss delusions that we tend to naturally hold, but don’t realize that we do.

One reason for maintaining a delusion is that it might have surprisingly positive benefits. An example of a commonly held and even pragmatically useful delusion was recently uncovered by Dr Sandra Murray and psychologist colleagues at the State University of New York; it is a delusion that might lie at the heart of all successful long-running marriages.1

Dr Murray’s research was an attempt to discover whether we stay with our spouses because we tend to perceive them in a more positive light than fits with strict reality. In other words, being relatively blind to our partners’ faults and vices helps us to live with them and keeps marriages going for much longer than if we were more dispassionately aware of their faults.

In their research the psychologists compared what happily married spouses thought of each other with the opinions of very close friends and others who knew the couples well.

Few decisions have higher stakes than the decision to commit to one particular romantic partner and in perhaps no other context do we voluntarily tie the satisfaction of our hopes and goals to the good will of another. To feel happy and secure in the face of such vulnerability we need to believe that our relationship really is strong. We need to feel that our partner will always be caring and supportive, however tough life may get.

The psychologists in this research study argued that perhaps those of us involved in apparently satisfying, stable relationships resolve the tension between the doubts we experience and our desire for certainty and closure by seeing our partners in the best possible light; what underpins the successful long-running marriage is a largely delusionally positive perception of a partner. This theory was supported by much of the evidence that came to light during this and other studies.

Dr Murray concludes that we are happier in our relationships when we perceive virtues in our partners that are not necessarily apparent to others (or even to the partners themselves). The reason these delusions about partners are so common is that to be happy we need to believe we are in the right relationship with the right person, someone who will be there for us come what may. However, sustaining this belief with a partner who sometimes disappoints us seems to require a protective buffer, one that is afforded by the perception of special virtues in the partner. Once achieved, argues Dr Murray, this positive perceptual bias allows satisfied, secure intimates to dispel potential doubts or reservations almost in advance of their occurrence.

In other words, we need to be delusion-prone when it comes to our views about our partner for a marriage to work and give us satisfaction. This is an example of how delusions seem to serve a positive function. But delusions are not always so obviously helpful.

This book is a collection of accounts of the most extraordinary states of mind it is possible for human beings to experience. Newspaper and magazine cartoons depicting the mentally ill in a humorous fashion often use caricatures to portray psychosis. The patient is usually shown as someone who believes himself to be Napoleon, complete with Napoleonic hat and arm tucked into jacket, and it is easy to see how one might consider this person to be mentally ill. But what of the patient’s wondrous thoughts and experiences? What if these same experiences could be shared, or viewed from the psychotic’s perspective? Then delusions such as this might not seem quite so ridiculous.

The link between insanity and grandeur is rendered even closer and more complex by the increasing realization that many famous figures like Napoleon were probably suffering from psychological disturbance. Similarly, some psychotic patients believe they are the Messiah, but it is worth remembering that in ancient times religious prophets actually did suffer from some form of psychosis. The Hebrew word nabi means both insanity and those carried away by religious visions, and while the prophets Amos and Jeremiah were then deemed ‘insane’, the prophet Ezekiel could very easily be diagnosed today as a paranoid schizophrenic.

Indeed, many will assume that in this book I am at last ready to give my account of all those producers, presenters and editors I have encountered in my disturbing journey through the media. That, I am afraid, will have to await another project.

In fact, most of my time is spent working in the obscure conditions of the National Health Service at the Maudsley Hospital in south London, where I wrestle each day with the kind of mental health problems that are presented here. Among the inspirations that motivated me to write this book were accounts by therapists who work entirely in private practice, whose case histories are popularly presented in book form and widely read. These collections of cases of middle-class angst bear so little resemblance to the kind of problems our patients suffer from, that my colleagues at the Maudsley pressed me with increasing urgency to set the record straight about what psychiatry and psychology ‘on the front line’ is actually about.

The problem has been that public debate about psychiatry is informed by a distorted view of what really goes on in our clinics, because, understandably, our work remains strictly confidential. But given the right safeguards, this does not mean psychiatry and clinical psychology should remain so unknown as to leave a huge vacuum in the public understanding of vital mental health issues.

The reader who is not clinically trained may find these descriptions difficult to give credence to. Yet all have been drawn from reports by doctors who have encountered at first hand the people who experienced these states. In the acknowledgements section I list in detail all my physician colleagues from around the world who have kindly granted me permission to analyse their reports and bring them to a wider audience, beyond the specialized medical and psychological community where they tend to remain.

But this raises the natural question of whether chronicles of people suffering from such extreme psychological problems should be brought to a general readership at all. They could remain within the more obscure domain of the academic community from where they originated. Some tendentious critics on a cursory inspection might even level the accusation that this publication is merely a ‘freak show’, produced with no higher ambition than to titillate and astound.

Obviously there is an immediate issue of patient confidentiality: all the names plus other identifying characteristics of the people within these pages have been changed to protect their privacy. I have also only considered cases for this book that have already been subject to peer review, in that other colleagues have vetted and checked the facts of each illustration, and have agreed that publication does not damage the patient.

Although I have looked after many patients with conditions similar to those described in this book, it must be emphasized that none of the patients mentioned here are mine. To ask my patients to consent to appear in this work would compromise the doctor-patient relationship. I have always worked hard to try to ensure that my patients feel my commitment to their personal care is never threatened by projects I am involved in outside the clinic. Such a large collection of case material could raise the question in a patient’s mind of whether I would at some point wish to include them in a similar project. I do not want my patients ever to be troubled by that.

This does not mean that I necessarily condemn other clinicians for publishing their own series of case histories. After all, perhaps the most famous doctor of recent centuries, Sigmund Freud,2 established his reputation not by research with double-blind randomly assigned clinical trials, but with case reports. His analysis of these had a profound impact on medicine, and indeed culture, which larger sample research still struggles to rival.

