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PREFACE

r] ~\ HIS book is intended primarily for those readers
who have had no professional training in either
Medicine or Psychology, but who are anxious

to keep themselves abreast of modern thought in these
departments of knowledge. At the same time I hope
it may prove serviceable to professional students of
these subjects as a preliminary survey of the ground
they will have to cover should they desire to specialize
in psychotherapeutics or in the psychology of the
abnormal.

The topics discussed have been dealt with only in out-
line. My endeavour has becn to state the general prin-
ciples on which modern conceptions in the Psychology
of Medicine are based, and to avoid as far as possible
all detail which is unnecessary for the comprehension
of these principles.

The greater part of the contents is now published for
the first time ; but Chapter IV, on “ The Unconscious,”
was largely drawn upon in a paper entitled “ Psy-
chology and the Unconscious,” read before the Medical
Section of the British Psychological Societyand published
in the British Journal of Psychology (Medical Section),
Vol. 1, Parts 3 and 4, July, 1921. Various paragraphs
in the earlier chapters have appeared in articles contri-

buted to the Proceedings of the Society for Psychical
v
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Research. 1 desire to express my thanks to the Councils
of .these Societies for permission to make use of these
contributions.

My grateful thanks are due to Miss Elsie L. Reynolds
for much assistance in preparing the book for the press,

T. W. M.
Haprow,
KEeNT,
October, 1921.
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2 THE PSYCHOLOGY OF MEDICINE

growing knowledge of the functions of the nervous
system began to disclose the connexion between mind
and brain it seemed that in the sphere of mental dis-
orders also physical causation might be established and
physical remedies found. The materialistic tendencies
of science in the eighteenth and nineteenth cen-
turies led to an accentuation of this hope, and the
tradition thus established, in which all consideration
of the mind and its processes was eschewed in
medical teaching, has been continued into our own
time.

Nevertheless, the great clinical observers of those
days did not fail to note the mental accompaniments of
the bodily diseases which they treated with so much
skill and sagacity, nor were they blind to the disorders
of bodily functions which are associated with emotional
stress or mental conflict. They paid much attention
to the mental dispositions and physical characteristics
of their patients, and endeavoured to confirm the
correlation of particular diseases with particular
f temperaments,” which had been a tradition in medicine
bince the days of Hippocrates. One of the temperaments
they described was called the nervous or neurotic
temperament, because those who had it were especially
prone to suffer from nervous and mental dis-
orders.

With the rise of neurology as a specialized department
of medicine the need of a more precise knowledge of the
part played by mental factors, both in the causation
and in the treatment of morbid states, became more
insistent, just because the connexion between the mind
and the nervous system is more immediate and direct
than that between the mind and the rest of the body.
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It was frequently observed that nervous disorders, the
symptoms of which seemed to be of a purely physical
nature, were apparently produced by causes that were
mainly, if not entirely, mental ; and sometimes it was
seen that they were recovered from under circumstances
which gave no support to the view that such disorders
could have any physical foundation. But the physio-
logical science of the time was deeply imbued with belief
in the primacy of the physical side of the brain-mind
relation, and it was not easy for men of those days to
admit the possibility of any form of disease having its
origin in the mind. We are, indced, getting back to a
somewhat similar belief at the present time, and the
“ behaviourist * school of psychology is busy translating
the concepts of mental scicnce into the language of
physiology ; but, in the years between, fortunately for
the Psychology of Medicine, we have been willing to
work on the assumption that the mind is something
real which is subject to its own laws and which may be
the seat of processes that are of causal significance
in relation to the incidence of mental and bodily
disorders.

The acceptance of this assumption—quite irrespective
of any metaphysical beliefs concerning the relations of
body and mind—soon led to rapid advance in knowledge
about the nature of those conditions which had come to
be classed as “ functional nervous disorders”; and,
incidentally, it also led to some new conceptions of
mental structure and process which have left a permanent
mark upon the science of psychology.

Two main lines of approach were open to the pioneers
in this new field of inquiry : one was afforded by the
age-long problem of Hysteria ; the other by the experi-



4 THE PSYCHOLOGY OF MEDICINE

mental research which became possible with the discovery
of Hypnotism. It seemed at first as if these two routes
were separate and independent pathways to knowledge,
but with fuller investigation it became clear that they
were but different sides of the same road. The early
stages of this adventure were productive of much heat
and controversy between the rival factions that took
part in it, and with the fuller knowledge we now have
it seems difficult to account for the animositics en-
gendered by what ought to have been a dispassionate
search for truth; but in the light of more recent
happenings in the same field the records of those days
are peculiarly interesting and instructive, and they
should serve as a warning to us at the present time to
keep a watch on our feelings and our prejudices, and not
allow them to influence our judgments in a sphere where
they should have no place.

The later phases of the movement thus begun are
outlined in the following pages, and the brief account
there given circles round the names of two great men,
both pioneers—Pierre Janet and Sigmund Freud. The
teachings of the former were at first received with doubt
and suspicion ; those of the latter with vituperation
and indignant denial of their truth. There are special
reasons why Freud’s work should have brought upon
him so much contumely and abuse; but, cven apart
from these, the innatc conservatism of the scientific
world is perhaps sufficient to account for the wide-
spread opposition which his revolutionary doctrines
encountered. It has been said that when Harvey
discovered the circulation of the blood not one man in
England who was at that time over forty years of age
ever accepted the truth of this discovery.
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The plan of this book is perhaps sufficiently indicated
in the table of contents. The theory of * dissociation,”
elaborated by Professor Janet in connexion with his
researches on hysteria and hypnotism is first considered.
A short account of the main features of the hypnotic
state and of hysteria as it was described by the older
writers is followed by a brief consideration of the theory
of dissociation and of the difficulty of applying it as an
explanatory principle to all the observed phenomena.
The theory of “ repression,” formulated by Professor
Freud, is then taken up ; and the remainder of the book
is devoted to an examination of the results which followed
the utilization of this principle in the investigation of
neurotic states. This necessitates an examination of
the psycho-analytic conception of the ‘‘ unconscious
and of the mechanisms of dream, and also some reference
to psycho-analysis as a method of psychological
investigation, as a body of doctrine, and as a therapeutic
instrument. A summary description of the neuroses,
founded upon the classification adopted by the psycho-
analysts, is followed by an exposition of the principles
underlying the various psychotherapeutic methods
that have been employed in their treatment, and by
some indication of the ground on which any mental
hygiene directed towards the prevention of neurotic
disorders should be based. In conclusion it is suggested
that the opinions arrived at by different workers should
be judged by different standards according as they are
intent upon the attainment of scientific truth or upon
finding the most practically useful way of dealing with
those who suffer from neurotic disorders; and that,
even if no finality is to be expected in the opinions
arrived at so far, there can be little doubt that psychology
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has been enriched and our outlook on human nature
extended by the labours of those who have devoted

their lives to a study of the Psychology of Medi-
cine.



CHAPTER 1II
DISSOCIATION

(a) HypNosIs

HE psychological investigation of abnormal

I mental states may be said to have begun when
Mesmer induced the scientific world to examine-

the phenomena of Animal Magnetism. Previous to
this time, although unusual or disordered states of mind
had often been observed and described, a psychology
which was solely dependent on introspection could
make little progress in elucidating their nature ; for the
peculiarities of mental process which they displayed
seemed to have little in common with anything the
psychologist could discover in his own mind. Moreover,
most of these states were met with only occasionally,
they occurred only spontaneously, and they were often
of short duration, so that any investigation undertaken
was brought to an abrupt end with the termination of
the abnormal condition. But when a means of inducing
“ magnetic trance ”’ was discovered, an abnormal state,
well deserving examination, could be brought about at
will, and the first requisite of the experimental method
—ability to repeat the experiment—was secured. It
may be said that all our knowledge of the psychology
of the abnormal can be traced to its beginnings in the

study of artificially induced trance states.
7
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But psychology, at this time, had not yet become
emancipated from the trammels of metaphysical
speculation, and the phenomena which Mesmer and
his disciples ascribed to the virtues of the magnetic fluid
received but scant attention from those whom training
and interest should have, in some measure, fitted for the
task of investigation. The prejudice of the medical and
scientific world of those days, assisted by the extrava-
gance of the claims put forward by the Mesmerists
themselves, succeeded in consigning to oblivion for
many years this t important discovery.

During the whole ®f the Mesmeric period the methods
of inducing the trance state were based upon Mesmer’s
doctrines. The operator gazed fixedly at the patient
because he believed that the eye was one of the principal
outlets for the magnetic fluid. He made passes over
the patient’s body because he believed that under the
direction of the will the life-giving emanation oozed
from his finger-tips. All the resulting phenomena,
inexplicable at that time by any of the known laws of
nature, were ascribed to the mysterious new force which
Mesmer thought he had discovered.

