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We want to dedicate this edited translation first to the memory
of Valentin Braitenberg, still a source of inspiration. We also
dedicate it, a trifle late perhaps, to the many persons whose
lives at times of crisis are depicted so graphically in Wernicke’s
accounts of his patients.

Robert Miller and John Dennison






1894 Foreword

It was not originally my intention to let the present introduction to the clinical
presentation of mental illnesses stand-alone. While its primary aim is to
describe the organ within which such illness is expressed, it also conveys
opinions that have developed very gradually, influenced by many years of
clinical experience. Therefore its foundation and its integration lie within the
facts taught in Pathology.

Through the influence of an advocate of theoretical natural science, I let
myself be persuaded to compile a stand-alone volume. His opinion, that the
broader scientific community might take a lively interest in it, must be
acknowledged as authoritative, compared with my own more reticent opin-
ion. Thus, when this revered man of undoubted competence, and perhaps
great foresight, sets his eyes on these apologetic intentions, may he at the
same time receive my thanks for his stimulation and guidance over the hours
and days of a chance encounter.

Breslau, August 1894 Carl Wernicke






1906 Editor’s Foreword

In the middle of preparing this second edition, Carl Wernicke was overtaken
by sudden death. His revision had proceeded only to the end of the second
section. It was limited to a large number of small alterations and additions,
entered in pencil alongside and beneath the text, without the form and content
undergoing any other major metamorphosis.

The review copy underwent a collaborative revision by Senior Physician
Dr. Knapp, Wernicke’s first Adjunct in Halle, and myself, and obviously pri-
vate notes, not intended for publication, were removed.

During this task I submitted our output to the widow of the deceased.

As for the third, unrevised section, the unchanged copy came from the
author himself. That Wernicke had nothing major to alter, and that this section
still corresponded with the position of his previous opinions, was testified by
some few words, those of the mortally wounded man, worried about the fate
of his life’s work, uttered on his deathbed: ‘Second edition as is’.

Any introductory words about the work are superfluous. It speaks for itself.

H. Liepmann

Xi






This translation of Wernicke’s Grundriss der Psychiatrie grew from the long
friendship one of us (R.M.) had with Valentin Braitenberg, born in 1926, and
who died in October 2011. Valentin visited Otago, New Zealand, in 1993, and
both of us (R.M. and K.J.D.) knew him and recognized in him a person of
great generosity, wisdom, and integrity. On his bookshelf in Tiibingen were
many interesting volumes, some of historic significance. One of them was the
1900 edition of Grundriss.

The process of producing this translation was as follows: K.J.D. who is
fluent in German produced, lecture-by-lecture, a very literal translation of
what Wernicke wrote and sent his versions to R.M., who has basic German,
but wide knowledge of many areas of psychiatry and neuroscience. His task
was to render these initial versions into fluent modern scientific prose, aware
of some of the scientific and clinical nuances which might not emerge in a
literal translation. Sometimes, at this stage, words or concepts were unclear,
so there were further exchanges of messages between the two of us to resolve
uncertainties. In translating and editing Wernicke’s text, it has also been nec-
essary to learn a great deal about the life and times when he was writing, and
the existing knowledge upon which he drew. In the end, we both contributed
to resolving uncertainties about concepts.

As we went through Wernicke’s text, a number of editorial comments
were inserted, initially as footnotes, to convey such understanding as we
could gain, but which might not be obvious to today’s reader. These com-
ments varied in length and subject matter from one lecture to another. We
soon realized that many themes in the lectures recurred in successive lectures,
gradually evolving and being developed. This makes his thinking appear
fragmented, if the lectures are read sequentially. This is inevitable, given the
context in which any series of clinical lectures has to be delivered, where the
lecturer’s ideas must be presented in coordination with clinical cases as avail-
able (which may arise somewhat opportunistically). The fragmented appear-
ance may also reflect what was certainly a very pressured existence for the
author, who probably preferred to spend his time on the ward, talking with
patients, and analyzing clinical records, rather than perfecting the write-up of
his ideas. We gain this impression from inaccuracies in some of his cited
references, inconsistencies in his reasoning, and what seems to be a continu-
ing struggle to find adequate definitions for concepts which accounted best
for what he saw in the clinic. As delivered, the lectures probably were not so
fragmented for his original audience, for whom, we guess, each lecture would
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have been followed by discussions which are not recorded. Nevertheless, the
1906 edition of Grundriss was a ‘work in progress’, which sadly never
reached completion. It is plausible to suggest that he might have intended to
write a comprehensive textbook of psychiatry, to fulfil what was latent in
Grundriss, just as his thought on the entire field of neurological disorders was
presented as his 1881 textbook, Lehrbuch der Gehirnkrankheiten. The fact
that most of his thoughts on psychiatry are contained in the sometimes diffi-
cult pages of Grundriss, rather than in a textbook, may have contributed to
the neglect of his work, but it is also the reason why we have felt it necessary
to write the extended editorial commentary, which follows the translation of
Wernicke’s 41 lectures.

To give what we hope is a clearer account of Wernicke’s thought, we
decided that the editorial comments on each lecture should be re-grouped
according to their subject matter and coordinated into this substantial edito-
rial essay. This begins with a series of synopses about the subjects dominat-
ing each lecture, followed by discussion sections dealing with the numerous
matters arising across the lecture series. These topics move from the medical
scene in which Wernicke worked, clinical concepts of the day, Wernicke’s
clinical, didactic, and personal style as far as we could discern it, the scientific
concepts he used, his views on underlying philosophical issues, and, most
important, a lengthy section on his unique clinical concepts. After that we
move to Wernicke’s approach to classifying mental disorders and his style of
reasoning, including what we identify (from a modern perspective) as flaws
in his reasoning. Later parts of the essay give details on his contemporaries
whose work is cited, comments to clarify allusions made (mainly by his
patients) to matters which would have been familiar in their day, and lastly, to
clarify specific issues of terminology. This section came together at the very
end of our work, when we compiled a long list of ‘problem words’ in both
German and English and discussed how we could render them in a way which
conveyed most accurately Wernicke’s intended meaning.

To ensure that anything we write in our editorial commentary can be traced
back to their source in Wernicke’s text, we identify the lecture in which each
point is made (indicated as ‘L. plus a numeral, and our final pagination). In
addition, in indexing, we include not only items in Wernicke’s 1906 index
(translated, and re-alphabetized, with our own pagination in bold typeface)
but also, in the same index, items referring to this commentary (non-bold).
Wernicke also gave many cross references between lectures in Grundriss, as
footnotes. We retain these, but include them in the text, with our final pagina-
tion. Occasionally, in our commentary, we cite other works, followed by cor-
responding page numbers (both within parentheses).

To make our version flow well, we often condense superfluities in
Wernicke’s text. We often replace ‘the patient’ by a personal pronoun (‘his’,
‘her’ etc.). Abstract nouns are frequently replaced by concrete ones or verbal
equivalents, and passive by active verbs. There are innumerable re-orderings
of ideas within a sentence (inevitably, since sentences are constructed in dif-
ferent ways in the two languages), while retaining the original sense.
Sometimes long sentences are split into two or more. When terms are used
which are now part of today’s technical vocabulary, we use the familiar terms,

Preface to This Translation
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although, in our commentary, we sometimes discuss concepts, words, and
how we choose to render them in English. We are alert to the possibility that
concepts do not match words in equivalent ways in German and English.
Sometimes, the same word is used in German, for what appear to be two dif-
ferent concepts. These may be related, but differ subtly, and can sometimes
be distinguished as different words in English. The German word Krankheit
is a case in point. Conversely we identify some German words (notably
Ratlosigkeit, often rendered as ‘perplexity’) for which no truly equivalent
word exists in English. In addition, inevitably, where Wernicke formulates
new concepts, with no precedents, and no established terms, he resorts to
analogies. In uncharted territory, use of analogy or metaphor is the only way
forward, especially in mental abnormality. This necessity is discussed by
R. Mojtabai in his 2000 article in History of Psychiatry (‘Delusion as Error:
The History of a Metaphor’). When translating analogies we prefer abstract
to concrete images, as having greater generality. As a priority, we have tried
to capture Wernicke’s reasoning as accurately as possible, this being more
important, we felt, than verbatim translation. Consequently, our translation is
sometimes rather free. However, for some words, where we struggle to cap-
ture the meaning (perhaps when it is indeed ambiguous), we stick to a more
literal translation (perhaps clarified in our commentary). An example is the
German noun cluster Organempfindung. (Noun clusters in German are not
fully captured by adjective-noun pairs in English.) Of course, our attempt to
convey Wernicke’s meaning depends on how well we understand his work.
We have tried hard to grasp the subtlety of his reasoning but, at times, may
have missed significant points. At the time of finalizing our translation, our
understanding still has some way to go. We apologize therefore for inaccura-
cies in our rendition.

Wernicke’s text uses various forms of emphasis: italicization, quotation
marks, and occasionally a third form of emphasis, not familiar in English—
the ‘spacing out’ of letters which make up a word, and with slightly larger
typeface—especially when introducing one of his favoured terms. In addi-
tion, to make his reasoning as clear as possible, we also often found it useful
to add our own emphases, not present in the original. This again is perhaps
inevitable, since inflections in German as altered word endings can convey
relationships within a sentence, which need to be conveyed in other ways in
English. Sometimes we also add emphases to draw attention when the author
introduces a new specialist term. Because of this, for all emphases, we have
indicated those in Wernicke’s original as ‘[W]’, those which were editorial
additions as ‘[Ed]’. All emphases involving ‘spacing out’ of letters are ren-
dered as italics.

In translating a work over 100 years old, we are aware of changes in sen-
sitivity over terminology. We prefer a flexible style, avoiding stereotyped
‘politically correct’ terms, but we do try to avoid some terms, such as the
generic form, ‘the mentally ilI’—and we usually prefer ‘psychiatric patient’
to ‘mental patient’. We have nevertheless tried to retain some of the flavour of
the time when Wernicke was writing. We see no need to adopt a ‘gender neu-
tral’ style when using personal pronouns (this being a historical document);
and for latinized terms based on Linnaeus’ binomial system, we retain the
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upper case initial character for the first word in the pair. In addition, we have
tried to preserve an informal style, of lectures as they might have been deliv-
ered, rather than a more scholarly style, as might be found in a journal
article.

Wernicke’s original text gives references in footnotes to sources upon
which he drew, but bibliographic details are often sketchy by modern standards
and sometimes inaccurate in detail. In this edition, footnotes are not used.
In Wernicke’s text, we indicate his citations by number, using the Vancouver
system, with a list at the end of each lecture. Since his referencing is often
incomplete, we have supplemented the references he gives in footnotes, with
relevant publications of contemporary authors he often names without citing
their publications. Sources referred to in our Editorial Commentary make up
another reference list, appearing at the end of our commentary. Wernicke also
used footnotes to make comments, which would break the flow of his argu-
ment, or to summarize the eventual outcome for a patient he has just pre-
sented. These comments are incorporated into his text (in parentheses, usually
at a paragraph end) or in our editorial essay (identified as ‘note’), and we omit
some of the minor footnotes. Some of his cross references give no page num-
bers and are hard to identify, and some cross references are clearly to cases
presented elsewhere to his students, rather than in earlier lectures of Grundriss.
Sometimes these appear to be other lecture series (perhaps at a more elemen-
tary level), which his students would have attended. There are also many
references to published clinical reports (Krankenvorstellungen aus der psy-
chiatrischen Klinik in Breslau).
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Carl Wernicke: Biographical Sketch

Carl Wernicke was born on 15 May 1848 at Tarnowitz, now south-central
Poland (Silesia, at that time part of Prussia). His education included classical
languages, since he sometimes uses Latin phrases, and in one instance a
Greek one in his text, as if they were common knowledge for educated peo-
ple. In 1870, he obtained a medical degree from the University of Breslau
(Wroctaw, to give it its contemporary Polish name), after which he studied for
a year with Theodor Meynert (1833-1892) in Vienna. He is well known to
English speakers as a pioneer of neurology. When newly trained as a physi-
cian, he made major contributions to the emerging concept that specific
regions of the cerebral cortex served different psychic functions. He defined
an area, now given his name, in the superior temporal gyrus on the left side,
in which sensory memories of speech sounds are represented. This was docu-
mented by him in 1874, based partly on experiences gained in 1871, as a mili-
tary surgeon during the Franco-Prussian war. In addition, in the late 1880s, he
anticipated findings of Sergei Korsakoff, in defining an amnesic syndrome
found mainly in patients with chronic alcoholism, now known as the
Wernicke-Kosakoff syndrome (Korsakoff’s psychosis or Wernicke’s
encephalopathy).

After his early success, he held various positions in neuropsychiatry—
under Karl Westphal at the Charité Hospital in Berlin (1876-1878); in a pri-
vate neuropsychiatry clinic he founded in Berlin until 1885; and from then
until 1904 in Breslau, first as associate professor, and from 1890, holding the
chair in psychiatry at the university there. Patients he met early in his career
in Breslau and in the Berlin period are mentioned in his clinical lectures. In
later years his relationship with municipal authorities at Breslau became dif-
ficult, to the extent that, for some years, he was prevented from using patients
for teaching purposes. In 1904 he moved to a chair at Halle. The psychiatric
institute there had opened in 1891 explicitly for research and education, was
administratively autonomous, and was the first in Prussia to combine psychi-
atric and neuropathology wards [1].

Sadly, Wernicke died prematurely in 1905, from injuries sustained in a
bicycling accident. His lectures on psychiatry were first published in 1894, as
Grundriss der Psychiatrie, a revision being produced in 1900, and he was
revising another edition at the time of his death, published posthumously in 1906.

Xvii



xviii Introduction to This Translation

The original publication ran to only 176 pages, the first 17 lectures of the final
version. In a footnote in the very last lecture of the 1906 edition, he writes,
commenting on the outcome for a patient, ‘I must now put right these lines,
written about ten years ago...” The words ‘about ten years ago’, as in the 1900
edition, imply that drafts of even the last stage of Grundriss were being for-
mulated before the partial edition of 1894.

Grundriss is still read in the German-speaking world and indeed is re-
published from time to time (most recently in 2012). However, English
speakers still know little of Wernicke as one who saw neurology and psy-
chiatry as parts of a single discipline (as indeed they were when he was
practising), and as a pioneer thinker about mental disorders. Several histo-
rians of psychiatry who know Wernicke’s work well believe that had
Wernicke lived longer and been able to develop his carefully considered,
but incomplete ideas closer to the point where their full fruits were evident,
psychiatry in the last century would have developed along very different
lines, a view also expressed by Karl Leonhard, a successor to Wernicke of
a later generation [2]. The idea that mental disorders should be defined in
terms of categorical diagnoses, along the lines of diseases in general medi-
cine, was not strong at the time of his first edition, grew stronger in the
mid-1890s with the publication of the 1896 edition of Kraepelin’s textbook
of psychiatry, and was becoming a new orthodoxy by the time of Wernicke’s
death. He himself was sceptical of contemporary attempts at classification
of mental disorders, and, although working within a medical paradigm,
appears to struggle with the idea that the ‘disease model’ borrowed from
general medicine dealt adequately with realities of mental disorders, as he
saw them daily in his clinical practice.

Wernicke was clearly exceptionally talented in both the detail and exact-
ness of his observations, and his continual attempt to render those observa-
tions comprehensible within a wider conceptual framework. However, many
basic facts about the nervous system (not least about the basic electrical and
chemical signalling by nerve cells) were unknown at the time. Thus, any
attempt at theorizing would necessarily often include imaginative leaps based
on scanty evidence and vivid analogies. His theories and inferences, while
often well ahead of their time, were sometimes far-fetched and lacked empiri-
cal support. For this reason his ideas were scorned by some, not least Karl
Jaspers from Heidelberg, as Hirnmythologie (‘neuromythology’). Nonetheless
what is presented in Grundriss includes such a bounty of ideas, some of
which, in our view, are in advance of today’s psychiatry, that it is important
that his work be better known to English speakers. A hundred years ago, an
English translation by W.A.McCorn (Superintendent at Elizabeth General
Hospital, N.J.) was produced, but is little known. According to a brief obitu-
ary of McCorn in 1904 [3], all 41 lectures were translated from the 1900
edition, and many appeared in Alienist and Neurologist. However, we have
been unable to identify where many of the lectures were published (if indeed
they were). In addition, the first eight lectures were translated recently by
Gage and Hickok [4]. In producing this complete edited English version of
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Wernicke’s 1906 edition, we feel immensely privileged to reveal to new
readers the observations, ideas, and thought processes of one who was not
only a superb clinician but also a profound scientific thinker.

In his day, there was of course already more than a century of careful
observation and thought about the realities of mental disorder, yet we discern
in Wernicke’s writing a freshness of approach, from an acute observer, and
careful analyst, encountering many things as if for the first time, with an
‘innocent eye’ and freshness of mind, unburdened by the weight of a long,
unassailable tradition. Thus, he impresses both of us, as an intrepid pioneer,
in one of the most challenging areas of inquiry, where few others, before or
since, could claim continuity with the broad sweep to the natural sciences.
Although his work in psychiatry has been neglected, especially in the English-
speaking world, its enduring impact is seen in several terms, now part of
psychiatric vocabulary, which started with him, and in a distinct tradition, the
Wernicke-Kleist-Leonhard school of psychiatric thought, especially in some
European centres. We hope we have done justice to his work, bringing an up-
to-date perspective on Grundriss, such as McCorn could not have achieved;
that we have not imposed on Wernicke’s German text too much of our own
perspective, which undoubtedly has its biases; and that we have not have not
made too many misinterpretations.

Masterton, New Zealand Robert Miller
Dunedin, New Zealand John Dennison
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¢ Mental illnesses are brain diseases; neverthe-
less, they differ from them in practice

* Projection system and central fields of
projection

* Association organ

* Brain disorders to be defined as diseases of the
projection system; mental illnesses as propa-
gated illnesses of the association organ

» Difference between primary and secondary
identification in the case of speech

Lecture

Gentlemen!

Our subject here, learning about mental ill-
nesses, is essentially a branch of internal medi-
cine which, because of its practical significance
and for other reasons of a more external nature,
has required—and has received —special treat-
ment from time immemorial. Sadly, at the same
time, it is an area that is backward in its develop-
ment: It presently stands at the point where the
rest of medicine was, about a 100 years ago. You
will be aware that at that time an evolved pathol-
ogy in the modern sense, that is, one supported
by pathological disturbances in individual organs
of known function, still did not exist, and that,
accordingly, people ascribed the status of disease
classes to certain frequently-occurring symptoms,
albeit in widely varied groupings. Given such an

© Springer International Publishing Switzerland 2015

attitude, medical knowledge of diseases did not
go far beyond knowledge currently found among
the lay public, when it treats coughing, palpita-
tions, fever, jaundice, anaemia, and emaciation as
actual illnesses. This is precisely the current atti-
tude towards psychiatry, at least amongst the
majority of ‘mad doctors’ —its proponents. Even
for them, some specific symptoms form the very
essence of the disease—for example a depressed
mood, in the broadest sense, is the essence of
melancholy; an elevated mood with excessive
movements, that of mania, and so on. People now
distinguish many such types of putative disease.
However, since in Nature combinations of symp-
toms are far more diverse and complex, it has
been necessary to construct an artificial frame-
work, sometimes more widely, and sometimes
more narrowly, accomplished by different
observers in very different ways. Despite all
efforts to bring the cases of illness artificially into
one form fitting within the framework, very many
cases remain that cannot be correctly assigned,
and in no way fit the framework. Indeed, anyone
who can judge without bias, and has the neces-
sary experience, will find that the great majority
of cases do not conform to the normal viewpoint.
I readily concede that psychiatry has demon-
strated substantial progress in more recent times.
Work of men like Griesinger, H. Neumann,
Kahlbaum, Meynert, Emminghaus, and many
others has not been in vain. Yet even these out-
standing researchers all still gave in to the

R. Miller, K.J. Dennison (eds.), An Outline of Psychiatry in Clinical Lectures,

DOI 10.1007/978-3-319-18051-9_1



temptation of confusing individual symptoms
with the essence of the illness; and the low level
of average grasp of psychiatry even today can be
assessed by the prevailing doctrine of lunacy, the
merits of which are realized by a convenient
nomenclature. Psychiatry today enjoys more
general recognition, and this would have been
welcomed as progress by a thinker like Meynert
[1] in his time.

Under these circumstances, the teacher of psy-
chiatry is strongly advised that if he wants to
apply standards of another discipline, he should
stay just with symptoms. However his task is
clearly predetermined for him: He should pro-
ceed as in the sister disciplines of medicine:
Symptoms must be deduced from familiar fea-
tures of the diseased organ, in order to treat the
illness—in our case from features of the brain.
Only in this way do we have the prospect of
obtaining a classification and overview of symp-
toms which is both natural (i.e. based on the
nature of things) and, at the same time,
exhaustive.

The assumption that mental illnesses are brain
diseases is probably not contested by any special-
ist today. If we start from there, we must soon
expand, by indicating brain diseases of a particu-
lar type, and at a particular site, for they are in no
way identical with so-called organic brain dis-
eases with which we are far more familiar. Let us
recall the division of brain diseases into focal
disease processes and general diseases; mental
illnesses will certainly not be subsumed under
the former, but possibly under the latter. As is
commonly known, two general diseases can be
classed amongst organic brain diseases: meningi-
tis and progressive paralysis. Nothing would stop
us from proposing mental illnesses as a third cat-
egory of general disease. However, the question
then arises: What are the fundamental character-
istics that distinguish this third category of gen-
eral diseases of the brain from the other two
so-called organic diseases?

To approach this question more closely, we
must focus for a moment on symptoms of brain
diseases. All symptoms of brain diseases are, as
we know, either focal or general. The two general
diseases of the brain just mentioned amongst

1 Lecture1l

organic brain diseases are examples of diseases
with mainly general symptoms in their clinical
picture. However, they are really characterized
by the fact that focal symptoms occur along with
general ones. Indeed, one can probably say that
these focal symptoms are never totally absent.
Mental illnesses in contrast present no such focal
symptoms. Accordingly, mental illnesses would
represent general diseases of the brain of a par-
ticular type that are never accompanied by focal
Ssymptoms.

Gentlemen! According to this definition, the
significance that focal symptoms provide for our
subject matter makes it advisable to examine
their essence more closely. We learned from
Meynert that voluntary muscles and sensory
organs are linked with the cerebral cortex by con-
ducting pathways that extend, in physiological
continuity, through the brain, the spinal cord, and
the peripheral nervous system. Meynert named
the aggregate of these pathways, where the ‘law
of isolated conduction’ [Ed] predominates, the
projection system [Ed], thus emphasizing the fact
of physiological continuity, if not anatomical
continuity. More recent investigations have
proven this to be valid in every respect—shown
clearly and unequivocally. Corresponding with
the division of the cerebrum into two hemi-
spheres, the projection system is also divided into
two halves, recognized by the connection of
motor control and sensibility of each half of the
body with the opposite cerebral hemisphere (at
least generally speaking). The expression ‘pro-
jection’ [W] is clearly borrowed from optics
where, as here, the path of beams is traced pre-
cisely through a lens system: Despite all inter-
vening nuclei along these projection pathways,
physiological continuity remains, and isolated
conduction is preserved throughout. The major-
ity of focal symptoms can easily be traced back
to local lesions, or stimulation of conducting
links within these projection pathways.

A second series of focal symptoms can be
traced back to the fact that the termination or ori-
gin of pathways in projection pathways is also
localized to different points of the cerebral cor-
tex. The law of isolated conduction prevails in
this way until these pathways join with
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corresponding regions of the cerebral cortex.
Such end sites of afferent pathways—we will call
them projection fields [Ed]—are known to
include the optic tract in the occipital lobes; the
acoustic tract in the temporal lobes; motor con-
trol and sensibility of the leg, arm, and linguo-
facial region in the so-called upper, middle, and
lower thirds of the pre- and post-central gyri; and
the motor speech pathway in Broca’s gyrus. It
goes without saying that, for the type and manner
of projection within this region, virtually the
same configuration exists as is found in fibres of
a peripheral nerve. However, we know that in
projection fields of the cortex, regions lying far
from one another in the periphery often become
united centrally to serve a common function. The
most familiar example of this is the projection
field of speech in Broca’s area. As we shall see
later, the principle of function must therefore
govern the type and manner of projections in the
cerebral cortex, because only a functioning ner-
vous system achieves connections with the cere-
bral cortex. This is closely linked with a second
feature of the projection fields of the cortex:
These are also the sites where memory traces of
the various functional products of the nervous
system are located. Localization of such memory
traces thus follows the same principle, so that, at
once, the occipital lobe forms the site of the
visual memory traces; the temporal lobe that of
the acoustic memory traces; the so-called middle
third of the central gyri (the arm region) contains
memory traces of tactile impressions acquired by
the hand. Impairment of such predetermined
classes of memory traces also determines focal
symptoms of brain diseases.

Focal symptoms appear consistently in the
form of disturbed functioning of the projection
system—in its pathways, or in the projection
fields of the cortex. Therefore, given that focal
symptoms of the brain can be collectively traced
back to functional disturbances of the projection
systems and their destinations in various projec-
tion fields of the cortex, then mental illnesses are
distinguished from the other two so-called
organic general diseases of the brain because in
the latter the projection systems and projection
fields are not [W] affected.

Gentlemen! So far we have only incomplete
information about the extent and exact location
of projection fields in the cerebral cortex.
However, as knowledge increases in this area, we
may well find that the entire cerebral cortex is
occupied by such projection fields. In searching
for a location representing the site of disease, will
we not then be led outside the brain and into the
transcendental? Not by any means. Beyond the
projection fields there is another anatomical sub-
strate of great extent, to which we would quite
reasonably attribute the seat of mental illnesses —
the system of the association fibres, which serves
to connect projection fields one with another. If
this applies, then mental disorders are the partic-
ular diseases of this association organ.

Furthermore, certain focal illnesses of the
brain already force us to assume that there are
disturbances in such association pathways;
indeed they form a natural bridge to mental ill-
nesses. A case of this kind exists in certain rare
examples of the so-called transcortical aphasia.

Gentlemen! From time immemorial, people
have hoped that aphasia might be a starting point
which leads to an understanding of mental ill-
nesses. That we have not been misled, and that
there are, on the contrary, actual cases of aphasia
closely connected with known mental illnesses,
is shown by the patient who we will now meet.

You see before you a patient [2, 3] who, even
now, discernibly bears traces of a severe mental
illness that he survived in the years 1885-1889.
He stands and moves with a fixed gait, which,
however, does not stop him from working as a
cabinetmaker, readily providing for himself and
his family. Any questions that we direct to him
remain unanswered or are answered only by ges-
tures. In fact, he is completely mute, and for
5 years has not been capable of uttering a sound.
He understands everything that I say to him, as
you can clearly see from his gestures and his per-
forming instructions given to him. However, if I
ask other questions or requests of him, he clearly
indicates that he does not understand them. He
thus shows quite explicitly the extent (within a
certain range, yet always the same) to which he
understands speech, while he has totally lost the
motor ability to speak.



This condition of total motor aphasia and par-
tial sensory aphasia has developed out of a cer-
tain mental illness that I will provisionally call
motility psychosis [Ed]. This has remained as a
lasting deficit. In the course of this illness, mut-
ism and verbigeration—two psychotic symptoms
that likewise arise in the speech area—had tem-
porarily occurred earlier in the course of his
illness.

Now, if we seek a more detailed understand-
ing of this relationship, we must target the vari-
ous forms of aphasia established by clinical
observation. To this end, follow me for an instant
into the related area of the so-called organic brain
diseases.

Two projection fields of speech are known to
us—one motor, and the other sensory. The motor
(m) is the origin of the motor speech pathway
(mb), part of the projection system that leads to
the nerve nuclei of the extended spinal cord
needed for speech. At the same time it is the site
of memory traces of movements taking place
during the act of speech or of conceiving speech
movement. The sensory speech field (s) contains
the central ending of the sensory speech pathway
(as) and thus of the auditory nerves; but it is, at
the same time, the site of memory traces of
speech sounds or, as they have been called since
Helmbholtz, acoustic traces of words. The clinical
picture of motor or sensory aphasia arises accord-
ing to whether the motor or the sensory projec-
tion field is destroyed.

However, if we now stand aside from our
patient who, after all, is unique, then generally,
mentally ill persons are not aphasic. Normally, in
psychiatric patients the sensory speech pathway
and the sensory speech field are intact—they can
understand everything that people say to them.
They are also in full possession of their motor
speech ability, insofar as it depends on integrity
of the motor speech pathway and the motor pro-
jection field. Nevertheless, we do encounter the
remarkable phenomenon where responses of
mental patients are often nonsensical, and appear
to bear only a remote or non-existent relationship
with the question posed. How is this to be
explained, if we still assume that the correspond-
ing correct answer reflects the usual expression
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of normal brain function? There is only one
explanation—the function of those nerve path-
ways, which are activated between the two pro-
jection fields, must be disturbed. Thus, the mental
disorder appears to us as a disease of the associa-
tion organ. However, I remind you that, in the
common account of aphasia which we already
use, such association pathways (the sensory
speech pathway as, and the motor speech path-
way mb,) are thought to continue beyond the cor-
tical sites (projection fields), s and m, to a
supposed Conceptualization Centre B. The trans-
cortical pathways sB and Bm are nothing but
association pathways, and so the site of malfunc-
tion must be in their region, betraying itself by
the patient’s inappropriate answer. Nevertheless,
each mental disorder, insofar as it comes to light
through a patient’s incorrect spoken words, is, for
us, an example of transcortical aphasia. The
remarkable case of aphasia as a consequence of a
mental illness, from which I started, immediately
suggests the hypothesis that in some circum-
stances all the Bm pathways and a great part of
the sB pathways may be interrupted during the
course of the illness. Then a genuine aphasia, of
the same type as in our patient, can result.
Nomination of a Conceptualization Centre B
in the aphasia schema has often been misunder-
stood. However, the impossibility of avoiding it,
and why it is necessary, is demonstrated as fol-
lows: Sensory aphasia by destruction of the pro-
jection field s—cortical sensory aphasia, as I call
it—is characterized by memory traces of speech
sounds having been misplaced by the patient and,
as a consequence, words heard are no longer rec-
ognized. However, for understanding speech,
obviously more is required than just recognition
of word sounds: This must be connected with the
corresponding meaning. If we distinguish
between a word and its conceptualization, then
we can only hypothesize that some pathway leads
via the cortical centre s to other cortical regions
that represent the associated concept. In truth,
this supposed Conceptualization Centre is dis-
tributed amongst cortical sites far removed from
one another. Consequently, for understanding
speech, we need to distinguish two totally differ-
ent processes. One, the recognition of word-sound
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images, is based on known functions of the pro-
jection field s; we shall call it primary identifica-
tion [W]. The other process, the sound of the
word by which the concept is identified, is based
on functioning of association pathways and that
of the supposed Conceptualization Centre. We
will designate it as secondary identification [W].
If we compare the whole process to the forward-
ing of a telegram, as others have done, then s is
the station where the telegram arrives, although
the actual recipient is envisaged as B. The rela-
tionship between B and the motor projection field
of speech at m is exactly the same: Here too B is
the actual sender, while m is the telegraph station
that transmits the telegram. In other words: The
meaning—the conceptualization of the word—
comes first, and this requires transmission along
anatomical pathways to the motor projection
field m, so that the word is spoken.

If we designate the reciprocal connections
from B to m as secondary identification, which
we can do by analogy, then we can conclude that
expressions uttered by a mentally-ill person,
which seem strange to us, are signs of disturbed
secondary identification.

Progressive paralysis must be assigned a
totally exceptional position among mental ill-
nesses; here, it can even be classed amongst
organic brain diseases. However, it is undoubt-
edly also a mental illness. In the most common
cases, where it shows clear-cut focal symptoms,
discrete lesions are also demonstrable in which
an otherwise-diffuse disease process spreads to
the projection system and the projection fields.
Occasionally however, there are cases of pro-
gressive paralysis where there are no more than
hints of such focal symptoms; in these cases, the

predominantly transcortical character of the dis-
ease is valid.

Gentlemen! Comparison of aphasia with
speech symptoms in this mentally ill patient
teaches us that disturbance of secondary identifi-
cation can be a feature common to both mental
illnesses and certain cases of aphasia.
Concurrence of the two diseases can be explained
by changes in the same site in the transcortical or
association pathways; but we take note of their
difference: Mental illness selectively affects such
pathways by themselves, while focal disease pro-
cesses destroy just discrete portions of these
pathways. In exceptional cases, the sum total of
individually affected pathways may achieve the
same effect as focal processes, and a transcortical
aphasia may then proceed out of a mental illness.
Our patient demonstrates that such a case can
actually occur.

Thus we postulate that, apart from the particu-
lar site, there is a particular fype [W] of illness.
As in degenerative neuritis, this type of illness
distinguishes individuals to some extent by other
concomitant symptoms, and, by analogy with
degenerative neuritis, according to the principle
of differences in function.
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e To replace the Conceptualization Centre in
the speech schema by arbitrary, localized
apperceptions

* Registration and objective in the speech
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* Generalization of the speech schema

* Types of movement: expressive, reactive, and
initiative movements

* Disturbance of secondary identification is
induced by psychosensory, psychomotor, or
intrapsychic means

Lecture

Gentlemen!

So far, restricting our attention to the area of
speech, we have contrasted brain disease and
mental illness. Speech pathology is one of the
best understood topics amongst brain diseases.
Likewise, spoken expressions encompass SO
many of the symptoms of mental illnesses that by
themselves they entitle us to view mental patients
from this sole perspective. Nevertheless, I hope
that in the following more extensive discussion,
your understanding will be aided by starting from
the simplified conditions of our example.

We must examine further the (arbitrary) fic-
tion of the notional Conceptualization Centre B.
As our knowledge of aphasia has developed,
this preliminary term was clearly essential at an
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initial stage of our understanding. In the last
lecture, I was able to take you back to its true
meaning, but only in outline. Let me explain this
allusion in more detail.

As already mentioned when discussing the
central projection field, we can take it as estab-
lished that memory traces and ideas are localized,
that is, they are linked, according to their content,
with different locations in the cerebral cortex.
Apart from such localization in the aphasia
schema, one can reasonably regard the receiver
and sender of those telegrams as being linked to
the notional Conceptualization Centre B, that is,
with all the rest of the cerebral cortex and, as we
shall see, its system of association connections.
This would artificially separate the two projec-
tion fields s and m from the totality of all other
projection fields. Such separation within the cor-
tex is the basis for differentiating the areas for the
two projection fields s and m (whether we stress
their subcortical links or their transcortical links
beyond the projection fields). In this illustration,
the anatomical view was that the aggregate of
transcortical pathways sB and mB formed dis-
crete pathways vulnerable to discrete lesions
localized to the neighbourhood of the two projec-
tion fields, while beyond there the pathways had
to be seen as radiating out to many disparate
areas of the cerebral cortex. The discovery of the
clinical picture of transcortical motor and sen-
sory aphasia seemingly relied by sheer chance on
the fact that these lesions appeared to occupy

R. Miller, K.J. Dennison (eds.), An Outline of Psychiatry in Clinical Lectures,

DOI 10.1007/978-3-319-18051-9_2



10

precisely the postulated site. It is easily grasped
that these rare cases were initially attributed to
focal diseases of the brain. On the other hand,
observation of the patient I already introduced to
you proved that such clinical pictures can arise
during the course of a typical mental illness, thus
forming a natural transition to mental illnesses.

It is essential for our purpose that we go
beyond such rare occurrences. However, if we
stay with that initial example, and hold fast to the
principle of localized representation, then we can
conveniently split the centre B into two localized
representations linked by an association path-
way: We shall call them A and Z. A, the source
representation [W], is linked with the sensory
speech field by an association pathway sA. Z, the
destination representation [W], is linked with the
motor projection field for speech by an identical
pathway Zm. AZ is the association pathway
between A and Z. Altering the schema in such a
way corresponds to some extent to processing of
an arithmetical problem presented to a patient:
Understanding the problem takes place as regis-
tration, in A; the solution corresponds with the
destination representation Z; and only when the
solution is found does activation of m take place.
Between task and solution, complex thought pro-
cesses can proceed, from which it becomes clear
that the association pathway AZ itself can be
regarded as subdivided many times over. We
need not assume that the entire process normally
follows a set pattern, virtually in preformed path-
ways, so that the result is predictable. However,
we can tentatively assume that it behaves in just
this manner in response to any random question;
understanding the question is represented in A,
the meaning of the answer by Z, and the interme-
diate in-series pathway AZ makes sense of the
case, so that the answer develops from a more or
less simple deliberation. If we do not expect a
speaker to lead us astray, then we must recognize
that in this case, in a normal person, answers will
arise in a totally determined manner, to be pre-
dicted with approximate accuracy. The regularity
hereby observed is based, as we shall see later, on
the principle of ‘well-worn pathways’ [Ed].

This example provides opportunity for expan-
sion, which can become a founding principle for
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the entire symptomatology of mental illnesses.
Instead of projection fields of speech, we have
only to insert any other projection field. In place
of spoken expression, substitute any randomly
expressed movement, and m represents the pro-
jection field in question, depending on whether
the movement takes place in arm, leg, trunk, etc.
As is generally known, central projection fields
for such movements are contained in the so-called
motor zone of the cerebral cortex. Instead of the
sensory speech field, the projection field for any
arbitrary sensory awareness could take its place.
Just the same takes place in vision, for example,
as in understanding the speech sounds a person
utters. By this means, primary identification
occurs in the central projection field of the visual
system, in order to comprehend what is seen; but
transmission is required to other projection fields
(for secondary identification). Without this sec-
ondary process, the visual impression is lost to the
recipient, remaining unintelligible, just as in the
case of transcortical sensory aphasia for the sense
of hearing. The same is true for all sensory impres-
sions, as a little thought will confirm.

We quickly see that such a generalization is
permitted —indeed recommended—by a more
detailed look at our original example. The answer
that I expect from the patient need not be spo-
ken—it can be given to me in writing or through
silent facial expressions and gestures, or by
employing any arbitrary response. Depending on
the muscles used for performance, the projection
field m will have different impact, and correspond
with different cortical sites. In other words, my
question and my task can be carried out without a
word being uttered, whether in writing, or
through the spoken word, by expressive hand
movements and so on.

I said earlier that our schema, with its modifi-
cations, can be used to derive the entire symp-
tomatology of a psychiatric patient. I should have
expressed myself more precisely, by referring to
symptoms just in so far as they are shown in
that patient’s movements. However, this limita-
tion is necessary only if we subtract from those
movements (admittedly using layman’s terms
and manner of understanding) speech, facial
expressions, demeanour, and all those gestures
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included in such an expression. Yet even in those
cases, everything can be reduced to movement,
by which we assess the internal processing of a
patient; and for scientific observation, to disre-
gard this fact might be a real error. The more
experience you have with psychiatric patients,
and come to recognize their symptoms, the more
you become convinced that, in the end, there is
nothing else to find and observe, than movement,
and that the whole pathology of the mentally ill
consists of nothing more than peculiarities of
their motor behaviour; for obviously, in a given
case, a breakdown in movement can be just as
characteristic as previously intact movements.

We exclude here only intentional movements
of which other people are aware before they
reach the consciousness of the patient himself or
herself. If these movements amount to speech,
we face the same situation although more tangi-
bly and obviously than for other movements.
Symptomatology of psychiatric patients there-
fore has movements as its focus, insofar as they
appear to be functions of the organ of conscious-
ness, in other words, the organ of association.
Here we encounter the only limitation on the gen-
erality of the above sentence: Of course, some
movements are independent of consciousness,
such as those controlled by the autonomic ner-
vous system, those of the heart, respiration, ves-
sel walls, and viscera; and most reflex movements
belong here. As we will see later, these move-
ments can also be affected in mental patients,
although they do not form the actual focus of
observation. We will further find that, in odd
cases, shifts of body temperature and, in almost
all cases, of feeding pattern as expressed by body
mass are important symptoms. However the
exceptions are minor, and should be seen as sec-
ondary sequelae [Ed], which consistently depend
on the patient’s movements.

Provisionally then, we can draw an abstrac-
tion from the numerous exceptions, and can thus
focus more closely on movements as functions of
the organ of consciousness. This requires us to
classify movements in a pragmatic way. We can
conveniently differentiate between ‘expressive
movements’ [Ed], ‘reactive movements’ [Ed],
and ‘initiative movements’ [Ed]. As we shall see,
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this classification clearly has the advantage of
encompassing the totality of all possible move-
ments, and is thus preferable to Meynert’s [1]
classification (however far-reaching and fruitful
the latter proves to be in other ways) into move-
ments of defence and attack. However, our clas-
sification fails in one respect and needs
improvement, in that sharp separation of the three
different types of movement is often impossible.
Inevitably some movements in one area fall also
into another area, so that, depending on the
observer’s point of view, there is dispute over the
class to which a particular example of movement
belongs. Despite this, we provisionally retain the
classification, because it proves useful in the psy-
chiatry clinic.

By the term ‘expressive movements’ [Ed], we
mean, above all, movements through which peo-
ple’s Affect and frame of mind can be recog-
nized. Indeed, speech movements primarily serve
this purpose, although not exclusively; and inso-
far as they serve such a purpose, we should
include speech movements in the broadest sense,
for example, wails and moans of pain. Most
exclamations, as is well known, are words that
serve this purpose very well. Laughing and whin-
ing are specific expressive movements, as are all
facial expressions. Moreover, expression in the
face, even when it is not [W] in motion, arises
from particular muscle actions; likewise posture
of the whole body, by the same token, is expres-
sive, just as are words or facial expressions, in
revealing a person’s state of mind and emotional
state. Movements of the entire body serving to
express joy, cheerfulness, high spirits, satisfac-
tion, scorn, anger, fear, grief, anguish, despair,
hope, hatred, and love are familiar and suffi-
ciently expressive that it would be superfluous to
describe them here. Normally the face of an alert
man is continually enlivened by an expression; so
we recognize lack [Ed] of expression as a signifi-
cant symptom.

‘Reactive movements’ [Ed] are those arising
from actual external stimuli. When a person
answers a question, apart from the content of the
reply, the answer can always be viewed as a reac-
tive movement. Moreover an answer that is not
made up of words but of other gestures—when,
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for example, the person questioned puts his fin-
ger to his lips in a meaningful manner—comes
under the definition of a reactive movement.
Failure to answer can, in many cases, be taken as
a significant symptom. Amongst reactive move-
ments of particular importance in the psychiatric
clinic are behaviour of patients: during a physical
examination; towards the minor services of the
waiting staff; to requests of any kind; to the
approach and reception of the doctor; and to the
whole unfamiliar situation in rooms of an institu-
tion—these merit particular consideration. In
addition, expressions of movement that are
essential to gratifying bodily needs (even when
they can be traced back to internal stimuli) must
be regarded as reactive movements. It may, how-
ever, be equally valid to include the last-named
class of movement amongst initiative move-
ments, and again, many previously mentioned
movements can be classed as expressive move-
ments. In any case it can be reiterated that, in psy-
chiatric patients, absence of reactive movements
is often just as characteristic and valuable as a
symptom, as their aberrant modification.

Amongst ‘initiative movements’ [Ed] we refer
to all movements driven by personal motives,
rather than by an external stimulus. This negative
definition includes some expressive movements,
and some reactive movements. In consequence,
for expressive movements, we should always
assess the extent to which they belong with initia-
tive or reactive movements. One might ask
whether there are [W] actual initiative move-
ments, that is, ones which arise without any
external stimulus, since usually some kind of
external trigger can be found for virtually any
spontaneous action. However, since such events
often are no more than opportune moments con-
nected to prevailing internal motives, identifying
them as initiative movements can be justified.
In general, initiative movements tend to consist
of whole series of individual movements, and
can then be referred to as actions. The whole
behaviour, demeanour, and ‘the doing and the
allowing’ [W] of an individual in given situa-
tions —collectively, all his expressions by means
of movement—insofar as they are neither expres-
sive nor reactive movements, belong amongst the
initiative movements.
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Nervous excitation, which takes place along
the pathway sAZm can be likened to a reflex pro-
cess, and we can designate this pathway as a
‘psychic reflex arc’ [W]. The movement activated
from m then appears as the result—a discernible
consequence—of this activation. Clinical meth-
ods in psychiatry consist of studying the end
result in order to reveal the process from which it
originates.

You will notice at once that it is actually only
reactive movements that can be compared with
reflex processes in the manner outlined. These
may, as in the initial example, be a spoken word
or other arbitrary movement; it is always taken as
completely spontaneous, yet still the conse-
quence of an external stimulus—one based again
on motor processes. However, one can ask: What
is the situation for the other types of movement—
expressive movements and initiative movements?
Obviously, these can be seen from the same per-
spective; for, quite apart from the question raised
about initiative movements, whether they arise
totally without external triggers, we can fairly
replace external stimuli by memory traces of past
stimuli. When an external stimulus is absent, we
can regard such memory traces as initial links,
with movement as the terminal link in the psy-
chic reflex arc. We can even go so far as to regard
movement in progress as evidence of this assump-
tion. Movement without any [Ed] kind of cause is
inconceivable; yet a visible cause is [W] clearly
absent. Therefore only a form of ‘energy’, accu-
mulated somewhere, can induce movement that
does actually arise. As we will see later, memory
traces are [W] such sources of accumulated
energy.

From these preliminary remarks we can add to
our learning about aberrant disturbance of move-
ment observed in mentally ill people. They are all
based on disturbance of secondary identification,
as demonstrated above. However, I remind you
that we have considered not only the relationship
from s to A, the projection field nearest to regis-
tration, but also the activation of Z to the motor
projection field m, operating in the reverse direc-
tion. We were justified in this shift because the
pathway Zm is an association pathway, as is sA,
and the physical processes taking place through
such association pathways should always be the



Reference

same, regardless of their direction. In like man-
ner we can also include the relationship between
A and Z for secondary identification.

Since all these are nerve pathways, abnormali-
ties of excitability or ability to conduct signals are
always the sole basis for disturbance of secondary
identification. Three cases cover all possibilities:
reduced excitability or conduction ability;
increased excitability; and aberrant excitability.
We label the pathway sA as psychosensory; Zm as
psychomotor; and ZA as intrapsychic. The possi-
ble cases can then be summarized as follows:

Psychosensory Psychomotor Intrapsychic
Anaesthesia Akinesia Loss of function
Hyperaesthesia Hyperkinesia Hyperfunction
Paraesthesia Parakinesia Parafunction

One could dispute this tabulation on the
grounds that these are nothing more than distur-
bances of movement we encounter in mental
patients, as I myself emphasized, and that there-
fore, the totality of symptoms is exhausted just
by three cases—hyperkinesia, akinesia, and para-
kinesia. This objection is partly true, and requires
a thorough explanation. The easiest way to do
this is to return to our starting point, the example
of speech. When a patient is silent and we would
expect him or her to speak, we can interpret this
symptom as a circumscribed form of akinesia
restricted to speech. If the presenting symptom is
an urge to talk, then by the same token this is a
circumscribed form of hyperkinesia. If, on the
other hand, his or her response is nonsensical
speech, we could rightly regard this as a symp-
tom of parakinesia. Here, however, one would
need a more detailed account for each of these,
because misunderstanding is to be expected.

13

We will always be forced, on practical grounds,
to distinguish two totally different aspects of
speech: active movement as such, and the content
of the spoken words. However, since there may
be abnormalities of active movements or, as we
can label it, the formal part of speech, then it is
more accurate to use the word parakinesia only in
this narrower sense. Examples are the symptom
of compulsive speech and the monotonous word
repetition—the so-called verbigeration. The
same reflection that the content portion must be
differentiated from the formal part of a move-
ment applies to all expressive movements, and
also to reactive and initiative movements. Since
patients may gabble a great deal of nonsense
using formally correct speech, then the feelings
expressed, despite having quite correct form, can
still be aberrant; and so can their actions be for-
mally correct but incorrect in content. In these
cases therefore, we need not assume any distur-
bance of psychomotor identification, but are
forced to seek disturbance further back in the
reflex arc. This corresponds to common idiom,
and the habit of completely ignoring a patient’s
mechanism of sharing his or her internal thoughts,
expressing feelings, and so on as self-evident.
After this discussion, it becomes comprehensible
that, among mentally-ill persons, we frequently
see symptoms of disturbed content identification,
even though the movement mechanism itself is
fully intact.
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* Nature of memory images

* Retinal after-images and remembered visual
images

* The hypothesis of special sense cells and
memory cells is insufficient as an explanation

* Local signs in the retina

* Visual representations

Lecture

Gentlemen!

Before we look more closely at symptoms of
mental illnesses we must revisit the aforemen-
tioned Conceptualization Centre or, more pre-
cisely, those localized memory images. I hope
that, on reflection, you conclude that this is not
the alleged ‘Conceptualization Centre’ [Ed] said
to have a definite localization, but probably the
concepts themselves.

In introducing my first lecture, I presented as a
statement of fact, confirmed in pathological
cases, that central projection fields are localized
to different areas of the cerebral cortex. We must
recognize that such fields are also sites of remem-
bered images; and it follows from this that these
memory images also have definite locations.
However, let us examine these memory images
more closely.

First, I want to touch briefly on clinical
facts which, in my opinion, totally validate the
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principle of localized memory images: These are
clinical instances of sensory and motor aphasia,
and cases of the so-called tactile anaesthesia of
the hand. The former are probably well known
by now, so I need not go into detail; but the
importance of the latter is debated. Two related
sets of facts provide support. On the one hand,
cases have been seen where circumscribed corti-
cal damage in the middle third of the two central
gyri leads to permanent deficit, where the hand
fails to recognize objects by touch, although dis-
turbance of sensation itself can barely be
detected. On the other hand, there are cases of
spinal or peripheral disease where sensitivity,
and—I stress—also muscle and position sense,
is most severely disrupted, with only minor dis-
turbance of tactile perception. The last-named
cases demonstrate to some extent that even a
very weak and patchy projection system can still
conduct messages to the brain sufficient to sup-
port primary identification, provided the central
projection fields and therefore the remembered
images—tactile images, as we can call them
here—are preserved. However, cases of the first
[Ed] type can be based only on loss of primary
identification itself, since disturbance of projec-
tion pathways themselves is clearly minimal.
The principle that remembered images are local-
ized to corresponding projection fields is estab-
lished beyond all doubt by such facts, and thus
this principle can be fairly applied to all projec-
tion fields.
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If we return to our example of the organ of
speech, we find that the process of recognition
[W]—primary identification (see above)—
requires solid ownership of memory images. The
question then arises: How should one view such
ownership? Evidently this concerns a special
characteristic of the nervous system, that it under-
goes lasting change in response to temporary
stimuli, a property we call memory [W]. Such
memory is seen, for example, in the fact that
Faradic excitability of a nerve can be increased
by frequent electrical stimulation [1]. The same
stimulation then becomes more effective if it has
often been administered previously; and there-
fore lasting change exists in the nerve as a result
of the previous history of transient stimulation.
All training is based on the same principle, for
any form of learning: ‘Practice makes perfect’
[Ed]. Pathways that are initially hard to access
become more firmly trodden in with each new
training experience—you could say that they are
‘moulded by experience’ [W]. Thus when a
memory of this sort reaches a person’s awareness
via nerve pathways, it occurs specifically in nerve
cell bodies. A reflex in the spinal cord mediated
via its neuronal cell bodies takes place more eas-
ily the more frequently it has previously been
elicited; and it has been demonstrated by studies
of Ward [2], Jarisch and Schiff [3], and others
that this is a special property of the neuronal peri-
karya. It would be reasonable to relate after-
images of the retina mainly to their ganglion
cells. Similarly, in the cerebral cortex you would
ascribe changes persisting long after instanta-
neous stimulation, which we call memory
images, primarily to neuronal cell bodies.