The real problem in relation to Freud is that one wonders whether his own developing theories began to overly bias what he looked for, and what he saw, when he was with his own patients. The fact that the theoretician and the person looking for evidence to test the theories were one and the same person, interviewing clients with no-one else to easily check with, became a problematic project in terms of persuading sceptics. This led to much effort being invested in tracking down his original patients so that they could be reinterviewed in attempts to corroborate Freud’s reports. It seemed to me one way of avoiding this conundrum was to rely on case reports from other clinicians, particularly doctors from very different parts of the world with contrasting theoretical orientations. For if such disparate groups describe clinical phenomena that begin to converge towards support for certain ideas in brain and mind science, then no-one could suspect the material of originating in a biased concept.

I have stuck religiously to cases already reported in respectable medical journals that follow a strict ethical policy involving case reports. Their policy means the individuals concerned who are written about have themselves read the reports prior to submission and have offered no objection to their publication, following a full discussion of the implications of publication with respect to confidentiality. All the cases assembled here were already in the public domain, but they were scattered across the thousands of academic medical and scientific journals that currently exist.

Those outside the field would be surprised at how generous patients are in giving up their time to assist with medical research in the hope that their own case will help improve doctors’ understanding and benefit future patients. It is in this spirit that those who populate this book consented to have their predicaments described.

Case histories remain an important part of medical communication about attempts to understand the human brain and mind because it is only through contact with real life cases that actuality can be properly debated. Psychology and psychiatry are often burdened with a huge amount of theory that can easily divorce these disciplines from the realities they are supposed to explain. All of the phenomenal cases in this book throw down a direct challenge to our current knowledge of human nature.

It is important that the public become aware of the kind of examples in this book. It is precisely these exemplars from which theories are derived. It is the most extreme and unusual states of mind that offer the strongest provocation to our thinking about brain and mind, and these are often indirectly the biggest help in understanding ourselves.

The vast majority of cases reported here, on receiving skilled psychiatric help, made full recoveries, so this book attempts to show that the pessimism over prognosis in psychiatry is unwarranted. The key point is that if these extraordinary experiences and behaviours are amenable to treatment, and even cure, then the stigma surrounding psychological disturbance can be effectively challenged.

The taboo surrounding mental illness is gradually breaking down, as evidenced by the media’s growing interest in this area. Consequently there has been a huge explosion of publications attempting to explain the mind and brain to a wider audience, but none dared to include explicit accounts of real human behaviour such as will be found here. This I believe has been their great weakness, because any theory, no matter how refined, must always be tested against the actual world, and the people within these pages show us an incredible reality that few realize exists. Yet because the public is unaware that such extraordinary people live and breathe, they remain unable to properly judge psychiatry and psychology, and what these disciplines are attempting to do. Much of psychological and psychiatric explanation often seems strange to outsiders, as a vital part of the picture – the cases on which the theories are based and tested – usually remains hidden.

But another reason for bringing these cases together in the most comprehensive collection that has ever been attempted in the history of psychiatry is that within the academic community the detailed case report has been falling out of fashion.

I am keen to revive the art.

THE FIGHT AGAINST REDUCTIONISM

Recently there has been a tendency to see medical advances as based mainly on studies where such large numbers of patients are incorporated into the research that complex statistics have to be employed to glean findings. In this kind of work the person is reduced to a subject, and then a mere number, and vital individual variability is lost from view. Psychiatry, ever desperate to gain prestige by hanging on for grim death to the coat tails of medicine, has blindly followed this trend. Before considering a research submission, academic journal editors appear to be interested only in the number of subjects one has recruited for the trial, and the more the better. The publication of individual detailed case reports is gradually dying out in academic psychiatry.

This I believe is a fundamental error, and is due to a basic misapprehension amongst doctors of the vital difference between the mind and the body. It is true that when a physician encounters patients with something wrong with their kidneys, the difference in basic biology between clients with the same renal disorder is usually negligible. However, the contrast between people with the same psychiatric diagnosis is often huge, due to differences in, amongst other areas, background and personality.

Another problem is that the current domination of reductionism in psychiatry means we don’t talk about whole people any more when we try to understand them: instead we break them down into receptors or defence mechanisms. The properly detailed case report puts the correct object of study back into the frame – the whole person.

To me, the attraction of psychiatry and psychology as a choice of career was always that these disciplines were supposed to confront the most consequential issues in life, like what our response could or should be to catastrophe and despair, or what reality is, given that it appears so easy to lose one’s grip on it. Yet when I arrived in the field it seemed the academics were elegantly waltzing around the difficult issues, instead embracing anything that might produce a publishable though irrelevant result. There is currently an obsession with the measurable and with data, so that the vital controversies are not even addressed by our current reductionist approaches.

As a result of my strong opposition to reductionism I went about studying a wide variety of subjects at university level, including the history of medicine, statistics and economics. It was probably due to my paying too much attention to Sociology of Law at University College London, plus Life Drawing at the adjoining Slade School of Art, that I came to fail anatomy in my first year at medical school … so the reductionists had the last laugh. In order to pass medical finals and the rigorous postgraduate exams required to become a Member of the Royal College of Psychiatrists, I had to feign a belief in reductionism for a long while.

According to hard-core scientific reductionists everything that happens, including mental events, only occurs as a result of the interaction of the four forces currently recognized by physics to exist – strong and weak nuclear forces, gravity and electromagnetism. Reductionists would logically have us all ultimately become physicists in order to help our patients and make discoveries about the mind. We should not be too hasty to abandon reductionism because it did give us the Human Genome and space travel, amongst many other modern wonders. But its current hold on science means that all explanation has to be attempted in terms of ever more minute entities. Yet the major methodological triumph of recent years has been the demonstration that the unit of classical heredity, the gene, is a macromolecule.