In 1843, James Braid, a Manchester surgeon, set
himself to investigate the alleged facts of Mesmerism.
He was soon convinced that at least one of the
phenomena he observed was genuine. He found that
the mesmerized person was really incapable of opening
his eyes. Braid sought a physiological explanation of
this, and he came to the conclusion that it resulted from
the fatigue of the neuro-muscular mechanism brought
into play in fixed gazing. He found that fatigue of this
kind is most readily produced when the object gazed
at is sufficiently close to the eyes to cause a convergent



DISSOCTATION 9

squint, and that he could induce by this method a
physical and mental state which appeared to be indis-
tinguishable from the Mesmeric trance. To the state
so induced he gave the name “ Hypnotism, or nervous
sleep.”

Although Braid was at first inclined to explain his
results as being due entirely to physiological fatigue,
he soon discovered that the psychological side of his
process had to be taken into consideration. In the
further course of his studies he became more and more
convinced of the importance of psychological factors in
the hypnotizing process, and his later writings show
that he ultimately regarded them as the only essential
ones. He held the modern view that suggestion is the
principal agent in the production of the hypnotic state
and of all its associated phenomena. Braid’s work was,
however, soon forgotten, and it was not until Liébeault
rediscovered the power of suggestion that the period of
modern hypnotism can be said to have begun. The
work of Liébeault might have shared a fate similar to
that of Braid, had it not been his good fortune to have
attracted the intcrest of Bernheim, a professor at
Nancy, who championed his cause and spread his teach-
ing throughout the world. With the rise of the Nancy
school the belief that hypnosis can be induced by
suggestion became widely accepted, and although the
old physical or physiological hypothesis found some
favour for a time, the methods everywhere employed
by hypnotists at the present day are practically the
same as those used by Li¢beault and Bernheim.

The suggestion of sleep at the very beginning of the
hypnotizing process is the distinguishing feature of the
Nancy method, and almost all modern records of
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hypnotic phcnomena describe what is observed when
hypnosis is induced in this way. The reiterated sugges-
tions of sleep tend to induce a feeling of drowsiness
which is displayed even in the lighter stages of hypnosis,
whilst in the deeper stages the resemblance to profound
slumber is sometimes very pronounced. But besides
the suggestions of sleep certain aids to suggestion are
usually found to be of importance, such as a preliminary
fixing of the gaze, repose of mind and body, and freedom
from distracting disturbances of any kind. In very
susceptible subjects these are relatively unimportant,
but in most cases they are essential to success.

The hypnotic states brought about by these measures
vary greatly in different people. In almost cvery
instance, however, if any degree of hypnosis has been
induced, the patient remains passive if he is left undis-
turbed. He shows no inclination to move or to speak,
although he is quite capable of doing so. This passivity
is almost as great in the light stages of hypnosis as in
the deep stages, when the Nancy method is used, and
it cannot, as a rule, be regarded as giving any indication
of the depth of the hypnotic state induced. This can
be ascertained only by noting how the subject responds
to further suggestions.

Many attempts have been made to classify the stages
or degrees of hypnosis, and all these attempts are based
on the variations in susceptibility to suggestion which
are observed in different persons, or in the same person
at different times. Almost all the classifications thus
made are more or less arbitrary, and they have little
value either for descriptive purposes or as a guide in
practical hypnotic work. But the transition from
the ordinary waking state to profound hypnosis is
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so gradual that it is necessary to fix upon certain
phenomena which may be taken as landmarks in
surveying the whole field. It is important in the first
place to decide at what point in the transition the
hypnotic state may be regarded as definitely beginning ;
and it is important also to take as another landmark
the point at which the events of hypnosis cease to be
remembered when waking life is resumed.

In practice it has come to be considered a useful
rule to regard inability to open the eyes, when this
inability is suggested, as indicating the definite onset
of hypnosis. If this suggestion is effective other
suggestions of a similar kind may be tried. It may be
found possible to prevent closing the eyes, opening the
mouth, swallowing, and other movements of a similar
kind. If an attempt is made to inhibit movements
such as walking or writing, the suggestions may or
may not be effective. If they are effective it is generally
held that the subject is in a decper stage than that
in which only movements such as opening the eyes can
be inhibited. TFurther suggestions, which may be
responded to in the deeper states, may then be tried,
such as loss of cutancous sensation, loss of memory of
particular facts, illusions, hallucinations, delusions, and
amnesia on awaking of all that has taken place during
hypnosis. The kind of suggestion that will be effective
in any particular case is supposed to depend on the
depth of the hypnosis, but it must be remembered that
the depth of the hypnosis is judged in the main by
the kind of suggestions that are effective.

Both Liébeault and Bernheim divided hypnotic
states into two great groups, namely, light sleep states,
the events of which are remembered on awaking, and
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deep sleep states, the events of which are not remem-
bered on awaking. It is recognized by almost all
writers that the most important dividing line in any
classification is where forgetfulness of the events of
hypnosis begins to appear. When post-hypnotic
amnesia is complete it is customary to describe the
degree of hypnosis by the term somnambulism.

The most common conditions of memory in connexion
with the transitions from waking to hypnosis and from
hypnosis to waking again may be told in a few words ;
but some of the peculiarities that may be observed are
difficult to describe and still more difficult to interpret.
If a person in any stage or degrec of hypnosis be inter-
rogated, he will invariably be found to have knowledge
of his past life as complete, at least, as he has in the
waking state. In the decper stages it may be found
that memory of his past life is more complete and more
extensive than during waking life. If he is awakened
and questioned as to his experiences during hypnosis
his recollection of what has transpired may be clear
or hazy, or altogether absent. But whatever defects
of recollection of the events of hypnosis he may exhibit
in the post-hypnotic waking state, the memory of
these events will immediately be restored to him when
he is again hypnotized. In this respect, at least, the
memory in hypnosis is more extensive than in the waking
state. A hypnotic somnambule can remember during
hypnosis both the events of his normal life and the
events of previous hypnoses; in his waking state he
can remember only the events of his previous waking
states—his normal life.

Of all the differences between the state of the mind
in hypnosis and in ordinary waking life none is so
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distinctive as that which is found in regard to the
action of suggestion. In the waking state, suggestion
under certain conditions may have noteworthy effects
on belief and conduct; but these are far surpassed
by those that are obtained in the hypnotic state. Not
only is response to suggestion during hypnosis evoked
more easily and more certainly than in the waking
state, but suggestibility is manifested in regard to a
much wider range of phenomena, and reveals some
unsuspected powers in the psycho-physical organism.
In response to suggestion voluniary muscular move-
ments may be augmented, or diminished to the extent
of complete paralysis ; the normal periodicity of involun-
tary muscle functioning may be modified ; secretions
may be induced, increased, diminished or arrested ;
sensory acuteness may be sharpened, or blunted to the
point of complete anasthesia and analgesia ; hallucina-
tions of the senses, obsessions and delusions may
sometimes be brought about.

An important aspect of the results of suggestion
presents itself in connexion with the post-hypnotic
amnesia of somnambules. It is a noteworthy fact that’
any or all of the events of hypnotic somnambulism
may be remembered on awaking if the operator gives
a suggestion to that effect. The amnesia following the
most profound hypnosis may be entirely avoided by a
simple suggestion that everything that happens during
the trance shall be remembered. It has been questioned,
therefore, whether the loss of recollection which so
constantly follows deep hypnosis may not always be
duc to conscious or unconscious suggestion by the
hypnotist, or to self-suggestion based on the popular
belicf that hypnosis necessarily entails unconsciousness.
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In a great many instances post-hypnotic amnesia is
undoubtedly a consequence of deliberate suggestions
of forgetfulness given by the operator. Such suggestions
are indeed the readiest means of hastening the onset of
somnambulism. On the other hand, hypnosis is often
followed by amnesia when no suggestion of forgetfulness
has been given. It is practically impossible, however,
to eliminate self-suggestion, and to those who belicve
that there is nothing in hypnotism but suggestion,
this will always appear to be the true explanation of
post-hypnotic amnesia.

We may, however, miss the significance of much that
is of importance if we press the principle of suggestion
too far in the interpretation of hypnotic phenomena ;
and fertile though this principle has been in bringing
order out of confusion, its indiscriminate application
sometimes tends to complicate what is otherwise
relatively simple, rather than to afford any uscful
solution of our difficulties. Instead of reitcrating the
dictum of Bernheim that there is nothing in hypnotism
but suggestion, let us recognize that hypnosis is a psy-
chologically distinct state or phase of consciousness,
characterized by certain definite peculiarities. This
state comprises various grades, or degrees of complete-
ness, in all of which increased suggestibility is found,
and in some of which the phase of consciousness is of
such a nature that spontancous recollection of what
happens during hypnosis is impossible when normal
life is resumed.