After this, it appears obvious that possession
of such remembered images—contents of con-
sciousness [W], we might say —depends directly
on the projection system and sense organs by
which those images were obtained. The con-
sciousness of a person with poor eyesight, or one
with generally deficient senses, is thus quite dif-
ferent from that of a normal person. An individ-
ual born blind will certainly have no remembered
images of visual sensation. Were his sight to be
surgically healed, this would provide a situation
we otherwise see only when the pathology of

3 Lecture3

visual agnosia occurs. Just as for an individual
born blind, so too for one born deaf, the content
of consciousness totally lacks an entire category
of memory images originating from the sense of
hearing. In partial cortical deficiencies, as
observed from time to time in those who are
mentally defective from birth and also have sen-
sory deficits such as deafness, there is a similar
lack of remembered images due to abnormal
development of central projection fields. No less
instructive in this connection is a comparison
with animal brains. Humans have only a vestigial
olfactory bulb, whereas many mammalian spe-
cies have an olfactory bulb occupying a signifi-
cant part of their cerebral hemispheres, with a
separate ventricle and separate surface gyri.
Everyday observation shows just how different is
the consciousness of such animals, for example
that of a dog from our own. It appears to be full
of remembered olfactory images, and the animal,
snuffling here and there, revels in all its joyful
frame of mind, like the gourmet at table, or the
eye of an artist beholding beautiful forms. The
content of consciousness shown in this way
depends on the state of the projection system and
central projection fields, a relationship suggest-
ing the following principle: Consciousness is a
function of the central projection fields. If the
assumption—that projection fields occupy the
entire cortical mantle—is confirmed, then the
corollary follows: Consciousness is a function of
the cortical mantle.

We can get a better grasp of the notion of a
memory image if we use a definite example,
such as a remembered image of a visual sensa-
tion. For this, comparison with retinal after-
images is particularly instructive, since these
belong to the same sensory modality. How far is
the comparison accurate and justified? As men-
tioned, we can trace retinal after-images specifi-
cally to long-lasting excitation of retinal ganglion
cells by a stimulus; and, by special arrangements
of such excited cells, an image is formed and
referred to a particular position in space. This
image is of limited duration. Let us assume that
similar cells—call them ‘perception cells’ [W]—
are also to be found in central projection fields of
the optic nerve, where projection fibres end.
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Could this assumption—that the memory image
exists in resonating excitation of such perceptual
cells—be sufficient to explain the apparent dif-
ference from retinal after-images? Many things
contradict this. In my experience at least, the
characteristic referral to a preferred position in
space is totally different from that of remem-
bered visual images. The latter seem to be spa-
tially referred only insofar as they always occupy
a definite position in a particular person. They
also appear to be of unlimited duration, a differ-
ence that is especially difficult to explain. You
would hardly imagine that the same perceptual
cell, once recruited, would maintain its long-
lasting state of activation, but rather that it could
soon be sensitized by a totally different stimulus.
You would expect it to be held in the same man-
ner as a retinal image, and, at least, subsequent
activation would always wipe out the preceding
activation. Let us assume for example that we
are dealing with the sensory memory image of a
letter or a number. Assume also that retinal
images falling on the position of clearest vision,
or close to it, will mostly be those leading to
development of such remembered images.
There, not only is the greatest number of sensory
elements to be found, but, in this region, photo-
receptors for images are also laid out with par-
ticular precision, so that the sharpest images
arise there. Correspondingly Nature has arranged
it such that, for visual impressions that attract
our attention, we locate the point of clearest
vision quite involuntarily by appropriate eye
movements—a compulsion which, even for
adults, makes it difficult for anyone to exert total
conscious control over their eye movements. As
a consequence of this, many retinal elements that
previously represented the image of the letter are
soon engaged in forming a new image, e.g. of the
number, and correspondingly so also are cells of
the central projection field serving perception.
Assume (as highly likely) that the point of clear-
est vision in the retina corresponds to a consider-
able area in the central projection field. Under
these circumstances, the difficulty of explaining
the memory of the image by a particular cellular
memory therefore remains unchanged. There
have been attempts to avoid the difficulty by
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differentiating between perception-related and
recall-related cellular elements, and ascribing
the feature of memory only to the latter. Only
those elements in the cortical projection area
serving perception should correspond to points
in the retina. However, it is not just this assump-
tion which raises difficulties. The difference
between a perceptual image and a remembered
image arises not so much from the diversity of
active elements but from the fact that the pat-
terning [Ed] of retinal elements or the form of
retinal excitation [W] in the various examples is
different, while mainly the same retinal elements
cooperate to create a memory image. It is just the
memory of that previous patterning of function-
ing elements, that is, the form [Ed] of activation,
which makes up the psychological concept of a
memory image. I agree entirely with Sachs [4]
and Goldscheider [5] that only by assuming that
functional links are acquired between simultane-
ously excited perceptual elements using existing
connections can one explain the specific mem-
ory for respective forms of retinal images,
defined by patterned stimulation of retinal
points. When the same pattern of stimulation
returns, and the retinal image, is again detected,
one can envisage, as did Ziehen [6], a process
whereby the remembered image is reactivated
from perceptual elements, because only this
combination of cells has been ‘tuned in’ [Ed], to
some extent, to this pattern of activation (some-
what like sound resonators respond only to cer-
tain tonal combinations). However, this analogy
still requires us to explain this ‘predisposition’
[W]; and for this we need connection formation
between perceptual elements by nerve fibres,
that is, the process of association. We shall see
later that association of various sensory impres-
sions is always concluded when they take place
at the same time; in exactly the same way we can
assume here that simultaneously excited percep-
tion cells serving sensation become associated
with one another; and because renewal of the
same sensory impression repeats the same pat-
terning, these perception cells remain associ-
ated. A remembered image might then be nothing
other than an acquired association of perceptual
elements of the central projection field.



You see, gentlemen, that with this concept, we
need not assume the existence of any special
memory cells. We can reach the same conclusion
in a totally different way: Here I stress only that it
would not be a convincing account of the discrep-
ancies between sensory activity and memory
images if only perceptual elements were involved,
and always corresponded with certain points in
the retina. The fact that remembered images have
no definite projection in space, as do after-
images, would remain incomprehensible. Finally,
one can take the structure of central projection
fields in the cerebral cortex as a counterargument.
A simple layer of ganglion cells, all linked to pro-
jection fibres, might satisfy the current assump-
tion. However, in the cerebral cortex we find such
a large number of nerve cells layered one over
another in the visual projection field of the occip-
ital cortex —more than anywhere else—that they
far exceed the number of projection fibres. All
these thoughts will have to be examined in the
future. In the meantime, we should note that we
have finally proved a difference between mem-
ory images and retinal after-images; namely that
the long duration of the former and the transience
of the latter can be traced back to an anatomical
difference —that the cerebral cortex has associa-
tion fibres, while the retina has none [W].

If the strength of remembered images is to be
explained in terms of repetition of patterned stim-
ulation, and this statement is applied to the par-
ticular case of visual memory images, we soon
encounter difficulties. Retinal images, which are
defined by solid objects in the external world, are
sometimes big and sometimes small, depending
on whether they are near or far; yet their remem-
bered images [Ed] are taken as whole units. In
fact the relationship of retinal points remains the
same, and their respective images can be regarded
as perfectly congruent, so that psychological
requirements that we place on a memory image
are still met. However, there are always a number
of retinal points whose patterning must be pres-
ent on any one remembered image. Even with the
simplest assumption that the object is fixed, each
memory image would still include countless sub-
images which, even though congruent, are of
various sizes. The difficulty disappears if we
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incorporate the brilliant hypothesis of H. Sachs.
According to this, so-called ‘local signs’ [Ed] of
retinal points are determined by two measures,
namely the meridian on which they lie, and their
distance from the midpoint. A specific combina-
tion of muscle activity is required for each half of
the retinal meridian; through interaction of mus-
cles, rotation of the eyeball brings the macula in
register with the light source. This combination
of muscle activation remains the same at all
points on the same half-meridian, but the inten-
sity of nervous activity varies, and increases with
the distance of the retinal point from the fovea
centralis [W]. On the other hand, for different
half-meridians the muscle combination is always
different. Differences in image size for fixed
objects therefore require no more than shift in
intensity of nervous activity; the anatomical fac-
tor, the specific combination of different muscle
activations, stays the same. In turn, this behavior
expresses itself and is transferred to relationships
within the cerebral cortex. Visual cells of the cen-
tral projection field for retinal points of each half-
meridian all have similar associative connections
with specific points of the central projection field
for eye movements. We must think of the latter as
broken up into as many different muscle combi-
nations (‘eye movement representations’ [W]) as
there are half-meridians of the retina. Naturally,
this must be taken cum grano salis [W], since we
are dealing with a continually graded series of
muscle representations, rather than discrete
points. If this concept is taken into account,
visual memory images (some of whose proper-
ties we already know) are distinguished, in that
those visual cells of which they are made up are
linked with precisely localized movement repre-
sentations of the central projection field of eye
movements. By repetition of the same visual pat-
tern, associations form not only amongst visual
cells themselves, but also amongst matching,
similarly localized movement representations.
We shall call the widened concept of the visual
memory image ‘visual perceptual [Ed] represen-
tation’ [W]. We now see that, despite change of
image size, the latter components of visual repre-
sentation remain the same, if they are related to
the same object; they therefore characterize
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remembered images rather than visual sensory
images. Similar considerations apply also to reti-
nal images, positioned asymmetrically to the
midpoint of the retina, as you will see from read-
ing Sachs’ book. (I cannot recommend that book
strongly enough, as an introduction to our topic.)

A second, undeniable difficulty is the different
vantage points for objects from which clear
images are seen. An equilateral triangle or a cross
can be recognized whether the triangle is stand-
ing on its base or its apex, or whether the cross is
standing, lying, or standing at an angle. How
could the same memory image be derived? In
reply one can say that by far the greatest number
of objects in the outside world (and consequently
their retinal images) do not present such a diffi-
culty: They provide a firm viewpoint for our
eyes. Compared to these, those objects which
move and change their position or their retinal
images are firstly in the minority, and secondly
have mainly a defined, habitual position in rela-
tion to our body. In addition, if we count on the
ability of our eye to adapt itself in such a way that
a familiar image reappears, then the difficulty
caused by the changing position of objects will
seem only small. However, we cannot deny that
in some situations remembered images are insuf-
ficient to identify objects in strange locations. We
do not recognize inverted letters; several familiar
optical illusions are based on the same failing;
and how strange appears the image of a person,
when viewed through a convex lens, upside
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down! Even though a few difficulties are raised
by these facts, nevertheless the vast number of
cell groups needed to accommodate just visual
memory images may still seem astonishing.
Experience teaches us that a healthy brain can
always acquire new memory images; there must
therefore still be an abundance of elements for
this purpose. However, I draw your attention to a
miscalculation that makes us exaggerate the dif-
ficulty: As I demonstrate later, we tend to overes-
timate the number and variability of solid objects
in the outside world; and we correspondingly
underestimate the frequency of recurrence of the
same impressions.
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e The concrete concept: an ‘association of
memory images’ [Ed]

* Awareness of the outside world

*  Number of concepts

* Requirement of causality

Lecture

Gentlemen!

Study of remembered visual images taught us
that they are acquired associations of perceptual
elements of the central projection field, and that,
for these, the form [Ed] of the stimulus is crucial.
You would be justified in transposing this princi-
ple to central projection fields of any sensory
region. Acquisition of such memory images is
generally based on a feature of central projection
fields—their perceptual elements, that is, those
nerve cells connected directly with projection
fibres and also interconnected by association
fibres, separate for each projection field. We shall
speak in future about olfactory, acoustic, tactile
and gustatory memory images without going into
further detail about their nature. I need not draw
attention to the fact that each sensory area pres-
ents its own particular problems [1], and that
these simplest mental components, the remem-
bered images, can be more complex in form.

Recognition—or primary identification—is
produced by virtue of this property of memory

© Springer International Publishing Switzerland 2015

images. If, for sake of simplicity, we restrict
ourselves to solid objects, which by themselves
make up central aspects of sensory perception,
the content of consciousness is made up of the
sum of such remembered images of these solid
objects. Clearly, within this sum, certain fixed
groupings can likewise be differentiated, always
corresponding with the features of a particular
solid object. One and the same solid object usu-
ally contributes to several sensory perceptions,
always recurring in the same manner. The simul-
taneity of these several sensory inputs leads to
their remembered images remaining in associa-
tion. In this manner an acquired association of
memory images from different senses corre-
sponds with each solid object, and the association
is progressively consolidated the more frequently
the same solid object is perceived by our senses.
Thus we find an anatomical basis for those psy-
chological dimensions that have traditionally
been used to describe ‘concepts’ [W]. We are
now in a position to differentiate the ‘strength’
[Ed] and ‘extent’ [Ed] of the concept; however
we will distinguish essential and non-essential
features of solid objects depending on whether
they always adhere to the object or are change-
able. Of course, the extent of a concept includes
its non-essential characteristics, since these
always show a degree of constancy depending on
the nature of the object. For any item, we can
then easily plot a curve with Extent (‘circumfer-
ence’ [Ed] of the item), entered along the x-axis
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and ‘Intensity’ [Ed] (or strength) of the concept/
item on the y-axis.

We have just seen how secondary identifica-
tion differs from primary identification, in that
when each individual component of a concept is
excited, the sum of all the rest, making up the
whole concept, can be excited. The anatomical
basis for acquiring such related functional group-
ings of cellular elements is the availability of
association fibres between the various projection
fields. We shall call these ‘trans-cortical associa-
tion pathways’ [Ed], in contrast to intra-cortical
intrinsic fibres. The content of consciousness, as
we now recognize, therefore includes the concept
[Ed] of solid objects or, as we will call it, con-
crete concepts [Ed]. We can also identify the sum
of such concepts as consciousness of the outside
world [W], for in these concepts we in fact pos-
sess a true picture of the outer world.

As you will notice, also included in conscious-
ness of the outside world is the apparatus for
‘simple circuit operations’ [Ed]. This process is
the same as that which also serves for secondary
identification. From audible speech, from the
barking of a dog, or from a certain fragrance I can
acknowledge the presence of a man, a dog, or a
certain flower. Virtually all circuit operations
which relate to concrete features are similar, and
therefore, as we have seen, are only isolated
examples of secondary identification.

The content of consciousness thus consists not
only of memory images, but also secondarily of
fully-defined complexes [Ed] of such images
firmly linked to one another through associa-
tion—concrete concepts. The number of concepts
depends on the number of solid objects. Perhaps
you are astonished that I have so far presented it
as though only a few (and always the same)
objects would enter our sensory world. You might
ask: Do not things in the outer world come into
the realm of our senses in almost infinite number
and indescribable multiplicity? Fortunately, a spe-
cific answer is possible. The number of words
gives us a clue to the number of concepts. The
number of concepts that a particular individual
possesses is shown by the number of words with
which he functions. One of the most comprehen-
sive spirits who ever lived, or will ever live, is,
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undoubtedly, Shakespeare; accordingly, his
vocabulary is also uncommonly comprehensive:
extending to 15,000 [2]. How much should we
subtract from this, if we want to restrict ourselves
to solid objects of the outside world! Not every-
one is a Shakespeare, but you will be surprised
when we soon pass to the other extreme (amongst
civilized nations!): The vocabulary of an English
seaman does not exceed a few hundred. The num-
ber of concrete items is, in fact, not so great, nor is
their diversity so significant, as we can easily
appreciate, especially when we realize that the
number of nerve cells in the cortex is about a
Milliarde [W] by Meynert’s count. We can now
grasp that indeed the same solid object must
impinge on our senses quite often, if such a firm
connection is to exist of particular remembered
images with what we call ‘concepts’ [W].

Perhaps by now it is obvious that conscious-
ness of the outside world has definite dependence
on the outside world, or, we might say, is ‘a func-
tion’ [Ed] of it. Even quantitatively, the above
examples show this beyond doubt. However, we
should keep in mind, as opposites, not only
extremes such as Shakespeare and the sailor, but
also the generalized consciousness of urbanites,
probably educated, living in complex civiliza-
tions, and the man-on-the-land, the fisherman,
and the hunter—growing up in secluded isolation
with little education. Yet the qualitative variation
in awareness of the outside world must also be
surprisingly great. Think of the contrast between
an inhabitant of the tropics, growing up amidst
lush flora and fauna, a world rich in colour, and
the polar inhabitant, who experiences only traces
of vegetation during a short summer.

It is worth dwelling for a moment on these
remarkable facts of association and their essen-
tial natures. Most associations that might interest
us so far are based on simultaneity of impres-
sions. Admittedly there is no explanation, yet it is
undeniable that memory images of simultane-
ously received sensory impressions remain asso-
ciated, whether the interaction was brought about
by a deeper connection or the loosest random
occurrence. However, random occurrences will
not be so easily repeated, so their association is
not as firm as that for clearly related events.
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The association of various remembered
images to one another is a second example of the
occurrence of the so-called preformed pathways
[Ed]; that is, the connection among them is so
firm because these pathways have been called
upon so often.

Apart from association through simultaneity,
we know of another type of association: that by
succession. I need only recall that for each
attempt to learn something useful, this plays the
main role. There is a whole series of associations
which, impressed upon us at early age, remain
with us for our entire life: I remember the alpha-
bet, multiplication tables, the Lord’s Prayer, etc.
Through succession alone, this association makes
us aware of the regularity of things. Always,
when a certain sequence of events recurs without
exception, we believe that a law is operating, and
are particularly encouraged in this belief when
we succeed in arbitrarily evoking the initial event,
and then observe the subsequent one. Such an
experiment has an irresistible persuasive power
over us. However, clearly, this reveals no deeper
connection between the two events—it proves
merely the presence of that pathway which was
claimed earlier in the same processes [3]. Our
need to infer causality, in short, is an inborn error
or a bias of our brain. Phenomena of the outside
world are too far apart to have any kind of con-
nection among themselves; the bond that links
them exists only in our brain, and is not used to
link the objects themselves, but only the tracks
they leave behind in our brain.

We shall see later that simultaneity of sensory
perception is not possible, on account of the
property designated as the ‘one-ness’ [W] or per-
haps as the ‘unity of consciousness’ [Ed]. In truth,
we always experience only one sensory percept at
once; any second, apparently-simultaneous per-
cept happens either earlier or later. Association
by simultaneity therefore appears to be but a spe-
cial case of generic association through succes-
sion [1].

Having spoken so much about association,
there is no wish to conceal the difficulties in
understanding the processes involved. On an ear-
lier occasion [3] I compared it with a wave
motion in an enclosed pipe system. Meynert and
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more recently Ziehen have made similar
comparisons. In any case the fact of association
can be explained by assuming the existence of
pathways connecting the anatomical locations at
which memory images for individual senses are
localized. Since myriad fibres are detectable as
much in the white matter under the cortical man-
tle as in the cortex itself, whose sole function is to
connect various cortical locations, then an ana-
tomical basis for this is also undoubtedly avail-
able. When two cortical sites in the same central
projection field contribute to the process of pri-
mary identification, or when different projection
fields contribute to secondary identification, and
are simultaneously excited by external stimuli
from afferent pathways, the connecting pathway
between them is likewise set into sympathetic
vibration. Resistance which stood in the way of
propagation of the excitation process along such
pathways becomes progressively eliminated the
more often the process is repeated, and the path-
way becomes ‘well trodden’ [Ed], or as I
described earlier, ‘well blazed’ [Ed]. This does
not mean that the pathway is continually needed,
but we can claim only its physiological continu-
ity, just as for pathways of the projection system.
On the contrary, the fact that it provides a unique
layer of nerve cells to the cortex, that of fusiform
cells, which by their form and location seem to
belong to the association system, indicates in a
specific way that such cells too are activated in
the association pathways. In general, it indeed
contradicts our intuition to accept nerve fibres
that cannot prove their origin from any nerve cell.
It is simplest therefore to assume that each cell,
or association cell, sends out two nerve fibres
projecting in opposite directions, which, with
their terminal dendrites, enter into association
with nerve cells of the projection fields. There is
no difficulty in imagining that nerve cells of a
central projection field which took part in pri-
mary identification are all linked to one another
by such association fibres, each in turn provided
with an association cell, even though in some
situations, depending on the number of percep-
tual elements involved, calculated according to
their combinations, an enormously large number
of such association pathways may be required.
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But as soon as you go beyond this initial physio-
logical unit, the memory image, and envisage just
the next higher level of visual images (see p. 19
above) or even association between visual images
and remembered images from another projection
field, the difficulty of conceiving the process
increases enormously. Recently Goldscheider [4]
quite rightly emphasized this fact. However, we
still should consider available options. It seems
impossible to apply the same scheme that is con-
ceivable in a projection field, namely for each
sensory element to be anatomically connected
with any other by preformed pathways, nor is it
possible for memory images to be connected one
with another. Great as the number of fibres at our
disposal may seem, it is quite inadequate com-
pared with the almost infinitely large numbers
resulting from calculation of combinations in this
case. There follows from this the absolute neces-
sity of making some other assumption that sim-
plifies the conditions for association. For reasons
already indicated, but above all the last men-
tioned, one can fairly view the psychological unit
of a memory image as corresponding to some
kind of anatomical unit. For example, it could be
that cells of a certain layer of the cortex receive
fibre processes from the association cells men-
tioned above while at the same time being con-
nected with the perception cells or projection
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cells. There is absolutely nothing improbable in
thinking that excitatory processes (made up of
multiple elements) in a particular cortical layer
are combined to some extent into a unit with the
nerve cells of an adjoining cortical layer. You
could also consider that, for our consciousness,
remembered images are not perceptions that
remain associated, even though acquisition of the
association is based on simultaneity of the per-
ceptions. You might consider also how slowly,
and with difficulty, firm associations between dif-
ferent sense modalities are acquired, but, once
acquired, with what security they are then uti-
lized. Initiation of these pathways may present
quite specific difficulties.
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e The body is a part of the outside world

e Awareness of physicality is a function of the
central projection fields

* Organ sensation and sensory content of
sensations

* ‘Feeling tone’ [Ed] of sensations

e The large intestine represented in bodily
awareness

Lecture

Gentlemen!

I can best show you how important to our
topic are the intuitions gained so far, by again
confronting you with a tangible example:
Suppose that someone awakens from deep sleep
or morbid unconsciousness. His organ of con-
sciousness is functioning again, enabling him to
recognize the outside world and note the normal
occurrence of a ‘behavioural loop’ [Ed].
Consciousness of the outside world had been lost
to the sleeper, or rather had not functioned during
the time when consciousness was lost. After it
returns, how does the person who has lost con-
sciousness behave? We observe that he corrects
the uncomfortable position that he had adopted,
and feels his body, in order to convince himself
of its integrity, and we note that his interest is
apparently directed towards his own body.
Consciousness of corporeality [W] has returned,;
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and we should now examine this process more
closely.

Given that sensory impressions and hence
information from the outside world reach our
brain only by means of the projection system,
then most basic considerations teach us that the
same is also true of our body parts. Only via
nerve pathways which link a particular body part,
such as the arm, with the brain, is the brain
brought into connection with it; if the pathway is
divided, as seen frequently after physical inju-
ries, something quite unrestrained may follow in
that body part—it can be pressed, punched,
rolled, crushed, or burnt, without the slightest
sensation being transmitted to the brain and
reaching our consciousness. Incidents of this
nature are most commonly observed in the arm,
because the brachial plexus lies relatively super-
ficially and therefore is most commonly exposed
to external forces.

Since this example applies to all other regions
of the body, it is a universal principle that integ-
rity of the nervous system is required to give us
perceptions of our own physicality. An uncon-
scious person in whom the brachial plexus is
destroyed, upon waking, can no longer identify
his arm as his ‘property’ [W]. Thus conscious-
ness of physicality appears to be a quite general
function of the entirety of our sensory nerves, in
other words, of the projection system. Meynert’s
statement, on the significance of a transverse sec-
tion through this projection system at the level of
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the cerebral peduncle, also applies to conscious-
ness of physicality: Were that procedure to be
carried out, sensation would then arise only from
the retina and the olfactory organ. Let us imagine
that, instead of such a transection, which cannot
actually be carried out, another procedure is car-
ried out which is even less feasible but just as
easy to envisage: The skull cap is exposed, and
the brain is gently lifted from the floor of the cra-
nium and, with no collateral injuries, raised high
above the cranial cavity: Blood vessels, nerves,
medulla oblongata, and spinal cord would not
have suffered any damage in this stretching pro-
cess. Then the brain appears to us for the first
time, in its true form, as a fully sentient and mov-
ing entity, one equipped with a mechanism for
registering sensory stimuli, and for executing
movements; yet, in relation to the brain it amounts
to a part of the outside world, even though it is
inseparably connected with the brain. Sensations
would, as before, reach consciousness, but with a
slight delay caused by the longer pathway; move-
ments would likewise be possible, as before,
except that here too delivery of a command
would take longer. The brain might then, as in an
example already given by Meynert, be compared
with a mollusc, bearing both ‘sensory tentacles’
[Ed]—the sensory nerves—and ‘capture tenta-
cles’ [Ed]—the motor nerves. The fact that the
former tentacles are armed with a complex sen-
sory apparatus, and the latter with a special
movement apparatus—the skeletal muscula-
ture—does not detract from the analogy.
Observations made earlier with regard to sensa-
tions will therefore also be useful with respect to
our physicality. Also, consciousness of our own
corporeality is initially acquired, just as is con-
sciousness of the outside world, by messages
from the most widely varied parts of the body
reaching their central projection fields in the
brain, and leaving there, as residues, memory
images.

Some of these projection fields are already
known to us in broad terms, localized to specific
sites in the cerebral cortex. There is no doubt that
cortical regions demonstrated by Munk—which
he called arm region, leg region, head region,
ear region, and trunk and neck regions—are
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important central projection fields of those body
parts. Human pathology provides irrefutable evi-
dence that such experimental results apply to the
human brain, even if we still await precise delin-
eation of corresponding regions in humans. Also,
in my view there can no longer be any doubt that
each region represents the total sensibility and
motility of the designated body part, the arm
region, which thus constitutes the central projec-
tion field for sensibility and motility or, in other
words, the entire nervous system of the arm. Here
we face a relationship calling for our full atten-
tion: All these body regions are covered by the
tactile organ—the skin—and corresponding cen-
tral projection fields also contain representations
of these sensory surfaces. On the other hand,
representation of the body will not give us com-
plete ‘awareness of corporeality’ [W] if central
projection fields of the special senses are ignored,
since the olfactory mucosa, the retina, the audi-
tory organ, and the lingual and pharyngeal mucosa
serving taste, although mediating specific sensory
functions, at the same time themselves constitute
most important parts of our body. We must there-
fore put to one side awareness of the physicality
of these [Ed] sense organs, even if a special pro-
jection is not detectable (as for example for the
olfactory and taste mucosa via certain trigeminal
branches) at their already familiar central projec-
tion fields. Therefore, in the cerebral cortex, we
are often made conscious of both the outside
world and of our own physicality. Here we meet
more complex relationships, forcing us again to
resort to basic operations of simple sensation.
What we have so far learned for familiar sen-
sation, and which provides material for us to con-
struct our awareness of the external world, can
also be described as the sensory content of stim-
uli. However, we know that any sensation has yet
another quality, which we have ignored so far,
generally identified as the ‘feeling tone’ [Ed] of
the sensation as opposed to its sensory content.
This ‘feeling tone’ [Ed] of sensation, as I hope to
show, is particularly closely related to conscious-
ness of corporeality in that it has a different col-
oration depending on the site of the applied
stimulus, and thus to some extent emits a ‘local
sign’ [Ed] for consciousness—a sign indicating
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which part of the body has been affected by the
sensory stimulus. Stimuli linked to strong feeling
tone are closely related to motor responses which
appear to serve protective functions for the body.
We usually pay no attention to these organ sensa-
tions [W], which pass us by, our attention being
directed to the sensory content of the stimuli.
However, slightly stronger stimuli reach our
awareness to such an extent that we ignore the
sensory content and focus instead on the organ
sensation of the affected body part. Already,
however, appropriate defensive movements have
taken place. A few examples illustrate this:
Imagine that your arm is unexpectedly touched in
a crush of people; depending on the type of touch,
you immediately consider whether the touch
came from a person or an object. But if you
receive a solid blow, such that the assault is pain-
ful, you immediately pull your arm back and try
to protect it from further injury. Your attention is
directed to the afflicted part of the body. The
same response applies to loud noises: Everyone
recoils when a shot is fired unexpectedly close to
their ear, and nobody remains in the immediate
vicinity as an express train rushes past, even
though they know that there is no real danger.
Here too the ‘racket’ [Ed] is the essential compo-
nent eliciting the powerful organ sensation and
involuntary rebound. A simpler protective reac-
tion, namely closing the eyes, is seen on exposure
to bright light, especially immediately following
complete darkness; and in those situations pain
can also be felt. When the eye initially focuses
on a point source of light, using mechanisms
of movement already discussed in the context of
visual processing, this also is an example of
organ stimulation. All such examples of move-
ment, some simple, some complex, must be con-
sidered under Meynert’s idea of defensive or
offensive movements, and we remember that
their origins are innate functional reflexes. I recall
Pfliiger’s famous experiment where a decapitated
frog could produce not only protective move-
ments, but even adaptive modification of them,
such that, in the attempt to wipe off an area of
skin dabbed with acid immediately after its leg
on the stimulated side had been amputated,
recruited the other leg to assist. Such modifica-
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tions may be acquired by each individual; they
involve at least those regions of grey matter to
which only reflex activity can be ascribed; they
are doubtless functional as innate reflexes; and
they serve protective functions even amongst
humans, as in lower animals with predominantly
spinal organization. Within this organization the
lowest vertebrate can show more than simple
reflex movements in that, like the decapitated
frog, it has a capacity to make appropriate adap-
tations. However, where a large cerebral hemi-
sphere is present, as in mammals, and more so in
humans, we see similar mechanisms of move-
ment transferred to central projection fields of the
cerebral cortex (as shown experimentally by
Munk for eye movements). In both cases appro-
priate modification of the movement is observed,
depending on the part of the body affected. This
demonstrates that organ stimuli have the immedi-
ate aim of protecting the body.

‘Local signs’ [Ed] in the retina, already dis-
cussed in relation to visual perception, now
appear in a new light. They originated apparently
from organ stimulation of the retina, since we
saw that receptive elements, depending on their
location in the retina, control movement mecha-
nisms in the cortex in such a manner that the
fovea centralis [W] always faces the stimulus.
They can therefore be considered in Meynert’s
terminology as defensive or offensive move-
ments. In fact, in the animal kingdom, they must
prove equally effective in defence and attack. We
have already anticipated when this can be used to
explain formation of visual images. However, for
this action to proceed, a spatial image of the ret-
ina has to be acquired in our own consciousness
of corporeality. Thus if receptor cells of the visual
projection field assigned to retinal points are to
be matched with various points of the oculomotor
projection field along the retinal meridian (with
the level of oculomotor activity depending on the
distance from the centre of the retina), there is an
immediate need for a fixed orientation of the
location of retinal points, thus achieving a solid
image of the retina itself. This arrangement
would be achieved through association. The pro-
cess would be the same as that for acquisition of
visual memory images: Through simultaneity or
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succession of excitation of adjacent retinal points
a fixed association arises between corresponding
sensory cells on the one hand, and accommodat-
ing movements of the eye (between the latter and
the points of the motor projection field) on the
other. By constant recurrence of the same behav-
iour under the same conditions, the associations
achieve the necessary stability and attain a degree
of ‘solidity’ [Ed]. Evidently consciousness must
be initially focused on the retina before the
images derived from it can be used spatially.

This spatial sense of the retina—that the retina
comes to be viewed as forming part of the body
surface—is derived by reasoning similar to that
which applies to the tactile organ of the skin, with
the associated optical apparatus of the eye merely
providing support. Likewise in the skin, a spatial
sense can only develop from the fact that con-
sciousness is already informed about the sequence
and location of the sensory skin points. Moreover,
this information can only be obtained by rehearsal
of the associations between sensory elements or
perception cells that correspond with points on
the skin and mechanisms of movement in the
motor projection fields of the thorax, the eyes,
and the limbs. However, we must regard the latter
as being much more complex than the combina-
tions of movement produced by eye muscles. Just
think how relatively easy the movements of the
eyeball seem, freely moveable around a centre of
rotation within a defined space, compared with
the multi-branched tactile organ of the hand. If
we focus solely on the simplest tactile move-
ments, such as flexion and extension of the finger,
we have known since the time of Duchenne that
these cannot take place without reciprocally
directed movements of the wrist, which clearly
provide fixation for the forearm. The forearm
must in turn be fixated in relation to the upper
arm, and the latter to the shoulder; however, the
latter fixation in turn involves corresponding acti-
vation of the thoracic musculature, without which
the torso might lose its balance during hand use.
Thus, before the hand can be used as a sense
organ, it must acquire certain regular relation-
ships between many separate motor mechanisms.
This task seems so difficult that we might doubt
the possibility of solving it, were it not for the
evidence before our eyes.
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Gentlemen, I cannot avoid the concerns you
might have about my view —it could be a more or
less arbitrary construct, and might not stand up to
rigorous scrutiny and evidence; but allow me to
mention briefly those facts, which I am forced to
accept, as essential to the view I have just pre-
sented to you so vigorously. One fact is that in
cortical diseases, whether in the occipital, or
parietal lobe, persisting deficits have been
observed: in the former case in the visual fields,
in the latter in sensation of skin over the limbs. In
my opinion, occurrence of such deficits provides
irrefutable proof that adjoining retinal points
must project to adjoining cortical elements in the
occipital lobe; and adjoining cutaneous areas of
the limbs must have similar projections to adjoin-
ing cortical elements of the parietal lobe.
Occurrence of localized and thus continuous def-
icits of this type would otherwise be quite inex-
plicable. The most direct and therefore the most
likely assumption is that this projection relates to
the most immediate endings of projection
fibres—those on the ‘perception cells’ [Ed] serv-
ing perception.

The second fact consists of the secure orienta-
tion, which we maintain in relation to the retina
and the entire skin surface. I need not present this
for the retina. Yet we know this also for the skin
of the body: We know it for certain for any cho-
sen part of the body capable of fine spatial dis-
crimination. Any person with closed eyes can
immediately indicate a skin area that has been
touched. Not only can he describe it, or point it
out with his finger, but he can also correctly and
without hesitation fix his eyes on the point that
has been touched. At locations with a very fine
spatial sense, such as the palm of the hand, he
can, from the sequence of touching the skin,
reconstruct a letter, a number, and even a pattern
drawn there. Similar experiments are successful
in most people, even for a number of other areas
of skin.

Gentlemen, if you have followed me so far,
you have gained only the most essential building
blocks for building up an awareness of our own
physicality, but you will still find it incomplete,
in need of some increment to make good the defi-
cit. It still lacks representation from three most
important sensory areas, for hearing, taste, and
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smell. There is no difficulty transferring the point
of view that we have acquired to these senses as
well. At least this may be clear for the sense of
hearing, because there the sensory content of the
sensation—think of speech sounds—achieves an
importance dominating one’s entire mental life.
Nevertheless we have already seen an example of
circumstances where organ stimulation of this
sense is so powerful that it induces a defensive
withdrawal response; and not only the intensity,
but also the quality of auditory sensations can
bring about similar effects. For example, it is
common experience that some noises create feel-
ings and movement of shuddering, or are regarded
as a pleasant or unpleasant tone. We know that
apart from specific spatial sensibility, the organ
of hearing is unique, in that the source of an audi-
tory sensation can be specified. However its fine
development appears only in abnormal cases,
although it does demonstrate that certain local
signs indicating the location of an applied stimu-
lus are also present within the auditory sensory
surface, quite apart from the organ of Corti,
which conveys to us the pitch of a tone.

In taste and smell, organ sensations and sen-
sory content are so closely connected that any
separation of the two is quite artificial. As you
know, these two exquisite senses for chemical
analysis, important for both nourishment and
protection of the organism, lie openly exposed.

Also included among organ sensations are
sensations emanating from the muscles, joints,
and large intestines. The last named show best
that organ sensations can have an independent
role, and can occur with no sensory experience.
Such organ sensations have little impact on our
consciousness when we are in a good state of
health, although hunger and sense of repletion,
the urge to urinate or defaecate, sexual sensa-
tions, etc. are familiar to us all. Nevertheless,
intestinal illness demonstrates that these senses
possess a highly labile sensitivity, and contribute
most to our feelings of well-being or malaise. In
fact this is the element that you can always iden-
tify as the ‘feeling tone’ [W] of any sensation, i.e.
its accompanying feelings of pleasure or pain,
with organ sensations from the digestive tract
dominating all the others—even those relating to
location of sensations.
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Localization of these intestinal sensations is
always quite vague, even though the sensation is
distinct: Think of stomach pains, gallstones, renal
colic, discomfiture from an overfull bladder, etc.
Thus normal and impaired function of these
organs contributes most to our general state; in
other words, consciousness of our own physical-
ity clearly depends on the state of our large intes-
tine. We should actually define the aforementioned
‘feeling tone’ [W] of sensations generally, as
afflictions of our consciousness of physicality.
We should then assume that consciousness of
corporeality also contains special projection
fibres from the large intestines, an assumption
that gains strong support from some hypochon-
driacal symptoms in people with mental illnesses.
With regard to the location of these projection
fields, admittedly, we are at present in ignorance,
apart from Meynert’s hypothesis that the ganglia
of the striatum would participate in this. Seductive
as this might seem, obvious considerations, both
anatomical and morphological, leave the idea
still floating in mid-air, and allow no practical
applications.

The entirety of memory images of all organ
sensations forms the content of our consciousness
of corporeality, just as memory images of sensa-
tions constitute consciousness of the outside
world. We can now attempt to define psychologi-
cally the viewpoint we have acquired, realizing
that the former refers to location [Ed] of stimuli,
and the latter to the their form [Ed] or the mutual
organization of their stimulated elements.

We can also now define, in a few words, the
essential difference between a sensory percept
itself and its memory image: Sensory percepts
are always accompanied by organ sensations and
are therefore projected to certain spatial loca-
tions; memory images, on the other hand, are not.
Apparently it is the ‘perception cells’ [W] imme-
diately connected to retinal and to cutaneous
points, which convey organ sensations.

I have already indicated that all projection
fields, which encompass consciousness of bodily
sensitivity, must be considered as intimately con-
nected with each other by association pathways.
Since the messages that the body itself transmits
to consciousness are always the same, under the
same conditions, this results in a permanent link
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from bodily sensations to memory images,
because the former can never be thought of as
memory images of the outside world. Various
parts of bodily physicality are quite immutable in
their relationship with one another; in contrast,
external entities are more variable. We can more
or less cut ourselves off from the external world;
by contrast, sensations provided by our body are
always with us. During sleep, the effects of the
outside world seem to pass us by, virtually with-
out trace; however the body surfaces, on which
we lie, continue to send their signals to our con-
sciousness. Whatever posture we adopt when
awake, we cannot escape the continual pressure
and our perception of it on some part of our skin.

Such awareness of bodily physicality accom-
panies a person throughout their waking state,
and is seen unmistakably in their behaviour. If a
person’s attention is attracted to an object in the
outside world so strongly that, at times, he is
deeply entranced on hearing a melody, the body
still maintains its upright position, continues to
walk, avoids obstacles, adapts unevenness in the
terrain, makes widely varied defensive move-
ments, etc.

It is now clear that, from any organ sensation,
the entire complex of memory images of the
body’s organs is brought to consciousness. Thus,
if we adhere to the analogy based on ‘conscious-
ness of the outside world’ [W], then what is built
up here is, so to speak, simply one large concept,
that of corporeality. This refers at least to those
defensive movements with which we are familiar
through powerful organ sensations, since virtu-
ally the entire body musculature can take part. In
the formation of concepts of specific body
regions, defined as firmly as befits concepts of the
outside world, these seem not to encroach on
consciousness of corporeality, or only incom-
pletely so. Since sensory perception is not possi-
ble without evoking relevant organ sensations,
consciousness of corporeality in toto [W] is also
evoked by any sensory perception. Consciousness
of corporeality therefore also arises from every
act of sensory perception.

Organ sensations certainly then have two
sources: In addition to stimuli from the outside
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world, they are also evoked by internal stimuli.
Think of warmth or coldness of the skin due to
vasomotor processes; perverse taste sensations
during catarrh of the oral mucous membrane;
subjective tinnitus—so-called noises in the ear;
light flashes that are unrelated to the retina during
total darkness, etc. None of these organ sensa-
tions relate to the outside world. The reciprocal
relationship that exists here is that although sen-
sory perception is inconceivable without corre-
sponding organ sensations, the latter occur only
when stimuli lack connection to the outside
world. Perception has organ sensation as a pre-
cursor [W]; but, decisively, organ sensation has
no corresponding links to perception. This also
suggests that the idea of central projection fields
that I already developed—namely, that con-
sciousness of corporeality is represented by per-
ception cells—implies also that the first station in
the cortex must be no more than an intermediate
port of call, to be passed before a sensory stimu-
lus conveys consciousness of the outside world.
The laminar layout of nerve cells of the cerebral
cortex favours this assumption, according to
which the cortical layer (or layers) immediately
adjacent to white matter would represent con-
sciousness of corporeality.

At certain times a person’s body—already
well developed—can still undergo noticeable
change—the time of entering sexual maturity, or
puberty; the climacteric; pregnancy; puerperium;
and senile involution. In our opinion it is no lon-
ger strange that these are times of special vulner-
ability for development of various diseases of
consciousness.

The relative immutability of our conscious-
ness of corporeality explains why our body
appears as constant in size, compared with other
contents of consciousness—as one unit, as
opposed to the impressions of the outside world,
which are subject to changes. Through experi-
ence, our consciousness learns that corporeality
is indivisible; the outside world however can be
more or less broken into its component parts.
Thus our body comes to form a ‘primary ego’
[W] (Meynert), under which we comprehended
our consciousness of corporeality.



* Concept of spontaneous movement

* Distinction from reflex movement

* Position sense and position representation

¢ Sensations of nervous activation of muscle,
and their memory images

* Sense of motion and movement imagery both
derive from organ sensations

* Also, tactile sensations and touch representa-
tions from the hand’s tactile organ are derived
from organ sensations

Lecture

Gentlemen!

You may already have noticed that so far I
have completely ignored a group of phenomena
that have close connection with our awareness of
physicality, namely our entire apparatus for
movement. I have avoided this until now, because
it is quite complicated. How can we understand
that any comparative mollusc learns to master its
muscular system so completely—as is indeed the
case—if we avoid consideration of its innate abil-
ities? We now examine this point more closely.

It is known that humans like all vertebrates
still bear the clearest traces of their lineage from
the invertebrates, in that the spinal cord preserves
a segmentation, designated by the numbered ver-
tebrae. We must also remember to take this meta-
meric structure into account along with that
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‘motion machine’ [Ed] which supports the brain.
This operates by reflex mechanisms of the spinal
cord, which, right from the start, bring sensory
and motor apparatus of the same transverse level
into mutual relationship. This is probably why a
gentle prick applied to the plantar surface of the
toes immediately elicits a plantar flexion reflex.
This metamerism not only determines the struc-
ture of the spinal cord, but also, as shown in
Pfliiger’s ‘irradiation of reflexes’ [Ed], recruits
larger muscle areas, according to the stimulus
strength, even almost all muscle groups, involv-
ing connections which are presumably built into
the grey matter of the spinal cord. These reflexes
have no immediate link to awareness; they are
innate, taking place even in the absence of con-
sciousness, as in deep sleep or coma. However,
later, when awake, we become aware of them.
That mollusc, by comparison, receives informa-
tion from reflex movements based on innate char-
acteristics of its body. Without immediately
prejudging more detailed statements, we can call
these messages ‘sensations of movement’ [W],
and their residual memory images ‘representa-
tions of movement’ [W] or motor memory
images. Now, let us try to understand those ‘sen-
sations of movement’ [W] in greater detail.

In reflex movement, a whole series of different
sensations arise. First, let us denote the joint
which is moved, by g. Joint sensation depends on
the excursion of a given joint movement, and is
associated with a certain skin sensation #h,
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because, on the flexor side of the joint, skin sur-
faces are shortened to a specific extent, and
approach one another; on the extensor side, on
the other hand, surfaces are stretched and move
apart. Thus there is a constant relationship
between g and h, which applies if the joint
reaches the same position passively. However,
muscles are also demonstrably involved, since
during flexion they are relaxed on the flexor side,
and elongated and stretched on the extensor side,
the opposite occurring during extension.
Observations from pathology demonstrate that
these muscle sensations m are independent of—
and can sometimes occur in the absence of—skin
and joint sensations. The highly specific ratio of
these three sensations to one another, that is,
g:h:m, we call ‘position sense’ [W], I, so that
l=g:h:m.

We can call memory images formed from this
‘position representations’ [W] L. The same posi-
tion sense must arise when the joint is moved
passively, and is in no way linked exclusively to
reflex action.

A subject’s position representations can be
examined clinically, because a person passively
adopts some arbitrary position for his joints. A
healthy person is then in a position to either imi-
tate these positions, or to make some alteration;
at least we recognize that he has full control over
the position of his limbs. This investigation is
particularly relevant for easily moveable joints of
fingers and toes. Successful testing of position
sense depends on total exclusion of the subject’s
own activity, that is, elimination of his own motor
impulses. This, of course, is not equally possible
for all individuals, because it presupposes the
person to have a degree of control over his
movements.

Muscle sensation has previously, and incor-
rectly, been given a dominant role in position
sense, and therefore presence of position represen-
tations as a unique sense has been called the ‘mus-
cle sense’ [W]. We prefer not to use this word,
since it can lead to further misunderstanding.

Suppose now that position sense / is generated
by reflex action; this creates the sensation of
movement b; but another feature must be added
to what has gone before: It may be nothing more
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than sensation linked with nerve cell activity z,
which can be taken as the origin of nervous acti-
vation of muscle at the moment of the reflex.
Muscle contractions which occur at this moment
trigger certain muscular sensations m;; and these
stand in constant relationship with activity in
nerve cells z, thus m;:z. We can then designate the
message which reaches consciousness, as the
sense of nervous activation i, and then i=z:m,.
The movement sensation b, taken as a whole,
then contains both components of the reflex
movement—the sense of nervous activation—
and the position sense—and these, as is readily
apparent, stand in constant relation to each other:
b=i:l.

Muscle sensation m; can also be tested
directly, by electrical stimulation of the muscle.
In this case, the most that can be determined is
the current strength that can be perceived, and
whether changes in this measure are perceptible.
The resulting joint movement requires a separate
position sense, perceived like any other in normal
However, a regular connection
between muscle sensation and position sense
does not exist in this experiment, because iso-
lated contraction of one muscle never occurs nor-
mally, the experimental conditions thus being a
novelty for conscious awareness.

Sensations of movement which reach con-
sciousness in this way, and which, through their
content, always recur in like manner, develop
into movement representations, as robust fea-
tures of consciousness, which we can denote as
B. Although they give rise to memory images
limited to reflex movements, definite patterns of
muscle activation are nonetheless represented,
since reflex movements are undoubtedly coordi-
nated, in the sense described by Duchenne.
According to Duchenne’s classification of mus-
cle coordination, as impulsive, collateral, or
antagonistic, reflex movements are impulsive and
collateral. Reflex movements are not lacking in
usefulness, and can be considered more clearly as
protective reactions, which defend against a stim-
ulus, or remove part of the body from the vicinity
of a stimulus. These two occasions can be
regarded as the most important preconditions
leading to spontaneous movements. A person

awareness.
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recalls that during reflex movement a message
reaches consciousness not only from the move-
ment itself, but also from the sensation e, which
elicited the reflex. The memory image E of this
stimulus, whether it be tactile or directly painful,
will consequently remain associated with the
movement representation B. We will then only
speak of spontaneous movement, when the mem-
ory image E evokes the movement representation
B through the association pathway EB in such a
manner that the movement actually takes place.
A necessary assumption is that a centrifugal path-
way p stretches from B to the nerve cells which
went into action previously during the reflex
response. This pathway has, in fact, been demon-
strated: It is the pyramidal tract.

Two examples will illustrate in more detail the
essential difference between reflex and spontane-
ous movement. A needle applied to the sole of
the foot is followed by reflex flexion of the lower
limb at all three joints, thereby removing the foot
from the sharp point. In spontaneous movement
we only see [Ed] the needle; the memory image E
of the tactile sensation e thereby is brought into
consciousness and, via the association pathway
EB, elicits the movement that had previously
taken place by reflex. The pathway Bz, which is
still required, is the pyramidal tract. It behaves in
the same way if the eyes were to be closed as the
needle approaches: Initially visual perception
occurs; this is associated with the memory image
E, as is the latter with movement representation
B. We can now define spontaneous movements in
general as responses to external stimuli mediated
by memory images. In reality most spontaneous
movements throughout life are constructed from
all kinds of external stimuli, although we cannot
exclude the possibility that external stimuli are
totally absent; thus spontaneously emerging
memory images are the start for association pro-
cesses which end ultimately in movement.

The first spontaneous movements a child
makes are apparently under control of organ sen-
sations. Suckling movements, which are reflexes
in the newborn, later become spontaneous move-
ments brought about by bodily feelings of hun-
ger. Later still, the sight of the nipple is sufficient
to elicit suckling movements. A child’s sensitiv-
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ity to bright light, in eliciting eyelid closure, is
another indication of dominance of bodily sensa-
tion. Amongst spontaneous movements, those
which are overwhelmingly dominant in the first
years of life are defensive movements [W], as
more or less faithful imitations of reflex move-
ments, again based on bodily sensations. There
are also very complex combinations of move-
ment persisting throughout adult life, such as the
combined response to a shock, including jump-
ing backwards and leaping sideways, controlled
mainly by bodily sensations, as we already know
from earlier examples; and if you accept a heredi-
tary influence on development of language—
which is hard to deny—you should trace the drive
to imitate audible sounds back to bodily sensa-
tions from the auditory nerve. In other words,
you must assume that excitation of the auditory
nerve at a given moment is connected with a
pleasant feeling, and that a child’s discovery that
they themselves can produce sounds can be used
to create such pleasant sensations by its own
vocal gestures. Bodily feelings in the visual sense
are still detectable in adults when they acknowl-
edge pleasurable sensations hinting at titillation
in the play of colours, where various saturated
colours follow one another in rapid succession.
We can hardly doubt that, in the auditory sense,
pleasure provided by producing a particular tone
has a similar basis.

This simplest scheme for spontaneous move-
ment, as just described, can soon be applied to
the active acquisition of tactile representations.
As in reflex action, a movement follows a stimu-
lus, for instance when visual perception of a nee-
dle leads to eye closure mediated via association
pathways; so, undoubtedly, visual perception of
an object may trigger tactile movements— ‘attack
movements’ [W] in Meynert’s sense. Given that
our entire skin surface functions as a passive tac-
tile organ conveying obscure tactile perceptions
in the absence of any bodily movement, we still
possess specific moveable tactile organs, actual
feelers [Ed] for discriminative sensation in the
limbs, and also, in the first stages of life, the
mouth. A child examines by touch every object
that he sees, with hand or mouth. For the retina,
as described above, each memory image was the
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residue of a particular spatial arrangement of
excited retinal elements, and this principle must
also apply to memory images from the passive
tactile organ. For the retina, there was a definite
point of clearest vision which we can then use as
the site for acquiring memory images. For the
skin, there are also places of greatest sensitivity,
such as an infant’s mouth and the skin of hands
and fingers. We may still suppose that such a lim-
ited skin area by itself can give rise to memory
images; but they can also be acquired from any
skin surface. With certain limitations this is of
course also true of the retina, since objects per-
ceived outside the fovea can be recognized accu-
rately, and one can postulate that, for the retina,
memory images acquired in this manner will
gradually become associated with images
obtained in central vision. A similar association
between memory images applies to the various
skin surfaces, once it is grasped that they origi-
nate from the same objects; and one can consider
them to arise in central projection surfaces of a
passive tactile organ. Nevertheless one cannot
deny that finer representations of touch are
acquired through the movable [Ed] tactile
organs—the hands and fingers. Let us take a
closer look at how this happens.