The first reductionist thinker and the first Western philosopher was Thales, a Greek born around 636 BC in Turkey. Although his reductionism led to some real howlers – such as his belief that water was the fundamental substance of which all matter was constituted – he also successfully predicted there would be an eclipse of the sun in 585 BC. This is arguably the first example of successful prediction based on scientific principles – though some claim it was just a lucky guess. How little has changed over the millennia …3

The trouble is that as all reduction is about simplification, there is always the risk of oversimplification. Sometimes, by reducing something we are merely eliminating it from our description of the world: if a mental state is explained simply as a combination of neurotransmitter actions, have we removed the personal sensations involved in that experience, by dropping down to the level of molecules?

It was Thales who first conceived the principle of explaining a multitude of phenomena by a small number of hypotheses. For example, he apparently explained earthquakes on the basis of his mistaken belief that the Earth floats on water. But the real importance of Thales’ idea is that he is the first recorded person who tried to explain such phenomena by rational rather than by supernatural means. This can be seen as the very first attempt to establish laws of nature – something that scientists are still trying to do today.

Plato tells us that one night Thales was gazing at the sky as he walked, and so fell into a ditch. A pretty servant girl lifted him out and said, ‘How do you expect to understand what is going on up in the sky if you do not even see what is at your feet?’ Perhaps this is the first absent-minded professor joke in the West!

What I find inspiring about Thales is the scale of his ambition given how few resources he had compared to us today, and this continues to encourage me whenever a colleague gets a big research grant and I don’t. But his struggles raise the issue of whether the attempt to come up with laws in psychology and psychiatry is fundamentally misguided. Unlike the remainder of the natural world, our subject matter – human minds – constantly changes in essence. The kind of person born today possesses a mind very different from someone alive just a hundred years ago, so laws of behaviour or mind are likely to be merely transient and constantly need revising or updating. Perhaps the first and only law of human behaviour is that there is no fixed human nature.

It is vital, I believe, in any attempt to scientifically understand the human condition, to study whole individuals, and especially their experiences, in depth. In writing this book I hope to revive the art of the in-depth case report by showing my colleagues how much can be learned from them. In particular I should like this work to be useful to junior doctors and to training psychiatrists who are attempting to recognize conditions they read about as a cluster of symptoms in textbooks. Junior psychiatrists struggle in preparation for their exams because they usually do not have ready access to the exceptional case studies on which so much dry theory is based.

This book is not a comprehensive account of the range of psychiatric cases. I have consciously omitted the body of cases which would come under the remit of forensic psychiatry – in other words those people whose behaviour involves violence or threat to others. Although there is a need for a book that includes such cases, I decided to leave that for a later project. Instead I was anxious to ensure that my readers understood that the vast majority of mental health problems do not involve aggression to others – an unfortunately stigmatizing misconception that the popular press has in part been responsible for fostering.

Finally I didn’t want fear of the people who populate these pages to obscure a proper appreciation of what it must be like for them to go through what they have.

Many, on reading about the extraordinary delusions I have collected here, will wonder how any of this applies to them. Indeed many have already commented on how these bizarre stories have helped them to feel more normal. What I hope will emerge is how at the core of all convictions is a breakdown of the healthy mechanism of doubt. Doubt drives the collection of evidence and internal debate before we arrive at conclusions. Yet we need to suspend doubt when the time comes for us to act, otherwise we would be impeded by indecision. In fact the study of delusion leads to more questions about how we come to think logically and apparently correctly most of the time, rather than why we are occasion ally prone to delusion. Asking this question leads to the surprising conclusion that delusions are more an established part of our mental life than we might realize. So might delusions serve some function?

WHY OUR TROUBLES ARE CAUSED BY OUR DELUSIONS

One major consequence of our tendency to reason in ways susceptible to delusional errors is that we are rather prone to come into conflict with each other. It seems that politicians and generals involved in fighting wars might be destined by evolutionary biology to make the kind of delusional mistakes that appear to be the inevitable consequence of war. This is the startling conclusion of the study by Richard Wrangham, a Professor of Anthropology at Harvard University, of the long history of battles in human and animal societies. According to Wrangham, we seem to be the only species which battles with its own kind, with the possible exception of ants, a battle being defined as aggression where both sides willingly go to war rather than use other options, like withdrawing. Although we like to think of nature as ‘red in tooth and claw’ in fact there is relatively little violent conflict between animals of the same species. Instead there is much more threat display, during which animals decide whether it is in their interest to take on the adversary, with one opponent usually opting to withdraw in the face of evidence that they are unlikely to win a fight.4,5

Animals use their weapons more often for ritualized contests within species than for inflicting real damage on their own kind.6 For example, deer use their antlers to interlock in a pushing contest where victory goes to the larger, stronger and healthier individual, but the structure of antlers and the behaviour of contestants are adapted to prevent serious injury to the other animal.7

Since it appears there is evolutionary pressure for animals to assess accurately when it is not worth fighting, and these rituals help determine this, why do humans so frequently go to war when any rational assessment should indicate a low probability of victory, or little advantage to fighting? Inaccurate prior assessment of the enemy results in more damage and lower chances of future survival than if a judicious withdrawal had been selected.8

Most wars start between two parties who are unequal, or where the final result of losing for one side could have been anticipated long before the bitter end.9 The losing side, by continuing to fight, sustains much more damage than if it had dispassionately assessed the likelihood of victory from the time it first began to lose.10 While anthropologists have found that 95 per cent of primitive human societies regularly engage in war, battle is almost unknown in the rest of nature. Most animals are acutely sensitive to any initial asymmetry between contestants before a fight begins, and will usually rapidly concede to the animal displaying any advantage.