It is the occurrence of post-hypnotic amnesia that
gives the chief interest to those results of suggestion
during hypnosis which are included undcr the misleading
designation of post-hypnotic suggestion. A post-hyp-
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notic suggestion is not a suggestion given after hypnosis
is terminated, but a suggestion given during hypnosis
and fulfilled at a later time, either in the waking state
or in a subsequent hypnosis. Amnesia of the suggestion
is not essential, but when amnesia does occur it renders
the success of the experiment more striking, and it
raises some psychological problems of considerable
importance. The fulfilment of suggestions of this kind
throws some light on the apparent discontinuity of
mental process which leads up to many compulsive and
instinctive actions, and the known source of the ideas
which determine post-hypnotic actions may prepare
us for the knowledge that many of the activities of
ordinary life are likewise determined by ideas existing
below the normal threshold of consciousness.

There are two points of special interest connected
with the performance of post-hypnotic acts. The first
relates to the mental state of the subject when a post-
hypnotic suggestion is being fulfilled ; and the second
has reference to the memory of this event in subsequent
waking life. It is often noticed that a person engaged
in the performance of a post-hypnotic act does not seem
to be his normal sclf and that he may afterwards forget
more or less completely what he has done. Investiga-
tion seems to show that post-hypnotic acts may be
performed in a varicty of different states. These states
may show gradation between what is to all appearance
ordinary waking, and a condition which is indistin-
guishable from hypnosis. The abnormality of many
of thesc states may be shown in various ways. In some
cases it is sufficiently indicated by the appearance of
the subject. More conclusive, however, is the discovery
that during the performance of post-hypnotic acts there
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may be increased suggestibility. Still further it is
found that during this abnormal state there may be
recollection of the events of previous hypnoscs. More-
over, acts performed in the post-hypnotic state may be
forgotten immediately afterwards.

All these facts point to the probability that the
abnormal state in which post-hypnotic suggestions are
fulfilled is itself a hypnotic state. But although there
is obviously some relation between abnormal states
of this kind and true hypnosis, it cannot be overlooked
that in most instances there is some difference. The
most commonly observed difference is that whilst all
the events of hypnosis are forgotten on waking, the
amnesia following these states is confined to the post-
hypnotic act alone.

The simultaneous occurrence of activitics apparently
guided by two separate intclligences which is exhibited
in post-hypnotic experiments points to the conclusion
that we have in these cases a transicnt manifestation
of a sort of doubling of consciousness which we mect
with in more fully developed forms in certain types of
multiple personality. The idea conveyed in a post-
hypnotic suggestion becomes subliminal when waking
life is resumed, and the fulfilment of the suggestion is
accompanied by a subliminal invasion of the waking
consciousness to such extent only as is necessary for
the adequate performance of the suggested act. The
extent to which the waking consciousness is thereby
displaced depends on the extent to which the activi-
ties of the whole organism are involved in the fulfilment
of the suggestion. If only a limb movement is in
question there may be no apparent departure from the
normal state, and if the movement is noticed by the
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subject he may remember having made it. But if the
fulfilment of the suggestion necessitates a complicated
series of movements demanding attention to diverse
bodily activities, or if a post-hypnotic hallucination
has been produced, the whole waking consciousness
may become displaced while the hypnotic consciousness
comes to the fore.

When we take into consideration the facts of post-
hypnotic amnesia and the acquisition by the hypnotic
consciousness of many memories which never become a
possession of the waking self, we are almost justified
in thinking of the hypnotic personality as something
distinct and separate from the waking personality.
But in so far as personality consists of an organized
system of mental dispositions we can find little difference
between the waking and the hypnotized person. If
suggestion is avoided a person in hypnosis will be found
to possess all the knowledge that he has in ordinary
life ; he will show the same likes and dislikes, and the
same purposes and ends. But if he is not questioned
he remains passive. He is not asleep, yet he is not
awake. Hec is capable of mental activity, but he scarcely
exhibits any. The stream of consciousness seems to
stagnate. The flow of ideas determined by interest
and association in waking lifc now hardly seems to occur.
What mental activity there is seems to be determined
wholly from without. In waking life the modification
of conscious states by extraneous conditions depends
on the interest which attaches to the determining factors,
but the flow of thought is, to a large extent, self-sus-
taining. In the hypnotic state interest seems restricted
to the person who has induced the hypnosis, and in the

absence of determination from this source mental
2
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activity seems as a rule to be extremely restricted. The
striving aspect of mental life seems to be absent, unless,
indeed, it exists as a desire or inclination to fulfil the
suggestions of the hypnotist.

This description is more applicable to the state of mind
in deep hypnosis induced for the first time than to that
which obtains after the subject has been hypnotized
many times, and has undergone ‘ training "’ through
experimentation, or through having bcen frequently
conversed with in the hypnotic state and treated as if
he were his ordinary waking self. In almost every
instance when this is done the state of mind during
hypnosis approximates much more ncarly to that which
we regard as characteristic of waking life ; the conscious-
ness of the hypnotized person once more becomes a
sttream that flows. Trains of thought determined
from within arise, and some decgree of spontaneous
behaviour—spontaneous speech or other movements—
may appear ; there is, as it were, a new organization
of personality at the hypnotic level of consciousness.
The self thus formed is not in all respects identical with
the waking self, and, in some rare cases, may show very
different characteristics. Always, however, the hypnotic
self knows what is known by the waking self, and, in
addition, it knows what it has learnt during its own
phases of activity. Brought into being by a narrowing
of the field of consciousness it is soon enabled to envisage
in its outlook the whole of the normal field, and even
much that lies beyond its boundaries. It includes
within its structure all the mental dispositions whose
functional activity manifests in waking consciousness,
but it also includes dispositions which only subconsciously
affect the waking life.
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In the great majority of instances the modifications
of personality revealed in the hypnotic state are very
slight. The hypnotic personality is not different from
the waking personality except in that it has at its com-
mand recollections of experiences which the waking
personality cannot voluntarily recall, and in the relative
absence or abeyance of the striving aspect of mental
life. In a small number of cases, however, the person-
ality arising or appearing in the hypnotic state differs
so much from that of the waking, and presumably
normal, self, that such cases must be regarded as genuine
examples of double or multiple personality. The study
of these conditions belongs to the topic of Hysteria
which must next be considered.

(b) HYSTERIA

The mental and physical abnormalities which are
included under the term hysteria have been known in
some measure from the earliest times, but it is only
within the last forty years that any reasonable inter-
pretation of them has been possible. After a long period
during which knowledge of hysteria was merely descrip-
tive, the great clinical observers of the nineteenth
century devoted themselves to classification of the
innumerable disabilities of hysterical patients, and so
brought some order into what had been, for centuries,
a mere collection of unconnected symptoms. But so
diverse were the defects and peculiarities that had been
observed and described, so little did they seem to be
related one to another, so various and inconstant were
the conditions which led to their occurrence, that it
was hard to find any factor which would help to bind
together these seemingly unrelated phenomena.
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It is not necessary to describe in detail the various
symptoms of hysteria, but it is important for us to
know in a general way the kinds of defect which occur,
and to bear in mind the peculiarities which stamp these
defects as hysterical affections. Countless in number,
inexhaustible in kind, there are yet certain features
which are common to all hysterical symptoms, and it is
the possession of these common fcatures that justifies
us in classifying under the term hysteria so many defects
which at first sight appear to be totally unrelated one
to another.

In the description of hysteria by the great clinicians
of former years it was a common practice to divide the
,symptoms into two groups. In one group were placed
the paroxysmal attacks or “ fits ”” to which the hysteric

"is liable. In the other group were included the many

disabilities that may be observed in the absence of any
definite paroxysm, or as more or less permanent symp-
‘toms in the intervals between the attacks. The most
common paroxysmal manifestation is the ordinary
hysterical fit or convulsion. This varies greatly in
Feveﬁty. In the slighter attacks there may be no
gppearance of loss of consciousness, but in others the
patient may appear to lose touch with his surroundings,
and on recovery may have no recollection of the
incidents of the attack.

The convulsion or fit, however, occupies but a small
part of the field of hysterical affections. Persisting
bodily and mental symptoms of the most varied kind
occupy the greater part. There is no function of the
body that may not be implicated, and the disabilities
so produced sometimes simulate very closely those due
to grave organic disease. For our present purpose it
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will suffice to refer to one or two of the most common
forms of sensory and motor defect, and we may omit any
reference to the purely mental disorders that may arise.