If a solid item such as a penknife is touched,
assuming this to be done with only one hand, and
we let palmar surfaces of the fingers, with many
changes of position, play over it to convince us of
the consistency, smoothness or roughness, sur-
face temperature, and overall form and dimen-
sions of the object. We then consider all these
sensations together, as a single unit, which recurs
only on subsequent occasions when a penknife is
felt—but for no other solid object. If we call this
unit the ‘tactile sensation’ [Ed] of an object f,
then it is made up of a series of skin sensations
e +ey+es ..., and a series of motor sensations
by +b,+bs ... standing in simple—yet also com-
plex—relationship with the former. Simple, in
the sense that any major muscle contraction rein-
forces the pressure sensation from the object;
complex in so far as a series of successive move-
ments is required, under conditions of constant
pressure, to sense the object’s shape. Just how
complex the integral t=e+ b must be comes from
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the fact that each component of the series b, +e,
is itself already a composite integral, as I just dis-
cussed: Remember that b=i:/, implying a partic-
ular relationship between position sense and
feelings of nervous activation; and now comes an
added association with passive tactile sensations
of the series e;+e, .... We can call this complex
integral ¢, the tactile sensation of an object. We
then denote as 7, a memory image, tactile repre-
sentation, or probably a tactile image. In practice,
we test for tactile representation by requiring a
person to recognize specific objects merely by
touch, using their hands, with eyes closed. A nor-
mal person solves this problem with ease, for
every object he knows.

Gentlemen, by more detailed examination of
this topic it should have become clear to you how
important are the unique body movements in our
sensory perceptions. Memory images from the
sense of touch which, when we started our
enquiry, could be traced back to a type of passive
projection process (like other sensory percep-
tions) now appear to be assembled simultane-
ously from memory images of spontaneous
movements. However, these motor memory
images must correspond to consciousness of our
own corporeality—our body form—so here we
enter an area where awareness of the outside
world and that of our own physicality lose their
fundamental separation, refuting the proposition
that only changes in our own physicality give us
knowledge of objects in the outer world, and
reverting to the most obvious: The similarity
between the outside world and our own physical-
ity, in their sensory connections, shows that all
spontaneous movements give us mastery over the
outside world (‘attacking movements’ [W],
according to Meynert). Each skill or adroitness
amongst our known movements, from walking
and speech movements to the most complex
movement sequences of a creative artist, must be
learned laboriously. All these occur only under
continual guidance from the sense of touch: They
are made possible only by our possessing a large
repertoire of most complex tactile representa-
tions. If we undertake to test such varieties of
movement representation, we tend to concentrate
on the simplest evidence of manual dexterity.
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For example, a patient is given the task of unbut-
toning his clothes and then buttoning them up
again with eyes closed, or sharpening a pencil,
winding a clock, writing numbers or letters in the
air, or writing in the normal way. With few excep-
tions, handling one or more objects is always
required, and, in order to carry out the required
movements, tactile representations must be
available.

Since in the tactile representations just dis-
cussed movements are linked to skin sensations,
there is a quite complex muscular apparatus,
whose movements are under control of impres-
sions from the retina. If the form of an object is to
be perceived precisely, then, with familiarity and
by appropriate eye movements, the point of clear-
est vision is scanned across the contours of the
object, a process entirely analogous to scanning
by that tactile organ, the finger, and to be
described just as for scanning by the macula
lutea [W]. The intricate eye movements required
to leave behind motor memory images form a
series of associations, very similar to those dis-
cussed above, obtained by scanning with the
hand. When these are merged with passively
acquired memory images of principal sensations
E, then together they represent the complete tac-
tile concept of an object. The motor memory
images—so to speak—of scanning eye move-
ments, are a new component which, when associ-
ated with those with which we are already
familiar, constitute a single unit which we may
justifiably call a ‘visual representation’ [W]. For
eye movements it is unfortunately not possible to
analyze position sense and position representa-
tions separately. Nevertheless their importance in
spatial orientation can hardly be overestimated—
they are a further striking example of how organ
sensations can be surveyed to build a coherent
picture of the outer world in our consciousness.
In conclusion I draw to your attention a similar
relationship between tactile exploration and audi-
tory perceptions: A child’s vocal gestures are ten-
tative movements unrelated to skin or retinal
sensations, but which are related to and guided by
auditory sensations.

In so far as we have been able to survey the
contents of consciousness, up to now we have
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seen definite localization of function made possi-
ble through the fact of projection. As visual mem-
ory images are explicitly localized in the central
projection field of the optic nerve, and acoustic
ones in the central projection field of the acoustic
nerve, we cannot doubt that the tactile representa-
tions of solid objects are localized in like manner.
Simple figures, such as numbers, a cross, a circle,
and a triangle, can be recognized by touch, when
drawn on the skin surface with the subject’s eyes
closed. Therefore central projections of the pas-
sive tactile organ—the skin—develop a space
[Ed], like the retina, wherein reciprocal arrange-
ment of skin points aroused by a stimulus influ-
ences the resulting memory images.

As stated above, these cutaneous memory
images become tactile representations through
their association with movement representations
of the tactile elements.

The same tactile images thus reach various
projection fields, but are connected with one
another not only by secure associations, but also,
above all, by visual representations held in com-
mon. Tactile representations of solid objects
should be localized exclusively to the arm region,
although, of course, in different hemispheres for
right and left arm because such tactile representa-
tions are acquired, in adults at least, exclusively
through hand movements.

It is also to be understood that we have no
innate orientation of the position of retinal
points, these needing to be acquired. Orientation
‘above’ [Ed] and ‘below’ [Ed] or ‘left’ [Ed] and
‘right’ [Ed] refers exclusively to one unique
body, meaning no more than the acquisition of
strong associations between perception cells,
associated with points on the retina, and the
‘concept’ [W] (see above) of our own corporeal-
ity. This brings two kinds of movement sensa-
tion into consideration: firstly those originating
as deliberate gaze movements upwards, down-
wards, and to right and left. These could be
called mass eye movements. Second are those
serving to adjust the eyeball to the light stimulus
or rotating it—to be distinguished as adjustment
movements. The fact that such eye movements
can occur reflexly at any time during life is a
necessary physiological postulate. The most
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likely movements are adjustments that, using
appropriate preformed connections of primary
visual centres with eye muscle nuclei, are trig-
gered by a light stimulus. Sensations of nervous
activation (i=z:m,, see above) arising in this
way have particularly fine sensitivity for eye
muscles in this situation, given that you might
not want to assume a special position sense in
the eyeball (via the ciliary nerves?). Their mem-
ory images are movement representations for
eye musculature. According to the manner of
their acquisition, they become associated with
perceptual elements in the projection field of
the retina in such a way that, from each such
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element a particular form and particular degree
(extent of excursion) of associated muscle com-
binations can be evoked.

Trigger points found by Munk in the canine
occipital lobe, from which adjustment move-
ments can be elicited, evidently correspond to
such muscle combinations. In the dog they cor-
respond in location with cortical projections of
the retina and its centrifugal fibres, Bz (see
above), and run conjointly with projection fibres
of the retina in the sagittal cortical bundle of the
occipital lobe. Thus far, they adopt a special
position, and differ from fibres of the pyramidal
tract.



* Consciousness of personhood, or individuality
* Isits localization accessible?
* The mystery of self-awareness

Lecture

Gentlemen!

With the overview that I have given you of
two great areas of awareness—of the environ-
ment and of our own corporeality, we have by no
means exhausted the content of consciousness;
those areas are just the first foundations of aware-
ness we share with animals, albeit with quantita-
tive differences. Higher mental development of
humans must start from these fundamentals, but
extends far beyond them: It sets sail—so to
speak—from the point where these basics have
already been acquired. The normal unfolding of
mental development results in the formation of a
‘personality’ [Ed], or an individuality. An uncon-
scious individual, who we choose as a subject for
our study, must regain consciousness of his own
personhood before we can consider him to be
fully reconstituted: That is, he must remember
not only that he has the same body as before his
accident, but has remained the same in terms of
his whole mental status. A prerequisite for ‘con-
sciousness of personhood’ [W], which we should
now consider in detail, is the possibility of devel-
opment of an ‘ego’ [Ed]. The main condition for
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this is the possible existence of an unchanging
sense of corporeality, in contrast to the ever-
changing environment, as we have already seen.
As soon as a child begins to operate with the
word ‘I" [W], constraints are felt from these facts.
If mental development were cut short before this
time, the outcome would be an imbecile who
would speak of his body in the third person.
Awareness of personhood therefore includes
everything that you tend to understand linguisti-
cally as intellectual ‘property’ [Ed] and intellec-
tual acquis [Ed]—everything introduced to the
child through teaching, education, and child-
rearing, so that the individual infant can be trans-
formed into a person.

The first distinguishing hallmark of each
human is undoubtedly the social environment in
which he grows up. Living examples have always
been the most effective means of education, the
more so when they combine with the obvious
implicit authority of parents towards their child.
Family life of parents is indubitably imprinted as
the ultimate stamp on the child, his intellectual
personality, and his future character.
Consciousness of personhood thus includes all
those properties arising as instinctive regularities
in the social environment in which each individ-
ual grew up and lived. These properties include
notably all those so-called character traits, which
develop in specific ways in each family environ-
ment, according to whether it was a more brutal
or a more refined ‘temper of life’ [Ed], and on
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which depend the predominance of more egotis-
tical or more altruistic objectives of a person’s
future actions. Such characteristics can also
develop quite strongly, even where the most
powerful, even half-instinctive method of child-
raising, the spoken word, cannot be used, as wit-
nessed for example in deaf mutes.

Possession of language itself must in some
sense be associated with awareness of personal
identity, insofar as it reflects the style of the
environment in which each individual has lived.
The variety of language used by different nations
has a special place within ‘intellectual property’
[Ed] differing from that used almost everywhere
else, despite similar consciousness of the outside
world and of the body’s physicality. Within one
and the same population there may be differ-
ences in dialect, which remain with an individual
throughout his life and betray where he has
lived. An individual’s entire style of speech,
which differs quite markedly according to the
manner of his upbringing, and his level of intel-
lectual development, adds to the evidence of per-
sonalized consciousness. Through language, the
entire mental acquisition of an adult, and not
only of each individual but of countless genera-
tions whose intellectual heritage he has encoun-
tered through language, is transferred to the
child’s brain. This is done with a certain logical
order and structure, somewhat comparable to
skill on a musical instrument, yet not complex
enough to be considered as virtuoso perfor-
mance. Orderly, logical thought and all finer
intellectual operations undoubtedly have their
main roots in the comprehensive yet traditional
art of language. It is therefore also distinctive of
the complete mindset of each individual—the
language handed down from parents, whether
poor and rough for a person of lowly status, or
rich and more refined from highly educated par-
ents. The altered manner of speech found in
those with mental illnesses indicates a change in
their intellectual personality.

If we disregard the child-rearing medium of
speech, then everything that an individual other-
wise learns is from instruction and what is handed
down—the sum of all knowledge—which he
adsorbs as part of his personality. When we speak
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of a person’s memory we understand mainly the
sum of his acquired knowledge; at least we usu-
ally examine memory by inquiring about such
acquired knowledge, and a person’s ability to
recall it, compared to what is accessible for most
normal people. The sum of such skills or knowl-
edge varies widely, not only quantitatively but
also qualitatively, depending on each individual’s
developmental processes. I need not explain the
quantitative  differences in more detail.
Qualitatively it is so great because knowledge
gained in early stages of education consists
mainly of a series of associations devoid of any
deeper connections—historical facts, memorized
sayings and songs, the Ten Commandments, and
even multiplication tables. As long as more new
knowledge is acquired, it is assimilated into the
existing repository of information, and is further
refreshed and reinforced in memory. However
this is not all of equivalent value since a child’s
brain is distinguished by its ability to retain what
has been learned, and the knowledge needed and
most commonly made use of early in life.
Reading and writing usually belong to temporary
acquisition of knowledge, although the acquired
associations of letters with speech—associations
that are often interrupted remarkably by focal
lesions of the brain—are laid down very firmly.

To personalized consciousness belongs the
sum of experiences peculiar to each individual.
The individual we see before us always repre-
sents this sum total—be it knowledge, or experi-
ences—a sum having a definite value only at a
specific point in time, but which undergoes new
growth every hour and every day. The current
state of the brain is always this final summation
of all previous states. Hence, after a person has
recovered from a mental illness, it is required that
we ensure that he has achieved insight into the
abnormality of the state he has experienced, for
the sum must necessarily be inaccurate if it con-
tains false elements.

In like manner, personalized consciousness
encompasses the range of each person’s interests,
be they self-centred, showing interest in other
people, family, etc., his occupation, or clinging to
daily work routines. In particular, interest in
family, friends, and other people while laying
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aside personal concerns often occupy centre
stage in the contents of an individual’s conscious-
ness—think of the intimate relationships between
mother and child, between husband and wife in
sexual love, etc. Willingness to go to one’s death
for others, or for an idea, a principle, or a prede-
termined ambition to die on the one hand, and the
over-weaning, selfish world of interests of most
people on the other demonstrate extreme oppo-
sites and infinite variety of intellectual personal-
ity types, all still falling within the normal range.
Further varieties are added by illnesses. All this
explains how difficult it is to describe mental sta-
tus—be it that of a normal person, or of a men-
tally ill person; it also explains the slow progress
of clinical psychiatry.

Personalized consciousness obviously
depends on awareness of corporeality and of the
environment. A man with keen senses and a
healthy body must also develop differently in his
intellectual personality, compared with one
endowed with dulled senses and a feeble body.
Character traits such as courage or cowardice,
openness or concealment, vigorous action or
doleful shyness—these can often be traced back
to those same fundamentals in consciousness of
corporeality and of the environment. Adaptability
to the outside world, which Herbert Spencer
identifies as a normal mental condition, itself var-
ies according to such preconditions. One can
express such a mutual relationship in this sen-
tence: Personalized consciousness is a function
of awareness of the environment and of corpore-
ality. However, if you include impressions that
come from the social milieu [W] within a per-
son’s awareness of the environment—which is
justifiable—this sentence is still quite illuminat-
ing. It is then self-evident that such personalities
develop in civilized conditions, while on the
other hand antisocial personalities arise in crimi-
nal families. You will clearly not take a mental
illness as an explanation of criminal tendencies,
but can speak of such only when a person’s intel-
lect has developed in defiance of the external
world, as in cases of the so-called moral insanity
[W]. In any case, personalized consciousness is
far more complex than consciousness of the envi-
ronment and of corporeality, because it is based
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on those processes of association, which, from
the outset, have certain intrinsic individual
differences.

The position that each individual believes he
occupies in a human society depends on his
awareness of his own personality. If he is ill, we
may see relevant symptoms of grandiosity, belit-
tlement, persecution, etc. Later we will have
much to say about such disease phenomena.

What spatial sense can we make of a personal-
ized consciousness? Or have we already reached
the limits of spatial representation, and confront
the incomprehensible?

It seems that consciousness of corporeality is
most accessible to cerebral localization because
it is most closely connected with the normal
arrangement of the projection system. Awareness
of the environment likewise allows us to partition
according to relevant projection fields, in which
its components, the sensory memory images, are
presumably stored. In our consciousness of being
a person, localization according to such norms of
the projection system is out of the question. Does
it therefore remain totally inaccessible to the
principle of localization?

Clinical experience teaches us that this is not
s0, because some mental illnesses draw attention
exclusively to a person’s awareness of their own
personhood, others almost exclusively to their
awareness of the environment, or of their own
corporeality, while yet others reveal some other
combination, of disorder of personal identity
with a person’s sense of bodily physicality or of
his environment. Thus, the disease process
appears to distribute itself in various locations.
Mental illness which develops progressively
and perniciously xar’ efoynv (to a prominent
degree), such as progressive paralysis, attacks in
turn an individual’s awareness of their own per-
sonhood, of their environment, and of their own
corporeality, and seems to begin quite often with
atrophy of fibres in the outermost purely grey
cortical layer. Still other clinical experiences
present, and even suggest further localization for
awareness of personhood. It so happens that in
the wake of serious illnesses, including brain
diseases, large fragments may disappear from an
individual’s awareness of their own personhood.
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It may turn out that all ideas acquired recently—
a period ranging from a few months or years, and
sometimes up to half a lifetime—have been lost.
Dr. Freund has published such cases from my
own clinic [1], under the heading ‘general weak-
ness of memory’ [Ed]. Patients in question have
a fairly good memory—about as accurate as you
would normally expect—for all events that took
place before a certain period of time, for instance
before the age of 30 years; all those happening
later have vanished from their memory: Often
this includes their most important personal
events, such as marriage, birth of their children,
loss of assets, and the like, but also well-known
public events of the time, skills acquired during
this time, etc. In a word, the loss encompasses
the entire chain of events that has become linked
to awareness of personal identity after a certain
point in time. Consequently, one such patient,
who is an elderly woman, still behaves like a
young, blossoming girl, thereby becoming prey
to a mocking contrast with reality. To a lesser
degree, similar loss of memory is encountered
almost normally in advanced old age where,
commonly, old memories can be preserved in
every detail, while memory for daily events of
recent days, weeks, or months may be totally
lost. The fact that experiences from a certain
period in time can be lost as a result of gross
physical illness allows a precise interpretation
that the site of these complex memories is prede-
termined in the cerebral cortex from the time of
their being laid down. From this, we can con-
clude, approximately, but most directly, that a
kind of layered deposition of memories takes
place in the brain, similar to sedimentary forma-
tions of the youngest strata of the earth. You
might be tempted to assign the outer cortical
layer facing away from the projection fibres to
awareness of personhood, this being the young-
est structure. Without letting the crudity of this
notion to make us recoil in alarm, other consid-
erations stand in the way of interpreting such
experiences in terms of layer-wise localization.
Occasionally we see circumscribed loss of
recently acquired memories after focal lesions of
the brain. Cases are known, and well docu-
mented, where a stroke occurs in people who are
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strongly multilingual, and this skill is lost, except
for their mother tongue. Quite recently such a
case was published by Charcot. Unfortunately,
the distinction between skill in speaking and in
understanding language has not been sufficiently
analyzed, so that localization of the lost function
in a strict sense is not possible. However, from
reported facts, this much can be concluded with
certainty: that the loss is quite analogous to any
other focal symptom arising in a part of the
brain. Now, suppose that a purely motor deficit
was the issue here, one that, according to all our
previous knowledge, would be attributed to
Broca’s convolution: Then, from our above
assumption, quite specific layers of this convolu-
tion would be totally destroyed as a result of the
stroke, while layers immediately above or
beneath, and serving skills in the mother tongue,
would be left completely unharmed. This seems
highly unlikely. By contrast, the following idea
has, in its favour, a whole series of other known
facts. Cells and fibres of the cerebral cortex are
extremely delicate structures, tending always to
remain in an embryonic state until they begin to
function. Only through functioning do they
obtain a certain resilience, which increases in
proportion to their functioning. This hypothesis
is completely analogous to that which Cohnheim
attributed to muscles—that they grow and
increase only during their functioning. Now sup-
pose that in the vicinity of focal brain damage,
there is a centre, like that of Broca’s convolu-
tion, where besides cells and fibres that have
been functioning for a long time and therefore
have a certain resilience, there are those placed
at risk by slight injury. It therefore seems quite
plausible that a side effect of acute focal damage
spreads to surrounding tissue, and destroys one
element while leaving others intact. The same
explanation also applies to cases of general
weakness of memory. As with the circumscribed
location just described, it must be assumed that a
harmful effect spreads throughout the cerebral
cortex, where only resilient elements can sur-
vive, and it is then little wonder that the level of
this resilience is a function of time; in other
words, only those memories laid down most
recently would disappear.
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Personalized consciousness includes a specific
highest level faculty of the brain, which has
always been considered the mystery of mysteries,
the phenomenon of self-consciousness [Ed]. In
this aspect it appears that the same organ, the
brain, in which you probably place your trust, is
able to perceive, and at the same time, that it is
also perceived. However, it seems impossible that
one and the same being, or thing, which makes
[W] a perception, could itself, at the same time, be
[Ed] the object of perception. We can already see
from this comparison the lack of clarity about
matters at issue here that prevails amongst phi-
losophers, who still feel the need to warn us
against overestimating the importance of anatom-
ical and physiological views on the subject. We
should remember that personalized consciousness
is a sum, whose value is a function of time; in

a

other words, the perceiving individual, at the
moment of perception, is a certain mental person-
ality, differentiated from the personality of the
previous moment, by a significant value; so it can
be no surprise that this latter value is capable of
perceiving previous values from recent times in
that sum, as well as objects of sensory perception.
In other words, the intellectual personality does
not perceive itself [W], but only that personality
that existed a few moments, hours, days, or years
before. It is mere self-deception to believe oneself
to have remained exactly the same.
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e The activity of consciousness dependent on
the content of consciousness

* ‘Preformed’ [Ed] organization of the connec-
tions of thought

e Narrowness of consciousness

e Level of consciousness

e Attention and will

* Ability to be attentive

e Affect

* Normal value of apperceptions

Lecture

Gentlemen!

Let us take a backward glance at our journey
so far. The organ of consciousness has been
revealed as populated by a collection of potential
energies, remembered images in their various
groupings, from the simplest up to those of com-
plex dimension, for which the name ‘memories’
[Ed] seems appropriate. For such contents of
consciousness a natural division into three areas
emerged—environment, corporeality, and per-
sonhood—an organization that, as we shall see
later, is also required in practice for any obser-
vant physician. You will notice, however, that in
such ‘quiescent consciousness’ [Ed], as it were,
you face an inanimate machine. It is now our task
to examine in greater detail the activity [Ed] tak-
ing place in the organ so constructed. However,
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we must acknowledge that this organ is composed
exclusively of nerve fibres and nerve cell bodies,
and that therefore we can demand no more from
it than the sequence of certain excitatory pro-
cesses, and, during its disease states, a morbid
change in such processes. Moreover, in what we
have considered so far, we needed no other pre-
condition, because the contents of conscious-
ness—the sum of all acquired perceptions—had
no meaning for us other than that of permanent
molecular alteration in purpose-built fibre and
cell masses, resulting from excitatory processes
that had taken place. We referred to the ability of
nerve elements to undergo lasting changes elic-
ited by stimuli that had occurred as their ‘mem-
ory’ [W], a phenomenon with analogies in the
natural world of inanimate matter, since iron can
be magnetized. Thus we deal here with excitatory
processes in a complex organ, whose activity
depends on excitation that it underwent in previ-
ous times. We should therefore examine, first of
all, the nature of such dependence.

When a question from a particular field of
knowledge is addressed to a person who is unfa-
miliar with that field he may find the very ques-
tion incomprehensible. A fundamental principle
applies here, which should surprise no one, about
newly acquired perceptions: Understanding the
question can be gained only on condition of pre-
existing acquired perceptions. If we refer to pro-
cesses currently playing out in consciousness as
‘mental activity’ [W] and activity triggered by
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the question as ‘registration’ [W], and the result
of mental activity included in the answer as ‘exe-
cution’ [W], then, in the present case, mental
activity remains incomplete because the individ-
ual cannot produce activity corresponding to
‘registration’ [W]. If we bear in mind that mental
activity is, as a rule, connected to an external
stimulus, that is, any sensation, then sensory per-
ception in general depends on such stimulation.
Sensory perception that has never occurred previ-
ously and therefore cannot produce the usual
consequent mental activity remains not only mis-
understood, but also very imprecisely perceived:
This fact convinces anyone who concentrates on
the sounds of a foreign language. Thus if percep-
tion itself is to be precise, it requires certain pre-
existing ‘mental acquisitions’ [W]. Quite similar
to these simple examples of mental activity is
behaviour involving more complex thought pro-
cesses, where registration is often merely casual
sensory perception, which escapes our attention.
Moreover, such complex thought processes usu-
ally take place along prescribed paths from which
emerge relatively rare ideas that are truly new.
Overall, mental activity shows itself to depend on
a long history of acquiring ideas, and arranging
them in special ways; that is, it usually means
simply repetition of the same excitatory pro-
cesses in the same order as have repeatedly taken
place in the past.

What is the basis for the ‘order’ [W] prevail-
ing in these perceptions, which is expressed in
routine mental activity? As you may recall, we
gave the name ‘association’ [W] to the network
of perceptions; order prevailing in perceptions
therefore allows us to unlock our cache of asso-
ciations, which are roughly the same for all indi-
viduals. Our question can therefore be rephrased
in the following way: In what way are such uni-
versally valid associations formed? In part, I
build here on what was said earlier, and is already
familiar to you. In speaking of consciousness of
the outside world, I pointed out that the natural
order and succession of things represented in our
brain are, to some extent, a reflection, of what is
present in the outside world. It is therefore legiti-
mate to link phenomena found there, to those
also found in our consciousness. Amongst those
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properties of things that we learn to be relatively
constant and changeless are their relationship
with other things, be they inanimate or animate,
and, in particular, with our own person. The fact
that water becomes ice when cooled, and
becomes water vapour when heated, is an expe-
rience that we take as valid because of its con-
stant occurrence. In our brain this is reflected by
association between the perceptions of water,
ice, and water vapour, and hot and cold, happen-
ing in a completely regular way. The cold sensa-
tion of the skin can then, by association, awaken
the perception of water freezing. The association
is somewhat more complicated when observa-
tion of a thermometer leads us to the same con-
clusion. Here, visual perception linked to the
registration is learned, as well as its association
with the other perceptions. Just as the simplest
natural phenomena impose themselves in regular
order so to speak, so it is for more complicated
associations of perceptions that we learn from
examples in our environment. Our innate drive
to imitate is analogous to the compulsion with
which natural phenomena impose themselves on
our brains. From earliest years we are used to
behaving always in the same way as others. For
example a person learns, in the crudest sense,
from the example of others, that you dig up
crops, cook them, eat them, and thus satisfy hun-
ger. Even this simple example suffices—the per-
son plants crops now [Ed], with planting of crops
itself as an objective, to satisfy hunger later
[Ed]. This highly complex action is ultimately
driven, after interpolation of a whole series of
associations, by initial feelings of hunger. In the
simplest condition, every activity is driven by
similar examples from the environment. The
environment in which the person grows up, or
where he lives, therefore extends back to fill his
consciousness with a whole series of perceptions
in a very specific arrangement, and the more
monotonous the flow of his life the more strongly
and immutably is this arrangement of percep-
tions fixed, undisturbed by details of more com-
plex living conditions. Collective consciousness
requires that you should behave like everybody
else, and may often still be effective when men-
tal activity is totally dislocated as a result of
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mental illness; so the otherwise inaccessible —
and always reluctant—mental patient adopts the
examples of fellow patients. The entire institu-
tional treatment of mentally-ill people is based
on this principle. On the other hand, we can see
how deeply this herd consciousness is ingrained
in us too, when we participate in a group gather-
ing, or any kind of mass demonstration, intend-
ing to remain passive, yet being dragged into the
same feelings that inspire the crowd. Teaching
by example is also effective in deaf mutes who
have had no other instruction. If he has no other
deficits, such a person may often be a useful
member of society within a narrow walk of life.

However, the main way to acquire a particular
order to one’s perceptions is through articulated
speech. Through this medium all finer and more
precise relationships are made with ease, not only
among concepts of solid and fixed objects, but
also between these and events or activities —the
latter in chronological order—and, by subtle
nuances, the status of the personality in question
is recognized. For more complex associations,
abstract concepts [W] become familiar to us
mainly through language, and shorthand labels
are found, so that we learn to use a whole series
of perceptions; and just by using such abbrevia-
tions for various states of mind, everyone learns
empirically about such things as love, hate, fear,
anxiety, hope, sorrow, etc. In such terms we have
at our disposal a whole series of experiences in
summary form, comparable to our conceptualiza-
tion of solid concrete objects. The syntax of lan-
guage, and its logical structure, gradually leads
and guides the run of our thoughts. At least it
may distinguish the educated from the unedu-
cated, in that the former can follow every logical
nuance of expression.

What I have just said requires further explana-
tion, since you might easily think that I wanted,
above all, to elevate the role of speech in relation
to mental activity. Far from it, I merely point out
that an essential condition for understanding lan-
guage is not only our possessing the same lan-
guage as that being spoken, but also the same
‘apperceptions’ [Ed] as those of the speaker. We
therefore assume a degree of commonality
between intellectual personalities, whereas so far
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we have emphasized individual differences; and
it cannot be denied that the traditional heritage
that we are given through sentence structure and
terms for abstract concepts in language is chiefly
responsible for this. Despite all differences in
social milieu, and the epoch in which we live, all
individuals in full possession of their senses have
firmly laid down in their store of apperceptions
combinations of identical thoughts. In this regard
therefore, we must guard against overestimating
the diversity of individuals. This is definitely an
advantage for psychiatry, making clinical obser-
vation possible. Here, the question mentioned in
passing was whether mental activity has to take
place using words, and how far it depends on
words. Renowned scholars have argued for such
dependence, and cited certain abstract concepts
as evidence that ordered thought cannot proceed
without the abbreviations contained in language.
However, these very abstract concepts are little
more than a means of communication, and it
seems inconceivable to me that anyone familiar
with modern ideas of aphasia could entertain the
notion that a person with total aphasia has lost all
his concepts of faith, love, hope, fear, anxiety,
hatred, grief, sorrow, and the like, or of the nation
state, society, religion, time, and space. The
behaviour of such patients does not imply this in
any way. Each word may still be closely linked
with a whole series of perceptions; yet we qualify
this by pointing out that the associations are not
just with the word, but include association of
each of these series of perceptions among them-
selves, even though the latter may have been
acquired only via the word itself. Language is
only the means of training the disciplinarian, by
means of which perceptions are arranged, once
and for all, in rank and file.

What we referred to above as mental activity
probably coincides with processes that Fechner
called ‘psychophysical motion’ [W]. Fechner
compared such psychophysical motion to the
passage of a wave of excitation, which we con-
sidered to run between registration and execu-
tion. Thus we seem to be shifting our viewpoint
on the course of excitatory processes from a
specific nerve pathway to an entire system of
interdependent fibres and nerve cell bodies,
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interrelated in a manner dependent on various,
already acquired associations. We would make
the same mistake if we were to compare the
movement of a wheel with that of a whole, com-
plex machine; yet in both cases, the processes of
motion are at least similar. Let us imagine, by
way of illustration, that we plot this excitation on
rectangular coordinates: We are interested in the
shape of the resulting curve, and we think of spa-
tially extended awareness of corporeality as the
abscissa. On this, the curve must extend as a flat
plateau across its full extent, since awareness of
corporeality accompanies us throughout our
waking state, albeit in only a moderate degree of
arousal. We can then add the use of speech, by
which, when we are conscious, we imply not
only the content of consciousness but also its
activity, or the level of arousal of the movement
going on within it; therefore in this sense we
must differentiate various levels [Ed] of con-
sciousness. The level of consciousness is plotted
on the ordinate by the height of the curve, while
the ‘extent’ [Ed] of consciousness corresponds
with distance along the abscissa. We gain quite a
low level of consciousness from our physicality;
but, since external stimuli continually play on our
bodies when we are awake, it follows that ‘the
body’ [W] can be taken as such a solid unit that it
is always being activated in its entirety. A steep
wave of activation can rise anywhere from this
uniform plateau, indicating the position of the
currently highest peak of excitation. It is charac-
teristic of the human brain that only one such
peak can occur at any one time. That peak indi-
cates the highest level of awareness—the most
intense excitation—and, from experience, only a
single peak at any given time. It was therefore
totally appropriate that we envisaged the wave of
excitation in psychophysical movement as migra-
tory, and it is the peak—that second elevated
component— which shifts its place, while the ini-
tial plateau retains its overall extent.

The experience that only a single peak is ever
present on each curve is identified by the phrase
‘unit or intensity of consciousness’ [W]. A per-
son cannot think of two things at the same time,
nor carry out two actions, nor even perceive two
things. An astronomer who records the time at

8 Lecture8

the stroke of a pendulum when a star passes over
the cross hairs of his telescope sees either the star
first, and then hears the pendulum, or he hears
only the pendulum and then sees the star; and
between the two moments, a measurable time
interval has elapsed; this differs for different
observers, but remains a personal constant, to be
taken into account in astronomical formulae,
when results of different observers are compared.
In this example, the peak must be thought to
migrate between central projections for visual
and auditory perceptions. The fact of unity of
consciousness or intensity of consciousness leads
us to assume that the volume of the curve, when
it can be calculated, remains constant; in other
words, there is always only a certain store of [Ed]
‘life force’ available in the brain for psychophys-
ical movement. Fechner illustrated this statement
as follows: A miller, who is used to sleeping
through the clatter of his mill, awakens fully alert
when the mill stops. It must be assumed that the
sleeper’s auditory perception of the mill’s equip-
ment sets up sustained psychophysical motion in
the auditory projection field, which then, sud-
denly, disappears, whereupon psychophysical
motion at some other brain site undergoes such
an increase that the raised level of consciousness
awakens the sleeper. Numerous similar examples
can be cited. A further conclusion can be drawn
from these that the volume of the curve remains
constant even in sleep, but the shape of the curve
differs from that in the waking state, in that the
aforementioned peak is not so pronounced. On
the other hand, Fechner expressed his view that
sleep and wakefulness differ in the location of
their psychophysical motion, which is correct if
one concedes that the shape of the curve influ-
ences its location.

If the peak designates the site of most intense
thought activity, then you can imagine that the
most closely associated concepts would be con-
tained in ascending and descending limbs of the
curve, which are in continuity for the sequence of
thoughts between initial perception and goal.

We use various terms for the migration of
peak of activity—we speak of ‘attention’ [Ed]
when referring to the act of perception or thought,
and of ‘will’ [Ed] when we prepare for activity or
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a process of association. Let us take a specific
example —contemplating a work of art. Prolonged
attention is then focused on visual perception,
and so the peak must lie in the central projection
field of the visual system. Guided by this peak of
activity, all associated apperceptions are succes-
sively brought into consciousness; indeed this is
the purpose of our scrutiny. Attention directed to
an object thus corresponds to mental activity in
which, without our intervening at all, a large
number of pre-existing associations rise ‘above
the threshold of consciousness’ [W]. As we expe-
rience this over and over again, we come to
believe that we can arbitrarily focus our attention,
a self-deception analogous to that of self-
awareness. The more intensely a viewer directs
his attention towards the picture, the more does
awareness of the environment and of corporeality
and the rest of his personality retreat. Absorbed
in contemplation he may forget who and where
he is; yet consciousness of corporeality is never-
theless shown by the fact that he involuntarily
shifts his position, dodging about or making
defensive movements, etc., according to the situ-
ation. The dominant peak of activity may even
exclude from awareness parts of our own body,
when visual sensations are of great intensity; any
further associations then become inaccessible.
However, should pain or unpleasant sensation
occur in any part of our body, when attention is
directed to a selected portion of the outside world,
attention is immediately deflected and redirected
to our own physicality. Very intense pain, such as
violent toothache, immediately signals to our
subconscious to redirect attention to our senses.
The artwork that gave rise to our sensory percep-
tion is still there; associative processes come
together just as before, but they prove inexcit-
able, because the peak is tuned into conscious-
ness of our own corporeality, and to special
regions of it. Thus a severe pain prevents one
from thinking, despite the arguments against this
always given by followers of Stoic philosophy.
The pain may be tolerable, yet one’s attention
certainly cannot be arbitrarily redirected to any
other object. Apart from the strength of a stimu-
lus which may be encountered by any body part,
great importance to momentary discomfort can
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be conferred more or less arbitrarily by its asso-
ciations: The slightest hoarseness catches the
attention of a singer, and the slightest damage to
the foot becomes the focus for a trekker. For all
senses, the so-called threshold for sensation
depends on our general attentiveness. The fact
that it has a certain measure differing little
between people, suggests that attention—in other
words the height of the peak on the ordinate —is
approximately the same in all normal people. The
threshold level can have a spatial extent seen
when we assess visual fields; concentric narrow-
ing of the visual field, as applies to the clinical
picture of retinal anaesthesia, indicates nothing
more than a reduction of awareness. In neuroses
following head injuries, railway accidents, and
the like, reductions in awareness play a major
role, and do so no less among mentally ill
people.

Gentlemen! You can see from this that in
determining the threshold value for sensations
we have a method to measure awareness, that is
the ordinate height of the excitatory process, spe-
cific to each faculty of awareness we study. Even
in neurology this fact should be taken into
account, and methods set up so that patients
direct their attention, as we examine them,
towards corresponding targets. You will remem-
ber that I presented to you in an earlier lecture a
female patient in whom it was entirely my choice
whether I demonstrated either total cutaneous
anaesthesia for touch or normal tactile sensitivity,
depending on the nature of the methods we used
for investigation. Let us bear in mind that a
reduction in such threshold values may, under
certain circumstances, imply a reduced level of
consciousness.

A prerequisite for acquisition of new remem-
bered images and for sensations is the very pos-
sibility of normal awareness. In future we shall
refer to this aspect of the ‘organ of conscious-
ness’ [Ed] as ‘memory’ [Ed], including also the
normal use of language. To avoid misunderstand-
ing, in future I will speak of memory only in the
sense of the long-acquired store of concepts,
whereas under ‘retentiveness’ [Ed] we can under-
stand the ‘ability to lay something down in
memory’ [W]. We can test the latter ability by
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giving a patient the task of recalling a multi-digit
number, an Affect or Mood. Here too unfamiliar
word, etc. If it is lost or half-remembered, then
this may sometimes be due to a lapse of attention.
However, you will soon become familiar with
cases where memory is markedly impaired,
despite good attentiveness. In memory we can
therefore see a way to test independently the
activity of the ‘organ of consciousness’ [Ed] and
the neural elements in question, and only condi-
tionally of attentiveness.

Between memory and the capacity for recol-
lection [W], we encounter a similar relationship
as that between attention and memory. The test of
memory just mentioned showed us that a memory
deficit [W] can sometimes be detected. In the
above test this consisted just of a patient forget-
ting a task he had been set. From my last lecture
however, you saw that such memory deficits can
cover long periods of time so that all experiences,
insights, and knowledge acquired in memory,
obtained along with those same impressions,
appear to have vanished. In particular we encoun-
ter the same phenomenon amongst mentally ill
people, or, after a mental illness has run its
course, for the entire period of illness, or for cer-
tain phases of their illness. If we tested the mem-
ory of these patients, and memory was seen to be
lost or diminished, then the deficit would have
seemed to be a comprehensible consequence of
the reduced encoding, at the time when the mem-
ories should have been acquired. In addition, the
conclusion that a memory deficit is always based
on loss extending over a given period is not cor-
rect. Without doubt there are mental deficits aris-
ing from other causes. I remind you of the
remarkable cases of the so-called retroactive
amnesia in which head trauma, an epileptic sei-
zure, or a stroke led to total loss of recall, not
only for the subsequent period but also for expe-
riences immediately prior to the attack, that is, at
a time of full mental clarity and health. Also,
cases of general weakness of memory mentioned
in the last lecture allow us to recognize such ret-
roactive effects of the illness that caused the
impairment. In such cases memory acquired sub-
sequent to the onset of illness is shown to be per-
manently and markedly diminished.
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Graded levels of consciousness, right down to
loss of consciousness, are usually taken to dif-
ferentiate states of the sensorium, subdivided by
terms such as dizziness, somnolence, and coma.
However, this does not match our language for
small reductions in activity of consciousness,
which we can call ‘drowsiness’ [Ed], whose
detection is possible only by special, focused
investigation. Among psychiatric patients, only
exceptionally do we encounter marked drowsi-
ness, although, by contrast, we frequently find
reduction in attentiveness or retention in
memory.

Gentlemen! We now come to a set of phenom-
ena which until now I have intentionally avoided,
but which very often have effects of slowing
down the course of mental activity, which are
decisive and disruptive, in equal measure. These
are the moods or ‘Affects’ [W]. People find it dif-
ficult to define ‘frame of mind’ [Ed], and the
same goes for pain; both are facts of inner experi-
ence, which we assume to be present in all peo-
ple, because their utterances and behaviour
suggest it. We know that pain has a contrast: the
feeling of pleasure. We know also that the condi-
tions in which pain can arise can be stated in a
general way, and that such pain-causing excita-
tion may exceed any useful performance of ner-
vous pathways—such as conduction of
sensations—and it may damage the nerves. We
also know that pain then arises when isolated
conduction is interrupted and the grey matter of
the spinal cord is brought into consideration. Pain
is an Affect of such grey matter, without which, it
seems not to exist. In all this, no definition of pain
is given; however given that pain is a functional
property that can be ascribed even to the least
developed nervous system, not just in vertebrates,
organisms seem to be endowed with a type of
alarm signal, enabling them to avoid harmful
effects that would cause structural damage to the
nervous system. The converse, namely nervous
arousal that is beneficial to an individual, seems
to apply to simple pleasures such as tickling and
erotic excitement. The same importance which
attends feelings of pleasure and pain in the spinal
cord also seems to confer Affect to the ‘organ of
consciousness’ [Ed]. Whatever is conducive to
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consciousness of personhood —the ego—evokes
a pleasant state of mind; whatever is harmful to it
evokes an unpleasant state of mind. According to
the degree of this state of mind we speak of Affect
or mood. Here too, we see a protective or defen-
sive device that the brain may have acquired dur-
ing its development. Normally, all more complex
processes of association— ‘mental processes’
[W] as we called them—are accompanied by a
moderate degree of Affect, a kind of pleasant
‘sense of self’ [Ed] (see Lecture 7), which
Griesinger aptly named the ‘Psychic Tonus’ [W].
This nonchalant, slightly elevated mood of
healthy people does not affect either mental
activity or other Affects when it remains within
moderate limits. We distinguish this uniform,
smooth flow of mental activity as a state of equa-
nimity. During all stronger, or stormy Affects, be
they exuberant joy, or sorrow, anger, and rage,
such equanimity is lost: The flow of our mental
images can no longer follow through in their
inherent predetermined order, but are dominated,
without any check by certain overriding circuits
of mental activity, which might otherwise be
counterbalanced by opposing apperceptions.
Also, a form of unrestrained mental activity may
occur, such that hints of diametrically opposite
perceptions emerge in passing, without the line
of thought being pursued; we call this ‘bewilder-
ment’ [Ed].

Gentlemen! Allow me again to connect this to
a fact that I just hinted at, that mental activity
itself is usually associated with a slight degree of
Affect. After the somewhat teleological defini-
tion of Affects—as you may have found it—
which I have given, it will not surprise you that
the content of apperceptions in mental activity
also exerts its influence on accompanying Affect.
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Suppose that a train of thought, whose content
is advantageous to an individual, is often
repeated—a condition brought about deliber-
ately, for instance for educational purposes and
character-building—then we meet in the intel-
lectual property of such an individual a group of
apperceptions associated with strong motiva-
tions. Other groups of apperception in the same
individual are acquired in such a way that a
strongly aversive Affect is consistently linked
with them. Apart from that, excitability of cer-
tain groups of apperceptions, and the ease with
which they can be re-enacted, will also depend
on how often they have been used. Both condi-
tions are especially clear for lines of thought
which become individual motives for action. In
this sense, we come to realize that, with apper-
ceptions with normal links to personal values,
there may be a well-defined gradation of arousal
relationships, which vary over a certain range in
different individuals, but require in each indi-
vidual a preformed range. Content of conscious-
ness in each person thereby gains richness and
individual colour. The diversity of personalities
is mainly due to the different value of each per-
son’s apperceptions, from which come their
actions in different circumstances. In the normal
case, we expect that overvalued apperceptions,
[W] which might lead to action, cannot be
accessed easily, due to opposing apperceptions,
and their requiring a loss of constraint before
action occurs. The concept of honour, modesty,
cleanliness, and the like are guiding principles
for actions of civilized people. It is required that
normal values of apperceptions should prevail
within conscious activity. Among mental patients
we often encounter deviations from such normal
values of apperception.
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Lecture

Gentlemen!

Before we approach clinical examination of
mental patients, we shall try to get an overview of
the tasks we face. Taken altogether, we call the
subject of our study ‘mental disturbance’ [Ed]—a
term quite familiar to lay people, and well suited
to include all mental conditions deviating from
the norm. Among such conditions it is useful first
to select the simplest ones for study, i.e. those
that we might hope to understand with no prior
specialist knowledge, but just on the basis of gen-
eral notions, such as were discussed in earlier
lectures. The simplest are those with persisting
alterations in the content of consciousness after
recovery from mental illness. These in turn are
divided into two major groups depending on
whether they are qualitative—falsifications of
consciousness, or quantitative—deficit states of
consciousness. We encounter far more complex
symptoms in ‘real’ [Ed] mental illnesses; the
more so, the more acute and stormy their course.
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The contrast is between stable conditions and
diseases actually in the process of developing;
and to understand the former intrinsically pres-
ents fewer difficulties. This is just the same dis-
tinction as discussed earlier between the content
of consciousness and conscious activity: Dealing
with alterations to the content of consciousness
in the course of normal or near-normal conscious
activity is a simpler task. On the other hand,
when actual mental illnesses unfold, we are spec-
tators of conscious activity whose actual course
is abnormal. Conscious activity shifts as a func-
tion of time, and its output is the specific content
of consciousness; thus we can define acute men-
tal illnesses as the process of altering the content
of consciousness, which we see taking place in a
defined time period. Such changes are often
linked with Affects and changing moods, just as
they are under conditions of healthy mental life.
Acute mental illnesses are therefore almost uni-
versally accompanied by vivid Affects, and we
note that these complicate understanding and
treatment of acute mental illnesses. The shorter
the duration of the acute mental illness, the more
stormy the accompanying Affects tend to be; and
in the event of the outcome not being an actual
return to health, the greater are the resulting alter-
ations in content of consciousness, be they quali-
tative or quantitative.

We thus have to assume that equivalent nor-
mal mental activity can take place within con-
sciousness, despite the richness of content being
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of infinite variety. You can hardly doubt this,
since, as mentioned earlier (see p. 22), amongst
people who function with only a small number of
concepts can be found individuals whose intelli-
gence matches that of people with extensive
learning.

Gentlemen! Our immediate task might there-
fore be to get to know cases of mental disturbance
which, after recovering from actual illness, carry
its residue in the form of altered or defective con-
tent of consciousness. Activity of consciousness
has returned to normal, and the strong Affects,
which accompanied the emerging changes in
content, have disappeared. Patients therefore do
not lack Affects, and their Affects are not gener-
ally abnormal. Thus, the latter, even when related
to altered content of consciousness, are not spe-
cific signs of illness, and can be understood using
the same criteria as for healthy people. We come
across quite similar behaviour in many patients
with very chronic mental illnesses. These reveal a
very slow and gradually-occurring change in the
content of consciousness, a process also occur-
ring when the organ of consciousness is healthy,
but which here is due to internal morbid changes
in the organ. In fact, content of consciousness of
mentally healthy individuals undergoes steady
increase right into old age. This applies particu-
larly to consciousness of personal identity, since
such awareness assimilates the entirety of indi-
vidual experience. If the same is accomplished
by similarly slow disease processes, we observe a
very gradual change of personality, without this
requiring the normal changes to have occurred in
external conditions. Extreme Affects, from which
the healthy are not spared either, are here not in
themselves abnormal, but are often built upon an
abnormal shift in personality. If we seek an anal-
ogy with brain disorders, the gradual change in
the content of consciousness may be likened to
the gradual accumulation of focal symptoms in
the case of a slowly growing tumour substituting
for (and not just displacing) brain tissue. As in
such cases, symptoms of mental illness in
extremely chronic cases thenceforth also bear the
hallmark of an incurable disease. In our case, this
is due to complete amalgamation with the healthy
content of consciousness, and in the tumour due
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to purely local effects of destruction. It is almost
superfluous to point out that, in exactly the same
way, content-related alterations after recovery
from acute stages of mental illness—with excep-
tions yet to be mentioned—represent incurable
conditions. Thus our clinical material will consist
primarily of incurable, so-called old cases [W],
and also of some patients with ongoing condi-
tions who, in outward appearance and in expres-
sions of their conscious activity, are very similar
to cases that recover. Most long-term inmates of
large mental institutions are such patients, usu-
ally without differentiating the two categories
based on their very different modes of origin. If
we eliminate conditions of deficit from this mate-
rial, we can summarize the still very large num-
ber of remaining cases under the heading
‘paranoid states’ [W] because they share the
common feature—an aberrant alteration of con-
tent of consciousness, in other words, a falsifica-
tion of consciousness. The content of the falsified
consciousness may be either residual, if it is
retained after recovery from a mental illness, or
may be an expression of a chronic, progressively
developing mental illness.

The full range of ‘residual falsifications of
consciousness’ [W] will, of course, be relevant
for further classification. We have already seen
that we can speak of three different aspects of
consciousness—personhood, the external envi-
ronment, and the physicality of a person’s own
body; for a brief description of symptoms related
to each of these areas, I propose the names: auto-
psychic, allopsychic, and somatopsychic.
‘Residual autopsychic falsification of conscious-
ness’ [W] includes, for example, the many cases
who are discharged from institutions, following
recovery from mental illness, as only ‘improved’
[Ed], yet unable to be classed as ‘recovered’ [Ed],
because they have not achieved full insight into
their mental illness (see p. 39). Misconceptions,
mostly false judgments made by these individu-
als, usually relate to the manner of their treatment
and the necessity for their staying in the institu-
tion, to which they owe their relative recovery;
and since they are reinforced in their opinion by
similar false judgments about other patients dur-
ing their stay in the institution, and believe that
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they have witnesses amongst the latter, it is
understandable that they complain about, and
discredit, the institutions more or less vigorously
and constantly, according to their individual tem-
peraments. I remind you of the high school
teacher with a doctorate, discharged only as
‘improved’ [Ed], who subsequently resumed his
teaching activities, and the wine merchant treated
here years ago who even now conducts a flourish-
ing business: They have both gone to highest
authorities with their complaints over injustices
suffered at the hands of the clinic. A portion of
these attacks, which in recent years have also
been expressed in the press against our treatment
of lunatics, can be traced back to such sources.
Gentlemen! As you see, the point just touched
on is of great practical importance. Not only the
position of the ‘alienists’ [Ed] but also that of the
medical profession in general, and the public in
need of their help, have an interest in ensuring
that the explanation of this is expanded in the
widest circles possible. I will therefore go into
even greater detail on this than I did when com-
menting on consciousness of personhood in my
seventh lecture. Lack of insight into illness is, in
effect, the same as an increase in the sum of a
person’s memories by a body of data not corre-
sponding to reality, as we might gain from the
experiences of a dream. If we were to string these
often highly adventurous dream experiences onto
our store of memories, what incalculable conse-
quences for our actions or our judgment of peo-
ple might it lead to! Yet this is precisely what
happens in totally incorrect assessments of expe-
riences subsequently preserved in memories of
mentally ill people. I must quickly note that lack
of insight into an illness may be manifest to vary-
ing degrees. In acute mental illnesses it is not
uncommon that the peak of the illness declines
shortly after its beginning, and the patients indeed
gain insight into the more severe phenomena
occurring at this most acute stage, but not for
subsequent occasions. It is in the nature of things
that special credence be attributed to accounts of
such apparently insightful patients, which is
indeed justified with respect to their admission,
but not to their remaining in the institution.
Should insight be acquired about an acute stage
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in a subsequent episode, then the conclusion
seems justified to the patient, as to all lay people,
that merely the enforced admission to the institu-
tion, and the impressions gained there, would
have caused the illness. Furthermore, lack of
insight into illness is not always an incurable
condition: Quite often, memory of supposed
experiences of illness and its associated effects
fade away progressively with the passage of time,
especially when there is no lack of regulated
activity in the patient’s normal experiences.
These same patients, who have previously com-
plained bitterly, then tend to revisit their institu-
tional experiences only reluctantly; they appear
to have partly or completely forgotten them, and
any aversion to doctors or staff of the institution
no longer has any practical consequences. You
will remember that we frequently used this fact to
enable patients, who could not gain full insight
into their illness despite a long hospital stay, to
return to civilian life and take up an occupation
appropriate to their abilities.