Raids, in the form of a surprise attack by one side on another, which thus has no choice to avoid the conflict, are also rare in nature, but much more common than battles. Interestingly, the only other mammals besides ourselves which raid are our closest genetic relatives, chimpanzees. Within 21 primitive human societies recently studied, raids accounted for 0.5 per cent of deaths each year – equivalent to more than a billion war deaths if raiding occurred at similar rates in the twentieth century world-wide – and in raiding cultures up to 30 per cent of male deaths occur because of violence.11 This high level of mortality in our primitive past means raiding must have played a vital role in determining who passed on their genes to the next generation.

Raiding occurs only when one side appraises its enemy as likely to suffer more from a surprise attack.12 There must be an evolutionary pressure to get this assessment right, otherwise raiding would be of little benefit. The likelihood is that raiding evolved in the common ancestor we share with chimpanzees,13 which means it has been subject to continuous selection in our ancestors and us for 5–6 million years, which must mean, some anthropologists argue, that our brains are evolved to raid. The cerebral lobes must be genetically designed to impose violence on vulnerable neighbours and to assess accurately the outcome of an attack before we plan one.14

Battles, on the other hand – where both sides willingly go to war and believe they are going to win, no matter what a dispassionate assessment might suggest – have no known analogy in chimpanzees or other primates.15 Indeed, chimpanzees are observed to be hugely influenced in their decision to raid by whether they have a numerical advantage over the enemy.16 The fact that battles are so specific to our species suggests there may be some evolutionary reason, linked to a proneness of the brains on both sides to believe each is going to win, no matter how unlikely victory might be.17

One possible explanation is linked to the prevalence of deception in war. Deception is associated with war from the Greek legend of the Trojan horse,18 to the modern examples of Normandy in 1944 where the Germans were deceived as to where the D-Day landing would take place. Sun Tzu declared ‘all warfare is based on deception’ and Churchill is reported to have said that ‘in time of war, the truth is so precious it must be attended by a bodyguard of lies’. Victory in human fights, unlike nature in general, is often linked not simply to superior resources, but to ingenuity in fooling the enemy.19 Indeed many evolutionary biologists now argue that the whole reason why intelligence evolved in humans was more to assist us in deceiving each other, and to detect deception, than for any real practical benefit for solving physical problems. This is based on observations of great apes20 and bushmen, who seem to spend much more time using their brain power to manipulate each other rather than the environment.21

But might there come a point, in the continuing evolution of our improved ability to mislead others, when we get so good at deception that we start to deceive ourselves?22

The anthropological argument is that a tendency towards self-deception has been wired into our brains by evolution so that we tend to overestimate our own abilities, while we underestimate and belittle the strengths and capacities of our opponents. This probably carries an evolutionary advantage: favouring your own side enhances the cohesiveness and cooperation of our group; and believing you are going to win, no matter the odds, has been shown experimentally to divert attention from anxiety, pain and fatigue when in competition – it enhances performance.23

Positive self-illusions may also be good for your mental health.24 The clinically depressed are more accurate in their assessment of their abilities than the non-depressed, who suffer from an overconfidence bias. These illusions may be helpful because they reduce internal conflicts within both the person and the group.25 A side that is dithering and divided will prove more vulnerable than one united in the conviction they are better than anyone else.26 The other benefit of deceiving yourself that you will win a battle is that you might also mislead the enemy, whose assessment of you could determine whether they bother to fight. Bluffing that you are superior might secure a cheap victory.27

Bluffing certainly seems common in nature. Many animals as part of their threat display pretend to be bigger than they are: dogs raise their neck hair, lions use their manes, fish raise fins and birds fluff out their feathers.28 The difference between humans and animals is that the rest of nature does not usually have the mental capacity to dwell on the issue of whether they are being deceived by a threat display, to consider a counter-deception in turn. Responses to threats are usually acted on more rapidly and often with the judicious aim of living to fight another day.29

But once the capacity to consider the possibility of deception in your enemy evolves, this creates an arms race in which each opponent attempts to bluff the other. The self-deception involved in really believing you are superior, when you might not be, assists in the achievement of a successful bluff. Evolutionarily, it appears that those suffering from positive self-deceptions succeed sufficiently often for it to pay to suffer from such illusions.30

If our brains are designed by our violent evolutionary past to be prone to battle, this suggests peacemakers need to emphasize (particularly to the side most likely to lose but still bent on fighting) the personal advantages of peace. Our tendency to assume the other side’s insistence on continuing to fight, despite impossible odds, is down to their fanaticism, stupidity or mental instability prevents us from understanding how to produce peace.31,32

At a time like this disaster can best be avoided if those taking the ultimate decisions are advised by people not psychologically committed to the outcome.33 Unfortunately, as hostilities escalate, it becomes dangerous for anyone close to the leaders to disagree with the rising excitement at the prospect of a battle.34 If the theoretically uncommitted advise that battle may not be wise, they risk being treated as hostile agents by our battle-hardened brains.35

So one possibility as to why we are prone to delusion is that it served an evolutionary benefit by helping us to intimidate others by falsely but successfully promoting ourselves.36

YOU DON’T HAVE TO BE MAD TO WORK HERE BUT IT HELPS

Perhaps there are other advantages to psychosis or deranged thinking. Researchers have suggested that there might be an association between psychotic traits and creativity. According to biologists and psychologists Thomas O’Reilly, Robin Dunbar and Richard Bentall of the School of Biological Sciences, University of Liverpool, the idea of a continuum between psychotic traits and normal functioning may help resolve one of the most puzzling aspects of psychosis, namely the persistence of psychotic traits within populations over many generations.37 Studies of clinical communities indicate that psychosis has grim implications for survival and reproduction. Patients often have difficulty maintaining employment, are frequently impoverished, often socially isolated, face a high risk of early death from suicide, and enjoy less reproductive success than normal individuals.

Unless these social and reproductive disadvantages of psychosis are balanced by advantages, genes that confer vulnerability to psychiatric disorder should theoretically never get passed on to successive generations.