Anasthesia- was regarded by Charcot as the great
stigma of hysteria, and although it is not now believed
to have the diagnostic importance formerly ascribed
to it, it is one of the most common features of the
disorder and the one best suited for study as a type of
hysterical disability. Every region of the body and
every form of sensibility may be affected. When
anzsthesia is not widespread the localization of the
affected areas is often very characteristic. These
areas do not correspond to parts supplied by any
particular nerve or nerves. They do not conform to
any anatomical division of the body but rather to popular
conceptions or the rough practical divisions of ordinary
speech. Thus, for example, the hand is commonly
regarded as a portion of the body clearly marked off
from the rest of the arm, and a hysteric may get anas-
thesia which terminates abruptly at the wrist. And so
with regard to the foot, the arm, the leg, and other
parts of the body, the distribution of hysterical anzs-
thesia is not such as can be accounted for by organic
lesion. The an®sthetic areas may be confined to
isolated patches of various shapes which have always
this peculiarity, that they correspond to some idea in
the patient’s mind rather than to any anatomical fact.

The anzsthesia may be profound and persistent,
yet there is no trophic disturbance of the skin, no sores
form, nor are the affected parts specially liable to injury
as happens in organic an®sthesia. Accompanying the
anasthesia of hysteria we find a strange indifference to
its presence. The patient is often unaware of any
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defect until it is revealed in the process of examination.
The sufferer from organic anwesthesia is often acutely
conscious of his loss of sensibility, but the hysteric
is indifferent to a similar loss even when its existence is
demonstrated to him by the physician.

Although loss of sensibility appears to be profound,
yet it may be shown that some sort of awareness of
sensory stimulation is present. Sensation is not wholly
lost as it is in organic an®sthesia.  Although the patient
has no supraliminal perception of impressions, such as
pin pricks, on the anasthetic area, yet it can be shown
by various devices that perception is still present in
some subliminal form. The subliminal perceptions of
the hysteric may give rise to thoughts of which the
patient is aware. Thoughts that seem to arise spon-
taneously can be shown to be due to stimulations of
which there is no supraliminal perception. Thus, for
example, if the anasthetic arm be screcned from the
patient’s vision and pricked a number of times, the
patient on being asked to mention the first number that
occurs to him may very likely give the number corres-
ponding to the number of pricks. Subliminal percep-
tion is also revealed by the movements of adaptation
which take place when some common object is put into
the anasthetic hand. A pencil or a pair of scissors,
for example, will be held in a way appropriate to its
use—a result which could not occur if there were not
some recognition of the object.

Hysterical anasthesia is very commonly accompanied
by a loss or diminution of movement in the affected
part. This paralysis may sometimes closely resemble
that due to organic disease, but as a rule there are so
many points of difference that diagnosis is not difficult.
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In the realm of sensation hysterical disorders may take
the form of hyperesthesia rather than anasthesia,
and in regard to movement it may lead to excess rather
than diminution of muscular activity. Various forms of
spasmodic contraction—choreic movements, tics, and
tremors—may occur; or there may be a continuous
steady contracture of a group of muscles which keep
a limb in one position for an indcfinite time.

The peculiarities, thus briefly indicated, which per-
tain to anxsthesia and paralysis in hysteria, are but
examples of the difficulties which beset the early workers
when they tried to bring this disorder into line with
their knowledge of other states. Charcot, applying
the clinical methods of which he had made so masterly
a use in his investigations of other diseases of the ner-
vous system, sought in the physiological domain for
general laws that might be applicable to the whole
range of hysterical disabilities. But although it is to
Charcot’s initiative that we owe the widespread interest
in hysteria which obtains at the present time, it is now
generally admitted that his too close adherence to
ordinary clinical methods led him into many errors.
It is to Bernheim that we owe the beginnings of"
those psychological interpretations which dominate
all the best work on hysteria at the present day.

The modern developments of the psychological concep-
tions put forward in explanation of hysterical phenomena
may be said to have had their starting-point in the
controversy which took place between the Paris and the
Nancy schools concerning the nature of hypnotism and
its relation to hysteria. The undoubtedly close resem-
blance between hysterical and hypnotic phenomena
was admitted by both sides. But Charcot and
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his pupils had studied hypnotism in hysterical persons
only, while Bernheim and his colleagues declared that
they had induced hypnosis in about go per cent. of
ordinary hospital patients. It was admitted by both
sides that hysterical phenomena can be produced by
suggestion and that hysterical patients are very sugges-
tible. Thus two extreme views of the relation of hysteria
to hypnosis came to be held. On the one hand it was
taught that all hysterical symptoms are due to suggestion,
and on the other that all suggestion is due to hysteria.

At the present time there are two outstanding con-
ceptions of hysteria which hold the attention of students
of abnormal psychology. One has been elaborated by
Professor Pierre Janet of Paris, and the other by Pro-
fessor Sigmund Freud of Vienna. Freud’s work, so
far at least as publication of his results is concerned,
is the later of the two, and his doctrines differ profoundly
from those of Janet. But both doctrines have, at least,
this in common, that they try to explain hysteria
entirely in psychological terms. And since the explana-
tion of hysteria and other neuroses in psychological
terms forms the main subject matter of the Psychology
of Medicine it is necessary to examine in some detail
the views of these two writers.

All Janet’s studies of hysteria centre in the problem
of the trance state which he terms sommnambulism.
The most common or best known form of somnambulism
is the sleep-walking such as is depicted by Shakespeare
in the fifth act of Macbeth. In this scene Lady Macbeth
appears carrying a lighted taper. Her eyes are open,
but, as the gentlewoman says, “ their sense is shut.”
She rubs her hands and speaks. She is evidently
living again through the scene of the murder, and giving
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voice to the thoughts that accompanied it. Similar
though less tragic episodes are often enacted during
sleep by ordinary people, especially children, and it is
indeed an everyday experience to mcet men or women
who say they have walked in their sleep at some period
of their lives.

Conduct in some ways similar to that of the sleep-
walker is often observed in hysteria, and Janet considers
the fit of somnambulism which appears spontaneously
in hystericals to be the most typical, the most charac-
teristic, symptom of this disorder. It occurs in many
forms and degrees which, though differing widely in
appearance, are nevertheless all constructed on the
same model. The simplest and most easily understood
form is that which Janet calls monoideic. One of the
cases recorded by him may serve as an illustration. A
young girl, twenty years old, nursed her dying mother.
The poor woman, who had reached the last stage of
consumption, lived alonc with her daughter in a poor
garret. Death came slowly with suffocation, blood-
vomiting, and all its frightful procession of symptoms.
The girl struggled hopelessly against the impossible.
She watched her mother during sixty nights, working
at her sewing machine to earn a few pennies necessary
to sustain their lives. After the mother’s death she
tried to revive the corpse, to call the breath back again ;
then, as she put the limbs upright the body fell to the
floor, and it took infinite exertion to lift it again into
the bed. Some time after the funeral the young girl
began to fall into somnambulic attacks in which she
acted again all the events that took place at her mother’s
death, without forgetting.the least detail.

One of the characteristics of these somnambulisms is
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that they repeat themselves indefinitely. Not only
are the different attacks always alike, repeating the
same movements, expressions and words, but in the
course of the same attack the same scene may be
repeated exactly in the same way many times.

An attack of somnambulism may begin suddenly or
slowly. When the onset is sudden there is a sort of
faint and a seeming loss of consciousness. When it is
slow there is a gradual abasement of mental activity.
When the state has been entered its most important
characteristics are the perfection and intensity of the
development of the dream, the marvellous plasticity
of the expressions and attitudes, the apparent vividness
of the hallucinations, thc fluency of elocution and
eloquence of diction, and the precision and quickness of
the movements. All thesc peculiaritics are exhibited
in a degree that is quite beyond the powers of the
patient in the waking state.

The development of the somnambulic delirium is
perfectly regular, and the various episodes are exactly
repeated every time it occurs. During the attack the
senses are shut to all impressions not connected with
the dream, the patient perceives nothing except the
idea he is possessed of, and he remembers nothing except
that one idea. With the end of the somnambulism
comes a return of all sensations, the lost memories of
waking life are restored and the events of the somnam-
bulism are forgotten. Thus there is during the crisis
a huge unfolding of all the phenomena connected with
a certain delirium, and an absence of every sensation
and every memory not connected with the delirium.
After the crisis there is a return of consciousness, of
‘sensations, and of normal memory, and entire forget-
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fulness of all that is connected with the somnambulism!}
This loss of memory bears not only on the period of the
somnambulism, on the scene of the delirium ; it bears
also on the event that has given birth to that delirium,
on all the facts that are connected with it, on the feel-
ings that are related to it. Thus the young girl referred
to forgot, during her waking state, all the events con-
nected with her mother’s illness and death. She was
callous and insensitive and her filial love, thc feeling
of affection she had felt for her mother, scemed to have
quite vanished. Monoideic somnambulism is followed by
an amnesia which bears not only on the somnambulism
itself, but also on all the facts and memories related to it.