Gentlemen! A second major category of
patients unfortunately is not destined to return to
civilian life, even though their mental illness has
run a similar course, and quite favourably. These
differ however from the first group in that, apart
from complete lack of insight into their illness,
they exhibit fixed delusions to be classed as
‘explanatory delusional ideas’ [Ed], which we
will study later. As I already suggested, if such
patients regard their stay in an institution as an
injustice inflicted on them, this can only be seen
as a logical consequence of their lack of insight
into their illness. A further inevitable step leads
to the idea of persecution that the purpose of a
period in an institution was to remove the patient
from a profession, or even to harm him civilly; or
to eliminate him temporarily or permanently; or
even to make him insane by enforced mixing
with other mentally-ill people. Usually then,
there are people who are perceived as persecutors
and enemies, even though they are identified as
some sort of ‘higher power’ [Ed]. More detailed
development of this delusional system may differ
widely, depending on a patient’s consciousness
of their own personality (or individuality), just as
the vigour of their action may be based on
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motivation obtained in this way. If the source of
persecution is sought among large organizations,
such as the Church, the Freemasons, or state
authorities, then those organizations may be
excused, on the grounds that they are acting
under compulsion; however, the initial suspicion,
and later the certainty about the source of perse-
cution, is often directed at individual persons,
depending on individual experiences, as in regu-
lar cases where one spouse suspects the other—
the real purpose of detention in an institution then
being to enable an adulterous relationship. In
such cases, the doctor is almost always saddled
with the blame, and is the first participant in the
conspiracy to be identified. In many cases the
first explanatory delusion of persecution has a
sequel in ones of subsequent explanatory delu-
sions of consecutive grandiose delusions [W],
followed by requisite cooperation of the authori-
ties, leading to the view that such an unseemly
process had probably been brought only against a
major personality, and that the power of the state
had been rendered subservient to the persecutor.
None of these patients can be given their freedom,
because they make no secret of their violent ten-
dencies and danger to the community. The root of
their delusional system, namely their detention,
cannot be eliminated and therefore their system of
delusions is constantly supported and reaffirmed.
However, within the institution, over time, and
especially as they become accustomed to useful
activity, their Affects can be moderated, and a tol-
erably peaceful existence brought about.
Gentlemen! As a representative of a third cat-
egory of old institutional inmates, I present to you
the 61-year-old patient, gardener Rother, who I
have known for the last 24 years, since 1871, as a
past case of acute mental illness, and about whom
further information is unfortunately unavailable.
Since that time he has led an active life in the
institution, and apart from temporary, short-
duration episodes of excitation occurring years
apart, connected mainly with external distur-
bances in his professional activity, he has shown
calm, attentive behaviour and a normal physical
condition. He goes in and out freely, and has keys
to the garden and his work area. As you see, his
appearance is quite appropriate to the situation.
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He is polite and accommodating without being
obsequious; he evidently puts his trust in the doc-
tors in the institution; he is satisfied with his stay
in the institution and its activities and, indeed,
expresses his wish to be discharged, but he can
easily be dissuaded by the opposing view that he
has a carefree existence here. His plans after pos-
sible discharge, to reestablish his position, seem
quite reasonable. His answers come promptly
and their content is appropriate to his level of
education. Also his sphere of interests appears to
be no more restricted than to be expected from
his now 24 years of life secluded from society.
He reads the most important political information
and daily news in the newspaper. Attention and
retention in memory are demonstrably normal.
Therefore we appear to be dealing with a sane
person, one of the unfortunate victims of negli-
gence and recklessness by alienists, so often ille-
gally detained in institutions, if you believe
reports appearing daily in the press, written by
well-meaning but untrained and therefore (at
least probably) imprudent philanthropists. I have
no doubt that a commission of lay people armed
with the right to discharge patients at their own
discretion—the familiar reformatory idea of
those philanthropists—would declare the patient
healthy, especially since, towards strangers, he is
extremely careful and cautious. However, once
he puts his trust in us, in the chatting stage, he
regales us unreservedly with his experiences. At
first we are struck by the fact that he knows noth-
ing about having overcome a mental illness; for
his part he might have come into hospital only
because of an acute febrile illness, and he actu-
ally considers it wrong—a mistake—that he has
been held for so long, even though he admits that
the doctors had always been kind to him. Then he
tells of a conflict with one of his gardener’s boys
shortly before his admission to the institution.
During the struggle he had been thrown down the
stairs by this man, and had broken his neck.

I ask: “Who?’

‘Well, me’.

Question: ‘But aren’t you alive and sitting here?’

‘Well, yes, but the other one is probably still
there’.
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Question: ‘What other one?’

‘Well, Rother’.

Question: ‘So, once you have been dead; is this
possible?’

‘Of, course, everyone has a double’.

The patient then recounts how he had experi-
enced other quite different things that no one
would believe: He had once been a bull and, as
such, had been tortured in a quite inhumane man-
ner and then been slaughtered. He describes how
they had drawn a ring through his nose and
dragged him along. He had also been crucified
once, together with two robbers.

Question: ‘Like Jesus Christ?’

“Yes, exactly like that’.

Question: ‘Then you are probably Jesus Christ?’
‘Yes, I am Jesus Christ’.

The patient goes on to explain that he had also
been Gottfried von Bouillon, describing the steel
armour he wore, and had also been a brummer
[W] (meaning a blowfly), and flew around
like one.

We stumble here across most fantastic ideas,
in the realms of consciousness of bodily physi-
cality and personhood, but this patient also car-
ries around with him equally perverse ideas about
the outside world. From the stately garden where
he had just recently busied himself, a staircase
was alleged to lead down into vast underground
spaces. There you might encounter all kinds of
fabulous monsters, great snakes, dragons, and
wild beasts. The underground space extends right
under Breslau, and beyond there into the
unknown. The sun shines above, and, around it
you can see the earth rotating, a respectable ball
in itself.

Question: ‘Does it not then fall down, or is it
supported?’
‘It rests on a big pointed stone’.

In his journeys the patient has travelled far. He
is on foot, and in 3 days has gone from Europe to
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America on a causeway that was about as wide as
an ordinary road. From time to time he came
across a guesthouse where he could spend the
night. To right and left he saw the blue sea and
the most beautiful ships. Then once he walked
around the Black Sea, in a few hours. People
were busy drying it up.

Gentlemen! For the moment, let us leave the
question unresolved as to how the patient arrived
at this enormous number of misconceptions; you
will concede in any case that we are dealing with
falsification of content of consciousness on a
grand scale. All three areas are affected equally,
but in such a way that the most contradictory
ideas coexist without interfering with one
another, and that things that are quite impossible
are not considered to be contrary to everyday
experiences of reality. It is, in a sense, a crum-
bling of consciousness into fragments that you
see before you, a state of ‘decay of individuality’
[W], that totally eliminates any systematization.
Therefore we cannot talk of any actual system of
delusions in this patient. The absence of delu-
sions of persecution and grandiosity coming into
existence as a result of logical thought activity
will seem only natural; but the surprising lack of
judgment that he shows through his morbid con-
tent of consciousness makes only a minimal
impact in the rest of his life. In his profession, he
presents even as though he is fully mentally com-
petent. However, he judges his fellow patients for
the most part as fraudsters, in that he recognizes
only the disturbed and excited among them as
mentally ill. The fact that such a patient cannot
live in a society, cannot care for himself nor
‘stand on his own two feet’ [Ed] needs no proof;
he is dependent on hospital care forever.

Gentlemen! The patient before you can be
taken, in a sense, as the paradigm for all cases of
extensive, residual falsification of consciousness.
The extent of the disturbance itself prevents the
development of a delusional system. However,
the relatively complete recovery from the disease
process enables him to develop approximately
normal mental activity within the boundaries of
his professional interest, and thus an active life.



¢ Patient demonstrations (continued)

Lecture

Gentlemen!

The patient I present to you today is a typical
example of slowly emerging ‘allopsychic falsifi-
cation of consciousness’ [W]. She is a 45-year-
old agent’s widow, Frau Reisewitz, whose illness
developed gradually over the last 5 years, from
barely noticeable beginnings, and is expected to
develop further. She has already surprised you as
she enters, by her measured and somewhat digni-
fied bearing, and her facial expression is simi-
larly rather solemn. She says, when asked, that
she had lived in Dalldorf, from where she was
brought here, and that her surroundings there
must have been brought with her here to Breslau.
She does not recognize the building where she is
as a hospital; these are ‘sacred places’ [W], a
‘house of God’ [W], all bearing the stamp of reli-
gious solemnity. The purpose of her stay is prob-
ably to prepare for a future important position;
she is still very unworthy, and great honour falls
on her by her being included here. Possibly she
owes it to a high priest, to whom she turned in her
misfortune. The fact that she has been through a
great deal of misfortune and suffering is well
known; her name is known throughout Breslau.
Apart from the interpretation she conveys of
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elevated self-assurance, she 1is persistently
submissive by nature; she rises at each salutation
and bows, doing this to every fellow patient, even
to a very feeble-minded female paralytic patient.
She often apologizes that she has not behaved in
a seemly manner, and begs that her words not be
taken as too sharp. She regards her fellow patients
as men of the cloth, usually high-ranking clerics
who are here in part for repentance. The doctor
too belongs to the clergy, although he may previ-
ously have been a physician. She declares a
13-year-old girl to be the Duchess Arco, chief
wardress to His Majesty Kaiser Friedrich, and
others as guards for certain princes. All of these
people had been around her in Dalldorf but would
have made changes in their appearance since
then. She alone remains unchanged.

Gentlemen! The information we have just
obtained suggests a so-called systematic delusion
based mainly on recurring religious themes, and
an autopsychic falsification has developed, lead-
ing the patient, having now survived the examina-
tion period, to play the role of a priest or
prophetess. Particularly striking to us however is
her reinterpretation of people and the whole sur-
rounding to fit this religious delusion. Given the
apparent prudence and the peaceful behaviour of
the patient, we cannot assume that her senses have
deceived her, such that she could not observe
objects and events in the outside world correctly;
yet everything is identified in a reconfigured man-
ner to match certain prevailing notions, and, as is
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often the case, within just such a religious frame-
work. And so she presents us with a striking
example of disturbed secondary identification
resulting from delusional content of conscious-
ness altered by mental illness. I intend to return
later to the amnesia very characteristic of such
cases. With regard to her current mental status, it
was noted only that she was not entirely free from
sensory deceptions. Very few auditory hallucina-
tions seem to occur, whereas olfactory hallucina-
tions and subjective skin sensations are fairly
common. The former are interpreted as audible
blessings, perhaps the voice of God; in the latter
two sensory domains, the ‘vaporization’ [W] of
chloroform and the ‘electrical treatment’ [W] are
usually accepted patiently as tests, and leave
behind bodily weakness; but sometimes they pro-
voke outbursts of anger and energetic ranting. A
prolonged conversation is perceived as stressful;
but nevertheless you can obtain accurate informa-
tion about personal details of the patient right up
to the time of onset of her illness; memory deficits
do not exist; attention and memory are approxi-
mately normal.

You will observe the contrast between this
case with such pronounced allopsychic falsifica-
tion of consciousness and another patient, in
whom consciousness of the outside world is in no
way involved over the entire course of the illness
right up to the present time, while the main alter-
ations are in awareness of physicality, and, in due
course, also of personhood. We can take it as an
example of residual, mainly ‘somatopsychic fal-
sification of consciousness’ [W]. This is a
46-year-old female cook, Tscheike, who had
been treated for 4 months in our clinic 5 years
ago, and was then transferred to the asylum in the
city of Berlin. She was discharged from there as
relatively improved, but after multiple attempts
to resume her employment finally came back to
our clinic. The period of her first stay could be
regarded rather as the most acute stage of a men-
tal disturbance, which up until then had been
gradually increasing over a 2-year period and had
been accompanied by all kinds of serious distur-
bances of general health. Currently, she is entirely
free of such complaints and presents a healthy
appearance; her bodily functions are controlled;
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she maintains a roughly constant body weight;
and her behaviour at today’s clinical presentation
shows nothing remarkable. Her answers are
prompt and meaningful. She is fully orientated
with respect to her surroundings, her current situ-
ation and her former illness, and also about all
her personal circumstances; namely, she has
good memory for certain details of her illness.
The sum total of her knowledge is consistent with
her stage and level of education; despite a degree
of malaise, her mood is elevated rather than
depressed. On the ward, however, she does not
always behave appropriately and comes only
from time to time to her occupation in the sewing
room, usually preferring to become involved in
all kinds of things that do not concern her, giving
advice, and harassing her fellow patients through
jokes and childish behaviour. For example she
pulls the bedclothes off them, or throws water in
their face to surprise them, steals from them, or
perhaps steals food she is not entitled to from the
kitchen. She is in the habit of disrupting clinical
rounds by interjecting. She disobeys doctor’s
orders, and if she is sent to bed for disciplinary
reasons is unabashed to wander naked in the cor-
ridor. So you see, gentlemen, that the patient’s
behaviour is in no way normal, but, on the con-
trary, requires so much patience and forbearance
on the part of her surroundings that she can exist
only within the special confines of an institution.
You will see later that many patients are in the
same situation: After recovery from actual men-
tal illness, they prove themselves incapable of
living anywhere else than in an institution, on
account of their social incompatibility, and their
demanding and mainly egotistical behaviour
requiring constant supervision. On closer investi-
gation our patient shows that she is also full of a
vast number of misconceptions. At the time of
her illness she suffered from bronchitis. She was
so full of mucus at the time that she felt that a
prehistoric man, a bloodthirsty man, or a lance-
let—she uses these three terms synonymously —
had entered her body. The prehistoric man
disturbed her greatly —he had been housed in her
body as if a living child was therein. He was orig-
inally created in the diaphragm; he has a trans-
parent pink body consisting of phlegm —as might
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be seen in an aquarium—an angel’s head, and a
pointed tail. He lies within her in such a way that
the head is in her brain, the body along her spine,
and the tail above her anus. He often wanted to
get out, forcefully, which she noticed from
stitches on top of her skull and below at her anus.
He lived on what she ate, but mainly on what she
drank, which was why she had to drink so much.
Since that time she had doubled everything—
double nerves, double heart beat, and even a dou-
ble brain. From that time on she also had gained
a very young face like that of a 15-year-old girl
with the head of an angel, and her pockmarked
skin had become smooth. (The patient actually
has numerous pockmarks on her face.) At the
time of her illness the right half of her brain had
broken out on one occasion: She had suffered
from severe headaches and nausea; the vomit
looked like brewer’s yeast; she felt that the right
half of her brain had suffered damage. The dis-
eased half of the brain later replaced itself.
Through the illness she had also received dou-
bled thought— ‘on the one hand the epitome of
everything that had been my work, on the other
hand politics and science’. In fact, she seems to
differentiate between her earlier mental status,
which corresponded well to her areas of interest
as a cook, and her mental activity since the onset
of her illness. She believes that she has ‘genius in
everything’, and has apparently read a number of
books, which aroused her interest but with no
comprehension. She mentions the book by
Hickel, ‘Urmensch oder Lanzettfisch’ [W], but
believes that Hackel means something like bind-
ing, or belonging together. According to her, a
person has 27 senses: profundity, combativeness,
hygiene, sense of language, word meaning, sense
of colour, and artistic sense; the others she just
could not recollect. She writes treatises on politi-
cal conditions, of which I shall read you only the
beginning of one: ‘The lowest class of people is
used to save the life of the higher. As a conse-
quence, the poor individuals receive an acute or
the opposite of it. This stomach ache is related to
chlorosis’ etc. She emphasizes that she under-
stands something of medicine, can treat fractures,
apply bandages, cure diphtheria, etc.; and it is
this that leads her to interfere during ward rounds.
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Gentlemen! We will talk later about the processes
by which such falsifications of consciousness—
partly somatopsychic, partly autopsychic—actu-
ally arise. I want to emphasize just one point
here: That we have observed in these patients the
time at which somatopsychic delusional ideas
actually originate, and can thus provide evidence
of their origin from abnormal physical sensa-
tions. If such fantastic ideas could arise from
one’s own body, we need to remind ourselves of
the peculiar situation in which these patients find
themselves: Patients experience morbid feelings
which are hitherto quite unknown, totally devoid
of any analogy with normal bodily sensations, for
which patients lack any vocabulary to describe
their experiences. Parables, similes, or analogies
are then forced up to conscious levels in distinc-
tive ways for each patient, and are then used as a
means of description. During the acute, Affect-
laden stage we hear patients complaining all too
often how indescribable, unspeakable, and
unique are the feelings which afflict them. The
bodily localization of these feelings —which may
be more or less definite—then provides the main
evidence leading to the development of a delu-
sion, by way of explanation, whose building
blocks are then adaptations of each individual’s
scientific knowledge. Our patient was probably
influenced by Hickel’s undigested writings when
she conceived her delusional system. A further
delusional explanation is based on the autopsy-
chic notion that, due to the illness, she has come
into possession of a new way of thinking, extend-
ing to politics and science. In this, she expresses
her own perception that her mental activity has
changed direction, due to alterations in the con-
tent of her consciousness, a point to which I shall
soon return. The nonsensical, apparently feeble-
minded aspect of her thought processes, here
associated with elevated mood—a contrast with
the way her thoughts had formed previously —
can thus be fully explained.

Gentlemen! You will recall an even purer pic-
ture of residual somatopsychic falsification of
consciousness from last semester. I presented to
you a 65-year-old woman about whose past we
could find no detail. According to her own
account she had been through a serious illness
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18 years previously, that left her entire body,
especially her outer body, permanently disfig-
ured. She complained about her horrible ugly
face, her plump ungainly limbs, her altered skin
shade, her imbecilic facial expression, and the
like, while in reality she was a graceful, finely
built, and relatively intelligent, introverted,
elderly lady. She had no abnormalities of sensa-
tion, nor did her general condition reveal any dis-
turbances.  Nevertheless, more extensive
examination showed other severe changes, noted
as deficits, which encroached principally on the
allopsychic and autopsychic domains. In addi-
tion, close scrutiny showed that her memory had
decreased significantly, from which we reach the
conclusion of a residual falsification of con-
sciousness, complicating mental disorder of the
elderly. The initially striking purity of the case
was thus proved mistaken.

Far purer was the clinical picture in the other
example I presented at the same time of a residual
somatopsychic falsification of consciousness.
You will recall, this was the case of a young man
of 20 years age, Biega, who as a result of his ill-
ness claimed to have experienced a deformity
such that he had become a hunchback; his upper
ribs had become sunken, while the lower ribs had
expanded angularly, and his shoulders had
slipped down considerably. Objectively, nothing
could be seen of all these changes, and they no
longer caused the patient any discomfort; but
probably he was recalling the time when the
change had set in, with pain and indescribable
sensations—a period that lasted for years. While
this had opened up conversation with the patient,
it demonstrated that he had no deficits of any
kind; and by very careful testing it could be
shown that attention and memory were normal.
Nevertheless, the whole demeanour and external
appearance of this patient gave the impression of
profound mental disturbance—his broken pos-
ture, his meagre responses, his ‘out-of-tune’ [W]
face, cool extremities, and morbid complexion
surprised us right from the start. We also learned
that he was quite reclusive in his behaviour on the
ward, hiding away from other patients, eating
inadequately, and severely neglecting his appear-
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ance. The suspicion we therefore had, that he was
still suffering physical sensations, was confirmed
when we examined him; for it revealed that the
patient still felt an obstruction and constriction of
the bowel immediately proximal to the anus, and
complained about extreme discomfort and all
sorts of abnormal sensations during defaecation,
albeit conveyed with a sense of hopelessness and
requested medical treatment for his actual
suffering.

Gentlemen! The 57-year-old master mason’s
widow, Frau Schmidt, who I present to you next,
makes a perfectly healthy impression in physical
terms; she does not complain of any disturbances
in her general condition, and calmly and reason-
ably gives the following information about her
discomforts. The occasion for her forcible trans-
fer here would have been the harassment to which
she was subjected at home, and to which she had
responded with threats against their families and
other residents; she had mainly been sprayed and
hosed, and shot at from all sides. But let her speak
for herself. ‘I felt as though I had been injected
with a syringe in fine jets on my skin, usually
affecting my head. It happened when I stood at a
window that I heard a signal, and then received a
spray, often in my eyes as well, so that I could not
see. At first there was bone damage as well —they
were red and inflamed, and I also heard shots
fired, injuring my arm, chest and other parts of
my body. Something had been painted on the
skin of my feet, the heel especially, so that I could
not walk for 8 days. Sometimes, when I went to
bed I got sharp splashes, which stung me.
Anyway, the walls were hollow and passages had
been dug out. I was sprayed from there. I do not
know who could be persecuting me in such a
manner. I think it is a punishment but I do not
know who has the right to punish me so’.

She then tells how the medical check-up that
would have preceded her transfer did not go prop-
erly. Somebody had put a woman in the clothes of
her well-known physician, Dr H. However; she
recognized from his beautiful teeth that it was not
a man but a woman. Here in the institution the
enactments ceased, for the most part. Yet we
learned from the case notes that the patient had
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complained of being harassed around her genita-
lia during the night and of having seen a shadow.
In the ward she has complained of other physical
abuse. At home someone had forcibly broken her
teeth and glued her lips together with a greasy
substance and closed them tightly. At times she
complained of burning facial pains, which she
explained by somebody having poured a caustic
substance over her face. Regarding the develop-
ment of the illness, we learned from the patient’s
son-in-law that she had felt herself persecuted in
this way for 5 years, and a few years ago had
became unsociable and distrustful, and did not go
out anymore. Occasionally she had complained of
voices emanating from a wall, without going into
any greater detail. Out of mistrust she finally dis-
missed her housemaid and did the housework her-
self. She failed to recognize one of her
grandchildren, and claimed that the child had
been planted on them. Finally, she had threatened
to smash every window pane in the house.

The patient was apparently suffering a slowly
developing paranoia, the basis for which could
be found mainly in a series of morbid sensations
and tactile hallucinations. She notices changes
in her body but, in contrast to the previous
patient, attributes these to outside influences;
and thus she reaches allopsychic —in addition to
somatopsychic —falsification of consciousness.
We will encounter a similar paranoia in the fol-
lowing case, but with a very different origin:

The 50-year-old, flourishing, well-nourished
gunsmith’s widow, Frau Reising, complained
that she had been cunningly lured from her home
by a policeman and brought here. This involun-
tary transfer to the asylum was obviously an act
of revenge by Frau W., who was known to the
district police chief, with whom she associated.
This would have enabled her to involve the police
in her plans. She had known this Frau W., a busy
midwife, for 6 years. Since she, the patient, was
childless, and had noted that Frau W. treated her
daughter badly—‘the kid got in the mother’s
way’ she interpolated —she had taken the child to
raise herself. Two years later the child was taken
away again, for no reason. In the meantime she
had learnt that Frau W. led an immoral lifestyle,
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and was a malign and quarrelsome person. She
had noticed soon after taking over the child that
she must have been slandered in some taverns;
amongst other things she had been accused of
sexual intercourse with Frau W.’s husband; at
every opportunity she had been insulted and
harassed; on the street she had been told to her
face that she was a whore, etc. Emphatically, only
Frau W. could have been to blame; this could all
be attributed to her. In the end, after ‘years of
malicious persecution and deliberate enticement
of the child’, she had filed a lawsuit, but did not
know what had become of it. Finally, to have
some peace, she had moved to the little town of
K., but had noticed that she was also abused by
people there. Apparently Frau W. had written to
this place, and stirred up people there. She then
returned to Breslau and found it worse than ever.
She heard the words whore, mad bitch, and the
like even from small school children and,
undoubtedly, the midwife Frau W. was to blame.
Three weeks ago the latter made a complaint
about her to police headquarters, upon which as
she correctly describes she had been visited by a
police medical specialist. She, the patient, how-
ever understood the process quite differently: She
believed that the police chief was engaged in an
illicit affair with Frau W., and had agreed with
her to bring her [the patient], a person with com-
pletely normal mental health, into the asylum.

You can see, gentlemen, that this woman
regards her delusional system with a semblance
of probability. She speaks correctly in accord
with her level of education, and gives a smart and
energetic impression. She has been hospitalized
for 3 months. Initially she was most insistent that
she be discharged, became easily excited when
this was refused, and frequently gave utterances
indicating a continuation of her auditory halluci-
nations. Gradually, she became affable and
friendly, and auditory hallucinations appeared to
have subsided. Moreover, she knows nothing of
‘voices’ [W], but apparently projects her halluci-
nations onto people round about.

She explains her detention in the asylum by
the doctors having to act according to the instruc-
tions from the police. In addition, apart from
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occasional stomach pains, we have heard of no
physical complaints. Her body weight decreased
by about seven pounds over the first 2 months,
and has increased somewhat since then.
Gentlemen! The patient, Frau Reising, is a typi-
cal example of a commonly encountered form of
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chronic progressive falsification of consciousness.
Auditory hallucinations of morbid and threatening
content appear to form its basis, so that we can
formulate it provisionally as a particular form of
allopsychic falsification of consciousness. Later,
we shall come to deeper understanding of the case.



* Interrelationship of lapsed so-called old cases
to chronic psychoses

* Explanatory delusional ideas of autopsychic,
allopsychic, and somatopsychic origin

* Autochthonous ideas and hallucinations

Lecture

Gentlemen!

Before we make acquaintance with new
patients, we should dwell for a moment on
patients we have already seen, while they are still
fresh in our minds. Firstly, let us face the ques-
tion of nomenclature. According to current labels,
all those patients would be examples of ‘chronic
insanity’ [Ed] or ‘paranoia’ [Ed]. However, if we
wanted to comprehend [W] it in this way—that
paranoia was a well-characterized clinical form
of illness—then the floodgates of greatest confu-
sion of concepts would be opened, for the cases
show very great differences from one another.
We can avoid this misunderstanding if we talk of
paranoid states [W], which include all those
chronic mental disorders where we encounter fal-
sification of content of consciousness, while con-
scious activity remains well preserved. In so
doing, we believe that we cater for the view, often
expressed by earlier authors, that we should
include under paranoia an overriding disturbance
of intellectual activity. Under this very broad
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definition, we might accept that, amongst cases [
have shown, there are conspicuous differences
not only in terms of presenting findings but also
of their histories and origins. The diversity of
presenting medical conditions could easily be
characterized in greater detail if we were to use
the terms autopsychosis, allopsychosis, somato-
psychosis, and their various combinations. For
any material falsification of consciousness cover-
ing all three areas of consciousness, the term
would then be ‘total psychosis’ [Ed]; but when it
was just a portion of this totality which had been
attacked, the name in question would be some
appropriate combination of these terms.
According to this classification, the first patient
presented, the gardener Rother, would be classed
as an example of a total chronic psychosis; Frau
Reisewitz, a chronic auto-allopsychotic; the
patient Tscheike, a chronic auto-somatopsy-
chotic; the Biega case, a pure somatopsychotic;
Frau Schmidt, a combined chronic allo-somato-
psychotic; and Frau Reising, a chronic allopsy-
chotic. By addition of ‘residual’ [W] you could
emphasize the importance of that group of
patients in whom the disease process had appar-
ently run its course, with the patients returning to
health, without their having gained any insight
into their illness.

The necessity of the latter distinction can,
however, lead us to introduce other, somewhat
simplified terms into the field. It might, perhaps,
be advisable to reserve the term ‘chronic mental
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disorder’ [Ed] just for residual cases, and apply
the term ‘psychosis’ [Ed], with appropriate com-
bination of words, only to those cases of mental
disturbance actively in progress. If we were to
prefer this nomenclature, then all cases which,
relatively speaking, have recovered (but without
insight into their illness), and the two patients
Rother and Tscheike, would be included in the
area of chronic residual mental disorder. All cases
I presented—and others mentioned in passing—
belong in the area of actual chronic psychoses. All
psychotics who do not progress to full recovery
but reach a standstill fall in the group of chronic
mental disorder, under this classification.

Gentlemen! If such a distinction (as we
acknowledged is no more than a clinical require-
ment) still has to be made, you will ask whether
it would not have been better to separate past
cases and chronic psychoses from the beginning.
Now, it will still be fresh in your memory from
my introductory remarks that we can recognize
falsification of consciousness occurring in both
categories of mental disturbance, and, as you
gradually get to know all inmates of our clinic,
you will find many patients amongst whom it is
quite impossible to decide immediately which of
the two categories they belong to, since informa-
tion on their past is missing. But even when it is
possible to obtain detailed information, it is often
so far back in the past that inaccuracies and dis-
tortions are inevitable; and therefore, just as for
the obvious inadequacies of lay observations, one
can no longer reliably distinguish these two
groups of illness. Combining all such ‘old cases’
[W] into a single large group, that of ‘paranoid
states’ [Ed], therefore meets a practical need.

However, if we dig deeper, we come to
understand an indisputable connection between
the two. Allow me to suggest what is for me the
critical aspect, even if I cannot now treat it with
the breadth it deserves from a theoretical point
of view:

The content of our consciousness was pre-
sented to you in introductory lectures as some-
thing acquired, indeed acquired through
functioning of the organ of consciousness itself.
Each new acquisition corresponded to a specific
pattern of associative elements functioning in
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concert. We came to recognize that the strength
of these functional links varied, depending on
how often they were used. However, since this
strength was intrinsic to the most complex, high-
est level of associative links, we were led to con-
clude, quite generally, that there existed a
balanced and regular organization in the flow of
mental activity in any normally developed per-
son. So, let us assume that in the reverberations
of the same combination of associative elements,
the same mental processes always take place. We
would then not be too bold were we to conclude
that, in this sense, the set of ‘specific energies’
[Ed] of sensory elements may be transferred to
the entire organ of association. The way in which
such associative links are triggered into action is
thus somewhat irrelevant: Under some circum-
stances it can be an aberrant internal stimulus
which starts off various psychic processes,
depending on its localization. For purposes of
this analysis, all changes in content of conscious-
ness can then be likened to focal symptoms, and
will behave just as do more familiar focal symp-
toms of brain diseases; but these naturally will
have different clinical ‘weighting’ [Ed] depend-
ing on whether they correspond with the stimulus
state or the paralysis state.

Let us take examples from neurology: A major
cerebral haemorrhage of the well-known mar-
ginal artery of the lentiform nucleus or an embo-
lism of the f. S. artery generates during the period
of acute illness not only hemiplegia, but also a
series of severe accompanying symptoms, to be
seen as secondary effects of local brain injury.
Residual hemiplegia remains as a permanent out-
come, while side effects of the focal damage dis-
appear. However, exactly the same finding of
hemiplegia may come about when a slowly-
growing tumour or chronic brain-softening
causes tissue destruction only very locally; at
first (usually) there is a slowly developing mono-
plegia affecting for example the leg; then a bra-
chial monoplegia may arise, then one involving
the facio-lingual area, so that, finally, hemiplegia
emerges. Corresponding with such slow progres-
sion, there may be total absence of severe general
symptoms. However, the site of brain destruction
is the same in both cases, so it is fair to compare
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a residual focus with a chronically developing
one. In exactly the same way we can fairly equate
residual alteration in content—as a localized pro-
cess—with changes in content when psychoses
progress slowly.

Gentlemen! The comparison we have made
with brain diseases has proved so instructive that
we should apply the analogy to another major—
and unavoidable—question. When can a mental
illness be considered to have run its course, apart
from cases of it actually having been ‘cured’
[Ed]? When can it be regarded as still present, or
increasing in intensity? For residual hemiplegia,
we have no doubts about this matter. For mental
illnesses on the other hand there is often great
difficulty in deciding this; and I have already
pointed out (p. 55) that in cases we might other-
wise deem to have run their course, new psy-
chotic symptoms have emerged, associated with
explanatory delusions, and, in practice these can
be of the greatest importance. I must note here
that such explanatory delusions only rarely stay
limited to the initial delusional ideas (usually of
persecution, see above) but often develop further
in the most consistent manner, forever giving rise
to new delusions. Precisely this process, the so-
called systematization [Ed], has always been
seen as indicating that a patient is incurable—
albeit erroneously, as we shall see later. Should
we now believe that such progression of delu-
sions runs in parallel with progression of the dis-
ease process itself? As I already indicated, we
should not assume this automatically; rather, we
should recognize that, once established, without
any new adverse processes needing to be in play
within the brain, an alteration of content of con-
sciousness can have most disastrous conse-
quences for the entirety of subsequent mental life
of the individual, possibly even in direct conflict
with it, because normal flow of mental activity
and strict logic has been preserved in the indi-
vidual. We must soon duly consider this effect of
once-established change in content of conscious-
ness—the emergence of explanatory delusions.

Gentlemen! It would be going too far and take
up too much of this clinical lecture were I to dis-
cuss here ‘delusions of explanation’ [W] more
broadly. Suffice it to say that we can trace back
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explanatory delusional ideas to every single one
of the acute symptoms that we will encounter
later. Here, only certain types of explanatory
delusions are evident. We follow the guideline
that they should lead in part to understanding
cases as presented, and in part to recognition of
pathological principles, as necessary and essen-
tial hypotheses in the psychiatric clinic.

The area of somatopsychic explanatory delu-
sions [W] is almost indescribable in its variety.
We met an example in the case of the patient
Tscheike. Her conceptions arose at a time when
supposed changes in the body would have been
directly experienced; but seldom do they remain
as harmless as in this naive admirer of Héackel.
More commonly, changes which the body has
supposedly suffered are regarded as arising from
external influences, and then become channels
for the patient’s resentment and hatred against
people or institutions—and I remind you here of
the patient, Frau Schmidt. Another patient of the
same type, who I presented to you recently,
expressed his indignation in a more drastic way,
in that he believed that this type of treatment had
degraded him virtually to a pig; he repeatedly
called himself a pig, yet leaving no doubt that he
did not mean actual change in his body but only
linking it figuratively with the aforementioned
meaning. The real change in his body—his main
complaint—was that his head had been divided
by the impact of hammer blows; his face had
slipped down; the cranial vault had been pushed
upwards; and thus his entire head had become
broader. The entire alteration had taken place
quite rapidly, over one night. Somebody had
imposed these changes on him; how this had
been done, he left to the doctors, because he was
a layman. You will probably still remember the
clarity with which this intelligent patient, a
27-year-old merchant who had been mentally ill
for 3 years, developed his explanatory delusions
in relation to their motive. This shifted between
three different assumptions. To him, the most
likely one was that someone wanted to drive him
mad and so eliminate him. When I then asked
whether he was therefore insane, he responded,
you will remember, by declaring that this was
highly likely. The other explanation to which he
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was inclined was that the physical abuses were
intended to test him and prepare him for a higher
calling. In particular, the disfigurement of his
head might serve to give him the outward appear-
ance of a high-ranking personage, the Duke of
Sagan. He added indignantly, ‘However, I will
not assume the name, because then I might actu-
ally be a pig in my innermost heart’. A third pos-
sibility floated before the patient: The purpose of
such manipulations was to entertain other people
and have fun. ‘The whole thing is perhaps a
human game, or a fashion game, or pure theatre’.
By presenting these three possibilities he
undoubtedly counted on the assumption that a
whole conspiracy had been set against him.
Gentlemen! I have no doubt that in a few semes-
ters I can present to you the same patient, in pos-
session of the same, well-preserved formal logic
and dialectics, and that he no longer ranges across
various possibilities but offers a firmly founded,
uniform delusional system. Whether this corre-
sponds to one of the latter dubious possibilities or
is rather a new, far more complex delusional
structure cannot yet be determined. The second
of these assumptions seems more likely, because,
at present, we see the patient constantly revising,
under the influence of new psychotic experi-
ences. We do not always get the opportunity to
see the very process of systematization itself, as
we can in this patient, due to his level of educa-
tion, his well-maintained logic and prudence, and
willingness to share it with us. Usually we have
to deal with explanatory delusions only as ready-
made facts, leaving no doubt about their mean-
ing. I merely make you aware of one of the most
common somatopsychic explanatory delusional
ideas because it is of great practical importance.
There is a predilection for people in the immedi-
ate environment (e.g. family members), or the
institution’s administration to be blamed for the
physical agony. A patient of this nature, with
such a round-about description of the change in
content of his consciousness, is seen by many
doctors as a hypochondriac, that is, suffering
from neurosis rather than psychosis. This patient
laid the blame on his wife, who in the end had to
invoke a separation, to protect herself from his
verbal and physical ill treatment. In another
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patient, indisputable general malaise was blamed
on the institutional administration—and all his
thoughts and endeavours were then consequently
directed towards shifting to a different institution,
since he felt far too ill to do without institutional
care.

For autopsychic explanatory delusions [W]
we have already found an example in the patient,
Tscheike. She claimed, since her illness, to be
able to think ‘in double’ by her embracing a
newly acquired ability, enabling her to argue
about learned, political matters and the like, in
addition to her kitchen duties.

One of the most important sets of explanatory
delusions of autopsychic origin is built around
what we shall call ‘autochthonous ideas’. [W]
Patients notice the emergence of thoughts which
they consider to be alien to themselves, not per-
ceived as normal, that is, probably not created by
the usual processes of association. Interpretation
of this symptom presents no problem, since it is
exactly what we would expect from aberrant stim-
uli acting at a particular location in the organ of
association. We assume that such an aberrant
stimulus is stronger than normal excitatory pro-
cesses involved in the act of association; that con-
sequently, such a stimulus occupies a peak of the
psychophysical wave of excitation; and that it dis-
turbs otherwise normal and ordered thought pro-
cesses. In any event, attention is forcibly directed
towards such autochthonous ideas, and others are
perceived as annoying intruders. In this connec-
tion such ideas bear close resemblance to equally
annoying, so-called obsessional ideas, but differ
in that the latter are never perceived as foreign
and alien to the personality, and consequently do
not attain the disastrous importance for the
entirety of mental life as do autochthonous
thoughts. Apart from that, disturbances of associ-
ation, brought about by autochthonous ideas, in
many patients—especially those with more finely
organized personality—are equally distressing,
often even so more than physical feelings and
pain; they are almost always a fruitful source of
autopsychic  explanatory delusions. Hence,
amongst mentally-ill people, only as an exception
do you find an ‘objective’ [Ed] observer who
experiences just the ‘foreignness’ [Ed] of emerg-
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ing thoughts without attaching to them any far-
fetched interpretation. Almost always, these
thoughts are said to be ‘made’ [W], ‘looked for’
[W], ‘inserted’ [W], and probably also that they
‘took it to be’ [W]; how and in what manner this
occurs depends entirely on each patient’s individ-
uality, and his not-unrelated store of innate ideas.
Pious thoughts come from God; evil thoughts are
instilled by the Devil; more enlightened individu-
als rely on physical tools, for whose handling they
usually put their trust in doctors. So it also was
with the merchant, whose somatopsychic explan-
atory delusions have just occupied us; he com-
plained about ‘strange thoughts’ [W] afflicting his
mind, especially those that disturbed his sleep and
which, at the onset of his illness, incapacitated
him in his professional role. He was also able to
indicate the direction whence his thoughts ‘pur-
sued’ [W] him; probably this was due to simulta-
neous abnormal physical sensations: They came
from above, from the ceiling. At the most critical
time, he actually revealed, insofar as he presumed
to explain his thoughts as being based on sugges-
tion and hypnotism, that he had not noticed the act
of his being hypnotized, and it would have taken
place against his will. You will probably still
remember how hard it was for me to get the
patient to divulge information about these
thoughts—only after prolonged pleading on my
part did he deign to impart them. There was no
need to give the reason for his refusal, his thoughts
already being known to me. We will come across
this phenomenon of ‘thought becoming sound’
[1] [W] from other sources. One of the most com-
mon explanatory delusional ideas for the symp-
tom of autochthonous thoughts is that patients see
doctors as authors of their thoughts, and therefore
assume these to be known already by them. The
response heard so often from quiet sufferers, “You
already know that’ or “You know that much better
yourself’, usually conveys this meaning.
Gentlemen! You see from this example just
how much the era we live in can influence the
specific content in all appearances of explanatory
delusions. We currently have no fewer than three
chronic patients in the clinic, whose explanatory
delusion is built up from received ideas about
hypnotism and suggestion. In the Middle Ages,
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religious beliefs, belief in miracles and supersti-
tions ruled their minds, and corresponding con-
tents of explanatory delusions in everyday
parlance, for which you can find most telling
examples, were extorted confessions of unfortu-
nate victims of numerous witch trials.

We find similar dependence of specific con-
tent of the delusions on prevailing ideas of the
period, these being specially prominent in allo-
psychic delusions of explanation [W]. The most
common bases for delusional ‘explanations’ [Ed]
are sensory deceptions, under which heading we
include both hallucinations and illusions. In our
sense, sensory deceptions are defined as psycho-
sensory hyperaesthesias and paraesthesias; fur-
ther detail is reserved for a later lecture. The
effect is always that content of consciousness is
increased by various false components in the
allopsychic area. They are usually construed by
patients as ‘foreign’ [W] phenomena, which pro-
voke the explanation; however, for reasons that
we will come to recognize later, their reality is
usually not doubted. The explanation is usually
achieved by adopting some ‘physical medium’
[Ed], for which any enemy and persecutor—in
rare cases friends and patrons as well—can serve.
The nature of the medium varies for each indi-
vidual, and the system based on it corresponds
exactly to each patient’s level of education. To
explain auditory hallucinations, uneducated peo-
ple usually refer to a device similar to a simple
speaking tube: Either holes are bored through the
wall, or the walls are hollow, or there are under-
ground passages, and so on. For a while, the tele-
graph played the same role, for all those for
whom it conveyed only sound, and now it is
almost universally replaced by the telephone. For
those with some education in physics, absence of
visible wires creates no difficulty since experi-
ments on the heart have established that electric-
ity can be propagated without fixed conductors.
False perceptions in the visual sense are attrib-
uted to more or less complicated optical instru-
ments; simpler mirror devices and projectors are
popular here. Tactile hallucinations lead to the
idea of being sprayed or sprinkled, usually of
course with harmful substances, and, if there are
tingling sensations, most people know this to be



70

due to electricity. The sensation of pricking, of
being attacked and touched on various parts of
the body, etc. are projected externally by patients.
Deceptions in smell and taste may vary, depend-
ing on the knowledge, the school of thought of
each individual, and the supposed effect; but
these are mostly interpreted as harmful or toxic.
The so-called physical persecution complex [W],
of which you saw an example in patient Schmidt,
is based, as you can see, on just such attempts at
explanation; we will therefore not evaluate it as a
clinical form of illness, or at least only in the
same sense as any other type of explanatory delu-
sion. To assign persecution complexes formed in
this way to the correct place in the science of
disease requires totally different criteria. This is
clear from the single fact that in rare cases the
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same hallucinations can also be interpreted in a
favourable sense, as a source of advice, a super-
vising agency, a treatment for the body to toughen
or harden ones’ self against injurious influences,
etc. This cannot be based solely on individual dif-
ferences in coloration of the hallucinations, since
we will gradually find that this content is not
itself a random selection but varies according to
how the illness presents itself, and can therefore
be regularly codified.
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* Sejunction hypothesis

* An attempt to explain pathological symptoms
of stimulation

* Delusional explanatory ideas resulting from
motility symptoms and from intrinsically nor-
mal functions

Lecture

Gentlemen!

In the previous discussion of allopsychic delu-
sions of explanation we could not avoid the fact
that a large proportion of chronic psychotic
states, whether they be temporary or permanent,
are accompanied by sensory deceptions, admit-
tedly—in the former case—just insofar as they
coincide with episodes of acute illness. In addi-
tion, sensory deceptions can persist, even in cases
of residual chronic mental disturbance, some-
times permanently, sometimes temporarily, or
only on certain occasions. This appears to contra-
dict all our preconceptions that conscious activity
has returned to normal in residual paranoid states,
since it is notable that, for sensory deceptions,
there is a clear disturbance of conscious activity.
If it has not returned to normal, then we ask our-
selves whether any definite signs of a more florid,
evolving disease process remain, when chronic
mental disorder is accompanied by sensory
deceptions. Gentlemen! The very fact that this
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question is raised proves to you the difficulty that
often confronts us in deciding between residual
mental disorder and chronic psychoses.

We would do well to avoid answering, until I
have introduced a hypothesis about language,
which, on its own, in my view, can guide us to
deeper understanding of the essence of all mental
illnesses. Here I remind you of our first patient,
the gardener Rother who, incidentally, also suf-
fers from sensory deceptions, albeit rarely and
then only temporarily. How is it possible, we
wonder, that in the same head such a vast quan-
tity of misconceptions and misjudgments can
exist side by side, in such contrast both among
themselves and with reality, with well-preserved
formal logic, apparent prudence, and totally
accurate appreciation of the reality of his situa-
tion? Well, gentlemen, compared with the indis-
putable facts seen after the origin of his current
condition, the answer is undeniable: It was the
acute mental illness that created the gap in the
solid structure of his associations. We will give
this process of detachment an appropriate name
and call it ‘sejunction’ [W]; we cannot fail to see
it as a deficit, a break in continuity, which must
correspond with failure of certain lines of asso-
ciation. The fact that, in the brain, different ideas
and idea complexes are not merely juxtaposed,
but are normally combined into larger groups,
and finally into unity of the ego, can, in the final
analysis, be due only to associative processes.
The very fact that this patient is unaware of
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contradictions between his various misconcep-
tions suggests that the combination of all higher
associations into a single unit, the ego, has
ceased. This individual consists simultaneously,
as it were, of a number of different personalities:
We could boldly call his condition a ‘disintegra-
tion of individuality’ [W]. It is perhaps just coin-
cidence that this is so little evident in his outer
appearance, because of the small demands made
on his whole personality by his occupation. A
gardener’s monotonous work is similar in this
respect to that of an agricultural labourer, many
factory workers, and even busy people whose
work is single-mindedly manual, conforming to
definite patterns. If it were a profession requiring
development of a highly complex personality,
such as a judge, a doctor, or an industrialist, dis-
integration of the personality would be revealed
all the time in such occupations.

Gentlemen! We will see later that most signs
of disturbed secondary identification, which
make up symptoms of acute mental illness, can
be explained by assuming the same sejunction
process. Changes in content of consciousness,
remaining as consequences of errors in identifi-
cation, can therefore be traced back to
sejunction.

Nevertheless, we also know that, other than
healing, or persistence of changed content, there
is a third way in which acute mental illness can
develop: to varying degrees of dementia or
feeble-mindedness. We can also derive dementia
from the sejunction process, as we shall see later,
because according to this, we define it just as a
failure—or reduction—in associative activity.

With acute mental illnesses, you can often
observe a shorter or longer stage, where, after a
period of acute illness, a state somewhat similar
in form may be present, albeit with changes in
content, or with reduction in processes of active
association, before a definitive return to full
health. This stage of acute mental illness, whether
paranoid or demented, is therefore still accessible
to restitution.

All such considerations compel us to see in
the sejunction process the real nature of acute
mental illness. As the Rother example teaches us,
prior episodes of sejunction can be readily seen
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in many old cases. In other cases, unmistakable
progressive changes in content suggest the same
chronic progression, albeit less obvious. Whether
the disease eventually merges into a state of defi-
cit, namely dementia, depends on the extent of
the sejunction.

Gentlemen! We thus see that the sejunction
hypothesis provides us with a key to understand-
ing the most important phenomena of such condi-
tions, which we can equate with deficit symptoms
of brain diseases, equally for chronic as well as
for acute mental disorders. However, a number of
other symptoms appear to have no explanation in
such terms, by which I mean ones we have
regarded as ‘irritant’ symptoms, such as halluci-
nations. The better researched pathology of
organic brain diseases gives us no explanation
here, because the origins of even the most com-
mon symptoms of irritation—localized spasms
and contractions—are still totally unknown to us.
We learn only a little here from brain diseases:
that these irritant symptoms are almost invariably
linked to neurological deficits, and only from the
latter do the former gain their clinical status. In
some way, therefore, we should assume a causal
relationship between deficit symptoms and irrita-
tion symptoms. But in our case, gentlemen, it is
different, insofar as some irritant symptoms, such
as hallucinations, are the most important symp-
toms of mental illness, apparently often occurring
on their own. Should we not try to find some rela-
tionship to deficit symptoms, as an example of
sejunction? This requirement is virtually forced
on us by our clinical experiences, because we
know of some mental illnesses which offer almost
exclusively—throughout their entire course—
only such irritant symptoms, and yet result in the
same fateful outcomes, either falsification of con-
tent or dementia. As irritant symptoms are extin-
guished, deficits, whose full extent was hitherto
unsuspected, then become apparent. With all due
caution, you can at least say that the process of
sejunction is accompanied by irritant symptoms,
and may be obscured by them. It is entirely within
the current framework of our ideas of disease pro-
cesses that destroy nerves that they simultane-
ously act on nerves as a stimulus: The current
theory of stimulation is indeed based on this. The
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same view probably prevails for ganglion cells.
The time course of processes leading to death of
nerves would then be a critical determinant of the
occurrence of irritant effects. But perhaps also a
purely mechanical concept of irritation, both
plausible and comprehensible, is possible: As
you will recall, we have taken mental activity to
be a form of movement, which progresses in a
closed chain of association sAZm in our schema.
Memory images were, for us, sites of stored
energy, always being refreshed from the ascend-
ing pathways, which access projection fields.
This energy is being continually drained away,
we may suppose, as charge on the projection field
m declines, in readiness for their being called into
action. Such continuous balancing up of energy
can be inferred from the so-called unconscious
mental activity, and from the circumstance that
you always wake up from sleep with thoughts
running through your head. According to general
principles of mechanics, you would expect that
disruption of such a flow of energy by sejunction
would result in a build-up of energy, and thus
localized enhancement of excitatory processes.
Were this ‘nerve stream’ [W] to be readily com-
parable with fluid movement, you could then
speak of a reflected wave in the nerve stream; but
even without this, you might expect in ganglion
cells—the main sites of stored-up energy—that
voltage would increase, when run-off is impaired,
but with continuation of influx, and this can eas-
ily overcharge the psychophysical movement to
reach a wave peak (p. 46). In this sense it is prob-
ably not too bold to speak of ‘accumulated ner-
vous energy’ [Ed]. Then the location of the
sejunction process would be a critical determi-
nant of any resulting irritant symptoms.
Occurrence of hallucinations would suggest that
sejunction on pathways sA would occur in a rela-
tively confined range of pathways, or at least in
one of the sensory projection fields, for example
in an area of their output representations A.

In the case of autochthonous ideas, of course
they appear at first sight to be a ‘pure stimulus’
[Ed]; but comparison with compulsive ideas
shows this assumption to be insufficient to
explain the phenomenon. In fact, patients differ-
entiate quite well between their own thoughts,
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which in the case of compulsive ideas compel
them against their will, and ‘alien’ [Ed] thoughts,
in the case of autochthonous ideas, for which
they initially have no explanation. We might also
be tempted to seek a distinguishing feature
related to sejunction, so that at one time—for
compulsive thoughts—we might be dealing with
an excitatory process whose continuity is pre-
served, and at another time—for autochthonous
ideas—with an excitatory process where it is
loosened.

This consideration throws light on the internal
relationship between hallucinations and autoch-
thonous ideas. Both are based on sejunction pro-
cesses; both appear to the patient as alien
invasions, and are usually projected externally.
We will have to look for the real difference
between them in the different locations where
sejunction occurs: for hallucinations in the path-
way sA and for autochthonous ideas in the path-
way AZ of the mental reflex arc.

We can now understand that these two acti-
vation symptoms are also closely related clini-
cally, and that transitions are found between
the two. I can demonstrate this to you, for
example, in the case of the 24-year-old
mechanic who had interpreted his autochtho-
nous ideas near the beginning of his illness as
promptings from the Holy Spirit. However, a
few weeks earlier, he heard the voice of the
Holy Spirit speaking to him. Also, in the
patient Bohm, according to his own precise
account, at one stage his autochthonous
thoughts led to his hearing ‘voices’ [W].
Furthermore, the finding that patients them-
selves do not know exactly whether they hear
voices or only experience related thoughts cor-
responds to a transitional state between autoch-
thonous thoughts and hallucinations. Such
uncertainty on the part of patients about their
own perceptions is commonly reported.