Some argue that the behaviour associated with psychosis might in itself confer advantages. Perhaps the genes for paranoia encourage a healthy defensiveness in threatening environments; and maybe schizophrenia genes, with their tendency to social isolation, facilitate the splitting of over-large groups in primitive societies. These hypotheses are highly speculative and the only substantial research exploring the possible benefits of madness has focused on creativity.

Associations between madness and creative genius have been noted by observers from ancient Greek times. This has been fostered partly by a notion of creativity as involving divine intervention or diktat, i.e. some kind of mystical, mysterious and inchoate eruption from the sea of unconsciousness from which madness was also, popularly, thought to emerge. More recently the famous late Professor of Psychology at the Maudsley Hospital, Hans Eysenck, proposed that intellectual characteristics associated with psychotic thinking tends to facilitate originality and creativity.38

Biographical studies designed to discover the extent to which historically important creative individuals have experienced psychotic or related disorders, have been one of the most popular tests of the association between creativity and psychopathology. These studies have generally demonstrated a closer relationship between creative achievement and mood disorders as opposed to creative achievement and schizophrenia. One study of 47 British writers and artists found that 38 per cent had been treated for mood disorders.39 A 1995 survey of 1,004 people judged to be influential in the twentieth century observed high rates of alcoholism, schizophrenia and mood disorders.40 A 1996 investigation of 291 eminent British and American achievers found that episodic psychiatric conditions had occurred in the majority, although mood disorders were more evident than psychosis. This study also found that the majority of those studied had close relatives with a history of severe psychiatric conditions, which included mood disorder and psychosis.41

A 1987 study of members of the University of Iowa’s writers’ workshop and their families found a very high rate of mood disorder compared with controls.42 A 1993 investigation of award-winning European writers, poets, painters, sculptors and blues musicians found that approximately half had suffered from a major depressive episode, and that nearly two-thirds exhibited recurrent severe mood swing tendencies.43

Taking a different approach, researchers, such as O’Reilly and colleagues (in a recent paper entitled ‘Schizotypy and Creativity: An Evolutionary Connection’) have attempted to find evidence of abnormal creativity in psychiatric patients and their relatives. These studies have demonstrated an association between creativity and both schizophrenia and mood disorder. A comparison of schizophrenic patients with psychiatric and normal controls on several measures of creativity found that the non-paranoid schizophrenic patients scored higher than the other groups in an ‘unusual uses’ test which required participants to think of novel uses for familiar objects.44 Also an examination of the occupational status of relatives of schizophrenia patients admitted to hospital in Iceland between 1851 and 1940, using available records to enable a comparison with the general population, showed that the closest relatives of the patients significantly entered creative occupations more often.45

The evolutionary hypothesis linking madness to creativity implies that the benefit from psychosis genes will be felt most by those who have the genes but do not become overtly psychotic. For this reason, studies of the relationship between a spectrum of psychotic traits and creativity are likely to be especially revealing. In other words the key point might be that it is those who lie a little further away from the spectrum of psychosis than the extreme of the frankly clinically ill who might receive some benefit from their position. It may be that the severely mentally unwell are individuals in whom a group of psychosis genes have come together which normally are more thinly spread in the population. In too high a concentration these genes are not good for you, but in smaller doses they could be beneficial in loosening your thinking so you come up with ideas the rest of us could never conceive.

There are many different pathways that might link psychosis with different measures of creativity. For example, frank psychotic symptoms may be provoked by the frustrations involved when people with creative ambitions have those ambitions thwarted.

As we shall see, there are many roads to delusion – almost as many as the individuals involved – which means that coming up with theories to explain delusions is one of the most challenging tasks of science.

To the actors in these stories their conviction was so great that they persistently ignored the disbelief of all those around them, despite the fact that peer pressure and the influence of others are usually so powerful in human affairs. Amidst the tragedy produced by these disordered ideas, there is still something awe-inspiring about this. How many of us can claim to be driven by beliefs that rise above the mundane and the agreeable?

We still don’t know where delusions come from, but certainly one possible reason, as you will see, for sticking to your delusion is that if the belief is so engaging or absorbing, it is worth it.

In other words if you are going to suffer from a delusion, you might as well make it a grand one.
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WEREWOLVES, VAMPIRES AND WITCHES: WHEN THE PAST COMES BACK TO HAUNT US

There is also, concerning witches who copulate with devils, much difficulty in considering the methods by which such abominations are consummated … the Inquisitor of Como in the County of Burbia, who in the space of one year, which was the year of grace 1485, caused forty-one witches to be burned; who all publicly affirmed, as it is said, that they had practised these abominations with devils.

Malleus Maleficarum, 1486

THE WEREWOLF DELUSION

Today werewolves might seem merely the stuff of legend and awful Hollywood films but there have been at least 24 separate cases described in the medical literature in the past 20 years. The experience of being changed into a wolf or other animal is referred to within psychiatry as lycanthropy and the accompanying sensations as lycanthropic feelings.

Carl Gustav Jung, the Swiss psychiatrist, a close associate of Freud’s, described in 1928 a woman who later ‘became insane and would exhibit a sort of lycanthropy in which she crawled on all fours and imitated the grunting of pigs, the barking of dogs and the growling of bears’. Another psychiatrist of this time described a girl with schizophrenia who bought a dog and decided to imitate it in order to know how to act.1

In one of the most famous recent research studies on modern werewolves, collected by a group of Harvard psychiatrists, six patients apparently believed themselves to be, or acted like, wolves or dogs; two believed themselves to be cats; one patient believed himself to be a gerbil (he had raised gerbils as a hobby for six years) and one a bird. In the other two cases in this series the psychiatrists decided the werewolf beliefs were in fact consciously manufactured, under voluntary control, and basically a pretence, in order for the patient to gain some conscious or unconscious personal advantage. The werewolf ‘delusion’ in these two cases rapidly disappeared following confrontation over their theatrical nature by the medical staff.2