The psychological explanation of somnambulism
given by Janet is well known. Somnambulism is due,
he says, to a dissociation of consciousness. An idea or
partial system of thoughts, such as the memories
connected with a mother’s death, becomes separated
from the great body of ideas and memories which
constitute the personal consciousness. The dissociated
system of thoughts becomes independent and develops
on its own account. Emancipated from the control
of the infinitely wider system of thoughts with which
normally it is connected, and to whose laws it is subject,
it tends to develop to excess, and consciousness appears
no longer to control it. In the intervals between the
somnambulic attacks the ideas thus dissociated remain
subconscious, but when, in any way, an effective appeal
to them is made, they come to the surface, as it were,
displace the great mass of ideas forming the personal
consciousness, and dominate the organism for so long
as the somnambulism lasts.

Taking as a starting-point the monoideic type of
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somnambulism and his psychological interpretation of
its mechanism, Janet applies the conception of disso-
ciation as an explanatory principle to every kind of
hysterical symptom. Mental dissociations may be
ranged in a series, at one end of which we find functional
anasthesia of limited extent, tics or paralyses affecting
particular movements, amnesia of isolated events or
bearing upon short periods of time; at the other end
are those profound dissociations which are known as
double or multiple personalities.

For not all somnambulisms are monoideic. There
is another group which Janet calls polyideic, in which
several ideas or emotional experiences are dissociated
from the personal consciousness, and may be enacted
one after another during the somnambulism. Although,
at first sight, these dissociated memories may appear
to be unrelated to each other, it may be found that they
have some underlying feeling or emotion in common, so
that the various episodes reproduced in the somnam-
bulism may all be recognized as variations of the same
theme. During the acting out of the different scenes,
the somnambulist, just as in the monoideic form, is
almost entirely engrossed in his dream, and his senses
are not sufficiently awake to bring him into touch with
the real world. But there are some polyideic somnam-
bulisms in which impressions from without do enter into
and modify the dream. If ability to perceive and appre-
ciate the nature of surrounding objects be retained, the
regular development of the somnambulism may be
interfered with and modified by the performance of
actions determined by the actual situation. In other
cases still further modifications may be introduced by
association of ideas.
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In most of these cases conduct consists mainly of
actions appropriate to past events in the patient’s
history, and is not relevant to his actual circumstances
during the somnambulism. When the dissociation is
of such a nature as to permit a just appreciation of the
surroundings during the secondary state, and ability
to react in an appropriate manner, there is a tendency
for the state to be prolonged, and to be filled up by a
course of conduct in which are displayed the purpose
and contingency which we regard as characteristic of
waking life. Attacks of this kind usually take the forms
of fugues or ambulatory automatisms.

Fugues are of not infrequent occurrence, and many of
the cases of lost memory reported from time to time
in the newspapers are of this character. These people
have lost for the time being the memory of their real.
personality. Some system of thoughts which deter-
mines their wanderings has become dissociated from thé
personal consciousness. As is the tendency of all
dissociated ideas this system of thoughts takes on inde-
pendent functioning, and when it is working itself out
in action the other systems of thoughts relating to the
personality, to the former life and its responsibilities,
become latent. The whole personality is no longer in
control of conduct. When through some chance
association, or through artificial means, the memory
of the former existence is restored, the lately active
system of thoughts becomes latent again and the events
associated with its recent activity are forgotten.

From fugues to one type of alternating double per-
sonalities is but a step. The well-known case of Ansel
Bourne may be taken as. an example of this type.
Ansel Bourne suddenly forgot who he was, assumed a
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new name and for a fortnight wandered about from city
to city. He then settled down as a small shop-keeper
and continued for six weeks to live an uneventful life
in his secondary state. During all this time he had no
recollection of his former life. Then he woke up one
morning in his proper personality and forgot all the
events of his secondary state.

Several cases have been recorded in which there has
been such reciprocal amnesia between the two states; A
does not know B, and B does not know A. The memory
relations between the two states are in these cases
different from those which subsist between the hypnotic
state and the waking consciousness. On the other hand,
there are many cases of double personality in which
the secondary state has the same relation to the primary
state as the hypnotic consciousncss has to the waking
consciousness. In these cases A does not know B,
but B does know A—knows all A’s thoughts, feelings,
and actions, and knows them as belonging to A. Because
of the concomitant awareness exhibited in these cases
they may be referred to as belonging to “ the co-ccn-
scious type” of double personality. Some modern
examples of this type have been exhaustively studied
and recorded in great detail, notably the Bcauchamp
case by Dr. Morton Prince, and the Doris Fischer case
by Dr. Walter F. Prince.

An important characteristic of monoideic somnam-
bulisms, and of all somnambulisms constructed on the
same model, is that the attacks can be artificially repro-
duced. We have only to awaken in the mind of the
subject, in a more or less precise manner, the idea whose
development fills up the somnambulism, to cause the
latter to reappear. The states thus artificially reproduced
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are not long in being a little modified. When once the
experimenter has established relations with the dream
consciousness of the subject, he may impart to it ideas
which can develop without stopping the state. At first
he can only be understood by the subject if he speaks
of ideas related to the somnambulic dream, but he is
soon himself a part of the dream, and is heard and under-
stood if he speaks of anything whatever. “ Thus,” says
Janet, ““ is formed in some subjects an artificial somnam-,
bulism which has been given the name of hypnotism.”%

This account of what hypnotism is has never been
accepted by followers of the Nancy School. It seems to
be opposed to the experience of every practical hypnotist.
Janet says that the hypnotic state is nothing but the
reproduction of an hysterical somnambulism in an
hysterical subject, and that in every one in whom the
state can be induced examination will show a past
history of hysterical disorders. They are, he says,
““ mostly hysterical patients, having already had somnam-
bulism in some form or other, or for the remaining part
hysterical patients having presented other accidents, but
having the mental state characteristic of hysteria.” 2
On the other hand, Bernheim and Liébeault, and those
who have adopted their theories and methods, maintain
that they can induce hypnosis, to a greater or less degree,
in from 8o to go per cent. of ordinary people, in most of
whom no history of any antecedent hysterical effection
can be discovered.

It cannot be maintained that 8o or go per cent. of
ordinary people are hysterical in any useful scnse of the
word, or that they have suffered from hysterical somnam-

1 The Major Symptoms of Hysteria, p. 114.
* Ibid, pp. 114, 115.
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bulisms. If they possess any of the qualifications
desiderated by Janet for the occurrence of hypnosis,
these must be found in their having, in his less committal
phrase, “ the mental state characteristic of hysteria.”
And it would indeed seem likely that there is some
mental state or predisposition common to those who
suffer from hysteria, and to those who can most readily
be hypnotized.

The occurrence of both hysteria and hypnosis may be
dependent on such predisposition, but this does not
imply that hysteria and hypnosis are identical. We may
suppose that some special capacity for dissociation is the
one qualification necessary both for the occurrence of
hysterical symptoms and for the induction of hypnosis.
A person who can be hypnotized is a person who may,
under appropriate circumstances, become an hysteric,
but who need not already have suffered from any mani-
fest hysterical disability. We should guard against
Janet’s implication that every dissociation is evidence
of hysteria, for, as we shall see later, some amount of
dissociation is common to all human beings. We should
restrict the word hysterical to dissociations which arise
spontaneously and result in defects or disabilities, and
we should reserve the word hypnotic for those which are
artificially produced.

(c) THE THEORY OF DISSOCIATION

Although the principle of dissociation is commonly
accepted as applying equally to every phase and variety
of hysterical affections, and to every stage or degree of
hypnosis, it will be found that certain difficulties arise
when we try to conceive the real nature of the dissocia-
tive mechanism if it is assumed to be the same in all of
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them. Looked at from the side of the waking con-
sciousness the matter seems simple enough. When
dissociation occurs, something that has been in conscious-
ness becomes split off or dissociated from it. The
immediate result of such a splitting off is an amnesia—
a forgetfulness, an inability to recall certain thoughts or
feelings or actions. It may be a loss of memory of a
group of sensations or of movements, resulting in anas-
thesia or paralysis, or it may be a forgetfulness of certain
thoughts or events with all their associated feelings and
activities.