A second implication of our study deals with
the status of hallucinations in the whole science
of disease. If our hypothesis is correct, hallucina-
tions may occur even without any actual abnor-
mal process being in place, merely by
accumulation of nervous current at the point of
sejunction. From this site of discontinuity, one
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may expect the perceived magnitude of the
stimulus to be amplified beyond the norm, and
consequently, for excitation of sensory regions of
the brain in s to occur, even without an external
stimulus, especially if the same process has
occurred often, and therefore become habitual. I
remind you of what I said in my introduction
about memory, and ‘exercising’ [Ed] of the ner-
vous system. There, I finally went so far as to
give you reasons to assume that under some cir-
cumstances hallucinations cannot claim to be
intrinsic to any active disease process but are to
be regarded as pure sequelae [Ed] of disease pro-
cesses that have run their course. A clinical case
that will occupy us later appears in a very inter-
esting light, after this discussion. It is not uncom-
mon that healing of acute mental illnesses is
delayed through an intermediate stage, which,
unfortunately, is often of very long duration, and
where—apart from the delusions, of which more
later—no psychotic symptoms other than halluci-
nations make their appearance. I call this condi-
tion ‘residual hallucinosis’ and have presented
one or more examples of this every semester for
many years. You may guess how we should inter-
pret these findings: The acute disease processes
are over, but highly localized sejunction is per-
haps still not completely balanced, or pathologi-
cal habituation has so relieved retrograde
movement that even normal stimulus intensities
drain away into sensory projection fields. In such
patients all stronger Affects tend to induce hallu-
cinations—as is entirely consistent with our
understanding of the symptom. It seems to be just
in such cases that a slightly feverish co-morbid
illness can bring about speedy recovery. An
example of this is a gentleman with whom I am
still in contact, who, after a severe acute hypo-
chondriacal psychiatric illness, suffered lively
hallucinations for some years, and he was consid-
ered incurable. Following influenza, he became
quite healthy within a few days.

After this digression into theory, let us return
to the purely practical topic of symptomatology,
by turning to a further large group of explanatory
delusions:

The particular type of explanatory delusions
which emerge from elementary disturbances of
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motor behaviour [1] fall in a position intermedi-
ate between somatopsychic and autopsychic: For
the former, insofar as people’s motility is
expressed only through visible bodily changes,
and for the latter, because movement makes an
increasing contribution to the entire personality,
as levels of schooling increase. At least one can
say that so-called actions [Ed] (but also most
simpler movements which are under conscious
control) can be taken as functions of ‘conscious-
ness of personhood’ [Ed]. We need not deal with
florid hyperkinetic states here, because they
occur exclusively in acute psychoses, or in the
rare—but not acute—exacerbations in chronic
psychoses. In contrast, parakinetic and akinetic
states are not rare in chronic psychoses, and then,
their more coherent occurrence (limited to cer-
tain muscle groups) corresponds to slow summa-
tion of focal symptoms. Here we deal with the
subject provisionally, just insofar as it is essential
to understand related explanatory delusions.
Independent development of akinetic and paraki-
netic mobility symptoms, separate from normal
mechanisms of association, is one of the most
instructive examples of the sejunction process.
A key to the resulting explanatory delusions is
provided by the impact of autochthonous
thoughts and hallucinations, namely their being
perceived as subjective processes foreign to the
personality. I remember an elderly female psy-
chiatric patient whose incessant activity was to
arrange a circle a few feet in diameter, and then to
rotate about its axis. The explanatory delusion
related to this was that she was the world, and had
to rotate. Such a fantastic delusion, not driven by
any Affects, is of course encountered preferen-
tially among long-term patients for whom there
are already various alterations of contents of con-
sciousness. But is it any less adventurous when a
completely fresh patient claims that he must be in
the immediate vicinity of a machine, admittedly
hidden from him, that turns him continually
around in circles? Of course in such cases mag-
netic and electrical forces are commonly to blame
as the effective agents. More rarely, but more
conclusively, parakinetic symptoms are described
by patients, without their being connected to any
explanatory delusion. Thus, during one clinical
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presentation, a female patient began to sing, and
you may still remember how clearly she spoke
about the fact that she did this against her will,
and did not feel like doing it. This was the same
patient in whom I was able to demonstrate
another interesting phenomenon: She typically
showed a defective pattern of breathing, which I
call ‘phrenic nerve insufficiency’ [Ed], that is,
during inspiration her epigastrium was drawn
upward and the normal enlargement of the lower
chest circumference was prevented. When sing-
ing however, she suddenly presented a normal
respiratory pattern. I believe that I have demon-
strated conclusively that the explanation of this
phenomenon is possible only based on the sejunc-
tion hypothesis. A similar case distinguished by
the absence of any explanatory delusion is that of
a woman I am currently treating. From time to
time she must both laugh and cry, without the
corresponding Affects; she complained espe-
cially about her ‘silly laugh’ [W], which might
lead her to be regarded as feeble-minded. In this
case we are dealing with waning of a subacute
psychosis, distinguished by mutual separation of
successive psychotic symptoms, progressing
even to retrospective associated delusions (see
later). These examples, though incidental to our
actual topic, may find a place here, to show you
the symptom itself, in all its purity. Very often it
is expressive gestures which occur in this man-
ner, some simple, like angry facial expressions,
threatening with the fist, outbursts of moaning,
wringing of hands, and the like, but often also
complex attitudes and series of movements, such
as a praying posture, different types of fencing
positions, dance movements, and the like. Such
complex series of movements, such as exercis-
ing, or describing circular motion (as above), fall
more into the category of initiative movements.
As soon as such movements become permanently
established, corresponding explanatory delusions
seem to arise without fail. Sometimes the content
of delusions depends more on the fact of the
movements themselves, and sometimes more on
their form. A physical persecution complex can
draw on such parakinetic states—in brief, on a
belief in supernatural powers, be they good or
evil, of an obsession, and not infrequently of the
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idea of being transformed into an animal:
outbursts of inarticulate sounds giving rise to the
latter idea, along with biting movements, facial
distortions, and using limbs in an animal-like
manner, for example, walking about on all fours.
Where such parakinetic states occur only briefly
during chronic psychosis, explanatory delusions
likewise tend to be short-lived; at most it may
happen that memory of such explanatory delu-
sions resurfaces, a patient believing that he had
earlier undergone some kind of animal
metamorphosis.

It is not infrequent that a limited set of move-
ments, usually reactive in nature, become fixed
and habitual for a patient, so that they persist for
the rest of his life. More or less clownish, strange
facial expressions and gestures of older mental
patients are often based on such acquired habits.
For instance, I know an elderly female patient
who, at every interview, used the index figure of
her right hand to turn the upper eyelid on that side
upwards, probably a parakinesia, originating in
abnormal sensations—and therefore ‘psychosen-
sory’ [Ed]—which then became habitual.
Another male patient you saw recently in the
department tends, during conversation, to place
his hand on the crown of his head, and another
you will recall has the habit when speaking of
putting his hand over his mouth. In all such cases
the movement is now quite unconscious, or at
least motiveless, and if the patient’s attention is
drawn to it, he can give no reason for it. The
‘crazy’ [W] veneer of many old psychiatric
patients, so striking to lay people, is based on
such peculiarities. Various explanatory delusions
can be related to these.

Akinetic and hyperkinetic states are similar
with regard to the range of phenomena. States of
general immobility occur only very exceptionally
in chronic psychoses, seeming to be reserved for
acute and subacute ones. If they do occur, they
seem to have psychosensory sources, as in well-
known examples from the literature, of the man
who avoided any movement, because he believed
an infernal machine dwelt within his body that
could explode if he moved, and similarly, the
woman who claimed to be made of glass, and
feared that any movements would shatter her. But
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perhaps in such famous cases we are also dealing
with residual, more acute motility psychoses. On
the other hand, you often see motility becoming
impaired only partially during chronic psycho-
ses. Such partial akinesias, such as the inability to
swallow, are also predominantly psychosensory
in origin, and could lead to the symptom of food
refusal, which can then proceed entirely chroni-
cally. The accompanying sensation is usually
described as closure of the throat, and indepen-
dent explanatory delusions, somatopsychic in
nature, may be connected with this. Next to food
abstention, dumbness or mutism is the most fre-
quent form of circumscribed akinesia, and here
too, in some cases, it is psychosensory in origin.
One learns from such patients, sometimes in
writing, that their tongues seem to be totally
missing and are swollen, paralyzed, curled up, or
completely stiff; however, the sensation probably
extends beyond the tongue, for in such cases
accompanying lip movements are often also
absent. At other times the symptom is of a pro-
nounced psychomotor type, since such sensa-
tions as those just described are expressly denied.
Mutism and food refusal are often combined.
These very localized akinesias with psychomotor
links often present themselves as forbidding
‘voices’ [W]; the fact that such hallucinations
have no meaning other than that of verbalized
intentions becomes clear from instructive exam-
ples in which the direct physical cause of the
movements in question is attributed to the voices.
Accompanying explanatory delusions that only
certain people—whose voice is recognized—can
‘take away’ [Ed] speech, or prevent food intake,
thus are easily understandable.

Although general states of immobility, as
already indicated, do not really belong here as a
source of manifold explanatory delusions, they
still deserve early consideration, because they
occur preferentially during acute episodes in
chronic psychoses. Patients’ subsequent interpre-
tation of such states commonly employs the
belief that they have already died and returned to
life. Recovery of mobility is usually seen to be an
act of resurrection, specially connected with all
those explanatory delusions of a religious nature
suggested by comparison with the suffering and
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death of Christ. Patients therefore consider them-
selves to be the returning Messiah. If this idea
does not occur, a relationship with the prophets
easily arises, and they are tasked with redeeming
the world on the basis of alleged supernatural
experiences similar to the passion of Christ. In
other cases fantastic interpretation of akinetic
states is still strongly coloured by memory of
visions and dreamlike hallucinations that took
place during the acute episodes, and then have a
preference for ecstatic, religious content. There is
no need to emphasize that the state of conscious-
ness during times of the akinetic states cannot be
observed directly, but must be inferred only later
from the statements or behaviour of patients; yet
so far, we can be certain that these are very differ-
ent circumstances, under which akinetic symp-
toms can have a completely separate status.

In other cases you hear of patients who, once
they have awoken from a motionless state, have
experienced a variety of morbid sensations: pain
of unbearable intensity, the feeling of cardiac
arrest, failing breath, stasis of blood in every
vein, etc. These, then, would be cases of
psychosensory-based  akinesia. =~ Sometimes
patients portray their feelings as continuing death
throes. Hypochondriacal feelings are often
accompanied by corresponding skin sensations
and visual hallucinations, such as the feeling of
dying from blood loss, and the visual hallucina-
tion of pools of blood in their beds. Such com-
bined hallucinations are, as we see later, not
uncommon in all situations of reduced sensation.
It can be seen what an abundant source for
explanatory delusions is provided at times of
such suffering. Here too, there are comparisons
with the suffering of Christ, or any similar mar-
tyr; most often this is linked to the grand delusion
of redemption or the ‘calling’ of prophets.

Gentlemen! It is not always actual psychotic
symptoms that give rise to explanatory delusions;
it may also be normal processes of the organism,
or some kind of functional disturbance, which of
themselves would be of little importance. But
here the relationship is shifted, so that explana-
tory delusions have no independent significance,
occurring only in relation to other pre-existing
delusions, and serving to expand these. Of such



Reference

quite normal processes, sleep is the first to be
mentioned. Deep sleep occurring at the moment
of newly emerging changes of content is often
perceived by patients as their having been
‘stunned’ [Ed.] to play a part in some manipula-
tion. The feeling of pregnancy seen as ‘valida-
tion’ [Ed.] can be interpreted in this way; and the
opposite idea, that sexual intercourse had never
taken place at all, can thus be eliminated. Yet allo-
psychic alterations in the content of conscious-
ness can also lead to delusional interpretations of
sleep: Patients have been stunned, and, while in
this state, have been brought into a strange envi-
ronment. The situation is similar when dream
experiences, albeit recognized as such, are held
up as divine enlightenment. Of existing—but
delusionally  interpreted—functional  distur-
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bances, discomforts of menstruation and preg-
nancy deserve mention; and next there is ongoing
heart-burn and digestive disorders, also found in
hypochondriacal mental illnesses, often as actual
pre-existing constipation. You see, gentlemen,
that a pre-existing tendency to delusional inter-
pretation is also fed by abundant normal or near-
normal material for processing and evaluation,
and that here too, occurrence of explanatory
delusional ideas provides a means to satisfy con-
sciousness with a number of ideas.
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e Sensory deception of speech sounds or
phonemes

e Delusions of relatedness and reference: of
autopsychic, allopsychic, and somatopsychic
origin

Lecture

Gentlemen!

Given the major role—which we can hardly
exaggerate—that sensory deceptions play in the
symptomatology of mental illnesses, seen also to
some extent when they have run their course, we
should start by using part of the theory of sensory
deception, which is indispensable for understanding
these symptoms, and for their clinical assessment.
Let us stay with the sejunction hypothesis, which
I developed earlier, without arguing whether this
is the only possible way in which sensory decep-
tions can arise. Indeed, we will later come across
sensory deceptions that probably originate in the
stimulation process in projection fields of sen-
sory centres; and it must then be clear that their
causa efficiens [W] and the target of the stimulus
must be sought in projection fields themselves,
regardless of whether these fields are directly
affected by an aberrant stimulus, or are affected
only indirectly as a result of a sejunction process
and the hypothetical backflow of nervous current
from complex associative structures. We can say
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one thing already: The sejunction hypothesis is
probably valid for the vast majority of hallucina-
tions, especially those of paranoid states, which
are our main concern here.

Certain basic features of hallucinations
emerge directly from our hypothesis. These
include, first, the ‘incorrigibility’ [Ed] of halluci-
nations: The reality of a sensory deception is
maintained against the testimony of all other
senses, and most fantastic attempts are made to
explain it, leaving no room for doubt, or the pos-
sibility of their sense being deceptive. As you
already know, comparison with the other senses
is the only possible means of correction; but once
attention has been captured by morbid activation,
which rides the ‘crest of the wave’ [Ed] of psy-
chophysical motion, then constraints imposed on
consciousness make instantaneous correction
impossible. Formation of associations with any
normal ideas, which such an image excites,
thereby raising to prominence contradictory
images, is made difficult or quite impossible by
sejunction.

Exactly the same arguments explain the famil-
iar incontestable nature of those hallucinations
that either command or prohibit behaviour.
Again, countervailing signals become inaccessi-
ble by the very fact of sejunction, so that the
nerve current, confined to a narrow pre-formed
channel, discharges with its elemental force upon
motor projection fields. However I have to add
that the compelling nature of such hallucinations
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is usually overestimated, and you often find
patients who can resist unreasonable demands,
and who even complain about them. Thus, for
example, a patient may have a hallucinatory urge
to hit his doctor, which may not reach fruition,
when faced with that same patient’s attachment
to the doctor; but even this fact may be explained,
by the different degrees of the sejunction process,
as is readily apparent.

A second striking fact is the predominance of
auditory verbal hallucinations, usually identified
by patients themselves, as a ‘voice’ [W], which, by
virtue of their special clinical status, deserve a spe-
cial name—a ‘phoneme’ [W]. Occurrence of other
auditory hallucinations is no more frequent than in
other sensory domains. However, the fact that hal-
lucinations of many patients are exclusively
speech sounds, and that, for all hallucinations—
with few exceptions—hallucinated speech sounds
predominate, must be taken as one of the most fun-
damental characteristics of sensory deceptions, to
be traced back in the final analysis entirely to the
manner of their formation [1]. Let us remember
that we developed our concept of secondary iden-
tification using the specific example of the sensory
projection field of language. The sound of a word
is not sufficient for us to understand it, without,
first of all, memory images, which make up the
corresponding concept being activated, so that
secondary identification can take place, and the
sense of the spoken word can be grasped. Although
we can generalize this, we cannot fail to recognize
that it is just the sensory speech centre which has
such close links with the simplest patterns of asso-
ciation: These are the terms for solid objects, if
you do go as far as to equate a sound image with
its concept. For a mechanical conception of pro-
cesses taking place during a hallucination, you
must now realize that in no other sensory area does
a more intimate connection of a concrete concept
exist than in the sensory speech centre.
Experiments show that the name of a specific
object—which, we can assume has five different
sensory qualities—can immediately be found
when just one of them is activated, excluding all
the others. Let us assume that similarly deep-
rooted associations exist between s, the auditory
speech centre, and each of the five sensory
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projection fields: Then we will realize that during
central excitation of the concept resulting from the
‘damming up’ [Ed] of nervous energy, excitation
spreads to the sensory speech field, multiplied
fivefold, and in this way will achieve the abnormal
level of activation needed to generate a hallucina-
tion. Equally favourable conditions are not to be
found in any other sensory projection field.

When introducing psychophysiology I com-
mented that you should assume that there are indi-
vidual variations in this relationship: Sometimes a
more conceptual side prevails, sometimes more
‘thinking in words’ [Ed], that is, in speech sounds.
Before I made that suggestion, I had felt it neces-
sary to warn you that in some quarters it is claimed
that thinking takes place only through speech
sounds. However, if we accept that individual
variation in thought mechanisms does exist, then
we have found a key to understand an important
clinical fact, which is probably quite universal: For
a single form of illness (such as an acute ‘anxiety
psychosis’ [Ed]), which entails an essential mental
content, one individual might portray the content
itself, while another produces phonemes repre-
senting the same content. In this example, in one
case only ideas full of anxiety or ‘anxiety ideas’
[W] as I call them, in the other, frightening and
threatening phonemes, that is the same ideas, but
put into words. We can assess such experiences
not only among acutely ill psychotic patients, but
in exactly the same way amongst those psychoses
arising slowly, and progressing chronically. To
some extent, pent-up nervous energy amongst
individuals predisposed to hearing ‘voices’ [W]
(and who, by the way, are in the overwhelming
majority) [Ed] can find greater excitability of the
sensory speech field and its converging incident
pathways.

In some chronic mental patients you can
observe a particular form of hallucinated speech
sounds, in that they believe that they hear quite
complex dialogues. Patients often tend to show a
preference for such hallucinations; they obvi-
ously find them to be the best entertainment and
the most preoccupying. Probably these are always
the individuals whose mental activity has habitu-
ally taken place mainly through resonating
images of words.
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Gentlemen! I have repeatedly pointed out that
the content of hallucinations is usually not ran-
dom but depends on other more or less familiar
conditions. This is especially true, you might
expect, for phonemes. Indeed, I have already
mentioned anxiety ideas, commands, and prohi-
bitions, which often take on the guise of ‘voices’
[W]; later we will encounter the grandiose ideas
of manic patients and the self-accusatory ideas of
melancholia, each taking the form of isolated
voices. The situation is similar for explanatory
delusions of paranoid states. These often occur as
voices and lead us to understand that voice con-
tent is predominantly threatening and abusive,
corresponding to ideas of persecution, ideas that
often make up the content of the delusions.
Equally we encounter phonemes in the content of
grandiosity when the urge to explain leads to pro-
gressive elaboration of the grandiosity. Here we
encounter a phenomenon similar to that we came
to recognize earlier, as a source of explanatory
delusions, but with quite a different significance,
in that it brings together a verbal delusional
explanation, and the supporting impact of ‘sen-
sory perception’ [Ed]. A delusional view of the
outside world thus finds new avenues to exert its
influence. When, as often happens, the same ele-
mentary system of phonemes is not recognized as
something alien, it is even more disastrous, the
explanation then being taken as a provocation,
referred to not as ‘voices’ [W] but projected onto
the people in the vicinity. This more severe level
of phonemic symptoms is a particular way in
which ‘delusions of relatedness’ [Ed] are made
manifest, to which I come very soon.

Although this is not the place to address the
theory of hallucinations in an exhaustive manner,
I must point out in advance that we must consider
the overarching processes of stimulation whereby
elements of sensory projection fields, which we
previously identified as perception cells (p. 30),
contribute to awareness of our own physicality.
Despite only cells representing a definite location
on the sensory surface of the body being stimu-
lated, we can still explain the main characteristics
of hallucinations, which we will study later. The
difference from actual sensory perception is then
limited, in that the origin of the stimulus in one
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case lies in the periphery, while for hallucinations
it lies in central, transcortical, sites, although the
target location is the same in both situations. We
already saw in an introductory lecture, that all
stronger sensory stimuli arriving from the periph-
ery are provided simultaneously with ‘feeling
tone’ [Ed], to be regarded almost as a sign of
‘corporeal Affect’ [Ed] (p. 27). We have recog-
nized defensive movements following sensory
stimulation linked with strong feeling tone as a
protective mechanism of the body, indicating in
part a remote ancestry. Here, it is of great interest
that something quite similar occurs also in
chronic psychoses, except that the emphasis of
the feeling tone is due not to the strength of a
sensory stimulus—which is in fact the most ordi-
nary and, in content, most familiar of sensory
perceptions. Rather, because of the mental ill-
ness, that emphasis becomes an element of nor-
mal sensory perception in itself. The feeling tone
given to commonplace sensations per se [W]
leads to falsification of secondary identification,
in that, amongst all possible interpretations, the
one relating just to the single person is pre-
ferred—Neisser’s morbid self-reference—and in
this way leads to development of ‘delusions of
reference’ [Ed]. The so-called delusion of refer-
ence [W], like paranoia, is only a collective name
for a wide variety of delusions, which, however,
are somehow linked to the act of perception and
occur along with it; it consists of falsification of
perceptions themselves. Examples may serve to
illustrate this symptom. Anyone walking down
the street will find the bustle of other people
unremarkable and mainly quite random.
However, a mentally-ill person, suffering from a
delusion of reference, may make the observation
that, because of his presence, people stand still,
step to one side, or make some kind of gesture.
When they spit, they are spitting in front of him;
when they speak, they are talking about him;
when they wait, they are waiting for him.
Oncoming people want to confront him; those
behind are following him; random looks and
facial expressions of other people are directed at
him. Sensory perception is undoubtedly accurate,
the illness process being only in their being
referred to himself, this being inseparably linked
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to perception itself, in other words only to the
fact of sensory stimuli being provided with strong
emphases of feeling tone.

With regard to elucidation of this symptom,
we follow the path that led us to understand hal-
lucinations. The symptom has an apparent inter-
nal relationship with hallucinations, one perhaps
to be described such that delusions of reference
arise from abnormal accrual of stimuli operating
at the same site as hallucinations, yet not reach-
ing levels needed to trigger hallucinations.
Therefore, the symptom is valid only in connec-
tion with real sensory perceptions. We can easily
accept the heightened activation, derived once
more from the sejunctive process, occurring at
the same site, but lower in intensity than in the
case of hallucinations. Experiences in the clinic
provide the most telling evidence for such a view:
In very chronic psychoses of increasing intensity,
the initial stage commonly consists of such a
‘delusion of reference’ [Ed] to be followed by a
hallucinatory stage, mostly again of phonemes;
and it is quite characteristic that the content of the
phonemes consists overwhelmingly of delusions
of reference. However, delusions of reference
tend not to stop immediately, once phonemes of
the same content become established; they usu-
ally continue at the same strength. Therefore, it
follows from this that, as abnormal excesses of
activation continue, phonemes, which tend to
appear only intermittently in such cases, require a
special amplification of activation before they
come to a standstill. Similar conclusions apply to
residual hallucinosis (p. 74), which goes hand in
hand with delusions of reference. Here too con-
tent of auditory hallucinations is derived mainly
from delusions of reference, and, in the aftermath
of phonemes, the delusions of reference can still
remain on their own, for a time.

Circumstances leading to referential delusions
are by no means limited to mental illnesses.
Indeed, quite typical examples of this can be
found in healthy mental life. A high-school grad-
uate appearing for the first time in tails and white
gloves may easily feel all eyes fixed on him; and,
likewise, the young man entering the ballroom
for the first time accordingly acts in a very
awkward manner. A picture of such a delusion of
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reference is masterfully drawn by Fyodor
Dostoevsky, when his hero Raskolnikov, con-
scious of having committed murder, finds noth-
ing but indifferent expressions and meetings, but
will eventually betray himself, just in relation to
this fact. Should anyone experience a feeling of
deliberate rudeness when a greeting is omitted,
etc., then this also is an echo of a referential
delusion.

Examples just mentioned of ‘physiological’
[Ed] delusions of reference—or if you want to
avoid the word ‘delusion’ [Ed] in this context,
‘referential ideas’ [Ed]—present themselves to
us as primary causes: a self-perceived change in
personality; and we can distinguish this as an
‘autopsychic’ [Ed] origin for the delusion of ref-
erence. It is an Affective state based on an auto-
psychic sense of ‘disarray’ [Ed], seemingly quite
intrinsic to the context—a perception of some-
thing foreign, not-belonging, not-yet-assimilated,
or ‘digested’ [Ed] (forgive the word)—in a word,
the new experience encounters difficulty form-
ing associations. In a brutal habitual criminal,
the state of mind of a Raskolnikov would be
impossible. As in these examples taken from
normal situations, so too do autopsychic delu-
sion of reference of mentally ill people assert
themselves as very specific ideas or domains of
thought. There is, therefore, a ‘circumscribed
referential delusion’ [W] developing autopsychi-
cally. In some quite common cases of chronic
mental illness, such circumscribed delusion of
reference—apart from certain ‘overvalued ideas’
[Ed] (see later!)—two single psychotic symp-
toms become manifest, relevant to emergence of
mental illness, which may be followed later by a
lengthy chain of explanatory and analogous sec-
ondary symptoms. I return to these later. We
encounter a more common autopsychic delusion
of reference when patients believe that events
they encounter in the environment, or spoken
sounds they hear, are connected to their own
thoughts. Instead of real sensations, visual hallu-
cinations or phonemes may underlie this delu-
sion; and so patients prefer these experiences to
be followed by explanatory delusions, namely
that their thoughts are heard out loud without
their having been enunciated. Patients reach this



References

view with particular ease when the phonemes
represent answers to thoughts that pose questions
or which refer just to a patient’s imaginary
responses. According to information provided by
good observers of mentally ill people, there is no
doubt that this is often the origin of the phenom-
enon of ‘thoughts out loud” [W] (p. 80).

By analogy with autopsychic delusions of ref-
erence, we can speak here of an allopsychic delu-
sion of relatedness [W] (perhaps an expression of
allopsychic ‘disarray’? [Ed]) when there is a clear
change in a patient’s awareness of the outside
world. We will need to return often to such cases
amongst the acute psychoses. At other times fal-
sification of allopsychic consciousness cannot be
shown directly; however, the symptom is so dis-
tinct that there is no doubt as to its allopsychic
origin. Examples mentioned above (p. 82) fall
into this class.

Finally, we can conveniently distinguish a
‘somatopsychic delusion of relatedness’ [W] even
when, in itself, commonplace sensations become
linked to subjectively perceived morbid sensa-
tions or other changes in a patient’s own body.
Corresponding examples can be subsumed partly
under the heading of somatopsychic delusions of
relatedness [W], but differ to some extent from
these when special emphasis put on common-
place perceptions appears necessary to understand
the conclusions which are reached. A typical
example came to my attention when I was asked
for a second opinion about a diagnosis. I will
describe this here briefly to illustrate such a symp-
tom for you. A young man in his formative years
came before the court because he had carried out
a murderous attack on his father while the latter
lay sleeping in bed. He readily admitted that he
was extremely embittered against his father, and
had the intention of ‘setting him straight’ [Ed],
without murdering him. The source of his embit-
terment lay in observations he described as fol-
lows. It was not uncommon, while they were
sitting at the table, for a quarrel to break out
between them, in which other family members
would take part, sometimes on his behalf and
sometimes on the side of his father. It often hap-
pened that the father pounded the table, which
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drove him into the most powerful sexual arousal.
Also while he was engaged in farm-labouring out
in the field, his father would appear every now and
again, and arouse him sexually. The very sight of
his father was apparently associated with a mor-
bid feeling tone that in this case was linked to
morbid physical sensations about which he was
uncomfortable. Such examples would probably
have been called reflex hallucinations by
Kahlbaum [2]; the best known examples are when
soup is being ladelled out and distributed, and a
mentally ill person alleges that he too would be
ladelled out; or when a fire was being lit that he
too might be burnt, etc. However, to me, the name
does not appear appropriate, because morbid
physical sensations, although having some anal-
ogy to sensory hallucinations, should be differen-
tiated from them in practice. (The same can be
argued for Cramer’s so-called hallucinations of
muscle sense.) Somatopsychic delusions of relat-
edness are indeed particularly common amongst
acute psychoses, but they also play a major role
amongst chronic psychoses. Sometimes this state
merges gradually into chronic somatic psychosis;
sometimes it appears late in the course of chronic
progressive psychosis to which somatopsychic
symptoms are added; and sometimes, within an
otherwise stable state, patients may even experi-
ence acute exacerbation in which morbid physical
sensations occur concurrently. So-called hypo-
chondriacal persecutory delusions [W], which
may soon be joined by grandiosity, come from
such somatopsychic delusions of relatedness. In
every mental hospital there is a series of such
patients who, through occasional outbursts of
angry exchanges, demonstrably motivated by
delusions of reference, disturb the peace.
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» Retrospective delusional explanation
» Falsehoods of memory

Lecture

Gentlemen!

The sejunction hypothesis clearly shows us
how to reach a mechanistic understanding of psy-
chotic symptoms. As with brain diseases, it turns
out that when we penetrate the nature of mental
illness more deeply, then functional deficits [Ed]
give us a valuable clue to aid our understanding.
However, more complex circumstances underlie
aberrant processes of activation [Ed], and in
some way must be seen to depend on symptoms
of deficit. In this regard we can never ignore les-
sons from brain pathology. In the light of our
hypothesis, the patient with whom I started our
first clinical demonstration becomes more com-
prehensible to us, and appears to be more con-
sistent with this abnormal process in the organ
of consciousness, made up solely of neural
elements.

We set out initially to study alterations in the
content of consciousness. We identified acute and
chronic mental illnesses according to the pro-
cesses by which they arose, and acknowledged
their mutual relationship in terms of our knowl-
edge of brain pathology. We may think that, by
now, we know what is the main process that
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brings about substantive changes of conscious-
ness: It is sejunction, or the uncoupling of asso-
ciations. We can now define as mental illness, the
occasions when, due to disease of nervous tissue,
such dislocations of association take place. In
such a way breakdown of nervous structure—a
change occurring at a definite location—leads to
signs of deficit, with no possibility of recovery by
regeneration (as indeed is common in the periph-
eral nervous system), or its replacement by estab-
lishing new associations. However, we should
also consider curable acute mental illnesses, as
examples of just such regeneration or replace-
ment. It seems that dissolution of associations in
some circumstances is equivalent to destruction
of certain psychological units. Later we will be
able to assess a loss of concepts, that is, a reduc-
tion of the number in use, as a deficit state occur-
ring in the wake of mental illnesses.

First however, we have more to learn about the
sejunction hypothesis and how to use it to under-
stand other clinical phenomena that we observe
every day among so-called old cases. This pri-
marily involves correction of the contents of
consciousness in the aftermath of mental distur-
bance—or retrospective explanatory delusions
[Ed]. We see this process taking place, always in
the same manner, during recovery, or at the
beginning of a chronic mental illness, or finally in
acute mental illnesses that have reached a chronic
stage. The modified contents of consciousness
must be reconciled, according to our prevailing
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notions of causality, with old, as-yet unchanged
domains. The more that discernment can be
regained or has been retained during chronic psy-
choses, the more mental activity takes place
according to strict standards of logic, and the
more imperative it is to restore some semblance
of order in structures brought into disarray by ill-
ness. Normally, in a complex brain mechanism,
there should not exist the remotest corner that is
in discord with all other parts, and which does not
function under their influence. An example will
best illustrate this process. You will remember the
patient, a Doctor of Philosophy, whose explana-
tory delusion was built on teachings about sug-
gestion and hypnotism. This patient had already
survived an episode of mental illness 8§ years ear-
lier, but had recovered from it to the extent that,
for many years, he had full insight into the symp-
toms of his acute illness. When I met him recently
during a new episode, to my great surprise I
found a remarkable development that his insight
into his illness was lost, so the patient now
asserted that the basic symptoms of his first ill-
ness, namely phonemes, had not been the result
of an illness, but of the effects of hypnosis
induced by some adversary. However, he had
accurate recall of the fact that for many years he
had regarded his auditory hallucinations as signs
of an illness; but now he noted quite correctly
that such a conceivable insight into his illness
could be explained as effects of suggestion. You
will see from this example the ease with which
judgments, which, for many years, he regarded as
having ‘made his own’ [Ed], as hard-won prod-
ucts of complex thought processes, could be
overturned by a supposedly new insight, itself
aberrant. Nevertheless, if, as I do not doubt, we
should regard this process not as aberrant in itself
but only as a reaction of a normally functioning
brain mechanism when challenged by a material
change, you will not be surprised that often, a
patient’s limited knowledge of the physical basis
of most mental illnesses is overwhelmed by the
testimony of their senses as they experience hal-
lucinations, such that assumptions about super-
natural effects, subterranean tunnels, hollow
walls, and the like, used to explain alien, subjec-
tive perceptions, lose the outlandish and grotesque
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character they might have in the judgment of
those same persons when they are in good health.
Often, previous knowledge might have stood in
the way of resolving a problem, for instance
when belief in the principle of conservation of
energy constrains acceptance of ‘perpetual
motion’ [Ed]. Here, however, such knowledge is
modified in such a way that the obstacle no lon-
ger applies, and can then explain many of the cra-
ziest inventions and discoveries.

In particular, specific earlier experiences may
form the subject of such reinterpretations. Guided
by newly acquired and supposedly better insight,
demonstrations of love appear as hypocrisy or
cunning calculation; hostile actions as good
deeds; insignificant incidents as highly signifi-
cant events; and a random event as a deliberate
action by some patron or adversary.

The process of subsequent correction achieves
special importance as soon as it extends beyond
knowledge, judgment, and more complex end
processes, to include memory of earlier percep-
tions, and in this way leads to subsequent falsifi-
cation of secondary identification. We want to
designate such retrospective correction of earlier
memories as retrospective delusions of related-
ness [W]. They involve events analogous to those
in normal mental life. Every one of you will
know of times when, only retrospectively did you
remember having encountered an acquaintance
to whom, because you were preoccupied at the
time, you had paid no attention. This late recol-
lection can just as well be accurate as inaccurate
in its content, and normally a person takes this
into account. Amongst mentally ill people there
are also often those, perhaps identified subse-
quently, except that their most superficial fea-
tures usually suffice to identify them. In such
patients with established grandiose delusions,
such reinterpretations are often based on memo-
ries of their youth. The patient remembers for
example that once, as a boy, he had been spoken
to by an officer, who, as he subsequently recalls,
was Kaiser Wilhelm, or Kaiser Frederick, or
some other highly-ranked, popular personage. In
school at the same time he was asked by his
teacher who were his father and grandfather. This
question was about that same high-ranking
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personage, and should indicate where he had to
look for his father or grandfather. Should the
objection be raised that this could also have been
an inconsequential question, such patients rebut
this by pointing to a meaningful glance or a tell-
ing gesture by the teacher in his statement—clear
proof that the perception itself has been falsified
in memory. Amongst such patients, you can lis-
ten for hours to stories of childhood memories
described mainly just as they had been experi-
enced. Overall however, their perceptions show
every nuance of referential delusions, which an
outstanding psychiatrist has described succinctly
with the words ‘tua res agitur’ [W].
Retrospective delusions of reference can eas-
ily lead to completely false notions among uned-
ucated and uncritical people, not used to
separating their subjective impressions from
objectively perceived material; and it is often dif-
ficult under these circumstances to single out the
facts as they had actually happened. Nonetheless,
clinically, it is necessary to make a clear distinc-
tion between retrospective delusions of related-
ness and another elementary symptom, which is
inclined to be preferred in similar patients: so-
called falsifications of memory [W] [1]. This
symptom involves either of two equally signifi-
cant changes, one positive, and the other nega-
tive. The positive [Ed] form of falsification of
memory [1], also called confabulation [Ed], con-
sists of appearance of memories and experiences
that are certainly not real. The content of such
confabulation is usually so coloured as to signify
prevailing mania. Thus, for example, in previ-
ously mentioned cases of established grandiose
delusions (p. 87) the content provides much of
the evidence for the patient’s claim to his having
high-status parentage, or a relationship to such;
in cases of systematized persecutory delusions
(often directed at a person) confabulation may
contain most fantastic, alleged persecution. In
other cases the symptom again reflects incoher-
ence in content of consciousness (decay of indi-
viduality, see above) as in the case of Rother, and
very often also in the fantastic and audacious sto-
ries of the paralytic. An internal link to memory
disturbances, which one may already suspect a
priori [W], can also be detected clinically, since
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the symptoms belong with three groups of disor-
ders, whose components are seldom absent and
all feature memory deficits starting in a timely
fashion: hebephrenia, presbyophrenia, and pro-
gressive paralysis.

No less remarkable is the negative [W] form
of falsification of memory, in which circum-
scribed gaps in otherwise well-preserved mem-
ory might occur, with no sign that any clouding
of the sensorium or loss of retentiveness could
have intervened at the time of the experience in
question. For correct understanding and descrip-
tion of this symptom, high value must be placed
on the latter precondition. No one would be sur-
prised if a patient with initial symptoms of
abdominal typhus or meningitis has totally lost
memory for hours and days, for example the dis-
tance travelled under these conditions on a jour-
ney from Rome to Berlin. Nor should we wonder
about the total loss of memory during epileptic
twilight states, alleged experiences of Delirium
tremens, or any other delirium from severe intox-
ication, hysteria, or, lastly, during normal dream-
ing. So, for any such experiences occurring
during a mental illness in which simultaneous
memory loss can be shown, complete amnesia
seems quite understandable. The behaviour is
quite different for the symptom of negative falsi-
fication of memory. In that case, individual
actions and events that occur when mental clarity
seems to be perfectly normal are wiped from
memory, while events occurring nearby in time
are still recalled exactly. However, two circum-
stances, never lacking as features of this symp-
tom, should serve to suggest its explanation: The
incident in question, and the action taken, always
seem to fall at times of particularly high Affect.
In addition, they are related to a specific ‘over-
valued idea’ [Ed], such that either they both
appear as an emanation of the latter and are thus
motivated by it, or have their significance in its
rebuttal and refutation. I have found the most
typical examples of this to have occurred in so-
called querulous delusions and related conditions
of chronic partial psychoses. To put the previous
points by way of an example, I cite the case of a
master craftsman, living here—incapacitated but
still busy—who, in public and on a public street,
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insulted a policeman with that insulting phrase
familiar from Gotz von Berlichingen and the
accompanying gesture, and afterwards denied
under oath that he did this. This man was under
the influence of an overvalued idea that, for some
time, had compelled all his actions; he regarded
officials as his personal enemies and watchdogs;
shortly before, he had suffered mortification con-
nected with this idea, and no doubt at the time of
the offence was acting under the influence of
strong Affect. However, given both the precise
knowledge of the person and the whole state of
affairs, it was inconceivable that this decent-
minded, religiously-inclined man could con-
sciously commit perjury, although he had actually
given false testimony under oath. With respect to
aetiology, only a strong family predisposition to
mental illness was established in this middle-
aged man.

Gentlemen! While the process of correction
could itself be regarded as normal, those last
three symptoms, linked to subsequent corrections
of the content of consciousness, are an abnormal
excess of such corrective action. All three phe-
nomena clearly belong together, and their mutual
relationship can be expressed by subsuming the
first as a ‘qualitative falsification of memory’
[Ed], and the other two as ‘quantitative falsifica-
tions of memory’ [Ed]. Instead of the terms ‘pos-
itive’ [Ed] and ‘negative’ [Ed], it might be more
appropriate to call them ‘additive’ [Ed] and ‘sub-
tractive’ [Ed] so that we would now have a uni-
form nomenclature to differentiate three forms of
falsification of memory: one qualitative, one
additive, and one subtractive.

If we now want to attempt an interpretation, it
would be best to treat all four phenomena in con-
text. Turning first to the subsequent correction,
you will soon notice how closely the phenome-
non is related to explanatory delusions, which
you have known for a long time. However, the
subsequent correction possibly corresponds to a
more refined psychological need, while explana-
tory delusions are driven by a coarser motive.
Explanatory delusions take advantage of con-
sciousness, usually quickly, through unconscious
processes, and thus with much elemental power;
subsequent corrections, on the other hand, take
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place slowly, as real, conscious thought processes
leading to a conclusion after long brooding, when
the patient has clarified various things that previ-
ously seemed incomprehensible. The patient
Bohm who you will remember was just begin-
ning such a process of clarification, and said that
he could not, at the time, decide which of the
various assumptions was the correct one.

However, it stands to reason that the very
slowness and thoroughness of such retrospec-
tive correction must lead to irreparable falsifica-
tion of intellectual acquisitions. Even the
waning of elementary symptoms, such as pho-
nemes arising from explanatory delusions, leads
to falsification of mental ownership, which,
once acquired, cannot be amended. Explanatory
delusions and subsequent corrections are the
two foundations of any so-called systematiza-
tion; it is therefore no surprise that you find the
theorem still applied everywhere, and that
systematization signifies ‘incurability’ [Ed].
However, as a generality, the theorem is incor-
rect, and certainly does not hold true for most
systematizations in acute mental illnesses based
on explanatory delusions in the sense just
described. On the contrary, as we see later, there
is one mental illness—one of the most curable—
where systematization almost always occurs:
acute hallucinosis, or strictly ‘acute hallucina-
tory allopsychosis’ [Ed] (p. 103).

In contrast, the theorem should apply with no
restrictions to chronic psychoses. Yet even here,
how much more favourable are the conditions for
retrospective correction, albeit in an aberrant
sense! In the acute illnesses we dealt with, there
are weeks or months during which abnormal
components increase, usually to such an extent
that one displaces the others, all flowing into con-
sciousness. Afterwards, elementary symptoms
go quiet, and what remains of them is no longer
strong enough to overwhelm earlier acquisitions,
but is subject to the combined power of restored
normal functioning of the identification process
and of earlier acquired ideas. In chronic cases on
the other hand, new acquisitions carry too much
of the stamp of normality for the old repository to
be treated in any way different from normal new
acquisitions.
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Gentlemen! As we have just seen, the excit-
atory processes, which are the root of elementary
symptoms of chronic psychoses, can all be inter-
preted as consequences of sejunction; we must
therefore also consider the associated explana-
tory delusions and retrospective correction in
paranoid states as inevitable, if indirect, conse-
quences of the sejunctive process. The phenom-
enon of retrospective delusions of relatedness, on
the other hand, allows us to recognize a direct
connection with sejunction. We saw that we must
trace delusions of relatedness back even as far as
an excitatory process asserting itself in secondary
identification. Once we accept this view, nothing
stands in the way of the further assumption that
the same level of activation generated in the act
of perception by external excitation of a projec-
tion field also increases excitability for memory
images in association pathways, and can thereby
misrepresent the relationship of that image to the
person himself or herself. However, the required
increase in level of activation can, as we have
seen, arise from nervous energy accumulated as a
result of the sejunction.

The positive or additive form of memory falsi-
fication requires a preceding break-up of associa-
tions. This needs no extensive discussion. The
strength and reliability of our memories are due
mainly to strict correlation in timing between
them; and, as an image that you may envisage,
along the time axis, memories are strung so close
together that alien elements find no place between
them. This temporal association must therefore
be broken if the pseudo-experiences of confabu-
lation are to be taken as true. Of course only the
possibility [Ed] of occurrence of a symptom is
explained by this; therefore, the actual [Ed]
mechanism of formation remains obscure. But it
is precisely the manner of occurrence of the
symptom and its origin that requires discussion.

The most obvious assumption, that we are
dealing with memories of pseudo-experiences of
acute mental illness, obviously does not apply to
all those confabulations occurring without any
previous acute stage of illness, which is what we
envisaged, while virtually excluding other situa-
tions from our concept of confabulation.
Somewhere those situations must define every
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detail of the vividly described events that were
never experienced. Assumptions which come to
mind and seem to any knowledgeable person to
exhaust all other possibilities are that they repre-
sent arbitrary productions, deliberate misrepre-
sentations, or lies in the usual sense of the word.
These confabulations are definitely not lies,
because mentally-ill persons are totally con-
vinced of their truth. Since the content of this
confabulation often also has a fantastic character
similar to dream experiences I think it is quite
possible that they are actual memories of dreams.

One might argue for this possibility as fol-
lows: Even a mentally-healthy person may have
the experience that, on awakening from a dream,
for a short time he believes in the reality of the
dream events. However, this happens only when
the content of the dream does not contradict prec-
edents from reality too severely, and also if it can
be related easily to experiences from the recent
past. The latter condition would be fulfilled, for
example, if memory of an experience from the
previous night were lost, or could be recalled
only imprecisely due to mild intoxication.
A mentally ill person can completely lack these
two constraints: Temporal continuity of memory
becomes a weaker chain, so that insertion of alien
intervening links is more easily permitted, nor
are precedents from reality as unassailable to him
as they are to a sane person. Obviously, it is again
the fact of sejunction that removes normal barri-
ers to the storage of dream experiences in the
memory banks; but perhaps something else may
still be needed to bring about confabulation, such
as abnormal vividness of dream experiences.
However it would lead us too far off course, if we
were to address in more detail the associated
conditions, which in themselves are not
inaccessible.

For the negative or subtractive form of mem-
ory falsification a familiar analogue is seen
amongst post-hypnotic phenomena. Familiar
commands can be given to a hypnotized person,
which he or she later carries out while awake,
while failing to remember the command. For our
purposes, execution of the command is irrelevant,
being no more than a check on whether con-
sciousness had been affected at all at the moment
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of the command. What is significant for us is the
complete amnesia for the palpable reality of the
command, and also that the action is certainly not
to be regarded as a real act of will. We must trace
back any suggested effect to the fact that alien
components have been implanted in the organ of
consciousness without their recruiting associa-
tive links with remaining contents of conscious-
ness. This is a circumstance, incidentally, that
brings the compelling influence of such trans-
planted components of an alien consciousness to
be grasped in a gross, mechanical way in terms of
movement. In any case, we must also refer to the
absence of associative links to account for gaps in
memory, the symptom we are concerned with, to
explain the fact that the previous history of events
cannot actually be recalled. However the close
relationship between the content of these mem-
ory lapses and the overvalued idea points to the
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fact that the associative link is not entirely miss-
ing, but is heavily biased towards and limited to
the overvalued idea, without which insight the
apparently conscious act could not be explained.
So this probably represents a narrowing of con-
sciousness, as is known otherwise only in states
of high Affect. Since actions occurring during
periods of memory lapse often appear to be due
just to Affects, we can also see here an opportune
moment for future forgetfulness. However we
cannot exploit this moment, because it remains
unexplained why only certain types of mental
patient show this symptom.
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» Retrospect of earlier account of elementary
symptoms
e Overvalued ideas

Lecture

Gentlemen!

An overview of elementary symptoms occur-
ring during paranoid states allows us to make the
following distinctions: First, we found several
changes in content of consciousness, namely
delusions and delusional judgments, expressed
within an unbroken train of conscious activity, in
so far as they were in a logical form, preserving
attentiveness and memory, and in their moment-
by-moment adaptability to any given situation.
However, the intactness of these faculties in no
way prevents the remaining content of con-
sciousness appearing to have disintegrated, to a
degree, into fragments a fact to which we gave
the name °‘sejunction’ [Ed], in other words, the
detachment of individual components one from
another. Such components initially form tight-
knit structures, as complete experiences, but
their sejunction is shown by the fact that memo-
ries that flatly contradict each other can coexist.
The sejunction hypothesis then led us to a closer
understanding of certain symptoms of activa-
tion, first, of manifestations of disturbed con-
scious activity itself, then of autochthonous

© Springer International Publishing Switzerland 2015

ideas and obsessions [1], and then of hallucina-
tions and delusions of relatedness and reference.
Explanatory delusions, which took up much of
our discussion, could then be likened to normal
expressions of conscious activity, in contrast to
the aforementioned primary psychotic symp-
toms. We then came to recognize subsequent
corrections of the content of consciousness as
conditions essential for the so-called systemati-
zation, itself related closely to explanatory delu-
sions. We also found amongst these corrections a
process, which we viewed as normal conscious
activity reacting against ‘false intruders’ [Ed];
and we also saw psychotic symptoms in various
types of memory falsification, seemingly quite
aberrant in themselves, yet appearing to stand in
regular relationship with existing disturbances of
the content of consciousness, such that their
occurrence depended on the extent of changed
content. Amongst such psychotic symptoms we
distinguished at least three different points of
origin, all emerging in part as a reaction of intact
conscious activity to alterations of content of
consciousness. These included explanatory delu-
sions and subsequent corrections, either of which
occurred as a direct consequence of sejunction;
the latter included contradictory contents of con-
sciousness in many old cases, and additive and
subtractive ways in which memory can be falsi-
fied. Lastly, there were excitatory processes aris-
ing out of the sejunctive processes: these
included hallucinations, delusion of relatedness,

91

R. Miller, K.J. Dennison (eds.), An Outline of Psychiatry in Clinical Lectures,

DOI 10.1007/978-3-319-18051-9_15



92

and retrospective delusion of relatedness, and
finally autochthonous ideas.

The last mentioned group included overval-
ued ideas [W] already mentioned repeatedly;
these have an obvious relationship to obsessions
and autochthonous thoughts, the questions then
being how they differ from such symptoms, and
whether any sharp boundaries can be found.
Overvalued ideas are sharply distinguished from
the autochthonous ideas in that they are evaluated
within a patient’s consciousness, and thus, by no
means are to be viewed as alien intruders: Indeed
patients see in them expressions of their very
being, and quite rightly take a leading role in
their elaboration—a struggle for their very own
personality. Nevertheless they are often perceived
as painful, and patients may complain that they
cannot think of anything else. However, they still
remain quite distinct from obsessions because
they are seen to be normal, to be accounted for
fully by their mode of origin, while obsessions
are recognized as untrustworthy, and often as
manifestly nonsensical.

Clinically, one can easily distinguish this
symptom from the two other closely related ones;
yet the mechanism of their formation remains
unexplained. In this regard, note that, in general,
we can define overvalued ideas as any kind of
memory, but especially of Affective experiences,
or a whole series of related experiences of this
kind. So, for example, the following incidents led
to the emergence of overvalued ideas: the discov-
ery, by a man who had taken over the administra-
tion of an inheritance and, as an heir, was then
involved in its distribution, and that he had sig-
nificantly disadvantaged himself; news of the
suicide of a personal friend; the death of a hus-
band; an older girl’s delusion that a gentleman
had paid her attention; a wife’s remark that her
husband, despite her objections, sniffed a lot; the
sight of cleansing of a person infected with lice;
and, finally, one of the most common cases, judi-
cial condemnation, or judgment by superior
authorities perceived as an injustice. The Affects
revealed can be very diverse in character, and can
soon manifest themselves as anger or insult,
sadness or disgust, or as sexual arousal. In any
case we can infer from this list that almost any
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cherished event can lead to emergence of an
overvalued idea; that it does not depend at all on
the type of emotion; and that there must be over-
valued ideas that are in themselves completely
normal; yet the way that an individual is treated
can determine whether they acquire an aberrant
character. People who commit suicide after loss
of a fortune, after being sentenced to dishonour-
able punishment, or after death of a loved person,
are certainly acting under the influence of an
overvalued idea; and we should regard their con-
duct as abnormal, even though not due to mental
illness. Therefore, in every single case, we should
establish whether an aberrant, overvalued idea is
present, or whether it falls within the bounds of
normality. Your decision on this will probably
depend on whether the motive triggered by the
relevant memory, and which leads to its acquir-
ing a dominant role, is sufficient grounds, or not.
Howeyver, this criterion is sometimes left com-
pletely undecided, as in examples of malcon-
tents: Some such patients have [Ed] actually
been unjustly judged in the first place, and have
every reason to feel indignant about this. A reli-
able criterion is that in cases of aberrant over-
valuation of ideas, the symptom does not remain
in isolation: A number of other psychotic symp-
toms soon appear, especially delusions of refer-
ence characteristic of such cases, yet quite
circumscribed (p. 82).