The history of medical reports of lycanthropy shows that these mostly responded well to anti-psychotic medication. This leads most psychiatrists to conclude that, although curious and colourful, the delusion of being transformed into an animal actually bodes no more ill than any other psychiatric delusion. This view is controversial, as even in the small number of cases described by doctors there are a few where extreme danger to others was an associated outcome – though again it must be emphasized that the vast majority of cases of mental illness are not linked with violence.3

Professor Tom Fahy at The Maudsley Hospital in London has written several reviews of werewolf cases reported in the medical literature; a general conclusion that the following psychiatric diagnoses are the most likely underlying causes: (1) schizophrenia, (2) biological organic brain lesion with psychosis, (3) psychotic depressive reaction, (4) hysterical neurosis, (5) manic-depressive psychosis, and (6) epilepsy. Certainly the conclusion must be that while lycanthropy is a rare phenomenon, it does exist. It should be regarded as a symptom cluster and not a diagnosis in itself – rather as anaemia is not a diagnosis but a pointer that something pathological is occurring in the body. So the term ‘lycanthropy’ probably obscures more than it reveals. Although it may generally be an expression of an underlying schizophrenic condition, at least five other differential diagnostic entities must be considered.4

But it cannot be understood purely as a medical diagnosis, for delusions of being a wolf or some other feared animal are universal and, although rare in the industrialized countries, still occur in China, India, Africa, and Central and South America. The animals in the delusional transformation include leopards, lions, elephants, crocodiles, sharks, buffaloes, eagles and serpents.5

Not infrequently, bizarre and chaotic sexuality is expressed in a primitive way through lycanthropic symptoms. Patients whose internal fears exceed their coping capabilities may externalize them via projection and constitute a serious threat to others. So the aggressive behaviour of someone who considers himself a wolf is really about internal hostility projected on the outside world. Whatever the final conclusion about their particular behaviour, throughout the ages such individuals have been feared because of their tendency to commit bestial acts and have therefore been hunted and killed by the community. Many of these individuals were probably paranoid schizophrenics.6

Lycanthropy’s history stretches back to classical times, but it is uncommon in the present era. It attracted attention from several nineteenth-century psychiatrists but these also commented on the scarcity of the symptom, suggesting that social trends were the cause of this change. In particular, epidemics of lycanthropy, possibly a form of collective hysteria, had become rare, leaving only sporadic cases.7

In medieval Europe the wolf was the most abhorred and dreaded natural enemy, a sly opponent who would be the consummate accomplice for the Devil or his demons. Hence the wolf became an embodiment of the community’s worse apprehensions, and it was widely believed that the Devil could make a person behave like a wolf.8

In 1765 Denis Diderot and Jean d’Alembert, in the famous Encyclopédie, distinguished two kinds of werewolf:9


	‘Those whom the devil covers with a wolf’s skin and are made to ramble aimlessly in the cities and in the country, howling and causing havoc.’

	This half savage sect of men, who think they have become a wolf after a disease and consequently, imitate all their actions … a sort of melancholia in which humans believe they have been transformed into a wolf …’



So while transformation into a wolf constitutes one of the most ancient and universal beliefs, for quite a long time in history it was associated with mental illness. Today the belief or sensation that you are being transformed into a wolf or other animal would be seen as a symptom of psychosis – the form of mental disorder characterized by delusions and hallucinations.10

The medieval counterpart for much of the strange behaviour we class today as psychiatric disorder would come under the rubric of witchcraft, and the fear of strange behaviour led to the publication of Malleus Maleficarum, or ‘The Witches’ Hammer’, an infamous fifteenth-century manual for ‘diagnosing’ (in fact persecuting) witchcraft. It was this book’s advice and exhortation that led to the burning of several hundred thousand people accused of witchcraft during the Middle Ages. The monks who wrote this book believed that a physical body could not be transformed, but that evil charms or spirits could create a delusion so that a person could appear to himself or others as a wolf. So the emphasis in this ancient text was on a shift in perception rather than in actual shape. Oddly enough, as we shall see, this parallels the modern debate on what is really going on in those who believe themselves to be transformed into a wolf.11

Dr Paul Keck12 and colleagues from Harvard Medical School conducted a review of all psychiatric cases admitted to a 250-bed teaching hospital over 12 years in suburban Boston, and from a baseline of over 5,000 psychotic patients uncovered 12 cases of lycanthropy. Meanwhile in the 1980s a French psychiatrist, Dr Michael Benzech,13 conducted a survey of 320 psychiatrists working in the south-western public hospitals of France and found amongst their patients two cases of wolf delusions, plus three other cases of pathological animal behaviour.

The widespread belief in werewolves across the world in times past contrasts with the rarity of its reports in the modern West. Yet the belief of human transformation into animal form is common to the folklore of most cultures. For example, the Malaysians believed that the ghosts of deceased soothsayers entered the bodies of tigers, and the Maori are convinced the souls of the betrayed dead enter the bodies of lizards to exact revenge.14

Since the werewolf syndrome may be the first account of mental illness we have in recorded history, it becomes a more important phenomenon than its current prevalence in modern urban society might suggest.