That is what appears from the side of the waking
consciousness ; it tells us nothing of what happens to
the dissociated portions. But by various devices it can
be shown that the dissociated thoughts are not non-
existent, the dissociatcd sensations are not unfelt, the
dissociated movements are not impossible of accom-
plishment. If a patient showing such amnesia be
hypnotized, the forgotten events can be recalled, the
lost sensations can be restored, the paralysed imb can
be made to move. There is, however, plainly a division
of consciousness, and from the side of the waking self
there is no evidence of any commerce between the two
parts. Amnesia is here the criterion of dissociation.
But viewed from the side of the dissociated portion their
relations to each other are not so clear. The dissociated
ideas are, without doubt, cut off from the waking self,
and Janet seems to imply that they are cut off from any
possible self and are free to develop on their own account.
But thoughts and feelings cannot be left floating about
in the void, unclaimed by any thinker. We have no
knowledge of any thoughts or feelings that are not the

thoughts or feelings of some personal self. And we know
3
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that in becoming dissociated the split-off portions do not
necessarily lose their quality of consciousness. While
the patient is awake and aware of some things, dissociated
sensations or perceptions may provide evidence of a
concurrent discriminative awareness of other things, as
effective as that which characterizes the sensory or
perceptive activity of the conscious waking self.

The problem of such concurrent awareness or co-
consciousness greatly complicates the question of the
nature of the dissociative mechanism in hysteria and
hypnosis. So long as we are dealing with monoideic
somnambulism, or with alternating personalities which
show reciprocal amnesia and no co-consciousness, the

_conception of mental dissociation is relatively simple.

'The mind seems to be split into two parts, one of which
exhibits conscious activity at one time, and the other at
another time. Each is unable to draw upon the memories
of the other, or to establish spontaneously any associative
connexion with it. The psycho-neural dispositions,
whose activity is manifested in each phase respectively,
would seem to be totally dissevered from those pertaining
to the other. A does not know B, and B does not know
A, and the dissociation is shown in passing from A to B, .
as well as in passing from B to A.

In co-conscious states, such as ordinary hypnotic
somnambulisms and co-conscious personalities, the
dissociation shows itself in one direction only. The
primary consciousness is cut off from all direct knowledge
of the secondary state, but the secondary state has
continuous and far-reaching knowledge of the primary
state. There is an interesting experiment that may be
tried with any trained somnambule—with any subject
who can instantaneously be put into deep hypnosis by a
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prearranged signal and instanianeously awakened in the
same way. Whilst he is in the normal waking state a
conversation is opened on some topic which interests
him. In the midst of the conversation the signal for
hypnosis is given, and the conversation is proceeded
with as if nothing had happened to interrupt it. It is
immediately apparent that there is no break in the con-
tinuity of the subject’s memory when he passes from the
waking to the hypnotic state. He is quite aware of the
topic of the conversation, and will continue to discuss it
so long as the operator plies him with questions or asks for
information. Or the conversation may be turned towards
some other topic which may deal with any matter within
the subject’s knowledge. Throughout the whole con-
versation, if no attempt be made to impose suggestions
upon him, he will show the range and limitations of his
knowledge and interest ; he will express judgments from
which his character may be gauged ; he will appear to be
the same person in almost every way as he is in his normal
waking life.

Yet there are some differences, almost always notice-
able, which clearly indicate that the subject is not in his
normal waking state. The most striking and constantly
observed difference is the passivity, both bodily and
mental, and the lack of spontaneity or initiative exhibited
by the hypnotized person when he is not asked to speak
or to act. He must be constantly stimulated by the
questions and remarks of the hypnotist or the conversa-
tion lags. If the hypnotist ccases to ask questions or to
make comments, the subject soon lapses into silence.
In some cases occasional manifestations of spontaneity
may be observed, but in my own experience I have found
it to be an almost invariable rule that a hypnotized
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person does not speak and does not act unless he is
directly or indirectly asked to do so.

When, at the end of such a conversation as is described
above, the subject is awakened by a signal, he will,.if
questioned, continue the conversation from the point at
which he dropped into the hypnotic state, and he will
again give the same answers and express the same
judgments as he did during the hypnotic phase, seemingly
in complete ignorance of having already gone over the
same ground. The discontinuity of mental process
which we should expect to accompany dissociation is thus
plainly manifested in one direction only. There is no
discontinuity in passing from the waking to the hypnotic
state, whilst there is abrupt discontinuity in passing
from the latter to the normal state.

The mechanism of dissociation in hypnotic and other
co-conscious states must, therefore, be of such a nature
that whilst the secondary state is dissociated from the
primary state, the primary state is not dissociated from
the secondary state. The secondary state can bring into
associative connexion all the mental dispositions which
are at the service of the primary state.

Most writers would seem to imply that when the
section of consciousness dissociated is small, such as a
localized anasthesia, it maintains an 1mpersona.l existence
on its own account and does not belong to any self, but
that when the dissociated portion is sufficiently large,
when it contains within itself sufficient variety and
amount of mental material, it thereupon develops into a
secondary personality. But it is impossible to draw any
hard and fast line between the two groups, and we must
suppose that underlying all the dissociations which
manifest co-consciousness there is always a permanent
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substratum of the real personality of which all secondary
personalities are but modifications. Such a conception
would apply to all hysterical and hypnotic states. When
there is a limited hysterical anasthesia the waking self
gets no sensations from stimuli applied to the affected
area, but, as we have seen, these sensations are somehow
felt ; and if they are felt, they must be felt by some self.
So that even here we may say that there is a self that has
these sensations and a self that has them not.

Apart from the dissociations en masse which charac-
terize somnambulisms and secondary personalities the
same principle has been applied to explain the action of
suggestion and the induction of hypnotic states. Pro-
fessor McDougall has told,! in terms of brain structure
and function, what he thinks takes place when hypnosis
is induced and when suggestion is most effective. We
conceive the structure of the mind as consisting of an
enormous number of mental dispositions, the activity
of any one of which is controlled or inhibited by its
connexion with the others. The cerebral aspect of
mental dispositions must be thought of as complex
functional groups of nervous elements or neurones. The
neurones of each group are so intimately connected with
each other that every such group or disposition always
functions as a unit, and the activity of any particular
group is controlled or inhibited by the activity of other
groups with which it is connected. In the waking state
the whole cerebrum is kept in a state of sub-excitement
by the stimuli which continuously fall upon all the sense
organs, so that any disposition which is excited to
dominant activity at any moment—any idea which is
present to consciousness—is kept within due bounds by

1 Encyclop@dia Britannica, 11th Edit., Vol. XIV, p. 205.
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the inhibitory action of all the other systems of disposi-
tions. But when hypnosis is being induced the stimuli
from the sense organs are cut off, and thought is arrested,
as far as possible. The tide of nervous energy in the
neurones subsides in consequence, and the resistance to
the passage of impulses from one group to another
increases, so that a state of relative dissociation of
neurones throughout the cerebrum ensues, and sleep
tends to come on. But the hypnotist by his words and
manipulations has kept one system of ideas in activity,
namely, those related to himself ; and the neural systems
corresponding to these ideas form a pathway through
which any disposition or group of neurones may be
stirred into action. The disposition so stimulated now
acts with unusual force, being dissociated from the rival
dispositions which normally control or modify its cxcite-
ment, and the * development to excess ” of the idea, of
which Janet speaks, becomes possible. To the unin-
hibited force of the ideas so roused the peculiar efficacy
of suggestion is ascribed.

Though such a conception is well fitted to explain
most of the facts of hypnotism and suggestion, its
application becomes difficult when we try to utilize it in
explaining the mental status of a trained hypnotic
somnambule. Here we have what is practically a
secondary hypnotic personality, and while dissociation
en masse of the secondary from the primary state is most
strikingly shown, evidence of relative dissociation of
mental dispositions within the secondary state is hard
to find.

Moreover, as we have seen, the continuity of memory
in passing from the waking to the hypnotic state does
not seem congruous with the notion that a disjunction
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of neurones is the correlate of the mental dissocia-
tion.

The difficulty of applying this conception of the
mechanism of dissociation in every case, has led me to
suggest, clsewhere,' that the dissociated status of co-
conscious secondary personalities may be more easily
understood if we regard them as being due to altera-
tions of thresholds, rather than to disaggregation of
psychoneural dispositions or interrelated groups of
neurones.