The following is a typical example of an aber-
rant overvalued idea: A 61-year-old person of
independent means, who was recently presented
to you, gives, as reason for his being admitted, the
‘hounding’ to which he had been exposed outside
the institution. Inside the institution he is com-
pletely free of such annoyances, and feels so well
that he is already in his fourth year here, and
intends to stay. Several attempts to discharge him
have failed because, repeatedly, the same harass-
ments have led to police intervention and intern-
ment. Originally it was a certain gentleman,
known to him only by name, who lived in his
neighbourhood and who he therefore often
encountered on the street. He came to believe that
this gentleman stopped and waited for him, stand-
ing as though counting windows of a house. He
therefore crossed to the other side of the street but
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noticed next time how the same gentleman, at the
same spot, was talking to an acquaintance, no
doubt about him [Ed], of which fact he was con-
vinced, without being able to hear what was said.
He therefore went close to the two men and said,
‘Do you perhaps want something from me?’ He
then went home and observed that the men fol-
lowed him and remained standing in front of his
house. Having reached his home he then went to
the window and waved his stick, calling out to
them ‘Come right up! I'll give you what for!’
A similar encounter on another occasion led to the
two men actually following him to his home, who
then found out his name, and laid complaints with
the police. That event led to the patient’s initial
admission. I took him into the clinic soon after,
and established that the patient’s delusion of ref-
erence was directed solely against one of these
two, a master carpenter; and I then asked him:
‘How did this gentleman come to harass you?’
The answer was quite typical. He could think only
as follows: The gentleman in question was the
brother of a close friend, who 6 years ago had
been, like himself, a regular guest of a particular
wine merchant. The patient himself had been
interested in this businessman’s daughter for
years, and had even proposed to her, but had then
broken off the engagement, because he had been
told that her father was in financial difficulties. As
the master carpenter had spoken to the other gen-
tleman about him, he had probably said, ‘There
goes the scoundrel who left the girl in the lurch’.
Detailed investigation and observation of the
patient failed to find any kind of psychotic symp-
toms, other than his continuing to insist on the
accuracy of these allegations. Therefore he was
discharged, at his own request, after a few weeks,
but was soon readmitted; and this was repeated a
second time. Since then he no longer tries any
more. The harassment that the patient was exposed
to when outside the institution occurred far more
frequently on the two further occasions than
before; also, other people were involved, as well
as the police. However everything always came
back to the one master carpenter who, meanwhile,
had served up the old story to other people, and
notified the police of his observations of mental
illness. Nowhere in the institution has anyone
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observed even a hint of a delusion or any other
sign of mental illness in this patient.

We see here, in a typical case of circumscribed
autopsychosis [W], how the overvalued idea
linked initially to a very circumscribed delusion
of reference, expanded subsequently, yet never
comes to light within the institution, where the
patient meets only with strangers. The basis of
the overvaluation of the idea is therefore the same
as for delusions of reference: namely the inner
conflict between the not entirely honourable
course of action, which he described, and the oth-
erwise righteous character of the patient. We can
probably assume that, at the time of the first men-
tioned incident, the patient was busy internaliz-
ing his previous experience, which felt like his
own failing. A passing glance, the expectant atti-
tude of the man who might know his affairs, led
to an abiding association with the currently dom-
inant distortion—albeit not in content but in the
falsified evaluation of thought content, a falsified
secondary identification very similar to that
based on the delusion of the young murderer,
mentioned earlier (see p. 83). As you will remem-
ber, it happens in just the same way even for
physiological delusions of reference, as described
so well for Raskolnikov. It is probably no coinci-
dence that Dostoevsky’s central character (from
Crime and Punishment) has already been
described as a man of almost unhealthy nervous-
ness, and softest, most compassionate heart:
Under such circumstances alone, memory of the
murder he had committed must have remained,
so to speak, as utterly unique in his conscious-
ness. As in all cases of autopsychic delusions of
reference we meet the difficulty of assimilating
these to pre-existing contents of consciousness,
that is, by associative processes, this being the
basis for his overvaluing the idea.

Judging by features of the present case, we
might propose that such experiences would
favour emergence of an overvalued idea, which,
in its content, would be particularly difficult to
bring into congruence with existing content.
Since such experiences are no stranger in the
mental lives of even the most healthy of us, some
special conditions must prevail before such over-
emphasis takes on an aberrant character.
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Normally there is contradictory evidence, which
gradually corrects any overvaluation. For aber-
rant overvaluation however, these counterargu-
ments, demonstrably, are no longer available,
and, at the same time, clinical signs of delusions
of reference also appear, all in accord with the
activation hypothesis, which I connected earlier
to the sejunction process.

If we want to pursue these clinical features
further, it turns out that the ‘damage’ [Ed] pro-
ceeding from the present symptom is well known,
to be sought in the high levels of Affect accompa-
nying particular experiences. Since this frequent
antecedent cannot be discovered for other psy-
chotic symptoms, this one serves also to charac-
terize aberrant overvaluation of ideas.

As in the case just described, a fairly stable
and enduring disease picture can be seen in a
series of similar cases, and, on account of its
strong inclination, bears the traditional name of
obsession [W]; yet in most cases, delusional
explanatory statements are added on, and these
can continue to grow in strength. Subsequent cor-
rections to the content of consciousness and the
various ways in which memories can be falsified
thereby join in, giving rise to a close-knit delu-
sional structure, whose complex content does not
match its relatively simple, and often minor,
point of origin, and serves to conceal or disguise
the latter. In old cases of this kind, one can easily
determine such a delusional structure, but often
one cannot go beyond assumptions [Ed] about
the underlying overvalued idea, and the experi-
ence to which it is linked. For all such cases we
can understand why patients can no longer reach
a full recovery, as is the case for all other cases
with more extensive systematization. However,
when the extent of the disease is limited just to
the first psychotic elements, it is possible for
health to be restored through the gradual appear-
ance of more powerful countervailing arguments.
Two cases of this type, where recovery has taken
place, are related to the typical scenario of a so-
called malcontent’s delusion. The clinical pre-
sentation of such cases has proved useful to me
several times, as is the process of ‘internalisation’
[Ed] itself, that is, a conscious ability to recog-
nize mental illness, and to constantly accept
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paternal guidance: These are powerful and
salutary corrective experiences. Healing itself
always happens very gradually, the principle
being that, by avoiding occasions when Affect is
renewed, the Affect itself disappears, and neces-
sary correctives gradually gain acceptance and
prove to be effective.

It would take too long, were I to introduce all
individual cases of overvalued ideas here; even
then, I might not exhaust the topic, since there
must naturally be almost limitless variations,
topic by topic, on this otherwise well-
characterized theme of chronic autopsychosis.
For practical reasons I allow myself just the sug-
gestion that, when anyone has the possibility of
acquiring an accident-related annual payment, it
can easily lead to overvaluation of ideas. Finally,
I do not want to shy away from the idea that
almost every other psychotic symptom, as well as
being an overvalued idea, can be the initial stage
of an acute or subacute psychosis which pro-
gresses, including progressive paralysis, and this
it is seldom absent as a feature of melancholia.

To conclude this discussion, I want to describe
an instructive case, as far as systemization goes.
A single woman in her 40s, a science teacher at a
secondary school for girls, who is very keen and
capable, possibly a little too intense in her profes-
sion, believed that she noticed that one of her
male unmarried colleagues, with whom she had
enjoyed friendly relations over many years, had
serious intentions towards her. The idea came to
her that during lessons in his class he often stood
at the window, from which it was possible to
glance into her classroom; that in his free time he
often stood on a landing which she had to pass
with her pupils on their way to her classroom;
and that he greeted her very sincerely. She soon
found this perception to be confirmed by all sorts
of random encounters, which aroused strong
Affect; she spent days and nights in inner turmoil
about how she should respond to this, and espe-
cially how she should behave as inconspicuously
as possible, so that pupils and colleagues would
never notice. When she believed that she could
no longer stay in control of her actions, she tried
to avoid such encounters, and even went so far as
to deliberately refrain from replying to his
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greetings. Around this time she also noticed that
her students seemed to be aware of what was
going on; remarks were dropped that referred to
it; perhaps there were isolated phonemes, for she
heard, ‘How distressed he looks’. Female col-
leagues who had previously kept apart from her
now visited her more frequently, and spoke quite
often about the young man; good female friends,
on the other hand, withdrew from her and
appeared to disapprove of her ‘relationship’ [W].
Even the Director intervened, by speaking with
the male teacher in the breaks, and keeping him
in a completely different location, further from
her than he would otherwise have done. After
some time the male teacher in question left the
school to continue training overseas. At a fare-
well visit he was utterly confused, with altered
complexion, and, in particular, a long glance told
her that he knew very well what was going on
inside her, and also returned her affection. After
he had left, she noticed that, in exchanges with
her female colleagues, they were sometimes deri-
sive and gleeful, and at other times also sympa-
thetic and considerate; in any case her relationship
was generally known, and any mention of the
teacher in question contained allusions to it. The
Director must have mentioned the subject at a
staff meeting; she could tell this from the expres-
sions of all those present, when once she attended
a staff meeting. All these events took place over 2
years. No direct messages came to her from the
teacher, and she began to doubt whether he was a
man of honour. Although she had to acknowl-
edge that her behaviour would have repelled him,
she believed that, as a righteous man, he should
have explained himself. Quite satisfied by having
sacrificed her own interests through her behav-
iour, in favour of school discipline, she even
made a violent scene with the Director, whose
indelicate interference she had not forgotten, and
she was put on leave, with advice to go to a men-
tal hospital for 6 months. The head of the institu-
tion she visited diagnosed grandiose delusions
and delusions of persecution, and declared her
incurably insane. When I saw the patient for the
first time about 3 years after the onset of her ill-
ness, she was a guest of a friend’s family, and
made herself useful by giving lessons to the
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children. Since she did not strike me as odd,
either in her behaviour or her expressions, the
news that she had been declared terminally insane
by the director of an institution of course aston-
ished me; she was therefore persuaded to accept
my counsel. I found her an educated, sensitive
lady, who was quite clear that she should have
had the right to arrange her relationships with
that young man as she saw fit; however her sense
of duty to the school left her with no choice, ‘She
had the right to sacrifice herself to her duty’. She
was in no doubt that the young man would have
intended to propose to her. Yet she had to admit
that not a single word had ever come from him
which, similarly, could not be interpreted in an
indifferent sense either. That he never did declare
himself, which she had thought was a little unfair
on his part, was due mainly to the intrigues and
indelicate interference of the director and the
entire teaching staff. She gave no credence to my
assurance that all her perceptions of events could
be explained by an abnormal preconceived opin-
ion which was deceiving her; yet she had allowed
herself voluntarily to be admitted to a hospital,
where she remained I should say for a few weeks
only. Now, 2 years later, I learned that the patient
has resumed her teaching activities at a private
school, has proved herself perfectly efficient
there, but has now completely broken with all her
former friends, and holds them partly to blame
for the fact that she has been cheated out of her
happiness. Explanatory delusions and falsifica-
tions of memory will have become building
blocks of a now-completed system.

Gentlemen! I cannot help but add a brief com-
ment here. Had it been a rather more ruthless per-
sonality, instead of a tender-minded and educated
lady, she would certainly have asserted her claim
on the teacher more vigorously, and become a
typical example of the ‘persecuted pursuers’
[Ed], so often mentioned in recent times [2]. I am
convinced that the majority of such cases can be
traced back to some aberrant overvalued idea,
save that the very base of the system often
remains hidden in the self-conscious prejudices
of observers [3]. Even the head of the institute
whose above-quoted dictum aroused the not
entirely unjustified indignation of the lady has
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Gentlemen!

The question—if and when a psychosis that has
not reverted to full health is to be regarded as hav-
ing run its course—is, from everything we cur-
rently know, one of the most difficult we can pose;
and yet it is at once of both theoretical and practi-
cal significance. From a theoretical point of view,
its importance is clear from the idea that in autop-
sies of deceased cases we can see only remnants
[Ed] of the disease process in the organ of associa-
tion [1], but no longer the changes themselves, in
the organ. In practical terms, cases where active
illness is fully extinguished implicitly intermingle
their healed deficits with ones that remain in other
areas of pathology. Nothing would stand in the
way of a patient being discharged from a mental
hospital as soon as the change in content of con-
sciousness, taken by itself, becomes harmless, as
is often the case for an alleged inventor and founder
of new world views. Evidence by which we can
answer this question must of course be found
exclusively in the area of symptomatology. Our
task then is to examine psychotic symptoms we
have met so far, with a view to determining
whether, and to what extent, they are expressions
of a more active disease process.

© Springer International Publishing Switzerland 2015

This question is of paramount importance
because of the overwhelming significance of
symptoms, especially explanatory delusions, in
almost all paranoid states. In fact, this often
shows up as an endless succession, in that one
symptom can always emerge out of another; and
so the process of delusion formation takes place
over and over again. By contrast, in other cases
the same substantive changes persist, to be joined
by delusional explanations only in outline. An
obvious difference here is certainly defined by
the different ways in which patients react; the
question then is only whether this has a basis in
actual pathology. I have already mentioned that a
vigorous reaction to change in content of con-
sciousness, once that has happened, is to be seen
as normal [Ed] mental activity; accordingly,
explanatory delusions which subsequently cor-
rect the content of consciousness cannot be based
on pathological processes. After all, such subse-
quent correction is conditional upon substantive
change of consciousness remaining to command
each patient’s interest.

The simplest example on offer here is that of
a delusional idea of a psychiatric patient lacking
insight about his illness, who at the time of that
illness had been illegally detained and robbed of
his freedom. We can assume that such a patient,
on resuming a regular job and returning to a nor-
mal way of life, would find so many other nor-
mal interests that, only if his main interest
remained focused on the alleged injustice, would
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he reveal any particularly unfortunate traits. But
let us assume instead that a lawyer, full of legal
concepts, suffered the same fate; then his main
interest would focus on the injustice he had suf-
fered; and accretion of new delusional explana-
tions would probably become obvious. He might
file a complaint claiming compensation. Since
‘what befalls one befalls another’ [W]—there
would be no more closely linked notion than that
others too might have suffered the same injus-
tice. If his complaints are then rejected, he might
come to believe that not only he himself but also
his fellow sufferers are deemed guilty; and so he
continues to pursue his rights. Constant rejection
shakes his faith in Justice; he comes to suspect
that judges were bribed, possibly by the same
faction that had seen fit to put him away in the
mental hospital; or that the law was bent, to
cover up the institution’s alleged crimes. Even
his earlier personal experience becomes general-
ized. He now considers every lawsuit from the
same point of view, and therefore constantly
arrives at new false judgments. Let us make the
quite plausible assumption that his wife had
arranged his admission to hospital. Even in the
institution, he has harboured the suspicion that
she has taken up with another man; yet he has
fought—and temporarily overcome —this belief.
Now however, when outside the institution, the
suspicion re-emerges: He begins to observe all
of his wife’s comings and goings from this point
of view; he pays attention to things he had never
noticed before; he highlights remarks of an
incriminating nature, and so on. If, following
from normal expression of Affects, abnormal
jealousy were to arise, delusional jealousy with
all its conflicts may end up in the patient’s being
readmitted. In all these trials and tribulations the
patient now assesses his relationship to other
people and to legal institutions incorrectly,
according to his biased viewpoint, focusing on
whether they support him or his opponents.
Thus, we see a whole chain of false judgments
being formed; expanding delusions, with each
subsequent link as the logical consequence of
the preceding one; and, for malcontents, each
station along the entire pathway as a possible
starting point for their insults and violence. In
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fact, such non-recovered mental patients are
unpredictable in their actions.

We now want to examine conditions under
which, despite the fact that he survived a mental
illness, such a disastrous outcome could have
arisen. The fact that special individual factors
play a major part was already pointed out. I have
already emphasized the importance of suitable
employment, as this may draw out the patient’s
interest—usually in a quite normal way. Of
greater importance however is the social milieu
in which the patient finds himself, and his accep-
tance there. If he has to deal with foolish people
who offer support for his misconceptions about
the past, and reinforce his beliefs, he will delve
just as injudiciously into newspaper reports about
his fellow victims; he will again be excited by
these and can hardly escape from delusions,
which continue every day and week that passes
after his discharge, unless he puts his allegations
to the test, thinking this to be in his best interests,
thus helping the inherently false focus of his
attention to fade away. Thus an Affect-laden
frame of mind must be seen as the most common
precondition  for  explanatory  delusions.
Gradually, and in favourable cases, patients
themselves notice that return of awareness of
their illness period is unhelpful; and I could show
you several such patients who are ‘right back
into’ [W] their life, and who are independent
enough to earn their own bread; yet they are very
reluctant to talk about their periods of illness,
even setting up major barriers to clinical probing.
In practice, it follows from this that one cannot be
too careful when planning discharge of mental
patients who are only ‘improved’ [Ed]; yet the
issue cannot be side-stepped, as it is a means of
strengthening each patient’s normal interests as
they make their way forwards independently,
thereby granting them further possibilities of
subsequent rehabilitation. Unfortunately, how-
ever, it is often inevitable that patients return to a
life with no structure of regular activity, nor any
ordered social engagement, conditions that are
harmful both through the lack of normal inter-
ests and also even by pre-disposing them to
emergence of depressed Affects. Their main
interest may then remain focused on experiences
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of injustice; an Affect-laden state of mind sets in,
and further delusion formation is inevitable. Thus
we see that individual circumstances can decide
the outcome—another argument supporting our
view that the formation of explanatory delusions
cannot be based on an ongoing disease process.
Further evidence for this lies in the fact that cer-
tain acute illnesses are characterized by clear
absence [Ed] of explanatory delusions, this going
hand in hand with pronounced deficit symptoms,
that is, an apparent dearth of mental activity.
Delusion formation cannot occur in such cases,
precisely because normal processes for contex-
tual change by the association mechanism are
lacking.

The situation for most other symptoms that
you already know is quite different from such
explanatory delusions. The first things that come
to mind here, as the principal means of systemati-
zation, are symptoms of additive and subtractive
falsification of memory, and retrospective delu-
sions of reference. As shown above, their read-
justments seem to occur only when the solid
structure of associations has been loosened by
sejunction processes. However, since those same
symptoms may be absent in the presence of this
condition, without this being explained by any
actual deficit state, we must assume that these
symptoms, so essential for development of a
delusional system, must have another basis. The
most obvious assumption is that it is not sejunc-
tion which has already happened that is essential,
but that which is still in progress, as an ongoing
disease process. At least, this assumption is most
likely for the three other symptoms: autochtho-
nous ideas, hallucinations, and delusions of relat-
edness, albeit with some restrictions.

I remind you that in the case of residual hal-
lucinosis we came to know a stage of illness,
which along with the accompanying delusions
had been viewed mainly as a sequel to the
sejunction process, after the latter had died
down. This formulation may be conveniently
modified, so that it corresponds to the stage of
‘dying away’ [Ed] of ‘subsidence’ [Ed] of the
sejunctive processes; a stage therefore in which
the most acute sejunction processes have already
faded, along with all other severe symptoms of
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acute psychosis, so that just the aforementioned
elementary symptoms emerge in their purest
form. The assumption was made above that
habituation of excitation occurs through back-
flow of ‘nerve current’ [Ed]; and thus aforemen-
tioned symptoms could become habitual, while
the pathological process itself had reached a
standstill. This assumption would seem to apply
only to cases in which phonemes and delusions
of relatedness had already existed for a long
period, especially during acute phases of the ill-
ness; and for such cases one must concede the
possibility that these symptoms persist to some
extent as a purely functional disorder. Apart
from that, it will always be justified to take the
above-mentioned symptoms as signatures of a
still active disease process, even if it is in decline.

A second exception is the occurrence of a
circumscribed delusion of reference, as we
came to recognize it on p. 92. Amongst very
stable findings seen in these patients in every
other respect, and with emergence of delusions
of reference always limited to very specific situ-
ations or the sight of certain people, here too we
can see delusions of reference as relatively
fixed, now quite habitual, and thus to be viewed
as the outcome [Ed] of a functional change. At
the same time this urges us to consider that
these delusions are nothing new as regards their
content, and therefore represent no further
development of the delusion.

If we apply the same criterion to the now-
habitual phonemes and the delusions of related-
ness in each previously mentioned case, we might
expect, by their characteristic content, that they
too can be seen as expressions [Ed] of current
delusional ideas, without their leading to any fur-
ther development, or incorporation of new delu-
sions. In fact, there are related cases of illness in
which, despite persisting hallucinations and delu-
sions of relatedness, actual systematization never
occurs.

In general, from a patient’s displays of Affect,
one has an indication of whether the hallucina-
tions and delusions of relatedness move just
along familiar paths, or contain new items.
Fading Affect is therefore often a sign of
favourable outcome, in that it indicates fading of
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hallucinations and delusions of relatedness, and
their gradual cessation. Apart from that, internal
links between Affects and occurrence of those
symptoms of active psychosis cannot be underes-
timated, since those Affects, given their origin,
must be considered normal, but clearly are often
occasional precursors of sporadic occurrence of
phonemes and delusions of relatedness in other-
wise stable states. We have already met an exam-
ple of this in a rare case where isolated phonemes
occurred among malcontents. This is also the rea-
son why patients in whom the sejunctive pro-
cesses were only moderately pervasive must
often continue, even after their relative restora-
tion of health, to rely on life in the institution.
Any attempt to return to the hard struggles of life
outside leads to relapse, with acute psychotic
symptoms; and only a well-equipped institution
offers such patients constant thoughtfulness and
benevolent treatment, as well as the freedom
from material wants, which for them is a precon-
dition for permanent mental equilibrium.
Gentlemen! As a generalization, one could
state that a fine measure of how secure the consti-
tution of a person’s brain might be is to be found
in the brain’s ability to withstand Affects of espe-
cially distressing kind. Therefore you sometimes
see apparently strong men, who have never expe-
rienced mental illness, steering clear —with anx-
ious dread—of those occasions when powerful
Affects are unavoidable in their mental process-
ing of annoying events. In contrast, I know of
nothing more conclusive for the partial nature of
the disorder and healthy performance of the brain
(in contrast to the alleged ‘degeneracy’ [W]) than
the elation and joy with which many malcontents
join their fight, and who, despite all disappoint-
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ments and adversities, continue to fight to the
utmost for their rights.

Gentlemen! As a main criterion for the dis-
ease process being really over, we must con-
sider a critical test: whether the return to civilian
life meets with success. This test should there-
fore be carried out, if at all possible; and the task
of the institution, to create conditions of an
active and free life in an artificial way, should be
reserved only for those invalids who cannot
exist otherwise. A second criterion is just as
important, but sometimes fails in individual
cases. It consists of the ‘general condition’ [Ed]
of a patient. The crudest measure of this is for a
patient to have a constant, relatively high body
weight. Disturbed sleep and appetite are already
excluding factors. We face as a fact, which for
laymen is quite surprising, that the brain has a
large influence on diet. This confronts us par-
ticularly in acute psychoses. However, this is
also revealed in chronic psychoses, and particu-
larly in paranoid states where each more severe
exacerbation and every state of intense Affect
are associated with a decrease in body weight,
often in striking contrast to apparently unaltered
balance between intake and output, to be
explained only by specific trophic influences.
This offers a rewarding task for metabolic
experiment that, doubtless, will lead to an inter-
esting and instructive result.

Reference

1. Weigert C. Beitrdge zur Kenntnis der menschlichen
Neuroglia. Frankfurt: Moritz Sierterweg; 1895. Aus d.
Abhandl. d. Senkenberg. naturforsch. Ges. 1895;
63-2009.



* Course of chronic psychoses
* Aectiological classification
* Griesinger’s primordial deliria

Lecture

Gentlemen!

With the summary knowledge of paranoid
states that you have acquired so far, I realize that
so far you have become acquainted only with cer-
tain dominating symptoms; but many others that
occur concurrently can also be found only as
acute psychoses. However, you will now be able
to discover the main features of the vast majority
of paranoid states—and so satisfy the require-
ment which must be fulfilled, with examples, in
each psychiatric report, namely that psychotic
symptoms which constitute the mental disorder
in each specific case must be recorded in precise
detail—a requirement that sadly is seldom met in
reports of even so-called authorities. I cannot
emphasize strongly enough that you have the
right to declare a person mentally ill only when
you can produce evidence of this by establishing
definite psychotic symptoms; only then will you
be spared the embarrassment of your opinion
being exposed to justified attacks by lay people.
The ‘general impression’ [W] sometimes relied
on even by better known representatives of our
profession, when they fail to elicit definite
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psychotic symptoms, is no better than everyday
parlance and must elicit the deepest suspicion,
when used as the basis of diagnosis of a paranoid
state. It deserves to be rejected most strongly
when, in such cases, the claim is made that we are
dealing with a well-known and relatively simple
disease state, given the accurate name of para-
noia chronica simplex. Then, it is easy to arouse
the impression of intentional deception, for both
judges and lay people, thereby harming the repu-
tation of the entire alienist profession. If you
want to avoid such mistakes, please note that the
most obvious self-aggrandizement is far from
any grandiose delusion; mistrust and hatred of a
few—or many—people is not a persecutory delu-
sion; and paranoid states are mental disorders
which are always relatively easy to grasp,
detected by very specific psychotic symptoms.

In some of our most widely read textbooks
you will see sub-classification of paranoia into
paranoia chronica simplex and hallucinatoria.
You can infer from my comments how much or
rather how little such distinctions are justified.
There is no merit at all in independent terminol-
ogy for hallucinations, at least for phonemes,
which almost always predominate.

Perhaps it requires a certain apology, when,
with motives such as I have just outlined, I
choose the term ‘paranoid states’ [W] to cover
all chronic mental disorders in which material
alterations of consciousness are dominant. One
might object by demanding that I at least make
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an attempt to delineate clearly the supposedly
well-known paranoia chronica simplex [W]. 1
deliberately avoid such an attempt because, in
my opinion, there is no well-known illness of
this type, unless you want the name to monopo-
lise that very small number of individual cases
that happen to match one another. I come back to
those cases shortly (p. 102).

With regard to the broader range of paranoid
states, our lack of our knowledge is particularly
noticeable when we try to subdivide them accord-
ing to their respective course and later develop-
ment. In this regard, we are familiar with only
some limiting cases. I shall briefly recapitulate
these here, according to data that I have often
touched on. Among residual mental disorders are
some we have come to recognize as stable states,
usually characterized by low incidence of symp-
toms, and integrity of other functions. Then, there
are other cases, about which we know little,
which are characterized by very gradual, creep-
ing development, and an equally slow, steadily
progressing course, never amounting to actual
acute attacks or severe exacerbations. For both
types of illness, as for all major changes, we can
construct a disease curve corresponding to the
expansion of the disease state. In the first situa-
tion the corresponding curve remains parallel
with the x-axis; in the second—it rises uniformly
and slowly away from the x-axis.

A few remarks are directed to those latter
cases with an extremely chronic course. They
correspond to the rather more common type, of
slowly emerging persecutory delusions, which,
after some time, may evolve into grandiose ones.
The period of slow, imperceptible development
in such cases, which often makes it difficult to
determine the precise starting date, is character-
ized by occurrence of delusions of relatedness,
and, shortly afterward, by isolated phonemes
with the same content. An overvalued idea may
take hold as the first and foremost symptom, and
determine the substance of delusions of refer-
ence. Gradually the phonemes get out of hand,
and other sensory hallucinations and abnormal
sensations may even join in. Persecutory ideas
are then systematized in two ways. One is via
delusions of explanation, which refer to the
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hallucinations themselves: the so-called physical
persecution complex [Ed], with hallucinations
related in turn to the agent behind the persecu-
tion, and his motives. Grandiosity preferentially
links up with a series of explanatory delusions,
because of the logical necessity of explaining
how such a large following—an array of so many
people—should develop. If discernment and for-
mal thought processes are well preserved, this
finally leads to formation of technical terms of a
more or less adventurous nature, often appearing
at first as phonemes, providing patients with
newly formed words. Such patients express
themselves in a changed manner, which is very
characteristic. By means of their intact sense of
logic, their entire world view is gradually trans-
formed and, depending on the sick person’s state
of mind, philosophical systems may be advo-
cated with quite outlandish structures. Formally
correct logic and unmistakable intellectual pro-
ductivity remain right to the end. In the philo-
sophical literature of the last decade, you may
have been struck by a multi-volume work written
by an apparently mentally ill scholar, which
would have left you shaking your head. The final
outcome of the full disease process is a material
change in all three domains of awareness, because
the patient sooner or later becomes aware of
physical changes in his body. Thus, if you want to
choose a name for such cases, then in the later
stages you are dealing with ‘chronic total psy-
chosis’ [Ed]. The initial symptoms are likewise
beyond any question, the entire first period of the
illness manifest predominantly in the allopsychic
area. Delusions of relatedness are detectable by
themselves for a long time, entirely of an allopsy-
chic character as just described. Hallucinations
with explanatory delusions bring about gradual,
but inexorable, reinterpretation of the outside
world; and for initial years of illness, the designa-
tion of ‘chronic worsening allopsychosis’ [Ed]—
also ‘chronic hallucinosis’ [Ed]—is justified. The
qualifier ‘worsening’ [Ed] indicates that the psy-
chosis gradually becomes total, since, from the
time of onset of grandiose delusions, it also
encompasses the autopsychic domain. That it
never comes to more severe symptoms in the area
of motility also seems characteristic of such
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cases. While relatively common (pp. 63, 64),
only a small absolute number belong to the class
of ‘purely chronically progressing’ [Ed] cases.
These correspond most closely to the commonly
alleged paranoia chronica [W]. The two female
patients, Schmidt and Reising, are examples of
this—the latter, right from the outset, in conjunc-
tion with an overvalued idea.

A third trajectory for paranoid states has
become known to me over the course of time
through several cases. It develops in a special
manner, representing continuation of a bout of
acute psychosis, after surviving several such
bouts in previous years with total recovery. Up to
the present, I have seen such a disease process
after acute hallucinosis, or acute hallucinatory
allopsychosis (see later), usually in alcoholics.
Progression of the chronic condition, which
always takes the form of a physical delusion of
persecution, here seems to be more rapid and del-
eterious than for the aforementioned chronic
forms.

I can mention a fourth form of paranoid state
only in anticipation here. Amongst acute psycho-
ses, about which we will learn later, is the state of
depressive melancholia, an acute general illness
characterized by intermingling of Affect and gen-
eral akinesia of intrapsychic origin. Such a mel-
ancholic state can, for a long time, imply
existence of pure melancholia, until clues are
provided from a patient’s altered behaviour that
intrapsychic dysfunction is subsiding, but at the
same time, delusions of relatedness and corre-
sponding phonemes appear. Usually it is any out-
break of indignation that prompts a patient to
speak out, and with one stroke, to reveal an
entirely different picture. The paranoid state,
which is now revealed, is usually made up of per-
secutory and grandiose delusions in equal mea-
sure. Outbursts of wild ranting and a tendency to
violence accompany it in nearly characteristic
ways, leading quite soon to falsification of the
entire contents of consciousness, to the point of
material confusion. Patients seem to be able to
remain in this stage of major confusion for a long
time, although with decreasing energy in their
actions, but without actual dementia. I am not yet
clear of the final outcome. To avoid misunder-
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standing, I notice that the substantial confusion is
by no means due exclusively to this course of
events, but occurs with any extensive falsification
of consciousness. Patients ultimately function
using a series of idiosyncratic terms, making
them unintelligible to other individuals, and they
may even be understood falsely by others. Such
confusion is then only apparent confusion, not
noticed at all by another individual with just the
same falsifications of consciousness.
Undoubtedly, in years to come, there will be
success in determining a well-characterized set
of trajectories amongst paranoid states, apart
from the four just presented here; but for the time
being I content myself with these hints, and con-
fine myself to indicating the task that awaits us
here. It will consist of establishing the regularity
with which individual psychotic symptoms and
significant changes follow one another, for it can-
not be accidental how the symptoms are grouped
together, any more than it is mere coincidence
that in the entire domain of other nervous dis-
eases it often comes down to particular, well-
characterized groups of symptoms. In the latter
case, the reason for this is no secret: It lies in the
particular arrangement of the nerve pathways in
certain parts of the brain. If I remind you that we
could likewise regard those major changes in
consciousness as, in a certain sense, focal points,
then we can apply the same principle here too,
enabling us also to think of particular groups of
symptoms as the expressions of definite anatomi-
cal arrangements in association pathways. For
the time being, as I have said, we are right at the
beginning of our knowledge of such groupings,
and I would caution you to interpret the manners
of progression outlined above only as groupings
of the most common cases. In reality, they are
only a fraction of the many variants of unknown
type included amongst the many paranoid states.
Gentlemen! It may perhaps seem surprising to
you that I neglect classification by the principle
of aetiology when trying to organize the many
forms of paranoid states. If I were actually to
carry that out, I would certainly be taking a false
path. However, in what I specifically described,
for a psychosis that begins in bursts and then pro-
gresses towards physical persecution mania, you
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will find an aetiology of alcoholism. The
question of aetiology is the second task that
needs to be addressed, one of equal importance.
Thus, just as it would be wrong to deal with palsy
due to lead poisoning before you are familiar
with its most common form, namely bilateral
radial nerve paresis, so it would also be incorrect
methodology if you wanted to start classifying
psychoses on the sole basis of aetiology. I can
easily show how one-sided is this approach by
the fact that acute hallucinosis of a drinker also
occurs in non-drinkers. Let us assert that the psy-
choses are brain diseases, and that we can assume
that one and the same site always produces the
same symptoms. Here then is an area accessible
to research. For some causes however, we cannot
expect that the effects will always point to the
same sites, just as if a brain haemorrhage always
has to be in the same site in the brain. The aetio-
logical factor must therefore be only secondary in
this area of research. I know full well that under
some circumstances the site that is attacked is
also determined by the aetiology, particularly the
paresis already mentioned; but disease of the pos-
terior columns, produced by alcoholism and
syphilis, and, finally, the best known type of pro-
gressive paralysis are also examples of this. Later
too, in acute hallucinosis of alcoholism, and in
presbyophrenia we will learn about psychoses
where the same is true. In general however, I can-
not emphasize strongly enough that the forth-
coming principle of classification must be that of
anatomical arrangement, giving a natural group-
ing and sequence of material changes.
Gentlemen! I must content myself for the time
being, with explaining my point of view on these
important issues, reserving the right to come back
later, with more detail, since acute psychoses nec-
essarily require a definite opinion on these issues.
However, I cannot side-step mention of a specific
point here: Chronic psychoses are, to a large
extent, no more than outcomes of acute psycho-
ses. Given that, it seemed to me advisable, con-
cerning certain phenomena mentioned in the
literature, not simply to remain silent on these
undercurrents. Works of an eminent French psy-
chiatrist, Magnan, have drawn us, even here in
Germany, in his direction, in the back-and-forth
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swirl of public opinion. You could easily gain the
impression that a new, opportune expression had
been found for several universally known clinical
facts, and that there were actually only two major
disease groups to be distinguished amongst
chronic mental disorders: mental disorders of
degeneration on the one hand, and mental illness
which is probably well defined clinically, but not
by aetiology, and which the French author calls
Délire chronique a évolution systématique [W]
but which the German translator calls paranoia
completa [W]. As you can see, basically I have to
reject such a classification because of what it
leads to: a supposedly clinical, well-known form
of chronic mental illness—the supposedly well-
defined chronic paranoia—separate from all other
mental illnesses, and the so-called degeneration,
acknowledging the latter to have only one aetiol-
ogy. You encounter here, in my opinion, just the
same exaggeration, which has so far led to failure
of all attempts at classification of the psychoses.
The class of ‘complete chronic paranoia’ [Ed] is,
in my opinion, far too broad, containing a wide
diversity of different chronic psychoses, which
are yet to be differentiated. Only in this way could
that author get to the contrasting idea of ‘degen-
eration’ [W] accounting for the entire field of psy-
choses. As for these latter cases, I do not doubt
that even this aetiological point of view, as well as
many others, will prove fruitful; in Magnan’s
work however, it is grossly overestimated; and I
believe that I should point out to you, as a core of
the notion, just one fact: In ‘degeneration’ [W],
psychotic symptoms appear preferentially, either
in isolation like overvalued ideas or just at such
low intensity that it remains in doubt whether the
individual in question is to be regarded as already
mentally ill. Evidence for the fact that such bor-
derline cases are particularly common among the
‘degenerates’ [W] can hardly be found anywhere
except in Magnan’s studies. There again it is
based on exaggeration, where the author appears
to regard cases of illness—that I described as cir-
cumscribed autopsychoses or overvalued ideas—
as occurring only among degenerates. This is not
the case at all, unless you want to acknowledge
occurrence of psychosis itself as evidence of
existing degeneration.
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Gentlemen! Allow me to end this discussion
with a remark intended to prevent possible mis-
understandings. I am well aware that I have ful-
filled the task that I originally set myself—that of
constructing for you a lifelike portrayal of para-
noid states—in only a very inadequate way. You
will find later that I have not even touched on
several important symptoms, and, on the other
hand, have already mentioned some things that
actually belong in the field of acute [Ed] mental
illnesses. But the difficulty here lies in the subject
matter. It is actually impossible to give a vivid
portrayal of even a single area, such as I have
selected here, without expanding to the entire
area to put it into perspective. This impossibility
has, however, come to my attention even more in
acute mental illnesses, so that after many years of
work I had to decide to reverse my strategy, and to
start working from the ground upwards, placing
acute mental illnesses, which are still the main
source of paranoid conditions, as the precursor of
the latter. It is just the same with individual symp-
toms: Each newly-emerging symptom of mental
disorder may have an acute character. Most
chronic mental illnesses can even be character-
ized by their acute episodes, with new symptoms,
which may occur at any period along their course.
I have intentionally avoided describing these
states wherever possible, because they belong
with the acute psychoses; but this was not wholly
successful for separating such episodes from
newly-emerging individual symptoms, because
even there, just as everywhere else in nature,
imperceptible transitions take place.

Gentlemen! The history of psychiatry is prob-
ably an area that is extremely interesting to
experts, but for you, who still require instruction
in the rudiments, it must take a back seat com-
pared to the greater needs of the moment.
Nevertheless, I should not omit one topic here,
whose place in the history of our science we can-
not deny. This concerns what Griesinger called
primordial delirium. In in-patient clinics you will
have heard so much about this great clinician that
you will not be surprised that his textbook of psy-
chiatry is still one of the most widely read books,
and produced downright amazement in its day.
Yet in this book Griesinger takes a position not
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shared by well-known older authors, in that he
denies that primary material changes can occur
without preceding melancholy mood; and only in
1867 [1] did his view shift to a more accurate one
with his proposal of a ‘primordial delirium’ [W],
this coming after a preceding lecture by Snell [2]
entitled ‘Monomania as the primary form of
mental disturbance’ [W]. Given the dominant
status going along with Griesinger’s strong per-
sonality, you can imagine that the teaching of pri-
mordial deliria now proclaimed by him shifted
everybody’s perceptions, and was welcomed as a
great step forward for our science. I know this
myself, from the beginning of my career in psy-
chiatry in 1871; and I still clearly remember that
this point was always a focal point of discussions,
whenever psychiatric topics arose. However, one
of the unintended effects of the book, and of
Griesinger’s teaching, was that primordial deliria
rarely happened, and the interest of all young
psychiatrists was focused mainly on diseases of
nerves and brain. In this regard it will seem
strange to you that amongst psychotic symptoms,
which are regarded as the foundations of para-
noid states, I have not yet mentioned ‘primordial
deliria’ [W]. Let me now explain this; but first,
please let me pass on a remark about Snell’s posi-
tion, in that he indisputably had priority over
Griesinger. Why then was the famous concept of
primordial deliria linked not to Snell’s name but
to Griesinger’s? The answer is simply that,
although the same phenomenon was recognized
by both researchers, the versatile, thoroughly-
trained clinician, complete master of the clinical
method, felt the need to trace it back to certain
elementary psychotic symptoms which he had
justnamed ‘primordial deliria’ [Ed]. Both authors
started from the same clinical experience, that in
a certain type of mental illness, which Griesinger
called ‘primary craziness’ [W], and Snell called
‘monomania’ [W] without prior melancholy (in
the sense of older authors); primary ideas of per-
secution apparently arise at a time of elevated,
self-confident mood. But while Snell was satis-
fied with sketching the general course taken by
these cases, with intelligence remaining intact,
yet with frequent additions of subsequent grandi-
ose ideas, Griesinger sought to penetrate more



106

deeply into relevant pathways, to find, in
primordial misconceptions, and specifically, in
false judgments, the source of those ideas of
persecution, and possibly also of grandiose
ideas. To clarify what I mean, I give detail of
such judgments: The idea emerged in one
patient, by way of example (a case of anxiety
psychosis) that his parents, his wife, and his
children were dead, and he was readily con-
vinced of this. To another came the thought that
he should be executed, and to a third that he was
a millionaire, or of princely descent. Thus, there
are ‘emerging ideas’ [W] that are held to be true,
a phenomenon that may remind you of obses-
sions and autochthonous ideas.

SoI find that I can understand only Griesinger,
and thereby catch a glimpse of his real stature.
Let us see how he himself spoke, in his lecture at
the opening of the psychiatric clinic on 4 May
1867 [1]: ‘In ganglion cells of cortical grey mat-
ter, according to our current assumptions, pro-
cesses that trigger [Ed] the imagination come
first” [W]. Abnormal transmission is then the
result of tabes dorsalis [Ed], a disease of dorsal
columns; and ‘then abnormal action of those cor-
tical cells immediately triggers images, words
and ideas of all kinds, which no longer corre-
spond with reality’ [W]. Here we see Griesinger
putting forward a proposition that is close to our
own. However, it is not lost on him that such non-
sensical judgments should be constructed from
pre-existing material within the thought pro-
cesses. To explain why, he indicates two sets of
phenomena. First [Ed]: Disturbance of ganglion
cells can be purely functional, they being excited
from other distant sites. He calls this phenome-
non ‘associated signs’ [Ed], in which the first
activation may, for example, be produced by sen-
sation in the bowels. We can simply accept this
view, and you will remember that I repeatedly
indicated such a development of specific mani-
festations using the term ‘anxiety phenomena’
[W]. In acute psychoses their location can be
traced back to this in a comprehensive manner.

The second [Ed] set of clinical phenomena,
in which he contrived an analogy with primary
occurrence of certain erroneous judgments in
the insane, is the occurrence of obsessions in
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neurasthenic patients; the overwhelming inci-
dence of ‘animal delirium’ [Ed] in delirium
potatorum [W]; and finally the subjective sensa-
tion of a particular colour, red, in certain patho-
logical brain states (e.g. epilepsy). Here a
connection with legitimate false judgments of
mentally ill people is produced only by taking
obsessions into account. So, the great mystery
remains for Griesinger: how such regularity of
content can arise—the occurrence of ideas of
grandiosity and persecution, in which ‘perhaps
among ten patients, only five throughout the
whole duration of the disease, form the main
content of the delirium’ [W]. Now we have
known since Meynert that it is the properties of
the primary Ego of the child, and of primitive
people, that are reflected in this regularity, and
I need only refer you to his essay Uber den
Wahn [W] [3] to allow you to get your orienta-
tion on this. In the natural state, people interpret
as actions any events that touch their well-being
or might harm them; and on this basis, ideas of
persecution or grandiosity develop as two basic
ways in which an individual might react, as does
anybody, to impressions from the outside world.

We now must ask: Is there really such a pri-
mary mode of origin for delusions of persecution
and grandiosity, in Griesinger’s sense? I can give
an affirmative answer only in a very limited
sense: To my knowledge, the supposed primary
delusion of persecution of chronic psychoses
generally develops from either delusions of relat-
edness, as described above, or explanatory delu-
sions; and, in my opinion, other modes of origin
for paranoid states can be excluded, if you do not
want to include paranoia of feeble-mindedness as
well. The same goes for grandiose delusions [4];
but I submit that besides the consecutive grandi-
ose delusion, which develops in a logical succes-
sion from persecutory delusion, and furthermore
besides the grandiose delusion of the feeble
minded about which we shall speak later, there
are two other sources of the so-called grandiose
delusions, which can easily be overlooked, and
can then mimic the appearance of a grandiose
delusion in its primary sense. One is the
substantive somatopsychic change mentioned
once or twice earlier, a hypochondriacal feeling
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of happiness, with a feeling of anxiety located in
the chest region, and probably varying along with
this. Usually this is correlated with the process of
respiration, and is described as very light, easy
breathing. Such was the case for example in an
earlier mentioned patient (p. 73), Schulz, who
believed himself to be filled with the Holy Spirit,
preached inspired sermons to people, and trav-
elled to a nearby region to have himself conse-
crated by the court chaplain. Grandiosity in this
case is merely a case of what I call ‘ideas of hap-
piness’ [W] and forms the complement of occa-
sionally mentioned ‘ideas of anxiety’ [W]. The
second source is again delusions of reference,
often connected to certain overvalued ideas, or at
other times to the hypochondriacal happiness
described above. Autochthonous ideas emerge in
such cases, with falsifications of memory, and
retrospective delusions of reference, which dress
themselves up as facts, to fulfill a scheme, and are
made manifest in the elevated mood and enhanced
clinical facts.

I would like expressly to state only one excep-
tion, so as not to distort the clinical facts. There
seems to occur, although very seldom, in young
people developing a chronic mental illness what
Sander [5] calls ‘original craziness’ [W], in which
the primordial deliria, in Griesinger’s sense, form
the original source of grandiose ideas. Yet pure
cases of this kind are seen only quite exception-
ally. Closer examination of these cases almost
always allows grandiosity to be traced back to one
of the other previously named elementary psy-
chotic symptoms. Apart from this, the majority of
such cases of so-called original craziness [Ed]
belong to borderline feeble-mindedness, which
may remain undetected for a long time, since the
so-called original craziness usually occurs as a
hebephrenic psychosis; and only in some
extreme—yet undoubted—cases, can it be distin-
guished from them. In my experience, in the
majority of such cases, not one of the above-men-
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tioned, actual psychotic elements is detectable, on
account of their long-term feeble-mindedness
identifying them as hebephrenia.

Gentlemen! I cannot end this historical digres-
sion without mentioning a significant literary
event, in which somebody spoke eloquently
about Griesinger’s primordial deliria, but unfor-
tunately found defenders shooting wide of the
mark. Friedmann, in his book Uber den Wahn [6]
[W], investigated the essential nature of delu-
sions—Ilet us say the substantive falsifications of
consciousness—in paranoid states as such,
according to the false judgments, corresponding
to the type of primordial deliria. Closely related
obsessions are regarded by him as a fundamental
symptom of ‘paranoia’ [W] which he also
accepted, but understood in a very broad sense.
We shall see later that his assumption about acute
mental illnesses is true in many cases, but we
must reject his attempted generalization. In
chronic cases it is contradicted by experience,
and we are not mistaken if we attribute the one-
sidedness of this astute researcher to his lack of a
large sample.
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Lecture

Gentlemen!

Acute psychoses are characterized primarily
by their manner of creation: We should consider
as acute [Ed], using the word ‘acute’ [Ed] as it is
used in other organic diseases, all of those mental
disorders which develop within hours, days, or
over several weeks to produce a significant level
of symptoms. Further development of the illness
is then subject to whether and for how long the
patient remains in the acute stage, whether there
is recovery, or whether the disorder progresses to
a chronic condition. In the latter situation, acute
psychosis merges into an acute initial stage of a
chronic psychosis. With the same logic, acute
stages of chronic psychoses presenting at times
other than the initial period must be regarded as
acute psychoses.
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However, were we to focus solely on the time
course to determine whether a psychosis was
acute or chronic, it would have little bearing on
the complexities of real situations and the terms
used to describe them. Instead, it is the character-
istics of the clinical presentation, its ‘acute
nature’ [W], which immediately denotes it as
being the result of rapid development. Even with
a long duration of illness, or where the onset is
not rapid, these characteristics are sufficient that
they provide independent criteria for recognizing
an acute psychosis. This shows the special posi-
tion that must always be given to diseases of the
nervous system: Long-standing sciatica or other
neuralgia, or an old Tabes [W] can go hand in
hand with severely racking pain; and the over-
whelmingly chronic suffering due to brain
tumours brings with it regular periods of the most
acute neurological symptoms, such as combina-
tions of headaches, dizziness, vomiting, and gen-
eral convulsions. Thus, acute reactions of the
nervous system reveal themselves quite generally
as depending on the timing of stimuli, which has
little apparent connection to the basic progres-
sion of a disease process, namely change in ana-
tomical tissue. In our efforts to characterize acute
psychoses in more detail, we must consequently
rely, essentially, on other more detailed criteria.
May I remind you, gentlemen, of remarks (p. 54,
Lecture 9) I made on the mutual interactions
between content of consciousness and conscious
activity and, in consequence, on the resulting
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effects that abnormal alterations in content [Ed]
of consciousness produce on the main object of
our study, as we dealt with chronic psychoses.
We must now add, in so far as this is familiar to
us, permanent or irreversible changes in content
of consciousness. However, we will have no
problems with the further conclusion that abnor-
mal changes of conscious activity [Ed] help
define the form for acute psychoses.

Gentlemen! If you now recall the schema
(p- 13) I gave you at that time, for deriving psy-
chotic symptoms, you will soon find that it also
represents a schema of the abnormal changes in
conscious activity, changes which we identified
wholly as disorders of secondary identification.
To show how symptoms of mental illness are
derived from this schema, and to put their occur-
rence and importance in various mental illnesses
in their proper perspective, would be a separate
and independent teaching exercise; yet any such
attempt might take us too far from our real task,
which is to become familiar with specific cases of
illness. I shall therefore restrict myself just to the
most important problems of identification from a
theoretical point of view: I shall discuss these
separately, in some detail, as ones which are quite
essential for understanding the general pathology
of mental illnesses. These are mainly symptoms
falling in the domain of hallucinations, or which
have internal links with such symptoms.
Otherwise, I must restrict myself whenever I
present an illness to shedding light on the mean-
ing of the new symptoms you will encounter, in
relation to our schema.

Gentlemen! Simple reflections will show you
that, for symptoms derived from our schema, the
symptomatology of acute mental illnesses is a
field with no boundaries. Earlier we had come to
realize that the activity of consciousness gener-
ates the content of consciousness, so that altered
activity of consciousness must also result in
changes in the content of consciousness; and we
could thus define acute mental illnesses as the
changes in content of consciousness taking place
within a certain time frame (p. 54). However,
now we can assume a priori [W] that such
changes in content of consciousness during acute
mental illnesses will be less fixed or shorter in
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duration than those in chronic illnesses.
Nevertheless, the clinical significance of substan-
tive disturbances of consciousness during acute
mental illnesses is so significant and crucial for
establishing the characteristics of illness that any
teaching on illness which neglected this point of
view in a one-sided manner would turn out to be
insufficient to encompass the clinical facts. While
in chronic psychoses or paranoid states we could
limit ourselves mainly to changes in content [Ed]
of consciousness, you should understand how
much more complicated are our tasks in describ-
ing acute psychoses, where changes in activity of
consciousness are just as important as the changes
in its content.

In addition, secondary processes, which we
saw added to various elementary symptoms in
the chronic psychoses are, to a great extent, also
present in acute psychoses. They may even be
enhanced —for instance the principle of explana-
tory delusions; and, just as explanatory delusions
do not in themselves represent abnormal activity,
so in acute mental illnesses we will get to know
new sources of delusion formation [W], which
likewise are aspects of normal mental life.
Experiences that we will gain in this respect,
forming, in one sense, an addition to the theory of
paranoid states, are also quite appropriately
included here. A patient who is now due for dis-
charge, and who has been free from psychotic
symptoms for 3 months, offers us a good opportu-
nity. He is a 27-year-old, academically-qualified
mechanical engineer K. who is considered to
have recovered from this, his second episode of a
severe mental illness, complicated by his lack of
insight into a few symptoms of his illness persist-
ing from the time of its acute onset. He has a
complete memory for the entire period, approxi-
mately 1% years of illness, and his intelligence
and training in scientific observation make him
quite rare, as a reporter about certain symptoms.