In perhaps one of the earliest recorded examples of mental illness, the biblical Book of Daniel records that the Babylonian King Nebuchadnezzar (605–562 BC) was transformed into an ox for seven years as divine punishment and that he was ‘… banished from the society of men and ate grass like oxen; his body was drenched by the dew of heaven until his hair grew long like goat’s hair and his nails like eagle’s talons’ (Daniel 4: 33). Eventually God took pity and restored him to human form. This is the very first case report of lycanthropy.15

Because it remains an obscure area of psychology, confusion surrounds the term ‘lycanthropy’. Does it specifically refer to the delusion of transformation into a wolf, or will any animal do? The belief in personal transformation into other animals has been reported even in modern times and includes gerbils, birds, rabbits and pussy cats (as we shall see later). Technically some specialists use the term ‘therianthropy’ or ‘shape-shifting’ to refer to changing into any sort of animal, but lycanthropy is now generally used in the literature. ‘Therianthropy’ is regarded now as rather old-fashioned.16

Separated from the case of King Nebuchadnezzar by a gap of around 2,500 years, psychiatrists Dening and West while working at St Crispin Hospital in Northampton recently reported the following strange case. This is the case of a 43-year-old housewife married to a gamekeeper, who was referred to the psychiatric services as an emergency after 18 hours of increasingly agitated and bizarre behaviour.17

The woman who changed into several different animals

The general practitioner rang the psychiatrists from the patient’s house. Over the telephone the patient could be heard shouting and screaming until eventually an assault on the GP by the patient was heard by the duty psychiatrists.

The woman had a turbulent family background, being the 13th of 16 children, and when she was a teenager both parents died in quick succession, as the result of serious illnesses. She left school at 15 to look after her younger siblings but between the ages of 13 and 20 she was sexually abused by two of her brothers, though full intercourse did not take place.

At the time, as is surprisingly common in incest victims, she believed this activity to be normal and she currently denies that it caused her problems in later life. At 21 she met her future husband, and married two years later. Prior to having her two children she worked in a shop, and later as a cleaner. She was described as being jolly and outgoing before she became unwell, although perhaps predisposed to bodily preoccupations, which might be of significance given what later transpired.

Depressed for three months after the birth of her second child, who was now aged six, she was weepy, unable to leave the house and suffered anxiety symptoms such as palpitations when alone, but she did not seek help, and her anxiety spontaneously improved. Six days before her admission to hospital, she had developed chickenpox, with a typical rash. She did not become acutely ill, and the rash dried up and began to resolve. But at 1 a.m. on the day of her eventual admission she awoke saying she was unable to sleep and that she was seeing things on the walls. As the night wore on she became more distressed, saying that she thought she was going to die. Her husband took her to the local hospital casualty department, where she was found to be very anxious but no serious physical abnormality was noted.

She was given a small dose of a sedative and sent home. Her doctor telephoned to check on her and found her to be anxious but coherent and co-operative. Later she became much more disturbed, and the doctor was called to the house that evening.

She was found with her face buried in a cushion, howling for periods of several minutes at a time. In between she was more settled, then would get more distressed and start shouting, ‘You’re doing it again, you’re making me angry … I’ve got to get angry,’ before starting further howling and screaming.

She would not answer questions rationally. Over the next hour she became progressively more aggressive, hissing and clawing at the air and at those in the room. She would not allow anyone to leave the room. The GP gave her an intramuscular injection of antipsychotic medication, after which she was a little more calm.

When seen by the psychiatrist, she was still moaning and shrieking into the cushion. She complained that the attention being given to her was making her more and more angry. She then stated that she was a dog and began barking for a time. This was followed by a period of being very hostile, hissing and spitting. Although she was very distressed and abusive, and therefore did not co-operate at an interview, there was no evidence that her conscious awareness of what was going on around her was impaired at this or any other stage. The fact that these symptoms were occurring in a state of clear consciousness would tend to rule out the possibility of an acute biological cause, such as intoxication with alcohol or illicit drugs.

She was compulsorily admitted to a secure ward for observation. On admission to hospital she was restless, muttering with her eyes closed. She said she was seeing the Devil, and mentioned his horns and tail. She would claw at the air, grimace and become irritable when attempts were made by the staff to question her in order to assess her condition.

She remained disturbed and uncooperative for the next two to three days, during which time she refused food, and often fluids too. She was treated with antipsychotic medication, and gradually improved sufficiently for transfer to an open ward.

At this stage it became possible to obtain an account of her experiences. She had been feeling low in mood for about three months, had initial insomnia and lost some weight. Her concentration was poor but she had no suicidal thoughts.

Her recollection of the day of admission was clear and she remembered feeling progressively more anxious, fearful and irritable. Early that morning she saw snakes coming out of the walls, but there were no lycanthropic experiences until the evening.

Later, as she was howling, she began to believe that she was a dog. So far as could be ascertained, the howling preceded the belief, not vice versa: the delusion appeared to arise secondary to the exhibited behaviour. She continued as a dog for between 30 minutes and an hour. She then became calmer for a similar length of time, during which she experienced hallucinatory voices of absent members of her family talking to her. The voices made encouraging comments to her; at times they sounded like her brothers and sisters during their childhood.

During this relative lull, she again began to become more worked up and angry. Eventually she felt herself turning into a cat, and hissed and spat at those in the room. At this point the psychiatrist was present and it appeared to him then that she was behaving like a snake, though this was not in fact the case, as she later recounted.

The period of being a cat lasted a few minutes and was again followed by relative calm, during which she had further auditory hallucinations. Again she gradually became more agitated, and started to stamp her feet and kick out at people. This behaviour was accompanied by the conviction that she was a horse. A short while later she calmed down for 30 minutes or so, but once more became disturbed. She now found herself snarling and curling her lips back as if she had fangs. She believed that her hands had changed into wolf’s claws, and that she had become a wolf. When she looked at her hands, they appeared to her like real claws. It is not clear how long this stage lasted but there do not appear to have been any lycanthropic experiences after her removal to hospital.

During the evening it also appeared to her that her husband was the Devil, but when this occurred in relation to the sequence of events was unclear. After transfer to an open ward, recovery was rapid. One week later she was normal, apart from possibly some suspicious ideas about other patients. Ten days after admission she was her normal self: there were no features to suggest psychosis, and she did not appear depressed either. She was eventually discharged to outpatient follow-up on a small dose of antipsychotic medication.