In Janet’s opinion the primary defect in hysteria is the
lowering of nervous tension, the exhaustion of the higher
functions of the brain, which is met with in all neuro-
pathic disorders. When this diminution of tension
brings about a general lowering of all the functions Janet
says there results a morbid state which he has described
under the name of Psychasthenia. But in hysteria, in
consequence of some unknown hereditary peculiarities,
the defect is localized on some particular function or
functions. There is thus not so much a weakening of
consciousness as a whole, but a retraction of the conscious
field. Certain functions drop out of consciousness
because the power of personal synthesis is at fault.
There is a ‘‘lack of power, on the part of the feeble
subject, to gather, to condense his psychological phe-
nomena, and assimilate them to his personality.”2

Janet recognizes that his description of hysteria leaves
many problems unsolved. The most important of these
is to account for the localization and nature of the defect
in any particular case. Some stress or emotional shock

1 Pyoceedings Soc. Psych. Research, Vol. XXVI, pp. 257, 285.
2 The Major Symptoms of Hysteria, p. 311.
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in a predisposed individual may produce a lowering of
nervous tension, and a consequent retraction of the field
of consciousness, but why does the resulting defect take
the form of a paralysis of the arm in one case, and that of
loss of speech, or loss of sight, or persistent refusal of food
in another ?

Besides the difficulties of accounting for the localiza-
tion of hysterical defects there are other difficulties in
Janet’s conception of hysteria which his hypotheses
raise rather than solve. His doctrine of dissociation as
the basis of hysterical phenomena has been accepted ina
general way by all competent critics, but there is no such
unanimity of opinion in regard to his explanation of the
way in which dissociation is brought about. He ascribes
the capacity of *‘ personal synthesis ’ to the maintenance
of a certain level of nervous tension in the cerebral
tissues. When this level falls too low thc unity of
consciousness is broken, the personal synthesis becomes
defective, and a subconsciousness is formed. But he
takes as the type of personal synthesis that * personal
perception ”* which consists in the assimilation to the
personal consciousness of those sensory impressions
through which we obtain knowledge of objects in the
external world. By so doing he seems to emphasize
unduly the purely cognitive aspect of consciousness and
to neglect the part played by the emotions and the will.
It is true that strong emotion is admitted to be a common
precursor of hysterical affections, but its importance
is ascribed to its tendency to bring about a lowering
of nervous tension, probably consequent on the accom-
panying fatigue, rather than to its own efficacy as a
psychic force. Dissociation is for Janet a curtailment
of capacity, passively submitted to by an enfeebled
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consciousness—a catastrophe in which the emotions
and the will take no active part.

It is the recognition of the part played by the conations
or will of the patient in the production of hysterical
symptoms that marks off at the very outset the concep-
tion of hysteria put forward by Freud from that of
Janet. Instead of regarding dissociation as a merely
mechanical splitting consequent on misére psychologique,
a letting go of certain functions because the personality
is too feeble to hold on to them, Freud puts in the first
line, as a determining factor of dissociation, the mental
conflict that ensues when incompatible wishes or desires
arise in the mind. The splitting of consciousness is
explained dynamically as being due to a conflict of
opposing forces within the personality. How such a
conflict arises, what it signifies, and what it may lead
up to, can best be understood by tracing the history of
those researches into the nature of hysteria which are
associated with Freud’s name.



CHAPTER 1III

REPRESSION

LL the best work on hysteria has been based
A on the practical motive of desiring to relieve

the sufferings and disabilities of those afflicted
by this disorder. The work of the French schools,
both in Nancy and in Paris, brought out very clearly
the extreme suggestibility of hysterical patients, and
it was soon discovered that any particular symptom
could readily be made to disappear if a suggestion to
that effect were given during hypnosis. But it was
also found that when one symptom was removed
very often another, apparently quite different one,
took its place, and that the cure of severe hysteria
by suggestion alone was therefore a very difficult
matter.

Some years before the publication of Janet’s first
work a Viennese physician, Joseph Breuer, who had as
a colleague Sigmund Freud, hit upon a novel plan of
dealing with hysteria. In a patient whom they were
treating by hypnotism they found that some of the
symptoms were permanently relieved whenever certain
forgotten episodes in her life were recalled during
hypnosis and free expression given to the emotions
which were attached to them. These episodes were

occurrences after which the symptoms had first appeared,
42
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and it was found that on all of these occasions the
patient had had to repress some strong emotional excite-
ment instead of giving vent to it by appropriate words
and deeds. Some psychical shock or trauma was received
and the accompanying emotions were repressed. Thus,
for example, this patient suddenly became unable to
drink, and as it was a very hot summer she suffered
much from thirst. She would take a glass of water in
her hand, but as soon as it touched her lips, she would
push it away as if she were suffering from hydrophobia.
In hypnosis, one day, she was talking of her English
governess, whom she disliked, and finally told, with
every sign of disgust, how she had come into the room
of the governess and how that lady’s little dog, which
the patient abhorred, had drunk out of a glass. Out of
respect for the conventions she had remained silent.
Now, after giving energetic expression to her restrained
anger, she asked for water and drank a large quantity
without trouble. She awoke from hypnosis with the
glass at her lips, and the symptom thereupon vanished
permanently.

The patient herself described this new mode of
treatment as the ‘‘ talking cure,” and jokingly referred
to it as ‘ chimney sweeping.” Breuer and Freud called
it the ‘‘ cathartic method.” The giving vent to the
emotion they termed ‘‘ abreaction.”

These pathogenic memories, revealed in hypnosis,
were unknown to the patient in the waking state.
They were, as Janet would say, dissociated memories.
But in hypnosis memory was widened and their recall
was possible.

When Frcud, some years later, took up again, by
himself, the rescarches which he had begun in collabora-
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tion with Breuer, he very soon found that not all the
patients whom he wanted to cure could be hypnotized.
He was, therefore, faced with the problem of how he
could recover, from the patient, memories which the
patient himself had forgotten. Here Ireud recalled
to mind what he had seen in Bernheim’s hypnotic
clinic at Nancy. He had seen Bernheim bring back to
the waking consciousness the events of deep hypnosis
by persistently assuring the patient that he could and
would remember. Freud therefore applied the same
method to his neurotic patients in the waking state.
When he came to a point at which the patient could
apparently remember no more he assured him that he
could remember and that the correct memory would
emerge at the moment when he pressed his hand on the
patient’s forehead. True, the right thought did not
always come at once, but he found that the recollections
so induced led surely if slowly towards the forgotten
memories which underlay the symptom.

But he found this ‘‘ pressure method”” to be very
exhausting. It was as if the memories were all there
ready to come up, but were prevented from doing so
by some force against which he had to struggle. The
presence of such a force was shown by the resistance of
the patient, and this resistance had to be overcome
before he could be cured. Therefore, Freud thought,
this force which now caused the resistance to the
emergence of the forgotten memories must be the
force which had originally caused the forgetting.
Thus arose in Freud’s mind his great conception of
repression as the dynamic cause of dissociation and
"amnesia.

His next problem was to find the nature of the force
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which had caused the repression and led to the forgetting.
On reviewing the cases he had treated in this way he
found that all the forgotten memories were of the sort
that one docs not care to remember and prefers to
forget. They were memories of events or of thoughts
whose recurrence to the mind was painful, and he came
to the conclusion that repression is a defence reaction
of the mind against ideas that are unbcarable. Moreover,
he found that in all those experiences which had acted
as mental shocks and had led to hysteria, some wish
had been aroused which was incompatible with the
moral or cultural standards of the patient. There had
been a short conflict in the mind, and the struggle was
brought to an end by the repression of the unbearable
wish. As an example we may take the case of a young
girl analysed by Freud about this time. When her
sister married, this girl developed a great attachment
to her new brother-in-law. She looked upon it as mere
family tenderncss, but her love was greater than she
knew. While she and her mother were away from home,
the sister fell seriously ill, and they were hastily sent
for; but before they arrived home the sister died.
While she stood by her sister’s death-bed there flashed
through her mind the thought, “ Now he is free and
can marry me.” This thought, which for a moment
revealed to her the intensity of her love for her brother-
in-law, revolted her, and it was immediately repressed.
She forgot that such a thought had ever occurred to her,
but she fell ill with severe hysterical symptoms. During
her treatment by Freud this wish again became conscious
and its revival was accompanied by intense emotional
excitement. As a result she was cured of her
hysteria.
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In such a case as this we find dissociation and amnesia
following mental conflict due to the presence in conscious-
ness of two incompatible wishes or desires. On the one
hand was the desire of the conscious personality to be
all that a devoted sister should be under the sorrowful
circumstances of the moment. On the other side was
the selfish craving of the unconscious love which she
had for her sister’s husband. To accept the wish thus
suddenly revealed to her, to regard it as natural and
not blameworthy, was to her sensitive mind intolerable ;
and the realization that she had entertained this wish,
even for a moment, aroused in her mind a conflict so
great that to allow it to continue would have been
equally unbearable. The weight of the whole of the
rest of her personality was cast against the distasteful
wish, with the result that the mind was split. Something
too painful to be entertained, or even contemplated,
was pushed out of consciousness and forgotten, and, as a
consequence, the patient fell ill.