I skip over the fact that this patient can give us
a detailed account of the voices and autochtho-
nous ideas at the time of his illness. We learn
from this only that these familiar elementary
symptoms of paranoid states often also occur in
acute mental illnesses. Much more important for
our purposes are the explanatory delusions which
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the patient connects to these experiences. He
was, in fact, always fully aware that the voices,
which he could see as having no objective basis,
could not be explained by any physical means,
and so there remained for him only the evidence
of his senses, and—much as he struggled against
it initially—the assumption of supernatural
effects of ‘spirits’ [W]. He then attributed the
strange thoughts as coming from these spirits;
and the fact that they never led to a physical delu-
sion of persecution but rather to the assumption
of supernatural effects can, to some extent, be
ascribed to this person’s scientific training. We
see also from this example that delusions of
explanation in acute mental illnesses [W] play no
lesser role than they do in chronic states. Of
course, as a prerequisite, there must be, to a cer-
tain degree, a retained ability to think—that is,
there must be requirements of logic and the logi-
cal ability to provide explanations for these
strange phenomena. In general, this condition
corresponds, to some extent, to his discernment,
as was mostly present in our patient. In addition,
the content of explanatory delusions depends on
individual characteristics of each patient. How
much this is the case, you will see from a second
case. Among thoughts that had been instilled in
him, our patient announced that he had already
been in the world several times, as Wotan, and as
Ahlbrecht the bear. He therefore believed in
transmigration of souls. When I asked him how
he had imagined it, and if it was an act of resur-
rection, the patient expressed his view that the
personality of every person should be viewed as a
specific arrangement of material components,
and he thought it possible that precisely the same
order of molecules could be repeated at various
times, and could produce the same person. Much
as the patient himself now laughs at this assump-
tion, you must admit that only a scientifically-
minded person could formulate such an explana-
tory delusion.

When the conclusions a patient reaches
amount to more complex explanatory delusions,
a degree of discernment may be an indispens-
able prerequisite, as is likewise the case in his
assessment of autochthonous thoughts. Assume
that a false judgment, such as that just men-
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tioned —of having lived twice previously, at dif-
ferent epochs—had been formed in this way. If
such emergent thoughts are to be recognized as
alien, a minimum level of judgment must never-
theless still remain. We should therefore not be
surprised if acutely ill mental patients who lack
such discernment find themselves in a state of
more or less total bewilderment, and then
express rather outlandish ideas without offering
any critical opinion, or attempt an explanation.
In this sense I recognize the occurrence of what
Griesinger called primordial delirium in people
who are acutely mentally ill, as mentioned ear-
lier (p. 107), referring to Friedmann’s book on
delusions. Although, in his more recent work on
origin of delusions, this author has persistently
maintained his point of view—an excessively
far-reaching one in my opinion [1], based on
comparative ethnology —it nevertheless contra-
dicts clinical experience, exactly in relation to
the exception just presented. Incidentally, you
can immediately see that development of obses-
sions or rather the correct judgment which pro-
tects patients from developing those ideas
which might result from aberrant stimulation is
generally conditional on a patient having a cer-
tain level of discernment and judgment. In
future, we should remember that gradations of
this sort can be obscured by new thoughts,
which emerge suddenly among the acutely
mentally ill, to be replaced by primordial delir-
ium in Griesinger’s sense. This is no cause for
surprise, because the stormy Affects that inter-
fere with orderly thinking often occur naturally
in acute mental illnesses.

This patient also describes to us a form of
delusion that we have not met before, and which
he refers to as a ‘vision’ [Ed]. He believed that
during his illness he experienced whole scenes
and situations that sometimes played out in other
historical periods. He described to us, for exam-
ple, that he had seen his father in a French
Marshal’s uniform, standing by the scaffold, the
threatening crowd below, and the hangman next
to him; he heard the howling of the crowd and the
hangman calling out, ‘You have to go up’ [W].
When I questioned him, he stated that he believed
that he had been transported to the time of the
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French Revolution, and had no doubt about the
reality of the events, which he now regards as a
vision. We will study this type of hallucination in
greater detail later, under the heading of ‘dream-
like hallucinations’ [Ed]. Here we are interested
in the conclusions that the patient drew from this.
He believed, in fact, that he had been transported
to other lands and time periods, and explained
this by wizardry. However, when I objected that
he should not have believed the experience to be
real, because his father had not even lived during
the time of the French Revolution, he weakened
in a quite remarkable manner. He stated that he
had believed at the time that his father, and other
people as well, such as the head warder, had pre-
viously lived during different time periods.
Apparently we have encountered here a conclu-
sion made by analogy, as the source of the delu-
sion, and the patient himself confirms that he
reached this conclusion, because he was firmly
convinced of his own former existence. You will
recall the patient (Rother, p. 56) who claimed to
have a Doppelgdinger [W], and who generalized
this by saying that everyone has a double. You
see, gentlemen, how the mentally ill apply
Goethe’s line—‘What befalls one, befalls the
other’ [W]—in practice, a rich source for form-
ing of delusions, with incalculable scope.
However, a prerequisite for such delusions by
analogy [W] is a facility for relatively well-
ordered thinking.

Gentlemen! We shall see later that hallucina-
tions that combine several sensory modalities, of
which you have just seen an example, are linked
preferentially to dreamlike states. Also, in the
present case, careful observation revealed that the
patient often seemed quite absent minded, and
unaware of events in his surroundings. He is now
able to explain to us in a satisfactory and very
instructive way some strange utterances he made
at that time. On one occasion he expressed his
astonishment that the head warder had disap-
peared through one door of the hospital and
simultaneously entered through another door. On
another, food suddenly stood before him without
any delay, a process that reminded him of the
fairy tale ‘the wishing table’ [W]. Both events
seemed supernatural and magical to him at the

18 Lecture 18

time. Now the patient gives us the explanation
that he made errors of observation due to lapses
in attention. He was often so preoccupied with
auditory and visual hallucinations that he paid
insufficient attention to events around him.
Mostly he even had his eyes shut, a statement I
can verify. Here, in a most instructive way, we are
confronted by a new source of delusion forma-
tion [W], following a familiar principle of
attempted explanation—the diversion of atten-
tion by internal events [W]—and we see how, in
this manner, very minor and ordinary events take
on an obscure and eerie appearance to patients,
but with delusional explanations differing accord-
ing to individual characteristics, in this case lead-
ing to an assumption about magic. We can guess
just how uncanny and disorientating such experi-
ences will prove to be in all cases, whether or not
explanatory delusions are added, according to
each patient’s powers of reasoning.

If we continue examining our patient, we soon
come upon a new source of delusions, again an
unfamiliar one for us. At one point during his ill-
ness the patient had addressed the ward physician
in familiar terms, and later made the remarkable
statement that he regarded him, to some extent,
as his son, also indicating that one of his fingers
signified the physician in person. We learned
later that each of his fingers represented a partic-
ular person: one as his father, one his mother, one
as Napoleon, while it remained in doubt who is
represented by one finger. The patient spoke
occasionally of the lawful role of pater familias
[W] in Roman law, evidently in accord with the
sense of this delusion. He could shed light on this
for us as follows: The idea that one of his fingers
represented the person of the physician arose
because every time the physician came into view,
even in dream images, and when he heard his
voice, a peculiar sensation arose in this finger.
The other fingers behaved similarly. The patient
was unable to describe the sensation in more
detail, although he indicated that it had not been
painful. We see here a new kind of concept for-
mation fulfilling itself, the result of an abnormal
process, namely the occurrence of certain
localized morbid sensations, simultaneously
with—be they real, or aberrant—perceptions
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with a certain content. We shall designate this
process as aberrant new formation of associa-
tions [W], and will encounter it very often in
acute mental patients, even if it is rare to get such
clear evidence for it. Incidentally, when I asked
the pointed question on whether his finger was to
be identified with the doctor, the patient firmly
denied this: He had meant no more than that the
latter stood in a certain legitimate relationship
towards him.

Gentlemen! The example from which we have
just learned will certainly call to mind things you
already know. You may recall the young man
(p. 83) who at each sight of his father became
sexually aroused. I presented this to you as an
example of a somatopsychic delusion of related-
ness; however we cannot doubt that here too it
was based on a process of aberrant elaboration of
new associations. In our patient still other exam-
ples showed up in this connection, with somato-
psychic delusions of relatedness forming via
processes of aberrant association. Thus, on one
occasion during his illness he requested that
nobody should touch his bed lest blood be pulled
out of his heart; he had a phase when he would
not let himself be touched, because it would
cause him discomfort; he once declared that his
head would burst if one of the warders uttered a
certain word. We can also perceive all these as
examples of somatopsychic delusions of related-
ness. It is also readily apparent that such aberrant
associations can exert a decisive influence on the
behaviour patients show towards certain people,
and on their actions in general. Some whimsical,
strange actions that are quite incomprehensible
during healthy thinking, but are also dangerous at
times, and certainly unpredictable, can be the
result of such aberrant elaboration of new
associations.

Gentlemen! A favourable coincidence pro-
vides us with the opportunity to show a case of
distraction through internalized processes, just as
patient K. described it, as a first-hand account.
This is a very similar, complicated case, just as
patient K., and, by chance, also a young person
with some technical expertise. Initially we could
not get a word out of him. He looked quite absent
minded in the auditorium, and seemed to ignore
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my questions. All of a sudden he turned towards
me, addressed me by name, showed himself well
orientated about the situation he was in, and at
my request correctly named Pythagoras’ theo-
rem. He refused to prove it, when I asked this—
saying it was too hard for him. Suddenly, and
quite abruptly, he interrupted in a lively tone:
“You don’t know Saxony and England’ [W]. But
then he became lost in contemplation once more.
He indicated that he was very preoccupied with
alleged mishandling by the warders, who were
also present, and talked about this extensively,
always returning to the subject. Here in Breslau
there was something odd. External voices had
already appointed him as Mayor of Breslau. The
voices came out of the air, and from many sides.
They were heavenly voices; but he concluded
that he could not see anything. In addition,
thoughts were piercing him: He was both a
Christian and a Jew, and had had a previous exis-
tence; and he refuted my doubt by pointing to the
third article of Faith that relates to the resurrec-
tion from the dead. Suddenly, and quite abruptly,
he again said animatedly: ‘The run of life’ [W].
You can see that he understood my questions
and willingly engaged with them, and yet it is
striking that he sometimes looked distracted, and
initially answered my questions with the counter-
question: ‘How?” [W]. Clearly, to sustain his
attention to external stimulation required on-
going effort, and otherwise he seemed to sink
into a type of dreamworld, with vivid hallucina-
tions. Nevertheless, in between such times, he
was fully attentive and showed himself able to
reproduce a four-digit number correctly after a
delay of 10 min. He promptly gave the date of his
first most acute illness, 5 years previously; he
was also aware of a later relapse; and he consid-
ered it quite possible that he was now sick again.
On inquiry we learned that he was not suffering
headaches but experienced very unpleasant sen-
sations in his head, which he described as dull
and dragging—they were a result of mistreat-
ment by the warders. He added this information
as we delved more deeply, along with more about
mistreatment by relatives, who had been
committed at the same time. Suddenly, with
another glance at the warder, who by chance had
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risen from his seat: ‘I am not guilty’ [W]. He
claimed that he had observed that the latter had
spoken to him. As I bade him farewell, I tried to
explain the purpose of the clinical presentation.
He left us with the reply: ‘But you also judge
those who inflict something on me. Every officer
has his honour; I am no common man’ [W].

We see in this patient changes between very
different states of consciousness: sometimes dis-
tracted by internal processes, making him almost
inaccessible, and most reminiscent of the physi-
ological state of the so-called bewilderment; at
other times well attuned to the demands of the
moment, and, despite repeated changes of his
mental states, with a well-preserved memory.
The state of distraction is reminiscent of delir-
ium, and appears to be associated with a dream-
like clouding of consciousness. We can conceive
of no sharper contrast than the attentive, razor-
sharp consciousness, which follows immediately
afterwards. We can discern amongst the internal
stimuli mixed together in the centre of his radi-
ant mind abnormal sensations, autochthonous
ideas, and simple, disorientating phonemes.
Disorientation occurs predominantly in the auto-
psychic area, followed by the allopsychic area. It
is quite possible that later, this patient, suppos-
ing that he recovers from this, his second relapse,

18 Lecture 18

will report on magical occurrences during the
time of his illness, and will even be in a position
to explain them quite accurately as diversion of
his attention, as did patient K.

Delusion formation through analogy; by
diversion of attention from proceedings in the
outside world; and by abnormal newly formed
associations—are often also encountered in
chronic psychoses. In contrast to other changes
with which we are already familiar, whose sub-
stantive changes are much easier to comprehend,
these appear to be of secondary importance.
However it is different in acute cases where, in
consequence of multiple alternate disruptions of
content, first one and then the other dominate,
and, through their influence on the patient’s
actions, gain attention. In this regard the report of
our patient is instructive, and should not be
neglected. Yet, understanding of acute mental ill-
nesses demonstrates itself to be far more difficult
than comprehension of chronic cases.
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Lecture

Gentlemen!

Learning about hallucinations, which we
merely touched on in previous discussions, is
probably the most important topic in the general
pathology of mental illness; and we therefore
have to know about their basic features before we
can proceed to studying examples of the various
clinical pictures seen in acute psychoses. Since
the time of Esquirol [1], sensory perceptions have
been differentiated into two major groups: hallu-
cinations and illusions. Hallucinations are sen-
sory perceptions that occur without excitation of
the relevant sense by any external object or exter-
nal stimulus; illusions are false perceptions—
misconceptions in perception of objects that are
actually present. For the purposes of our schema,
hallucinations belong to the group of psychosen-
sory hyperaesthesias (p. 13); that is, they repre-
sent a pseudo-identification produced by aberrant
stimuli; illusions are attributable to psychosen-
sory paraesthesias; that is, they represent a falsi-
fication at the level of secondary identification.
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We must consider how far primary identifica-
tion is involved, when we come to discuss the
theory of sensory perceptions.

The main experiences of hallucinations are to
be found in the sense of hearing; so let us start
with these, especially since they can claim, by
far, the greatest clinical significance. Here again [
limit myself to essential points in clinical
experience.

Auditory hallucinations take two different
forms, namely voices (or phonemes [W]) (p. 80),
and auditory perceptions of a different kind. The
latter, also called acousmata [W], can show up in
the widest variety of ways, so that, for example,
sick people hear slamming, banging, clattering,
knocking, thunder, drums, shooting or chirping,
hissing, boiling, howling, barking, neighing, or
roaring. Such noises are seen particularly in very
acute disease states, often accompanied by
severe morbid changes in the general condition
of a patient. If there is a dry tongue and oral cav-
ity, the mucous membrane of the Eustachian
tube and inner ear may also be affected, so one
cannot exclude the possibility that hallucinations
classed subjectively as tinnitus are of peripheral
origin; and this is particularly true for simple,
elementary sounds. You would have heard of the
group of hallucinations arising from peripheral
irritation of the inner ear, singled out by
Kahlbaum [2], the Phenazismen [W], to be
classed as disorders of primary identification.
This type of acousma is apparently very close to
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an illusion, since the fact that it originates
peripherally does not prevent its being inter-
preted and used by a patient in a fantastic way.
This manner of origin draws on occasional expe-
riences of every healthy person of a subjective
tinnitus, and also on inner ear peripheral irrita-
tion. It is also known that pure tones can arise in
this way. Acousmata such as distinct melodies,
an orchestral piece, or other auditory impres-
sions of more complex nature, such as groaning,
moaning, whimpering, or screaming children—
these cannot be explained in such a way, and
must have some other origin.

The ‘voices’ [Ed]—or phonemes—also occur
in two different forms, namely when they are
expressly identified as ‘voices’ [Ed], which a
patient himself perceives as something special
and different from ordinary experience, or when
they are attributed to another person who is actu-
ally present, or to a person nearby. The first case
is a clear instance where a patient himself creates
his own form of expression to describe it as a
symptom. If you ask such patients to say whether
they hear voices, they usually affirm it without
hesitation, conveying also that they fully under-
stand the question. Other patients also will come
out with the description of ‘voices’ [Ed], without
any external prompting with this term. This
clearly indicates that auditory hallucinations
made up of words seem to be inseparably linked
to a very specific vocal quality. Patients can usu-
ally specify with certainty whether the voices
come from known or unknown persons; in the
former case they can name them, and distinguish
men’s, women’s, and children’s voices. The
terms ‘angelic voice’ [Ed] and ‘voice of God’
[Ed] occasionally issue from an unusual, alien
tone of voice. The voices seem sometimes far
away, and sometimes nearby; often they come
from close-up, so that it seems to the patient as if
someone were whispering, speaking, or scream-
ing into their ear. Usually the direction from
which voices appear to come can be precisely
specified; and patients often develop, in this
regard, quite striking ability to localize, found
only in cases of illness. The source of the voices
is indicated not only by the direction, but even by
the very precise location and distance from the
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ear. It also happens quite often that the voices
seem to change their location independently of
each other. The patient thereby acquires some
form of personification of a voice: He complains
that the voices fly or buzz around him; he looks
for them under his pillow and hunts for them as if
they were an annoying insect. Our engineer K.
heard them, among other places, in his food
bowl. At other times, it is not so much the abnor-
mally fine localization, but the vivid perception
that the voices are accompanying the patient, for
example when he changes his location, or on a
walk, and this leads him to conclude that the
voices can also change location.

In the case of unilateral hallucinations, which
occur quite often, the direction from which the
voices come changes with the patient’s own posi-
tion, a manifestation that under favourable cir-
cumstances can lead to our investigating the
subjective nature of the symptom. In such cases
we usually succeed in detecting either a high
level of deafness or reduced acuity in one ear.
Hallucination in these cases may be encountered
sometimes on the side of the healthy ear, and
sometimes on that of the damaged ear. Perhaps
there is some regularity in this respect, which is
apparent if we pay attention in a medical exami-
nation to the localization of ear impairment. Our
patient K., who is hard of hearing in his right ear
as a result of old middle-ear catarrh, reported a
voice that had been so loud and so close to the ear
that the ear began to bleed and in fact he once
found a small bleed in the external auditory
meatus.

Those voices that are interpreted as originat-
ing from persons present, and which are pro-
jected onto these persons may perhaps owe this
property to the aforementioned abnormally pre-
cise localization of phonemes. This type of voice,
through which patients reach a misconception
about surrounding people, therefore deserves to
be called disorientating phonemes [W]. Such
experiences are of particular importance for their
practical consequences, since they often lead
patients to direct their anger, wrath, and hatred
towards certain people, and may provoke them to
dangerous actions. Patient K. explained his attack
on the head warder in this way. Thus, disorientating
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phonemes represent the worst manifestation of
voices; and in fact it is often noted that the first-
described form of voices develops into the sec-
ond, while at the same time the patient’s whole
condition worsens. The same observation can be
made in reverse order.

Hallucinations can force themselves upon a
patient’s attention, even if erroneous sensory per-
ception is not understood. So, by way of exam-
ple, indefinite noises precede distinct phonemes;
and quite often the phonemes fade out in such a
way that patients no longer speak clearly but hear
only a whisper. In both cases, patients give a clear
indication that they need to listen to the sound,
even though they do not understand its meaning.
Even with the new patient K. it was the same.
Like many others, he felt a compulsion to listen,
as a physical torment, to an intrusive act of abuse.

A second feature of hallucinations is their
incorrigibility. It has been known for a long time
that, even using the strongest reasons, and the
witness of all other senses, one can never prevail
in convincing mentally-sick people of the subjec-
tivity of their hallucinations. The main support-
ing argument that patients use is heard quite
often, when they say ‘I have seen it with my own
eyes or heard it with my own ears’ [W]. They
necessarily trust the testimony of their own
senses when the focus is on actual sensations; but
this is always also the case for hallucinations, and
we hear it from our own patients. The fact that
consciousness can be narrowed—which you will
recall from my eighth lecture—gets in the way of
every corrective strategy at the moment of hallu-
cination; only after disappearance of the halluci-
nation can correction become effective, always
when it is already too late. Even the most intelli-
gent patients faced with a choice whether or not
to trust the testimony of their senses would rather
resort to outlandish attempts at explanation than
concede that their hallucinations are essentially
subjective. Phonemes are not generated continu-
ously, but mainly leave breaks in between, during
which, with proper instruction, some doubts
about the objectivity of the voices can gain
ground. Sometimes voices occur only in spasms.
At the height of such bouts the accompanying
symptom of anxiety occurs quite regularly, but
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often throughout the whole duration of the attack.
Unceasing, overwhelming hallucinations, occur-
ring without any break, are observed only in the
most severe cases of mental illness, with simulta-
neous disorientation. Apart from that, you usu-
ally find it possible, with some medical
encouragement, to distract a patient during the
act of examination, and the hallucinations may
even subside or cease altogether during this time.
In general, solitude, silence, and especially seclu-
sion from busy sensations have a favourable
effect on occurrence of hallucinations; yet every
now and then, cases are seen in which the very
same conditions can bring about the disappear-
ance of hallucinations while, on the contrary,
stimulating them (functional hallucinations,
Kahlbaum) [W].

Under reflex hallucinations [W] Kahlbaum
includes those produced either by actual percep-
tion or by another hallucination, whether these
are brought about by the same or a different sen-
sory modality. For example, one of Kahlbaum’s
patients heard, every time, on first catching sight
of strangers, the nickname ‘Uncle August’ [W].
A patient under my observation, in early stages of
delirium tremens [W], heard with great fear, from
the ticking of a clock, and from the swirling
sound of a water outflow, the words ‘Mangy dog’
[W] and ‘Go hang yourself” [W]. When a patient
who had behaved very badly for a long time
became highly motivated, because I usually made
an insulting comment at the end of a conversation
with him, this also probably indicates a reflex
hallucination. Some patients, at the sight of the
meal set before them, hear every time quite con-
tradictory instructions—‘eat’ [Ed] and ‘don’t eat’
[Ed]—and this is probably also based on reflex
hallucinations. In their inner disarray only a reso-
lute command by a physician can tip the balance
and motivate them to eat.

Following auditory hallucinations [W], we
should next consider those of smell and taste
[W], mainly because of their major clinical sig-
nificance. Most often these take the form of
patients believing that they are tasting and smell-
ing poison, the word poison apparently being
used by patients to refer to the widest variety of
strangely occurring substances. There is no lack
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of detailed descriptions of these substances: chlo-
roform, phosphorus, and sulphur are smelled;
nauseating things like dog or human flesh mixed
with manure, mud, or urine might be tasted.
Olfactory hallucinations alone are often of very
long duration and continuous, especially that of
putrefaction, or some other disgusting odour,
interpreted as a disease process in the body. Taste
hallucinations usually tend to occur only at the
time of food intake. They are, by nature, often
inseparable from tactile hallucinations of the
tongue, which also usually relate to alien admix-
tures to the food. The above examples show the
content of hallucinations usually to be unpleas-
ant, and threatening. Accordingly, the importance
of this symptom is that patients partly or totally
refuse food as a result of their perceptions. Taste
and olfactory hallucinations are among the most
important and most common precipitants of food
refusal. In general hallucinations of taste and
smell tend to indicate a particularly bad progno-
sis. However, in acute and especially the most
acute forms of mental illness, smell and taste hal-
lucinations do not allow a specific conclusion on
the prognosis.

A familiar exception to the general principle
that content of hallucinations is mainly unpleas-
ant is to be found in later states of general paraly-
sis. Such patients tend to indulge in scents, and
you often see them spending hours or days chew-
ing, tasting, and making tongue-clicking mouth
movements with all the signs of satisfaction, and
often without any previous intake of food.
Likewise, in certain ecstatic states of hysterical
mental patients, and in the wake of some acute
intoxications, such reveling in pleasant hallucina-
tions can occur.

In all cases of acute mental illness, as a conse-
quence of powerful Affects and associated rest-
lessness, dryness of the mouth and nose may set
in, which must provide fertile soil for the devel-
opment of illusions. Such sensory illusions
appear to be even less easily separated and distin-
guished from actual hallucinations in the realm
of taste and smell than for other senses.

Hallucinations of the sense of vision [W] have
a general peculiarity that they do not bear the
stamp of tangible reality, but appear as solid
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images seemingly lacking the depth dimension.
Very often patients themselves refer to them as
‘images’ [Ed], and at other times as phenomena,
shadows, or even as ghosts, a term implying some
form of explanatory delusion. Common expres-
sions such as ‘It shows me something’ [W] sug-
gest that hallucinations in the visual sense are
distinct in their appearing to be deceptions of
reality. An exception to this most common expe-
rience may occur when the sensorium is clouded;
when drowsiness, or stupor, or an ecstatic condi-
tion is present; or when half-asleep. So it is quite
common for these same patients who see only
‘images’ [W] during the day to report visions of
a physically tangible type during the night.
Likewise, states of extreme Affect make physi-
cally tangible visions more likely. A hazy state of
consciousness can be the basis for visions of an
alcoholic delirium, which sometimes even have
the hallmark of reality, just as other acute intoxi-
cations provide fruitful soil for this. We will
examine the content of such visions later. Just as
for phonemes, we will find that it depends to
some degree on a patient’s Affective state.

Intelligent and discerning patients who can
talk about their visions describe them as captur-
ing their full attention. For example, a female
patient sees a man appearing at a certain place in
the room, at night. She must look at him, she can-
not take her eyes off him, and her gaze follows
him as he slowly approaches the bed and bends
over her; all this is accompanied by feelings of
anxiety, gradually rising to unbearable intensity.
Likewise, amongst delirious visions, such feel-
ings of anxiety not uncommonly surround the
entire delirium with an aura of fear. The content
of the visions matches this: the devil comes to
fetch her; hell opens up; an abyss opens at her
feet; walls move; the ceiling threatens to col-
lapse; and the like. In situations of melancholia
we encounter occasional hallucinations that are a
true reflection of the prevailing feeling of misfor-
tune: deceased relatives, corpses, a coffin, and an
entire funeral.

In so far as we hear clear descriptions of these
visions, they are projected to precise parts of a
room. You will remember the patient with numer-
ous and varied visions who described accurately
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to us that an image was about 1%2 feet in front of
him, the whole thing being no bigger than the
palm of a hand; nevertheless, he saw an entire
landscape—the bank of a river—and recognized
quite clearly the form of a former friend who was
swimming. When patients speak of shadows, this
sometimes provides us with the detail that their
visions are transparent; in this way, a male patient
described among others the vision of a deceased
loved one.

Visual hallucinations are far less common
than phonemes; and their clinical importance is
in no way comparable with the latter. Since they
do not usually bear the full stamp of reality by
themselves, they are far less effective in produc-
ing feelings of disorientation or disarray than are
phonemes. Nevertheless, they are a common
source of explanatory delusions, coloured in dif-
ferent ways, according to each individual’s per-
sonality. As you will recall, our Engineer K.
fluctuated between assumptions of magic and
that the spirits which he also heard wanted to
conduct various procedures on him on purpose,
for the spectators, even the dream images that he
described.

Hallucinations of touch [W] or, perhaps more
accurately, of cutaneous sensation are best known
in Delirium tremens [W]. Patients experience the
sensation of creatures crawling on their bodies,
whether they be vermin, reptiles such as snakes,
lizards, toads, and so on; and they show them-
selves incessantly trying to sweep them off by
appropriate movements. Possibly, such cutane-
ous hallucinations can occur in other acute men-
tal illnesses as well. More often, however, they
take another distinct form, in which patients feel
that they have been sprinkled or sprayed with
powdered substances or fluid in droplet form,
naturally of a harmful nature. This hallucination
is also extremely common amongst chronic
patients, usually those classed as hypochondria-
cal paranoia. An abnormal flushing of the skin
may underlie this, so that delirious, raving
patients feel that they have to strip off their
clothes. The tingling sensation described pre-
cisely by many mental patients, interpreted as if
they have been electrified, and also morbid sen-
sations of heat and cold are likewise probably
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attributable to hallucinations of cutaneous sensa-
tion, while bites, blows, thumps, and other
inflicted pains represent hallucinations of com-
mon sensation.

Hallucinations often are not limited to a single
sensory modality, but embrace several modali-
ties. The most common combination, already
mentioned, is a combined hallucination of smell
and taste. The result of such a combination is, of
course, that abnormal sensory perception in one
domain is taken as confirmation of hallucinations
in others. The prerequisite for this is a degree of
‘kinship’ [Ed] of hallucinations so that combin-
ing sensations belonging to two different sensory
domains occurs in the same way as happens in
reality, in perceiving specific objects. It is pre-
cisely this process that appears to be the rule for
combined hallucinations [W]. Simple combina-
tions—such as that of taste and smell just men-
tioned—occur most often in those sensory
modalities characterized by lively organ sensa-
tions, such as—besides those mentioned—those
of touch and the so-called hallucinations of com-
mon sensation [Ed], which we will deal with in
more detail later. More striking manifestations
are those combining so-called higher senses, and
which are therefore characterized by predomi-
nance of sensory content. Thus by congruent
interaction of hallucinations in the senses of taste,
sight, and touch, the most complete deceptions of
reality are created. A patient believes that he has
been transposed into a certain situation and envi-
ronment, for example to his home in the bosom
of his family, or into a churchyard in the middle
of a burial service. He sees the people in action,
hears them speaking, and hears all kinds of asso-
ciated noises such as the rattle of carriages,
funeral music, and the like; in short, an entire
event is reproduced, rather like in the theatre, the
patient even being able to interact. Once the hal-
lucination is over, the patient sometimes explains
that ‘it had come to him’ [Ed], or that it had been
as if he found himself in that particular environ-
ment—statements that allow a patient insight
into the abnormality of the event. Combined sen-
sory hallucinations of a delirious patient are quite
similar: He might see himself as a coachman sit-
ting on the box, with the horses and road before
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him, and required to take evasive action when he
hears the horses neighing and people screaming,
while in reality he is in a hospital room lying in
bed. Such combined hallucinations are rarely
seen among mentally ill people, except in delir-
ium tremens [W]; they are however peculiar to
fevers in severe physical illnesses such as typhus,
in the specific brain disease of meningitis, and in
certain acute states of recovery, and characterize
them all. In all such cases, a precondition seems
to be a mild to moderate degree of drowsiness
along with diminution of the sensorium. Since
they also appear to have greatest similarity to
sensory delusions of dreams, we can appropri-
ately refer to them as dreamlike hallucinations
[W]. Epileptics and hystero-epilectics can expe-
rience such dreamlike hallucinations for hours or
for days; in pathological intoxication, they occa-
sionally present as though under the influence of
ether, chloroform, belladonna, or similar poisons.
In people severely predisposed to nervous dis-
eases, they can occur sporadically, without our
ever being able to infer a mental illness.

Kahlbaum already pointed out that such
dreamlike hallucinations commonly escape med-
ical detection, and can be revealed only retro-
spectively from conversation with patients. We
are not then entitled to conclude the genuine
presence of hallucinations, except in cases out-
lined above; our focus should rather be on the
already familiar stages of progressive falsifica-
tion of memory. Another combination of halluci-
nations not belonging to dreamlike states deserves
mention here because of its frequency. It consists
of hallucinations in other sensory domains, or in
the domain of hearing being interpreted and con-
firmed along with the ‘voices’ [W], and eventu-
ally put into words. For example, nothing is more
common than for patients with taste and smell
hallucinations occasionally to hallucinate the
words ‘poison’ [W], ‘human flesh’ [W], and the
like, or that patients with abnormal physical sen-
sations use particular names for them, which they
use all the time, made manifest as further audi-
tory hallucinations.

Gentlemen! Our understanding of hallucina-
tions as symptoms of acute psychoses is of
such importance that I cannot omit introducing
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theoretical considerations, by way of some com-
ments on history. The oldest theory of hallucina-
tions, which prevailed for a long time, developed
under the influence of the great physiologist
Johannes Miiller [3], and is derived in the sim-
plest way from physiological processes of sen-
sory perception. It started from the fact that we
can normally make a clear distinction between
memory images (fantasy images) and real sen-
sory perception. For physiological investigations
however, the difference is based on the fact that,
with sensory perception, there is always excita-
tion of a sense organ or of sensory nerves. So, to
explain the same perceptions—which cannot be
avoided, bearing in mind the nature of hallucina-
tions—and with excitation of memory images
(fantasy images) as an exception, then such per-
ceptions can only become a hallucination if aber-
rant excitation takes place simultaneously in the
periphery, that is, in sensory nerves; and then
such excitation forms the most essential prereq-
uisite for a hallucination. Following from this
viewpoint, people have developed a theory along
the line that hallucinations are diseases of sense
organs or sensory nerves which lead to such exci-
tation; yet only very rarely have such changes
been detected in sense organs or nerves, and
some apparently confirmatory findings have
aroused valid concern about the correctness of
the theory. Thus in visual hallucinations the optic
nerves were found to be completely degenerated,
and transformed into a mass of connective tissue,
even in cases where long existence of this change
had been proven before the onset of hallucina-
tions. The same happens in other cases of blind-
ness due to destruction of both eyeballs. In such
cases, it seemed to be a very forced conclusion
that after years of inactivity of the optic nerves,
the assumption should be made that they became
operational once more with the onset of a mental
illness, or that from the very sites of disease from
which nothing at all had been previously noticed,
you might expect activation to arise. The out-
come of this difficulty was that the required stim-
ulation process was moved from sensory nerves
themselves at their central end and indeed accord-
ing to one source (Schroeder van der Kolk) [4] to
the so-called nucleus [Ed], and according to
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another to the thalamus. It was considered ana-
tomically proven (by Luys) [5] that the thalamus
represented a central station for all sensory
nerves. This assumption, first established by
Hagen [6], now has the most followers. Its latest
and most effective proponent, in slightly modi-
fied form, is Meynert [7]. His views can be sum-
marized roughly as follows: If a mentally ill
person has a hallucination and, despite normal
functioning of other senses still available to him,
has no insight into the abnormality and subjec-
tive quality of this deception, then this shows a
certain weakness of intelligence or hemisphere
performance. However, the hemispheres are not
only supporters of intelligence, but have a second
major function consisting of inhibition and sup-
pression of automatic and reflex effects of stimuli
within the subcortical ganglia. A reduction of
hemispheric performance means abolition of this
inhibition, and therefore has an effect on subcor-
tical ganglia, such that stimulation processes tak-
ing place there are amplified to the level of
stimuli otherwise transmitted from the outside
world. Thus hallucinations are explained by a
state of ‘irritable weakness’ [Ed], whereby the
stimulus and the weakness have their locations in
two different regions. This hypothesis has the
flaw that it is based on several other hypotheses:
such as the assumption that abnormal stimulation
occurs in subcortical ganglia, which must surely
be present if it is to be amplified to an aberrant
level, and further that hemispheric performance
is reduced in hallucinating patients. We will see
later that this assumption is quite superfluous.
However, if you want to accept it, it would still
all lie within Meynert’s train of thought first to
think about the fact of mutual inhibition of hemi-
sphere performance, and to seek a location of
both these opposing states within the hemi-
spheres themselves, so that we might envisage
some degree of functional weakness as being dis-
tributed in remaining parts of the hemisphere,
while the amplification of function, on the other
hand, is distributed in central projection fields of
the sensory modality in question. In this case,
nothing forces us to make the further assumption
of a change in stimulation in the subcortical
ganglia.
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Gentlemen! If I am forced here to argue
against one of Meynert’s hypotheses, then I
should guard myself against possible misunder-
standing: I am far from making the mistake that
the hypothesis of this deep-thinking master finds
support merely in his very special view of the
intervention of the vascular system in the cere-
bral mechanism, and that I have singled out only
one member from a chain of hypotheses whose
force lies in its solid structure. But merely from
the descriptions emerging in our clinical studies
we are forced to renounce the hypotheses as not
strictly necessary for our understanding.
Moreover in fairness I should mention two of
Meynert’s predecessors, following his train of
thought. In his work, already mentioned,
Kahlbaum (on the basis of anatomical views of
Schroeder van der Kolk) suspected that the site of
the stimulation process in some types of halluci-
nations was in subcortical centres and indeed in
the nuclei of origin of the nerves. Finally we must
mention a purely psychological viewpoint, of
H. Neumann. Neumann explains hallucinations
as being due to the elimination of those normal
activities of the brain, which he called a ‘critic’
[Ed]. He treats hallucinations as diseases of this
critic. That this consideration, which dispenses
with any experiments on localized function, coin-
cides perfectly with Meynert’s assumption that
hemisphere activity (which would do just as well
as the ‘critic’ [Ed]) is reduced is readily apparent.
Neumann’s approach, at least, is noteworthy for
its great impartiality.

These brief remarks on the history of halluci-
nations may suffice to show how, in pursuance of
Johannes Miiller’s original assumption, previous
authors have been forced to wander further cen-
trally, and to relocate the aberrant stimulus from
the sense organ and sensory nerves, first to sen-
sory nerve nuclei, and then to the next higher sta-
tion—the subcortical ganglia. Involvement of the
central projection fields therefore remains indis-
pensable, since supposed stimuli from subcorti-
cal ganglia could not possibly engage in
associative activity presupposed to account for
the ordered character of the real perception.

Our position on this question is given simply
by considerations that I developed for you in my
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introductory lectures (pp. 15-50, particularly
pp- 27 and 30). The difference between a mem-
ory image and a visual image becomes blurred in
hallucinations, by an abnormal process. We
found this difference earlier, when the first termi-
nation of the projection system in the central
fields of the cortex, which we named ‘perception
cells’ [W], was co-stimulated in the act of per-
ception. We became acquainted with these cells
as carriers of the organ sensation and components
of consciousness of our own physicality. We can
therefore also identify the essence of a hallucina-
tion by saying that the aberrant stimulus extends
via the memory image to these carriers of the
organ sensation; and a memory image becomes a
visual image, and next becomes a hallucination,
as soon as it makes contact with the associated
organ sensation—by excitation of those percep-
tion cells. Thus it is a disorder of consciousness
of corporeality, which constitutes the main fea-
ture of hallucinations. The essential features of
hallucinations analyzed above thus become
explicable to us. Above all, as an example, we
can explain the compulsive demands on atten-
tion. Each intense organ sensation exerts such
compulsion, as I already demonstrated to you in
various examples (p. 27), and you will also recall
that this compulsion is, at the same time, a pro-
tective measure for the very essence of corporeal-
ity—Meynert’s ‘primary ego’ [Ed]. We can also
now understand that the Affect of fear itself
shows such an intimate connection, often depend-
ing directly on hallucinations. Such an Affect,
you will recall, always occurs when corporeality,
the ‘primary Ego’ [W], is threatened.

Thus we also gain an understanding of the
remarkable observations of abnormally precise
localization of hallucinations. Organ sensation as
a constituent of overall consciousness of corpore-
ality always refers to a specific location on the
cutaneous sensory layer, or of the retina, or of the
epithelial layer lining other sense organs. Thus,
in the retina, the entire specific projection is
mapped upon space, a property which, as we saw,
is entirely fitting for vision. It has been pointed
out previously that adjustment movements of the
eyes must be derived from the organ sensations
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of the retina. Such preformed adjusting move-
ments can also be seen in relation to the organ of
hearing in all animals with moveable ears; and
the vestiges of aural mobility, which humans still
possess, are proof that humans could also once
make such adjustment movements. It has indeed
been reported by primitive peoples that their
greater acuity in the sense of hearing enables
them to locate the source of sounds or noises in a
surprisingly accurate manner. Civilized humans
have lost this ability. However we see it reappear
in cases of illness and, as seems quite understand-
able to us, linked to abnormally strong organ sen-
sations that, in part, are directly felt as painful,
capturing attention to such an extent that the
patient is forced to listen to a hallucinatory hiss
even though he cannot understand a word of it.
As we shall see later, such abnormal localization
seen for phonemes also occurs internally in the
body, in a leg or ‘a boot’ [Ed], as one patient
expressed it. From time to time we will also find
the Affect of fear located in this strange way. In
this, we will see examples of abnormal associa-
tion in the domain of consciousness of corporeal-
ity, and we will no longer find them so strange.
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¢ The science of hallucinations, continued

* Cohesiveness of preformed associative
organizations

e Involvement of the projection fields in
hallucinations

* Special localization of memory images

e Paraphasic speech compulsion of paralyzed
patients

e Compulsive repetition of phonemes

¢ Different intensity of memory images

* Hypermetamorphosis

* Hyperaesthesia

* Modification of the schemata for disturbance
of identification

Lecture

Gentlemen!

The view just developed raises a problem
deserving our attention. How is it possible, we
might ask, that a pathological epigenetic activa-
tion, whose localization is in one sense subject to
chance, replicates the very activation pattern of a
particular visual memory image, or an artificial
grouping of unique impressions such as the
acoustic memory image of a word or a melody?
Should we not rather expect that a process, whose
aberrant action depends on its affecting a chance
location, would likewise result in totally-random
stimulation of perception cells in the relevant
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central projection field, with no relationship at all
to those functional units for remembered images
and the corresponding concrete concepts [Ed]?
We encounter this difficulty more sharply, in the
case of unique hallucinations in a single modal-
ity, or in the case of dreamlike—or indeed any
type of—combined hallucinations. However, we
should take notice of the peculiarity in such
dreamlike hallucinations that the excitatory pro-
cess causing the hallucination takes place in a
similar manner in the different projection fields,
that is, with just such an organization of stimuli
as reflects an accurate picture of reality. In fact, to
explain this strange coincidence we cannot dis-
pense with a hypothesis that I proposed earlier
(p. 66) that clinical experiences force us to trans-
fer the theory of specific energy of sensory ele-
ments to the entire organ of association, and to
assume that resonance of the same combination
of associative elements always leads to the same
mental process taking place. We previously
applied this only insofar as we needed it to
explain the emergence of certain thoughts, as just
such a resonance of a very specific combination
of associative elements. We now have to go a step
further to consider the emergence of dreamlike
hallucinations as resonance of such functional
units by any [Ed] type of activation. In other
words, in whatever way excitation of elements
making up functional units and pathways
occurs—and however, by repeated function, they
always act—the effect is invariably the production
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of a definite content, specific to them. So the con-
gruence of the parts of combined hallucinations
gives us an exact example of the firmness with
which those functional connections [1] are estab-
lished, which represent the outside world. In par-
ticular, the hypothesis just proposed should apply
to propagation and spread of activation from any
[Ed] site, onto the intact central projection fields,
although diseases of the projection fields are
themselves capable rather of generating abnor-
mally altered [Ed] hallucinations. In this way we
can understand A. Pick’s [2] remarkable observa-
tion in an individual who had earlier suffered sen-
sory aphasia. Here auditory hallucinations had a
pronounced paraphasic character, consisting of
distorted words, sentences with malapropisms,
and the like. The same author [3] reported on a
patient with a hemianopic deficit of homonymous
quadrants of both visual fields. The visual hallu-
cinations of this patient had the peculiarity that
they were concerned with gaps corresponding to
the quadrant in question, so that, for example, a
head appeared with the corresponding, sector-
shaped cut-out. In progressive paralysis in par-
ticular, which always leads to a localized
pathology in projection fields, distorted or com-
pletely meaningless words are often hallucinated,
but elementary sounds can also occur, which are
likely to owe their origin to the random activation
in situ [W], in a projection field which is itself
disturbed. In the visual area, most diverse visual
phenomena—rvisions of lightning, and fireballs—
may be experienced. The vast majority of halluci-
nations, however, are certainly attributable to
spreading effects of stimulation, since we learn
from neuropathology that the majority of symp-
toms of activation are based on a propagated acti-
vation, often from quite distant parts of the brain.

Gentlemen! From views just developed, we
cannot construe hallucinations as localized pro-
cesses, assuming their location to be confined to
projection fields of corresponding modality.
Indeed we are forced to overlook any initial stim-
ulus in the location corresponding to memory
images, and thereby to assume further activation
of associated sensing elements— ‘perception
cells’ [W] as we named them earlier—arranged
according to the norms of that projection system.
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Clearly, this view can only be seen as supporting
an assumption that memory images are trans-
ferred to spatially separate sites in the cortex,
rather than to the site of perception itself. The lat-
ter assumption has already gained significant
support from a study by H. Sachs [4] in my clinic.
As you will recall, in my Introduction, I por-
trayed the form [Ed] of the stimulus—a recipro-
cal relationship of stimulated perception cells—as
the essence of memory images; and Sachs has
proven, or at least made very likely, that memory
of this relationship in the visual sense is to be
conceived not as distributed amongst specific ele-
ments of what he called the ‘light field’ [W]—the
cortical endings of tractus opticus—but in the
oculomotor projection field [Ed]. We must think
of vision as coming about in such a way that cer-
tain memories of oculomotor images are immedi-
ately aroused as a result of the sejunction process,
and only from there are associated perceptual
elements of the so-called light field [Ed] aroused.
This second action is known to be beyond our
voluntary control, so we must conclude that only
activation of abnormal strength can overcome
those resistances preventing the enforced rever-
sal in the direction of conduction. We conclude
that such resistances are very important, from the
fact that most visions are manifest as shadowy
and less bright, while the other fact, that they
appear only as two dimensional, and as ‘images’
[Ed], indicates that propagation of activation
from one oculomotor field to the corresponding
one in the opposite hemisphere usually does not
occur—possibly because no preformed pathway
for this exists. We cannot expect activation
caused by aberrant processes to be symmetrical
at identical sites in both hemispheres; or we
regard this possibility to be exceptional, found
only under special conditions. For perception of
depth, insofar as it is mediated through the eyes,
interaction of the oculomotor projection fields of
both hemispheres appears always to be neces-
sary. You see, gentlemen, that by assuming a
more or less arbitrarily localized pathological
point of activation, the simplest explanation is
provided for certain fundamental characteristics
of visual hallucinations. Of course we cannot
exclude the other possibility that pathological
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activation achieves exceptional salience in the
‘light field’ [Ed] itself; thus we do encounter so-
called elementary [Ed] hallucinations, the most
diverse kind of light experiences, whose form is
irrelevant. If someone sees lightning flashes, a
fiery cloud, a flaming sword, or a sea of fire before
him, or if he rejects milk because he regards it as
blood, or sees a pool of blood in his bed: These
will be forms of primary activation of the light
field—due of course to the sejunction process.
The fact that similar considerations apply to
mental images of sounds, and especially speech
sounds, has been developed in ingenious ways by
H. Sachs in the above-mentioned work. Here too,
the relationship of tones and sounds influences
each other within memory images, and it is there-
fore likely that the reach of such relationships is
linked to an acoustic motor projection field—cor-
responding to the oculomotor projection field.
Only propagation of the aberrant activation from
this supposed field to the acoustic perception field
gives rise to the hallucination, and (since speech
sounds are defined by a vast number of related
variables) to the subjective quality of the speech
sounds. In exceptional cases, where the acoustic
perception field is primarily affected by such acti-
vation, there arise subjective sounds and tonal
combinations of a random nature, which we earlier
called acousmata. Because, unlike visual halluci-
nations, auditory hallucinations—especially pho-
nemes—bear the full stamp of reality, we might
expect the ‘centre’ [Ed] for word sound patterns to
be unilateral, so that in phonemes, we are pre-
sented with an exquisite focal symptom of the left
temporal lobe although the symptoms have lim-
ited value for localizing the symptoms. As is
known, this value increases significantly as soon
as deficit symptoms are mixed in with those of
activation; and here we should recollect what I
earlier called ‘manic aphasia’ [Ed] [5]. We will see
later that this name may no longer apply, since it is
more of a simultaneous hyper- and parakinetic
symptom. This symptom itself, not uncommon
among paralytics, is an impulse to paraphasic
speech, specifically a symptom of motor [Ed] acti-
vation within which the deficit, a disturbance aris-
ing in the first left temporal convolution, manifests
itself as paraphasically altered speech output.
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In contrast to such a deficit is a speech compul-
sion, commonly quite isolated, seen in paralytics,
with no admixture of paraphasias. This is actually
a symptom of mania, where compulsive speech,
by its content, reveals mainly motor characteris-
tics, based undoubtedly on activation whose start-
ing point is the diseased left temporal lobe. We
conclude from this that any activation in the left
temporal lobe can develop along quite different
lines, which are to some extent the opposite of
those of the acoustic perception field, the activa-
tion then making use of the preformed pathway to
Broca’s convolution [6].

With similar focus on localizing points of
activation, another fact deserves mention here: I
mean the common cases of compulsive repetition
of phonemes. This equally specific motor symp-
tom, which under special circumstances can also
be linked with paraphasias, indicates activation
which strikes, one after the other, the two familiar
pathways for spread. It has the peculiarity that the
actual phonemes are often a memorized series of
associations, otherwise lacking Affect, for exam-
ple, the list of a series of numbers. Although this
fact speaks for localization of activation closer to
the temporal lobe itself, these cases in no way
belong among paralyses, but among motility psy-
choses, the same being true of the compulsive
speech, especially without prior hallucinatory
speech sounds.

Gentlemen! You can see that just by getting to
know all these internally-associated symptoms
we see in the right light the significance of the
first left temporal convolution as the site of ‘pho-
nemes’ [Ed], the most common—and you could
almost say, the most important—of all the psy-
chotic symptoms. Nevertheless, we cannot doubt
that, except for certain very special cases hinted
at here, the left temporal lobe is not the actual
seat of the disease process, the effects of whose
activation are revealed to us. Phonemes are more
commonly indirect effects, or side effects, and, in
any case, are phenomena based on spreading, to
be interpreted as disease processes—sejunction
processes—whose localized origin is elsewhere.
This is already proven by the admittedly funda-
mental fact that exactly the same types of disease
can occur sometimes with, and sometimes
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without, phonemes. Phonemes then show up as
replaced by corresponding thought content,
although not assembled precisely in words.
Furthermore, the phoneme content follows a set
pattern, depending on the disease type, just as do
the thought contents. We should look into this
point immediately.

Gentlemen! You have found that any attempt
to reach a deeper understanding of psychoses
leads necessarily to some burning questions
about brain pathology, such as the one just dealt
with: the specific localization of memory images.
In my opinion such a question, the so-called
asymbolia, has now been closely studied—not
only from the well-known theoretical side by
H. Sachs, but also from the admittedly few obser-
vations into such cases, where more accurate
post-mortem findings have been compiled. Three
such cases from my clinic, including two with
autopsy results, have recently been described by
Heilbronner [7] in treatises on psychiatry pub-
lished by myself; and according to these, asym-
bolia presents as a combined disorder, insofar as
there are losses in identifying sensory impres-
sions—which is in part secondary, and in part
primary identification. The former can be
explained by autopsy findings, namely bilateral
damage to deep white matter of the cortical con-
vexity between occipital-temporal lobe and the
rest of the brain. Disturbance of primary identifi-
cation, however, finds sufficient explanation in
the partial destruction of occipital and temporal
lobes themselves. Thus the clinical syndrome of
asymbolia, with the integrity of the actual act of
perceiving, is thereby also confirmed by autopsy
findings—in that Sach’s so-called light field of
the occipital lobe and large parts of the temporal
lobe are preserved and remain along with the pro-
jection fibres. To state my view on this unambi-
guity, I should explain that I take it that functional
propagation from centres for perception to those
for memory serves primary identification; and I
understand that the transcortical conduction of
the stimulus via the latter is needed only for sec-
ondary identification. Moreover, autopsy find-
ings of a case of psychic blindness, accurately
observed in the clinic by Lissauer [8] and ana-
tomically studied by Hahn [9], support this view.
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A second, equally-sharp question, mainly of
interest in psychiatry, is whether thinking takes
place in—or mainly in—words, or in concepts. As
you may recall, I have previously expressed my
view that thinking is not tied exclusively to exis-
tence of concepts as words, or even just word
sound patterns, but rather that we recognize con-
ceptual thinking as independent. However I did
concede earlier that individual differences may
exist in this respect, as ‘brain habits’ [Ed], so to
speak, according to which, one person thinks pre-
dominantly in words, and another predominantly
in concepts. I imagine also that predominantly
conceptual thinking is a superior form, more
closely matching reality and to some extent the
more scientific. However, I cannot conceal the
fact that outstanding brain experts like H. Sachs
hold a different view and locate the entirety of
logical thought in the site for sound patterns, that
is, in the left temporal lobe. As I commented ear-
lier, in my opinion, this is going too far, and is
refuted by clinical experience of disorders of the
left temporal lobe. However I must admit that,
apart from any individual differences, various
words may be connected mainly with the left tem-
poral lobe as the site of word memory images; and
that is because, in contrast to other words—nota-
bly all concrete concepts—the corresponding
image of a word sound becomes the sole focal
point of all its associative links, all of which links
are acquired via language. Here, I do not mean
expressions for states of inner experience that I
mentioned earlier, but rather artificially learned
concepts, acquired through instruction, and not
only abstract concepts. Here belong, for example,
series of numbers and their manipulations; con-
cepts of historical data and personalities; and
many abstractions attached to certain names. We
can then envisage a thought which is independent
of the left temporal lobe only when restricted to
examples which are mainly concrete, with a
somewhat simplified thought content. While clin-
ical psychiatry takes motor behaviour under vari-
ous external conditions as the focus of observation,
it makes no extensive claims about this matter;
the less so, the more colourful is the clinical pic-
ture, so that we really should take account of the
proposed variation between individuals.
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In any case, I know for a fact that there is a
whole series of mental illnesses that occur some-
times with and sometimes without hallucina-
tions—always involving mainly phonemes—and
there is no other explanation than that there are
individual differences in habits of thinking,
which can easily clarify the increased excitability
of word sound patterns, and thus the easier occur-
rence of hallucination, among those who think
predominantly in words.