A feature of this case, and some others in the literature, is an associated visual perceptual disorder, where subjects see part of themselves or their reflections as having turned into the animal. Why this is reported in some cases but not others is unclear, but it is more readily understandable if the lycanthropic delusion is regarded as a disorder of self-identity. Some psychiatrists point out that it could even be referred to as a kind of ‘species identity disorder’.

It is known that the virus which causes chickenpox, which this woman had shortly before, can also infect the brain tissue, producing an inflammation that could possibly produce delusions and hallucinations. As we are evolved from animals, perhaps the brain dysfunction produced by something like a virus rekindles sensations more appropriate to our evolutionary past.

But the diagnosis in this case was not entirely clear. The acute onset and rapid resolution of symptoms, in an individual who had evidence of physical illness, still suggest a transient organic, physical or biological condition. Against this is the fact that she was fully conscious throughout and her recall of events was clear. Like many who have experienced a psychotic episode, with time this woman became reluctant to discuss her experiences. She appears to have had a psychosis (possibly linked to a physical illness, e.g. the chickenpox virus) which was probably precipitated by the three-month history of depression preceding it. This suggests that this lycanthropic episode was part of some kind of mood disorder, a conclusion supported by her previous history of depression and the possible family history of depressive illnesses. But why should this patient have developed these particular delusions at this particular time? It seems that depressive illnesses later in life are more likely to be associated with delusions: this might partly explain why lycanthropy (or other psychotic features) did not feature in the patient’s previous episodes.

Previously reported cases exhibiting lycanthropic delusions have had the experience of turning into only one species of animal. This appears to be the first case officially reported where several species are clearly implicated. This might suggest that lycanthropic psychotic experiences are basically about a regression to a primitive animalistic level of functioning and that the animal chosen has more to do with cultural influences than with any strict biological correspondence. So the fact that werewolves are a well-known part of culture means that in an undifferentiated psychotic state the mind might fasten on to this myth to explain what is happening to it.

This leads to a curious circular argument. Perhaps psychosis in ancient times was first described as appearing like a transformation into animals, myths like the werewolf developed and as these became a widespread part of culture they in themselves influenced the content of delusions, so becoming a self-reinforcing phenomenon.

Beliefs about transformation into animals are widespread in pre-industrial cultures and it is interesting to note that many reported cases of lycanthropy involve individuals from isolated rural backgrounds. In this respect this patient was typical, as she was unsophisticated and led a lonely life in a tied cottage on a country estate.18

In contrast to this background characterized by lack of sophistication and education is the following remarkable case reported by Dr Aaron Kulick and colleagues of the Department of Psychiatry at Harvard Medical School in Boston where someone undoubtedly of high IQ believed that they were not human.19

The man who believed he was a crazy tiger

The patient was a 26-year-old single man gainfully employed as a research scientist, who was admitted for outpatient treatment because of a recurrence of major depression. He recalled his first episode of depression occurring in his freshman year at college. However, in the initial interview he reported that as a child he had always suspected that he was a cat, and that this was confirmed by the family cat, Tiffany, after she taught him to ‘speak cat’ at age 11.

Later he recalled an even earlier period, as a toddler, when he was frequently tied to a tree alongside the family dog and pretended to be a dog himself. He was harnessed in this fashion until he was of school age, but denied other physical abuse. He recalled these events with rage and sadness, but excused his mother as she was often bedridden, due to menopausal problems. While denigrating his parents he idealized Tiffany, whom he perceived as a surrogate parent. When he was alone he regularly began to hunt with cats, to eat small prey and raw meat, to take part in sexual activity with cats in serial monogamous relationships and to converse with them by mewing and making feline gestures.

He says that the activities have been continuous and are not confined to episodes of depression. He frequently visits tigers at zoos, talks with them in tiger language, pets them through the bars and collects their loose fur. While previously unsure what kind of cat he was, by the age of 17 he had concluded that he was a tiger due to his large size and affinity with tigers. For the past seven years his greatest but unrequited love has been a zoo tigress named Dolly, whom he had hoped eventually to release. When she was recently sold to a zoo in Asia he was inconsolable and attempted to hang himself. His infatuation with Dolly followed the painful break-up of his closest sexual relationship with a woman who left him at the age of 18 when she attended college some distance away.

Publicly the patient dresses in characteristic tiger-striped clothes and states he feels more comfortable in them. He is carefully groomed but sports bushy sideburns, hair, moustache and beard; these, together with his long nails, make him look distinctly cat-like. He regards himself as a tiger with a very deformed body. He hypothesizes that his true parents were tigers, but that he was adopted, or had a tiger ancestor. For fear of ridicule or incarceration, he kept his cat identity secret until he was 17, when he began to confide in close friends and psychiatrists. Tiffany also encouraged him to engage in human as well as cat activities, and this is how he rationalizes his human behaviour.

He ascribes many human abilities to cats, including language and higher intelligence, and idealizes cats as more beautiful, sensuous, honourable, nurturant and playful (albeit in a sadistic way) than humans. Notably, he believes that cats never lie and are excellent parents, unlike humans.

Due to profound depression and attempted suicide, he has required four psychiatric hospitalizations since the age of 19. During his first and third he hallucinated a visual, tactile and auditory tiger























The man who became a werewolf after being bitten















The man who believed animals knew about his illicit affair






The man who didn’t like the way birds looked at him







The woman who spoke to an owl














The woman who offered herself









	delusions of werewolf transformation under extreme stress;

	preoccupation with religious phenomenology, including feeling victimized by the evil eye;

	reference to obsessive need to frequent graveyards and woods;

	primitive expression of aggressive and sexual urges in the form of bestiality;

	physiological concomitants of acute anxiety.






THE DEVIL DELUSION



The woman who believed she had made love to the Devil


























The boy exorcized with violence




The badly behaved girl












HAVE NEUROLOGISTS FINALLY FOUND GOD?

















DO VAMPIRES EXIST?



























The man who was a vampire
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