So far, we see a resemblance to what may have
happened to Janet’s patient who forgot the events of
her mother’s illness and death. Here, also, thoughts
too painful to be borne may have been pushed out of
consciousness. The mechanism of repression would
account for the dissociation in the one case as in the
other. In both patients something painful that had
been in consciousness became split off from the conscious
personality. But the subscquent history of the dis-
sociated portions of the mind was different in the two
cases. In Janet’s patient the whole complex of painful
thoughts and feelings became from time to time re-
animated en masse, and, overpowering, as it were, the -
personal consciousness, displaced it and took control of
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the body during the somnambulisms. In Freud’s
patient the repressed wish gave no direct indications of
its existence until Freud discovered it in the course
of his analysis; but the patient had hysterical symp-
toms of another sort, namely, bodily pains and
disabilities.

How, then, it may be asked, does the repression of an
unbearable wish give rise to hysterical symptoms ?
Mental conflict and the forgetting of painful experiences
are common enough, but they do not always lead to
hysteria. It would seem that in neurotics the repression
is not complete enough, and it does not wholly succeed
in keeping the painful wishes out of consciousness. The
repressed wish is not destroyed but still exists, in some
unconscious region of the mind, as a wish seeking
satisfaction and striving to get back into consciousness.
The repressing forces, though not strong enough to
keep it out of consciousness altogether, are yet strong
enough to prevent it from returning in its true form.
But it succeeds in getting into consciousness by becoming
so distorted that jts true nature is not recognized. The
painful feeling or affect originally attached to the wish
gets separated from it and becomes converted into the
bodily manifestations which we know as symptoms of
hysteria. To this process Freud has applied the term
conzersion, and the form of hysteria in which it occurs
is now gencrally called Conversion Hysteria. For it
does not always occur even when the repression fails
to keep the distasteful wish out of consciousness
altogether. The possibility of conversion seems to
depend on some native peculiarity which is not always
present; and when this capacity for conversion is
absent, dcfence of the personality against the unbearable
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idea is effected by a displacement of the painful affect
on to some other idea which is not in itsclf unbearable.
In this way phobias and obsessions arise and the form of
hysteria in which these are found is called Anxiety
Hysteria.

The occurrence of a splitting of consciousness in
hysteria is thus seen to be admitted by both Janet and
Freud ; but on Janet's hypothesis the splitting is due to
an inability of the self to assimilate certain ideas and
feelings which ought to belong to it. On Freud’s hy-
pothesis the splitting is due, primarily, not to an
inability but to an unwillingness of the personality to
accept or acknowledge certain experiences as its own.
Besides this difference in these two explanations of the
origin of dissociation, there is, or may be, a further
difference in respect of the mental material which
becomes dissociated. In hysterical paralysis of the
arm, on Janet’s hypothesis, the ideas and feelings
related to the use of the arm have become dissociated
from the personal consciousness. But, according to
Freud, dissociation in such a case bears primarily on a
totally different system of ideas. It bears on some
unbearable wish which, after being dissociated through
conflict and repression, becomes converted into this
particular physical disability. But the motor disability
is itself a dissociation as Janet has shown, and it is a
dissociation not directly due to conflict and repression.
1t is the result of the conversion of the painful wish into
a physical symptom.

When a conscious wish is repressed it may be said
that a dissociation occurs in so far as something that
was in consciousness has become split off from it ;
but when the repressed wish trics to become conscious
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again and succeeds only by becoming converted into a
paralysis or an an®sthesia, a further dissociation occurs ;
for here again something that was in consciousness
becomes split off from it—namely, the systems of
ideas related to the sensations or movements affected.
Although, then, the repression of a painful wish implies
some degree of dissociation it seems clear that the
dissociations underlying the symptoms of conversion
hysteria are not directly due to repression but to the
process through which psychical pain becomes changed
into physical manifestations; they are not due to
the repression but to the repressed material coming
back into consciousness in a distorted or disguised
form.

Setting out from his discovery of the psychical
trauma and the repression of an unbearable wish as the
origin of hysterical symptoms, Freud soon found that
it was not only one event in the patient’s life that had
led to the symptom, but that many events of a similar
kind were implicated. These had to be brought back
to consciousness in the reverse order of their occurrence,
and only when the chain had been traced to its last link
was relief finally achieved. Indeed it was made evident
that only by the presencein the mind of earlier repres-
sions did the later ones have any pathogenic significance.
In the end it was found that the unbearable wishes
underlying hysterical symptoms could in every instance
be traced back to childhood.

It was also found, with singular regularity, that
these repressed wishes belonged to the sexual life of
the patient ; and this held true not only of the wishes
of adult life and adolescence, but also of the infantile
wishes. Freud’s doctrine of ‘‘infantile sexuality ™ is

4
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that which above all others has aroused the most
violent opposition and controversy, but some of this
opposition may be avoided if we take the trouble to
understand exactly what Freud means when he speaks
of the sexual life of childhood.

INFANTILE SEXUALITY

Every child born into the world brings with him
tendencies, inherited from his human and pre-human
ancestors, which are incompatible with the ethical and
cultural standards of civilized man. These tendencies
are chiefly related to those great organic needs whose
satisfaction in the animal world is not regulated or
impeded by any moral or sthetic considerations.
The gratification of organic needs is accompanied by
pleasure, and the tendency to seek pleasure and avoid
pain is, according to one school of moral philosophy,
the ultimate driving force behind the activities of every
living creature. The pleasurable sensations to be
derived from his own body are one of the first interests
of the child, and his tendency to repeat such actions as
give him pleasurable sensations has to be checked by
those who are responsible for his upbringing, when-
ever these actions are regarded as offending against
the canons of decency or propriety which have
been adopted by the community into which he is
born.

The child finds certain regions of his body, such as
the mucous membrane of the mouth, the anus and the
urino-genital tract, to be particularly sensitive and to
afford a special quality of pleasure, although he may
derive pleasure of a similar kind from other regions
of the body, especially the skin. Freud calls these
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areas ‘‘erotogenic zones” because he considers the
peculiar quality of the pleasure derived from these
areas to be analogous to, and genetically connected
with, the sexual pleasure of adult life.

Besides the pleasure derived from erotogenic zones,
other tendencies or impulses, which can sometimes be
easily detected in the sexual life of adults, are found to
be independent sources of pleasure in childhood. These
impulses exist in contrasted pairs of which the chief are
looking or peeping, and showing off or exhibiting the
body—(observationism and exhibitionism), and the
pleasure in inflicting pain (sadism), with its passive
counterpart, the pleasure in suffering pain (masochism).
In childhood all these tendencies go their own way seeking
pleasure independently of one another and have nothing
to do with sex in the ordmary sense of being related
to reproduction ; but in the development of the normal
sexual life, while some of them are completely repressed,
the others converge as it were, and come under the
domination of the genital zone and are taken over into
the service of procreation.

At first sight there seem very good grounds for
objecting to Freud’s inclusion of all these tendencies
and activities of childhood under the term infantile
sexuality. Perhaps his best justification for having
done so is found in the fact that when these tendencies
persist into adult life, as they sometimes do, they are
unhesitatingly recognized by every one as sexual per-
versions. The man who delights in the infliction of
pain on the object of his love is recognized as a sadist,
and the woman who is unsatisfied unless her lover
beats her is a masochist. No onc questions the sexual
character of Peeping Tom’s act when he transgressed
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the order imposed upon the citizens of Coventry and
peered through his shutters at Lady Godiva. Exhibi-
tionism is seen in its crudest form in the cases, so common
in our law courts, of men who are tried and punished
for exposing themselves to children or young girls.
Masturbation in adolescent or adult life is but the
recrudescence of an infantile habit which even in
childhood may be recognized as having sexual significance.
Thus those tendencies and activities of childhood which
Freud includes under infantile sexuality do indeed
seem to have a close connexion with activities which
in adult life we unhesitatingly regard as sexual. This
fact has led Freud to describe the sexual life of the
child as polymorph pervers. His sexual life consists
of all those tendencies which in the adult we call sexual
perversions.

The satisfaction of these tendencies is originally
pleasurable to every normal child, but reprehensible
when judged by the moral or @sthetic standards of the
community ; and therefore reprehensible also to the
child when he reaches a certain stage of development.
The forces which 