Gentlemen! If there is any possible doubt
about whether thinking occurs exclusively as ver-
bal memory images, it is impossible to deny that
it occurs mainly through memory images, and
that we do need a clear marker of the difference
between a mental image and a visual image.
However, the question is how might we judge
mental images of varying intensity—and whether,
in this respect, a more detailed analysis of ele-
mentary symptoms, as we envisaged them ear-
lier, such as autochthonous thoughts, obsessions,
and overvalued ideas might be possible. Of these
three symptoms, obsessions appear to be best
known and easiest to demarcate. However, they
are of only minor significance in acute psycho-
ses. Overvalued ideas, as we shall soon see,
require a somewhat broader definition. It then
turns out that they can claim a significance simi-
lar to hallucinations in the clinical picture of
acute psychoses. As for autochthonous ideas, we
saw earlier that they are closely related to pho-
nemes: they can precede them or be transformed
into them; and occasionally they are indistin-
guishable from them, in that patients themselves
do not know whether or not thoughts that have
come into their heads are based on an actual
vocal sound. It may also happen that autochtho-
nous ideas appear to focus consistently on certain
words, and that, in their content, these have the
same meaning, as shown most clearly when the
content corresponds to a command or a prohibi-
tion, and has a decisive effect on actions of the
patient.

The aspects listed allow us to interpret autoch-
thonous ideas, just like phonemes, as symptoms
of excitation of the temporal lobe; that is, they
appear as very vivid remembered images [Ed] of
word sounds, without the stimulation extending
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to actual auditory sensations [Ed]. Given the
same strength of aberrant activation, the further
assumption then necessarily arises: Activation
extending back to the site of organ sensation, that
is, the acoustic perception field, must have its ori-
gin lying functionally closer to one of the tempo-
ral lobes, than to the other, which had already
exhausted itself at the site of where memory
images are located. We thus come to conclude, as
I suggested earlier, that differences in location of
the sejunction process are the basis for differ-
ences between hallucinations and autochthonous
ideas.

Gentlemen! I indicated earlier that primary
identification can be affected in mentally ill peo-
ple. The two symptoms to be considered here
involve the borderline between secondary and
primary identification, namely those actual sen-
sations which are closely linked to ‘perceptual
cells’ [W]; and it is probably no coincidence that
they are observed mainly in disease states, which,
in their entire character, are close to the so-called
organic [W] brain—or neurological diseases.

Under hypermetamorphosis [W] we recognize
an organically-produced compulsion to take note
of sense impressions, and to fixate attention on
them. This can usually be determined experimen-
tally, by bringing favourite sensory stimuli into
the vicinity of the patient: for example, pulling
out a watch, a handkerchief, the stock market
report, or noting how objects are casually played
with, to give a sense of sight; producing a sound,
making the clock strike, or making a suppressed
comment to a third person, letting a tap run, and
humming a melody in front of him, to produce
auditory impressions; occasionally touching the
patient, to produce tactile sensations; and placing
scented materials nearby to give a person sensa-
tions of smell. Usually the whole deportment of
the patient makes the symptom unambiguous,
and immediately recognizable, and hospital pro-
cedures are especially likely to capture interest of
such patients. There is often a difference in sen-
sory areas affected, in that many patients are cap-
tivated more by mental impressions, and many
others by auditory sensations, especially com-
ments made by other patients. We find one expla-
nation for the symptom if we assume an increased
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excitability of organ sensations, so that the intrin-
sic tendency for attention to be captured even by
weak, otherwise imperceptible sensory stimuli is
enhanced. It is self-evident that with such an
increase of organ sensations, even the most
peaceful wards, with the most monotonous activ-
ity, offer patients sufficiently extensive material
for their sensory perceptions. The symptom has
considerable practical implications, since it can
evoke, maintain, and increase restlessness in such
a patient, apart from the fact that other patients
are usually affected, and disturbed; and so the
most suitable place for such patients to stay is in
an isolated room. The main consequence of
hypermetamorphosis is absent-mindedness, that
is, the intractable nature of thought processes,
and inability to follow a closed train of thought.
A patients’ answers, disclosures that they share,
and messages that they want to initiate can there-
fore give the appearance of incoherence, because
they can be interrupted at any moment by each
new sense impression. Hypermetamorphosis is
therefore a key part of the complex of symptoms
that we will come to know in more detail under
the name ‘confusion’ [Ed]. In this symptom com-
plex hypermetamorphosis can sometimes even be
the decisive, dominant element, although it can-
not constitute a disease in itself, but seems always
to be just an accompaniment, though neverthe-
less an important symptom. (The discoverer of
the symptom, H. Neumann, indeed proposed
such a disease, but with such an admixture of so
many other elements that it can support my
opinion.)

Most closely related to hypermetamorphosis
is the so-called hyperaesthesia of the sense
organs [W], a symptom well known in many
physical illnesses. Hyperaesthesia is by no means
the same as hypermetamorphosis and should not
be confused with it. Among mentally-ill persons
itis of only minor significance, hardly ever occur-
ring independently, and mostly found amongst
those chronically mentally-ill persons, where it
has to be seen as a transition to a hysterical per-
sonality, and is thus found almost exclusively
amongst hysterical women. Furthermore, it is the
possible cause of the symptom of startle responses
in some semi-consciousness states in epileptics,
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when, because of apparent reduced activity of the
sensorium and presence of stupor, it is very simi-
lar to known symptoms of organic brain disease
(especially meningitis). The ‘jumpiness’ [Ed] of
some of the most acute pictures of mental illness
that we will get to know later probably has the
same basis. Apart from this, hyperaesthesia of the
sense organs is observed particularly in the initial
stage of developing acute psychoses, and during
convalescence from these, where it makes the
patients more or less insufferable, discontented,
or irritable, according to their personality, by the
impressions made by their surroundings.
Gentlemen! You can hardly have missed the
reminder that the last two symptoms gave you of
earlier discussions, where we attempted to define
mental illnesses as distinct from brain diseases. If
hypermetamorphosis is based on increased excit-
ability, as a sustained state of activation of the
perceptual elements, namely perception cells as
we called them, then they do not belong to the
disturbances of secondary identification but have
their site in the immediate destination after the
projection system itself. The same applies to
hyperaesthesia of sense organs even though the
origin of such symptoms is to be sought more
peripherally in the nervous system, a generaliza-
tion that might apply equally to all cases of
hyperaesthesia manifest in just a single sensory
area. That is also why hyperaesthesia has, from
time immemorial, been treated amongst the
diseases of the peripheral nervous system.
Hypermetamorphosis on the other hand has
always been credited with having a central origin.
Clinical observations confirm our opinion insofar
as we meet this symptom mainly in severe dis-
ease conditions, other than its very common
occurrence in agitated forms of paralytic psycho-
ses. Amongst non-paralytic psychoses there are
in particular the two clinical pictures of confused
mania and hyperkinetic motility psychosis, where
the symptom is almost never absent, and forms
an essential part of the clinical picture.
Gentlemen! You must not be surprised that
our sAZm schema also allows us to derive certain
borderline cases, in which a disorder of second-
ary identification is the primary impairment, and
a transition between primary and secondary
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disturbances of identification seems to occur. We
will encounter the same experience in the area of
motility, where we confront states of muscle
rigidity accompanied by severe loss of con-
sciousness, which form a transition to epileptic
seizures, and yet, to judge from their develop-
ment, can be considered only as a massive
increase of hyper- and parakinetic motility symp-
toms in the course of severe motility psychoses.
Moreover, we will often see actual contractures
developing as a result of parakinetic disturbances
of identification, which have become habitual in
the psychomotor area. This demonstrates how, in
our schema, as everywhere else in Nature, nature
does not actually work schematically. We should
always remember, simply, that any schema, ours
included, has value merely of a means of teach-
ing and understanding, and becomes superfluous
as soon as a better, simpler, or more correct
grouping of facts is found. Rest assured, gentle-
men, nobody is more aware of this than I, and
that respect for the facts when searching for a
way to represent mental illness as seen in the
clinic is my primary consideration.

You will now also understand that without
risking the charge of inconsistency, we are enti-
tled to amend our schema itself as needed. Here
is probably the appropriate place to explore how
far such a need exists.

I remind you once more of my introductory
remarks on organ sensations and consciousness of
corporeality. Back then we became familiar with
certain ways in which movement was expressed,
which we interpreted as protective measures for
the body, and which could be traced back to pre-
formed, probably hereditary mechanisms [1].
Some such movements, such as innate reflexes
like the locating movement of the eyes, and the
withdrawal of a limb from a painful stimulus,
were of a simple nature; others were more com-
plex patterning of movements, such as our recoil
in terror, sideways leaping, and the like. Such
movements have in common that they are reac-
tions to vigorous organ sensations, and are indeed
only half-conscious, or at any rate occur without
any more complex mental activity. Amendment of
our schema, as required here, needs to consider no
more than that we have a type of cortical reflex,

131

which, through a ‘short-circuit’ [Ed], seems to
imply the shortest path between s and m, a path
that still conveys full conscious awareness of cor-
poreality, yet is relatively independent of other
activity in the organ of consciousness. We thereby
gain understanding of the variety of ways in
which movements can be expressed, which,
according to their form, are familiar to us in
healthy mental life, as reactions to strong organ
sensations, and are observed in mentally ill per-
sons, under conditions indicative of major reduc-
tion in functions of the sensorium.

For example, wallowing or burrowing move-
ments in many deep twilight states of epileptics
and paralytics, reminiscent of jactation and often
totally identical with it, sometimes continue
unabated for several weeks, always executed in
the same monotonous style. Sometimes the
movements have a more definite configuration,
such as writhing (in pain), or doubling-up, indi-
cating vivid organ sensations in abdominal vis-
cera leaving no doubt about their central origin.
We can then presuppose the same mode of origin
when patients are indeed conscious, but are also
capable, at the time, or subsequently, of giving
information about their organ sensations as the
reason for their movements. Thus you will
observe a patient’s expressive movements of
screaming and roaring, often at the top of his
voice, due to the Affect of anxiety. Such move-
ments may be modified when anxiety is expressed
in specific locations, such as the throat, stomach,
bladder, or uterus, usually accompanied by severe
physical sensations in these organs, and utterance
of grunts, and more or less animal-like sounds,
with touching of the body regions in question, or
tugging at them, etc. Moreover, the feeling of
indefinite physical restlessness, combined with
corresponding restless movement, often found
during full awareness, which the patient traces
back to indescribable uncomfortable sensations,
would fairly be attributed to murky organ sensa-
tion, analogous to the jactation seen in uncon-
scious states. As you can see, in these expressions
of movement, induced purely in somatopsychic
ways by short-circuit, consciousness need not be
switched off; yet consciousness participates
merely as a spectator to these processes, which



132

play out partly at a deeper level, and sometimes
even as an ‘active’ [Ed] spectator, when an Affect
of disarray or certain explanatory delusions
develop against this background.

Gentlemen! When you consider that paralytic
weakness of hind limbs can be produced experi-
mentally by crushing of internal organs such as
the kidneys, you will also take into account the
possibility that, in the same way, direct influence
of aberrant organ sensations on motility (by
short-circuit) can also bring about conditions of
immobility, even of an akinetic type. Healthy
mental life already provides analogies of this.
When patients with renal or biliary colic cannot
move because of pain, we take it as quite natural.
Perhaps we should apply the same concept when
a moderate state of general immobility is seen in
a patient who complains of unbearable tickling
sensations in his intestines, or when a female
patient after emerging from a state of severe gen-
eral immobility of several months’ duration indi-
cates that the reason for it was that she sensed
that she had a bird within her body, and so on. In
particular, we will then find that we can under-
stand in this way the emergence of akinetic
symptoms, when musculature itself is the site of
aberrant organ feelings. I have repeatedly
observed such cases, wherever more extensive
passive movement is felt as pain, this going hand
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in hand with the most severe malaise and usually
a complex of symptoms of melancholia.
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* Disorientation: the fundamental symptom of
every psychosis

* ‘Disarray’ [Ed] linked with conditions of acute
origin

* Various types of disorientation and disarray

* Treatments arising from this

* Motor disorientation and disarray

* Transitivism

Lecture

Gentlemen!

Before we go any further, it would be advanta-
geous for us to consider in greater detail the
patient who is the most authentic example of all
acute mental illnesses to whom we have access at
present, our instructive case, the engineer K. The
psychosis that Mr K. has experienced will not be
looked at in any greater detail later, because it
represents a very complex and as-yet little known
form of illness. For this very reason the case is
useful for our present purpose, because the
patient not only has personal experience of most
of the elementary symptoms that can be derived
from our schema for problems of identification,
but can also convey with eloquence the effects
that they have produced in him. The best general
term we have for this effect is disorientation [W].
In disorientation we come to see the real essence
of any psychosis. Disorientation disorders
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included in our schema represent only the route
[Ed] by which nature brings about such disorien-
tation; but every psychiatric patient is in some
way disoriented. If he is not, then he is not men-
tally ill in a strict sense. The actual damage that
the still-largely-unknown disease process wreaks
on mentally ill people is through such disorienta-
tion. All abnormal alterations in content of con-
sciousness that occur temporarily or permanently
in mental patients are included under this concept
of disorientation. From my earlier explanations
about our schema, namely the relationship
between activity of consciousness and its actual
content, these regular consequences of disorien-
tation will appear just as natural aberrant modifi-
cations of the activity of consciousness. We are
struck by the importance of this aspect all the
more, as [ already stressed, by the fact that the
content of consciousness—and alterations to it—
provides us with the most tangible, most obvious,
and most easily assessed symptoms. Therefore
we will derive our classification of acute psycho-
ses from the material changes brought about by
the illness, in exactly the same way as we did for
chronic psychoses; and we will find that we
obtain a basis for a natural system of classifica-
tion, with room enough to accommodate all the
facts. Corresponding to our classification of con-
sciousness into the three areas—of corporeality,
the outside world, and personhood—we will
meet the clinical requirement of differentiating
corresponding types of disorientation; and here
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we use the terms ‘somatopsychically’ [Ed], ‘allo-
psychically’ [Ed], and ‘autopsychically’ [Ed]. In
addition, we will distinguish the domain of motil-
ity disturbances, which falls partly under the term
‘somatopsychic’ [Ed] and partly under ‘autopsy-
chic’ [Ed], as a special type of disorientation.
When disorientation irrupts acutely, as in acute
psychoses, it is inherently connected with a vivid
Affective response. For this Affective state, the
German language offers us the pithy expression
Ratlosigkeit [W], a term often used by mentally
ill persons themselves. According to this, in what
follows, we will also use precise expressions for
various colorations of this Affect, with the words
somatopsychic, allopsychic, autopsychic, and
motor disarray [Ed].

Thus Mr K. spoke spontaneously of the disar-
ray in which he had, for a long time, found him-
self: ‘He had always wondered; he had not come
out of the wonderment’. The sensory delusions to
which he had been subjected, in particular, gave
rise to this. Since he always remained, by and
large, oriented about his whereabouts, and the
people in his immediate surroundings, and had
even preserved a degree of orientation towards
the combined hallucinations, by conceiving them
as dream images, we see from this example that
the importance of the sensory delusions consists,
as we suggested earlier (p. 69), of an image of the
outside world exhibiting abnormal accretions,
not corresponding to reality; but that reality is, in
addition, recognized as such, and so allopsychic
orientation can still, to a degree, be maintained.
In another sense we must still regard this aberrant
growth as disorientating. However orientation to
the data actually presented from the outside
world is not abolished by the hallucinations. I
emphasize this because we will meet the same
experience over and over again in acute mental
illnesses: Patients cannot be deprived of their ori-
entation by sensory deceptions alone, not even
those combining different senses, unless there is
a simultaneous state of significant drowsiness. On
the other hand, a high degree of allopsychic disar-
ray [Ed] can result. I recently had the opportunity
to observe one of the most instructive examples
of this principle on the ward. This was a 26-year-
old serving maid W., suffering from epilepsy

21 Lecture 21

which had developed years previously; who, 1%2
years ago in the eighth month of pregnancy, and
following frequent epileptic seizures, underwent
a brief period of psychosis lasting only 6 days,
after which she has become imbecilic, and has
since survived repeated shorter and longer bouts
of severe, post-epileptic psychoses. Recently she
again had four epileptic seizures in 1 day, fell ill
with febrile angina the following day, but slept in
the evening and the greater part of the night.
Towards morning she woke up suddenly, in a
state I was able to observe during a ward round
6 h later. She presented with a most Affect-laden
picture of despair: fire, hell, and murder threat-
ened her; she should be taken by the devil, torn to
pieces, tortured, killed, broken on the wheel,
burned, and thrown into water. The world would
be destroyed by fire, the city burned, and the
Kaiser would come. She heard all this through
voices coming from all sides, which she sought to
escape by furious attention-seeking, and the most
desperate attempts at suicide and self-harm. A
whole team of warders was needed to protect her
from harm. At the same time she saw heads,
shapes, flags, and soldiers at the windows.
Despite this, she remained completely oriented,
accessible to support and comfort by medical
staff, recognized all of the people around her, and
greedily took medication handed to her. At the
same time she had extreme anxiety in her chest in
relation to phonemes. Four grams of amyl hydrate
had an immediate calming effect; and she herself
said that the terrible speech had subsided, as had
the nagging feeling of fear. The attack was thus
initially controlled without putting her to sleep.
However, similar bouts of lower intensity were
repeated over the next 10 days, and only then did
normal interictal behaviour occur. With this
patient we found that bromide preparations, even
in high dose, always failed to reduce her psy-
chotic symptoms.

Incidentally, you cannot but recall that state
that I previously referred to as the decay of the
individuality, and explained using the sejunction
process. Here too, two mutually-incompatible
groups of ideas oppose each other in full con-
sciousness, namely the correct notion of location
and people, and on the other hand the fantastic
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threats which are just as readily conceived. The
Affective coloration of the latter, it seems, cannot
rise up against the former.

We will learn later about states of allopsychic
disorientation, accompanied by vivid hallucina-
tions. We will not be able to derive the fact of
disorientation from experiences that you have
just heard about, and they must be viewed as
independent phenomena.

In this respect it is instructive that the same
patient K., who has now almost recovered from
a second bout of mental disorder, at the time of
his first visit to the clinic 2 years ago, went
through a state for several months of moderate
allopsychic disorientation, and was totally free
from hallucinations. During that period he was
in a state of wonderment about everything he
saw or experienced, and regarded everything as
significant; for example, on one occasion, food
was placed in his hands, another time beside his
bed, and a third time handed to him from the
other side of his bed; the ward doctor sat with his
legs crossed on one occasion, another time with
legs outstretched, then on the edge of the bed,
and another time he sat on a chair. Once when a
pile of laundry was being counted in the corridor
the patient stood in wonderment, and declared
that he would like to stay up all night to see what
would become of the stacked laundry. At that
time the patient did not notice his own compul-
sion to think about every little thing, which made
him incapable of any organized activity, an inca-
pacity about which he himself talked: ‘He did
not know the ropes about everything that was
going on there; he did not know what he should
do and should leave alone’. Since food intake
also suffered, he was expressly ordered to eat,
and then things went better.

In addition to states of allopsychic disarray
and allopsychic disorientation, we also had to
verify in our patient, with regard to autopsychic
functioning, an ‘errancy’ [Ed] in his orientation.
The patient told us that during his illness he was
led to believe that in his earliest childhood he had
been brought up not by his parents but in a dia-
conate institution, and only then had he been
given into his parents’ care. He claimed that he
could remember entire scenes from his childhood
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that he interpreted in this way. We also learned
that the idea came to him that he had to suffer for
the sins of others, that this idea was transferred,
so that others had to do the same (p. 114), and
that also his family and the ward doctor had such
an obligation. Also, the idea of being a saint, and
that he had already existed several times, domi-
nated him for a long time. Thus, his autopsychic
orientation had suffered, without any loss of
memory for his real, personal experiences. The
frame of mind into which he was driven, due to
the opposition of two mutually-incompatible
series—of real and imagined facts—he described
with the word ‘disarray’. We can designate this as
‘autopsychic’ [Ed].

Obviously, the various abnormal sensations
and disturbances of general feelings to which he
had been subjected were likely to provoke an
Affective response, a matter which leaves us with
no room for doubt. We will see later that the most
violent Affective reactions are linked specifically
to perceived changes in the body. Affect will be
influenced more strongly, depending on how far
physical sensations and emerging feelings depart
from what is familiar. Thus we heard the patient
describe feeling as if his brain were soft, as if it
had stretched itself out and contracted again, as if
his head and body were hollow, as if his body
was pulled in particular directions, and as if he
were switched on in a magnetic field. Most of
these expressions were evidently just compari-
sons, and were those still available to him, in his
embarrassment. From the resulting setting of the
Affective state of his mind, we can conclude that,
when, at the time, he attempted to take his own
life, he was motivated precisely by such feelings.
Somatopsychic disarray [W] had apparently
increased to the point of despair. As we learned,
at the first outbreak of his illness, the patient also
had strong feelings of anxiety. He localized the
anxiety in the region of his heart, and distin-
guished it just as precisely from the feeling of
heart spasm and cardiac arrest, just as he kept
apart headaches from other abnormal sensations
in his head. We will often encounter such local-
ized fear, which we can perhaps understand as
in part a manifestation of the somatopsychic
disarray [W].
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Gentlemen! We will not go far wrong if we
regard the series of surprising actions, which we
saw during this patient’s severe illness, as out-
comes of his prevailing mood of disarray; and we
can try to understand them from this point of
view. Thus he occasionally drank from a spit-
toon, and even emptied his bowel motions into
the spittoon and into the living room; on another
occasion he left urine in a mess tin, put his clothes
on back to front, lay down on wet ground in the
garden, and so on. Today we are hearing explana-
tions of this from the patient; these are partly
euphemisms. He suspects that he may suddenly
have become very tired; or he explains that he
had been surprised by the urgent need to defae-
cate or void urine; and he reacts with disbelief to
any other explanation. He has also forgotten
many other things, as you can imagine. From
analogy with other patients however, we have no
doubts that we are dealing here with actions of
disarray [W].

Gentlemen! A series of other noteworthy
expressions of movement in this patient should
be judged from a totally different point of view.
For example, from time to time he made appar-
ent turning-movement exercises in his bed; for
several days he sung single senseless syllables
to himself, and accompanied them with beating
movements of his arms. At the time, he had
already made statements from which we gath-
ered that in no way did he feel responsible for
the corresponding merry mood he conveyed.
Even now, he comes up with the same informa-
tion. He might have sung, even though he would
not have been aware of it later, and did not know
how to explain it even now. However, upon
questioning, we find out that both singing and
beating time with the arms represented an
accompaniment to voices, without being aware
of his being subject to any direct constraint. In
the same way he explains the fact that on one
occasion, shortly before admission to hospital,
he had thrown himself to the ground and rhyth-
mically shouted with all his might. This too had
been no more than a reaction to voices that had
‘offered him blood’ [W]. The patient explained
the technical term, ‘to offer blood’ [W] that
escaped from him on this occasion, as being the
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frequent repetition of the word ‘blood’ [W] on
the part of the voices. We will later encounter
the phenomenon that any kind of movement
made with full awareness by a patient—but not
deliberately—is analogous to autochthonous
ideas, except that we are dealing with motor
objectives or goals, so much so that it is already
helpful to apply a name to such peculiar phe-
nomena. I tend to designate them as ‘pseudos-
pontaneous’ [Ed] movements. They are usually
connected with explanatory delusions. If
patients simply report the fact to us without add-
ing any explanatory delusion, it is probably only
because at the same time, they are far too dis-
tracted by his voices. Less accurate than the
term ‘pseudospontaneous movement’ [Ed] is a
patient’s information about certain motor defi-
cits that he had noticed in himself for a long
time. Thus, the patient has not spoken on his
own initiative for weeks (‘initiative mutism’
[Ed]) and only seldom, if at all, upon question-
ing (‘reactive mutism’ [Ed]). However the rest
of his behaviour did not suggest that this was a
conscious refusal: Often the patient was seen to
make approaches, and to speak, and his lips
were moving without any sound being uttered,
and despite obvious efforts. The patient at pres-
ent definitely concedes only so much: that there
was no actual paralysis of the musculature that
prevented him from speaking. As for the rest, he
knows only that speaking was difficult, without
being able to state the exact reason; he also
expressly denies that speaking was forbidden by
the voices. Here we hear of both hyper- (para-)
kinetic and akinetic states (as disturbances of
identification) in localized areas of musculature
as described by the patient himself; he is able to
do this because he can still remember it accu-
rately. However, he cannot describe the state of
mind in which he found himself producing this
strange and incomprehensible phenomenon; he
can only express his general amazement about
it. Yet since he has perceived these phenomena
in his own body when fully conscious—which
is not always the case, because such states are
often accompanied by clouding of the senso-
rium—we can also suspect that a corresponding
Affective state has been produced, which we
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can call motor disarray [W]. This provides us
with a term for a very complicated state of mind,
involving autopsychic as much as somatopsy-
chic areas of function: the former insofar as
movements carried out with full awareness tend
to emanate from the entire person, and the latter
because involuntary movements must be per-
ceived as alterations to the body (with respect to
its position in space). Such motor disarray will,
in general, necessarily lead to formation of
explanatory delusions. If we wanted to believe
only information provided by the patient, we
would have entirely missed the point here. On
the other hand, however, I rely on numerous
other experiences that do not make it seem acci-
dental that the patient, in discussing his auto-
psychic disorientation, has given us hints that
we can now interpret in the context of reports of
motor identification problems. He has already
talked about believing that he had to suffer for
others. These ‘redeemer ideas’ [W] as we can
call them, occur often among mentally ill
patients, commonly connected with motor
symptoms as explanatory delusions, as described
above, in that akinetic symptoms have to be
interpreted as suffering imposed by God, the
hyperkinetic ones, in the sense that the patient is
an instrument of God.

Gentlemen! The Affective state of disarray, as
you will realize, is a reactive phenomenon, in
response to the ‘errancy’ [Ed] in the sense of ori-
entation, limited to reported disturbances of sec-
ondary identification. It is therefore not strictly
separate from disorientation, with which it is
connected in various ways. However it can even
occur, as you have seen, when a degree of orien-
tation still exists, and in this way influences the
contrast between reality and manifestations of
disease in the patient. It is to be found only among
acute psychoses; you will seek it in vain in wholly
chronic psychoses. On the other hand, it reap-
pears in the frequent, acute exacerbations of
chronic psychoses, and gives them the distinct
character of acute illnesses. In the case of very
extensive disorientation, the Affective state may
be absent for this very reason, and the picture of
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disorientation which confronts us will then
become purer, whether it be allopsychic, auto-
psychic, or somatopsychic areas.

On the other hand, as is easily understandable,
the Affective state can also be absent, because
any ability to respond strongly to acute distur-
bances of identification is generally reduced, as
occurs in deficit states, found in progressive
paralysis, presbyophrenia, and hebephrenia. Here
the lack of disarray is often just as distinctive as
is its presence in the other cases. I mention here a
symptom that is often combined with disarray,
yet is entirely different, and is essentially a con-
sequence of autopsychic disorientation: We shall
call it transitivism [W]. It is based on patients
who show no sign of psychological malaise, yet
are so altered in their entire way of thinking and
feeling that the assumption of identical trains of
thought, which force us towards a correct con-
ception of the behaviour and conduct for other
people that no longer holds true for them.
Preferably it is their own loved ones whose
behaviour becomes so weird, strange, and incom-
prehensible to the patients that they come to sus-
pect that the former must probably be mentally
ill. In its purest form this symptom occurs in cer-
tain acute disease cases where a long preparatory
stage is preceded by symptoms which are not
actually psychotic. It culminates in instances I
have encountered a few times, where a patient
accompanies his family to a consultation, to
introduce them to the doctor as supposedly men-
tally ill. In such incidences closer examination of
the patient has always shown me that there have
been preceding periods of intense Affect, con-
nected with disorientation.

Gentlemen! With the above remarks, of
course, I have not given a full description of the
Affective states of acute psychoses, even less
should it be said that every acute psychosis is
invariably accompanied by the same Affects; but
at least you have the material to hand that is
essential so that we can focus on learning about
illusions and the regularity in content of pho-
nemes. It turns out that we need to return once
more to the concept of the overvalued idea.
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Gentlemen!

In an earlier lecture we took frequent repeti-
tion to be the basis of the ‘overvalued idea’ [Ed]
and, following from this, we even considered
deliberate practice of certain trains of thought, a
process which we must accept to have greatest
influence in individual education, and for which
the succinct expression ‘channeling’ [W] has
recently been used. We need to make this concept
more robust, insofar as channeling generally goes
hand in hand with Affective coloration of the
overvalued idea. Professional activities are par-
ticularly likely to generate overvaluation of cer-
tain ideas; their Affective coloration is an
expression of the fact that a person’s overwhelm-
ing interest is normally directed towards his
professional activity. We then observe the
extraordinary fact that sensitivity to certain very
specific sensory perceptions is thereby height-
ened in a remarkable way. Choosing examples
closest to hand, an experienced alienist is imme-
diately aware during his rounds of the institution,
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of any disruption and neglect of clinical services;
his attention and interest are directed to the mat-
ter in question without need for any conscious
effort; in any professional capacity, what we call
‘vigilance’ [W] has just such a basis. Likewise, a
visual artist quite automatically notices shapes;
the tailor eyes up peoples’ suits; the cobbler the
shoes; and unmarried women observe the ring
on a man’s finger. Here, the increased arousal
produced by certain sensory stimuli seems to
depend on the increased value ascribed to par-
ticular complex mental processes. Under spe-
cific circumstances, when the attention of a
Newton turns to such an everyday event as an
apple falling from a tree, this is likewise no coin-
cidence but is based on the increased interest
shown to processes which were hitherto of no
concern, as a consequence of ideas currently in
ascendance. It is the same with all experiences
and discoveries, insofar as they are linked to
everyday observations. Just how selective this
facility can be, for noticing specific sensory
impressions as a result of the dominance of cer-
tain ideas and their Affective coloration, is
shown by the example of the mother, who, in
deep sleep, ignores every other sound, but awak-
ens instantly at the slightest sound from the
child. We will call this selective process intra-
psychic hypermetamorphosis [Ed]. We can now
consider that such Affective coloration, and
therefore the distinct overvaluation of ideas, is
the most common basis for illusions.
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The theory of illusions is based largely on
experiences in the visual sense. The most famil-
iar examples are the interpretation of vague,
imprecise, and visual impressions as angst-ridden
fantastic sensations, for instance a distant tree
stump as a robber and fluttering laundry as a
ghost. Evidently these are deliria of judgment,
that is, clouding of judgment by Affects, such as
fear or anxiety. Pragmatically we should distin-
guish firstly between two cases: clear versus
indistinct sensory perceptions. Clouding of judg-
ment in the latter case occurs as in the examples
of visual illusions just given, and you can then
take the Affective state to be the origin of the illu-
sion. However, the question is as follows: By
what process does Affect produce this influence?
As we have seen we must attribute to Affective
states the capacity to alter the normal value of
ideas, in such a way that certain ideas are over-
valued, while others, by comparison, are under-
valued. In turn, overvalued ideas can be excited
from the periphery more easily, and undervalued
ones less easily than normal. Overvaluation of
Affective concepts—a robber and a ghost in our
example —therefore produces an abnormal facili-
tation of secondary identification, while under-
valuation of remembered images in other sensory
domains, or even in the same one, complicates
any correction.

Now, that Affects can also take on different
natures; or all manner of individualized processes
of association can lead to overvaluation of ideas,
which has precisely the same effect. I know the
example of a young married man on a business
trip in a foreign city, who made acquaintance
with an easygoing woman, and visited a pleasure
garden with her. Then he remembered that his
wife had relatives in the same city; and that, by
coincidence—as a less likely but still possible
scenario—she might spontaneously decide to
visit them, with the result that she might be in the
same city, even conceivably at the same location.
He looked around the people present, and was
quickly so firmly convinced that a woman sitting
in the distance was his wife that he did not dare
convince himself of the truth of his belief by
going closer, but preferred to get away from the
place. I hardly know a better example to illustrate
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so succinctly the basic influence of individual,
Affect-laden, coloured—and thus overvalued —
perceptions for secondary identification in a nor-
mal person. Let us imagine the Affect level
increasing by only a small amount, and thus
clouding a person’s discretion. This is an emo-
tional state that we can assume without further
ado, in many new patients brought to the clinic
against their will; and a series of illusions, that
we see frequently in such situations, then become
completely understandable. Here, the obviously
overvalued ideas are the fact of the patient’s sep-
aration from his family, and pressures applied
along with his becoming an inpatient. It is then
not surprising that distant people, not clearly
seen, are perceived as relatives; the doctor, as a
prosecutor; and the clinic, as a prison. Such illu-
sions are common in many acute mental illnesses.
They are usually transitory in nature and easily
corrected. In very severe cases, a degree of stupe-
faction and manifest inattentiveness may also
occur, so that inaccurate sensory perception is
replaced by a defective state of the sensorium.
Then, so long as this situation holds, numerous
other such illusions may arise which have in
common that they change their content, depend-
ing on the usual rapid change of overvalued per-
ceptions. States of delirium of most diverse
origins provide common examples of this. It is no
coincidence that the person with alcoholic delir-
ium believes himself to be among his fellows,
either in the tavern, or in his daily employment;
he believes he recognizes in the doctor his haul-
age boss or his drinking companions: Such illu-
sions match his overvalued perceptions. In such
circumstances a good patriot probably considers
the head warder to be the Kaiser or, if delirium is
coloured by anxiety, he imagines the executioner
and prosecutor. Perceptual inaccuracy, which
favours the occurrence of illusions, can be made
use of, if it is available, just as long as the patient
is left to his own resources and is obviously in
this so-called twilight state. The same condition
leads to corresponding illusions in states of hys-
terical or epileptic delirium, and in the so-called
delirium of exhaustion, etc.

Ilusions are harder to understand when they
occur in someone who appears to be in a totally
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level-headed state, with attentive behaviour, and
demonstrable clarity of perception. Yet even in
this situation the content of illusions is usually
brought about by certain related, and Affect-laden
ideas. In such cases, any kind of real-world event
can determine what the patient has evaluated for
his false identification. Thus it often happens that
a mental patient comes to view the doctor, or a
warder, or another specific patient as a close rela-
tive, because he sees some kind of existing affin-
ity with him, for instance in his facial expression,
body form, manner of movement, or vocal inflec-
tion. This confusion of persons appears to be sta-
ble, and is very difficult to correct. In one case of
such ‘person confusion’ [Ed] cited by Kahlbaum
[1], I suspect with a similar basis that the illusion
was so firmly fixed that the patient failed to recog-
nize genuine relatives who met him face to face,
and he declared them to be imposters. This, inci-
dentally, is quite a common experience amongst
mental patients after prolonged stay in an institu-
tion. It is certainly no coincidence, and perhaps it
is the longing for those nearest and dearest,
brought about by stay in the institution that leads
to such misjudgments. Apparently the abnormal-
ity consists of the fact that the conceptualization
of relatives—perhaps a brother—becomes so
overvalued that even partial identification, like
the sound of a familiar voice, has the same effect
as that of an impaired, and imprecise sensorium,
whose function is diminished as in previously
mentioned cases. Normally differences in shape,
size, facial contour, or expression would hinder
identification.

You will ask me: Is there not a deficit, or a
weakness in replication in those partial represen-
tations belonging to the concept of the brother,
relating to the shape, size, and in his facial con-
tours or facial expressions—a weakness of corti-
cal performance in Meynert’s [2] sense, or of the
‘critic’ [Ed] in Neumann’s sense? Well, gentle-
man, this assumption is quite unnecessary, if you
recall the characteristics of overvalued percep-
tions discussed above. It is sufficient, as we saw
in the case of hallucinations, for abnormal over-
valuation of perceptions by themselves to call
forth a process of identification; the more is this
likely, when actually present (even though only
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partial) primary identification comes to assist this
internal process! This reflects only the internal
strength of the fabric of the once-acquired, but
now-overvalued, concept: ‘brother’ [Ed]. We
need not deny that in some circumstances even
such a weakness in replication—even deficien-
cies in a specific concept in certain partial per-
ceptions—may be present in mental patients. For
instance paralytics and people with senile demen-
tia might declare that straw—due to its yellow
colour—is gold, or broken glass, due to its hard-
ness and transparency, gemstones. But then such
deficiencies should be evident elsewhere, and
this is certainly not the case in the acute mental
patients we discussed earlier. Gentlemen! You
can see that in conceptualizing an illusion, which
is now our task, the difference between clear and
unclear sensory perceptions, which initially
seemed essential and important for gaining
understanding, loses its meaning. In just the same
way, we lose the main difference between illu-
sions and hallucinations. An illusion now appears
to us as a hallucination, whose occurrence is
facilitated by chance occurrence of external con-
ditions, a conclusion which insightful older
authors, such as Kahlbaum, reached long ago. Of
course, we will accept this proposal only when
illusions occur in mentally-ill people; and, for
descriptive and practical purposes, we must
maintain a strict difference between illusions and
hallucinations amongst such people in our clinic.
Similar reasoning also allows us to define those
hallucinations mentioned previously, which are
demonstrably peripheral, that is, formed in the
sensory organs themselves —Kahlbaum’s phena-
zisma—so that hallucinations of purely central
origin can be given no other status. Such phena-
zisms have an important role, especially for taste
and smell, where the foul taste of oral catarrh and
the bad smell of nasal catarrh become misinter-
preted as poisons. Again, as we shall see later,
overvalued allopsychic perceptions of fear are
the main feature.

Gentlemen! From conditions just discussed,
we can readily understand why, as far as the fre-
quency of hallucinations goes, the orderly rela-
tionship highlighted above prevails, according to
which phonemes predominate by far, and often
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exist just by themselves. This is especially true
for many chronic mental illnesses. In acute men-
tal illnesses we often observe that only phonemes
appear initially, and addition of hallucinations in
other senses corresponds to the otherwise famil-
iar increase of symptoms to a certain severity of
illness. Given the intimate connection between
the act of perception and the sensory field for
speech, it is easy to understand that, in order to
broadcast to projection fields of the other senses
which word sounds can bring forth hallucina-
tions, a greater spread of the stimulus is required.
Admittedly, I know that there is a widespread
belief, especially from the work of Charcot and
his school [3], that thought processes play out in
ways that differ between individuals, which go
far beyond the individual differences I have pro-
posed. It is alleged that thinking is carried out by
many people only, or mainly in visual images, by
others through acoustic images, and by others
again as motor or word images. Without denying
such possibilities, however, I consider them only
as very rare exceptions, and therefore not to be
used inthe theory of hallucinations. Hallucinations
of taste and smell are, after phonemes, the next
most frequently observed, at least amongst those
whose mental illnesses are exclusively acute,
which is explained by their being based mainly
on phenazisms, which must naturally arise more
easily than hallucinations themselves.
Gentlemen! Only now, after having presented
to you a particular theory of sensory deceptions
of mental illnesses am I in a position, by way of a
few examples, to comment briefly on the orderli-
ness of their content (as I have repeatedly empha-
sized). The rule that we deal with here is that the
content of sensory deceptions is determined by
the Affective state that prevails at the time.
Affective, and thus overvalued, perceptions are
the ones which are most excitable at that time,
and indeed, this applies not only for stimuli origi-
nating in the outside world, and initiated by the
sense organs—as we saw previously—but also
for central [Ed] aberrant stimuli connected with
the sejunction process. In order to link this to
something familiar, I remind you of the occur-
rence of hypochondriacal sensations of happiness
(p. 107). Corresponding with this, overvalued
ideas can appear, from which feelings of happi-

22 Lecture 22

ness may be expressed, and corresponding pho-
nemes, containing grandiose ideas. Later we will
become familiar with the abnormal euphoria of
mania. If hallucinations occur here, these are
likewise hallucinatory perceptions of grandiosity.
In situations which are the opposite of mania,
that is in melancholia, feelings of deep unhappi-
ness develop. Corresponding to this are pho-
nemes, which, if they arise, usually convey a
‘delusion of belittlement” [Ed]. In this case,
visions are most often perceptions of misfortune,
assimilated as visual images. I have often men-
tioned anxiety psychoses, in paranoid states. The
Affective state of fear leads, exactly according to
rule, to certain perceptions of fear, which I dif-
ferentiate as autopsychic, allopsychic, and
somatopsychic. Of these the autopsychic are in
part identical with the delusion of belittlement in
melancholics; they therefore include self-
recriminations, or, grouped as phonemes, words
of accusation or insult. Allopsychic perceptions
of fear contain themes of threat and injury.
Corresponding to this, sick people hear that they
would be killed, tortured, roasted, thrown to wild
animals, hunted in the snow, or chased naked
through the streets, and so on. Somatopsychic
perceptions of fear may be the basis, for instance
of a female patient who hears, through a voice,
that her globus pharyngis [W] has cancer of the
larynx —with a cough as a sure sign—or tubercu-
losis, or cool extremities, signifying that she is
dying.

Gentlemen! The most common and most gen-
eral Affect in this state you will encounter in new
patients is that of ‘disarray’, evoked by moderate
levels of disorientation. This corresponds to the
most frequent content of phonemes. A patient’s
utterances convey this quite conspicuously —
‘where am I’ [Ed]; ‘what am I supposed to do’
[Ed]; ‘what is the matter with me’ [Ed]; ‘I do not
even know’ [Ed]—fragmentary utterances one
hears over and over again. When a patient hears
slanderous names and insults, or accusations of
evil deeds allegedly committed, or notes about
experiences that have never happened, these are
outcomes of autopsychic disarray. Often one can
do no more than trace back from the utterances of
the patients to this type of phoneme, although
this can be done with some certainty because
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such utterances allow no other interpretation. |
introduce the following by way of example: ‘I am
not a thief” [Ed]; ‘I have never poisoned anyone’
[Ed]; ‘I have not killed children’ [Ed]—and so
on. If the voices deny the patient’s identity which
leads to statements such as ‘I am called so-and-so
but I’'m not a princess’ [Ed], ‘I am not married’
[Ed], or ‘I have no children’ [Ed], these are obvi-
ously reactions to the Affective state of autopsy-
chic disarray. Allopsychic disarray comes to be
expressed in phonemes conveying the importance
of location and environment. Patients might hear
that they are in a penal institution, in Heaven, in
an enchanted castle, on a ship, and so on; that the
other patients are dressed up and belong to the
opposite sex, or are policemen in disguise; that
their bed is not a natural bed; that the bath tub is
an instrument of torture; or that the food contains
disgusting ingredients, or human flesh, etc.
Somatopsychic disarray leads to emergence of
phonemes such as the following: the intestinal
tract has become overgrown; the body is full of
faeces, or transformed into one solid mass; the
heart is standing still; blood has stopped flowing;
patients are paralyzed or dead; the head is sepa-
rated from the body, or transformed into an ape’s
skull; their arms have been torn off, or are several
times longer than previously, or instead of two,
there are five arms, etc. Motor disarray too is very
frequently manifest as phonemes. This emerges
most clearly when a patient hears completely
opposite commands, such as ‘eat’ [Ed] and ‘don’t
eat’ [Ed]. Moreover, commands to adopt a certain
posture, to keep protruding the tongue, to walk
on all fours like an animal are all hallucinatory
manifestations of motor disarray, and likewise
when patients are commanded not to swallow,
not to speak, not to move their hands. Finally, a
major part of the so-called impulsive actions, in
reality brought about by phonemes, can be
explained in the same way. Patients hear requests
to free themselves; to smash the window; to go
into the water; to hang themselves; to plunge
headfirst; to tear out their tongues; to rip out their
genitalia; and to drill out their eyes.

Gentlemen! I restrict myself to these examples
which, I believe, are sufficiently conclusive to
demonstrate how the content of phonemes
depends on the most commonly encountered
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Affective states in acute mental illnesses. I would
add that delusions of relatedness are also based
on Affective conditions; in this regard I refer to
remarks I made in my 13th lecture. While this
covered mainly delusions of relatedness in endur-
ing paranoid states, it will be readily understood
that in acute psychoses, such delusions occur
with far more Affect. In acute psychoses, it is the
satisfaction of natural needs—intake of food,
elimination of stools, and voiding of urine—
which favours the appearance of phonemes
whose content refers to delusions of relatedness,
and—most often—disorientating phonemes,
which take on the guise of the vocal inflections of
those closest to hand, namely the staff in atten-
dance or the doctors. Taunts and disapproving
remarks naturally predominate such as ‘Now he
is eating again’, or ‘He can eat well, but not
work’.

In all probability, not only phonemes but all
hallucinations show an orderly dependence on
the prevailing Affective state, such as is familiar
to us in the case of phonemes. However much
further evidence for this is still required before
completion. That content is determined by the
prevailing Affective state is known best for
visions, where it applies especially to melancho-
lia and fear psychoses. Corresponding with the
prevailing feeling of unhappiness are hallucina-
tory corpses, coffins, eerie black figures, funereal
proceedings, or, in more fantastic cases, demise
of relatives when their house collapses or in
drowning, fire, railway accidents, and so on, but
usually in a more shadowy form, given that we
are dealing with images. After all that has been
said, it is easy to understand why ecstatic visions,
corresponding to religious feelings of happiness,
refer to the sky, and that they often concern more
than visions, but rather dreamlike hallucinations.
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Gentlemen!

Patient Sch., who you see before you, came
only reluctantly to the lecture theatre. He looks
around anxiously, comes closer, but hesitantly,
and then greets me as an acquaintance. You see
him as a 55-year-old, heavily-built man of poor
nutritional status, with somewhat cyanotic dis-
coloration of face and hands, and cool extremi-
ties, fearful in posture and facial expression.
Again and again, he repeats in a rhythmic manner
a low moan, and also interrupts his speech every
so often, when he shows a great need to express
himself. When I interrupt him to give you infor-
mation, he resents it. He gives correct answers to
my questions about his age, family situation, and
home town, but you will notice that due to his
Affective state, his concentration is impaired,;
and he introduces pauses, during which he looks
around absent-mindedly, so that his answers to
simple questions, which would otherwise be
quite prompt, sometimes take a long time to
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reach their conclusion. He also repeatedly
suggests that it is difficult for him to concentrate.
The impression we gain from his prevailing
Affective state is one of bewilderment, anxiety,
and disarray. The fact that such Affective states
complicate an orderly train of thought has long
been known, and has frequently been shown to
you. On enquiry we learn that the patient com-
plains of unceasing anxiety. If the seat of the
anxiety is in his heart: ‘It wants to crush him’
[W]. He is also breathless, and therefore is sleep-
less at nights. The patient therefore wished to be
examined by me, and in his anxious and over-
hasty manner, made arrangements to undress.
When asked why he is afraid, he tells me of his
fear of being beheaded; he had also heard that
each day he would receive 50 lashes, counted-
out; he would be expected to eat a roll that had
lain in a fellow-patient’s spitting glass. On ques-
tioning, we hear that other patients lying in the
same room with him made these statements.
Therefore the patient is well oriented and knows
he is in a clinic for the mentally ill. However, he
has not judged the current situation quite cor-
rectly; and presumably his viewpoint was already
rather limited, as we often find among country
folk from his region. He knows me; he recog-
nizes the audience as students, and thinks that I
have granted them ‘an hour’ [W], but he believes
that all men there want to be ministers of religion,
like his son, who is currently a theology student
and accompanied him to the clinic. On the ward,
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the patient also claimed that they would cut off
his head; he would be taken to the place where
corpses were stored. Incidentally, it is not primar-
ily fear from these threats that dominates this
patient; rather, we usually hear from him his
complaints about the fate of his family. He
believes that all his possessions were gone: His
son would no longer be able to study. He heard
the voice of his young son saying: ‘For three
weeks we have had nothing reasonable to eat’
[W1]; he had also seen his son standing in front of
him, with a pathetic gesture. He believes that his
family will all die of hunger; the children are all
sickly; his son, the student, was refused life insur-
ance due to heart failure. It was his fault; he had
shamed himself by an immoral lifestyle and
secret sins of his youth. He had become lazy. He
had also harmed himself by chewing a lot of
tobacco. The patient tells of an assault, during
which he recognized one of his attackers and
reported him. He had probably committed per-
jury at the time, because it had been night, and he
could not see clearly. Earlier, when his anxiety
was even greater, he also complained that his two
youngest children had been poisoned, and his
wife had taken her life. At the same time this
patient, who has suffered a hernia, eats only mea-
gerly, and says that he gets abdominal pain after
a meal.

Apart from the hernia, no organic disease can
be found in this patient; and in no way does he
look older than his age, but rather younger. He
has now been in the clinic for more than a month,
and was ill for about 3 months before that. The
‘external cause’ [Ed] of his illness was said to be
that the patient, proprietor of a village smithy and
associated farm holding, sold his plot of land and
the blacksmith’s workshop in order to retire.
Although this transaction turned out to be quite
advantageous for him, with a smooth transition,
the idea gradually came to him that he had ruined
his family and would impoverish them. Gradually
this idea was joined by anxiety, self-blame in ref-
erence to alleged perjury (see above), and the
idea that he was a great sinner and was being per-
secuted by Satan. These autopsychic ideas of
anxiety existed on their own in the initial period
of illness, and only shortly before his admission
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were they joined by those of fantastic threats; and
at the same time, there was an increase in the
patient’s restlessness, which became so notice-
able that it was inevitable that he be transferred to
an institution. At this time, he seems to have
reached the most critical point in his illness and
even to have moved beyond it. This is supported
by a reduction in his somatopsychic ideas of anx-
iety. Moreover, the phenomenon had been pres-
ent, of which there is now no more than a hint; his
rhythmic moans, which had been much more
pronounced early in his stay, had risen from time
to time to monotonous repetition of the same
phrase, ‘I, a poor sinner’ [W]. This was occasion-
ally accompanied by rhythmic movements of his
arms. Also, anxiety seemed to have reached its
peak at about this time. Eating became difficult
only at the time when there were these somato-
psychic ideas of anxiety; and sleep had to be
induced mainly through sleeping pills. His body
weight of 78 kg at the time of admission fell to
72 kg, where it is at present; so his food intake
has usually been quite sufficient.

As for his prognosis, based on progress so far
and other evidence, we are quite confident in
viewing it favourably. The course of his illness
showed an acute origin followed by increase in
symptoms over about a week, in which paraki-
netic and hyperkinetic symptoms appeared in the
form of verbigeration and rhythmic arm move-
ments. This period corresponded with the height
of his anxiety and production of somatopsychic
ideas of anxiety. Since then independent motor
symptoms and likewise his symptoms of hypo-
chondria have ceased, and anxiety has subsided
in intensity. Moreover delusions of relatedness,
and disorientating phonemes with content to
match have not increased. Thus the intensity of
the basic phenomenon, namely anxiety, runs in
parallel with the range of other symptoms; the
decline of these phenomena is to be expected, in
a similar sequence. (In fact the patient became
healthy in the space of 3 months after the demon-
stration, and has remained so for 2 years since).

Gentlemen! This clinical picture described is
typical of a large number of similar cases, given
that we ignore a few anomalies which make this
case not quite typical. Perhaps these are peculiar
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to this individual, as I have suggested. In general,
we cannot deny that the elementary symptom of
anxiety provides the exclusive source of a dis-
ease, which in many cases produces no symp-
toms other than ones attributable to anxiety. We
can summarize all such cases of illness as anxiety
psychoses [W]. The basic symptom is anxiety,
usually localized in the chest, especially in the
heart and epigastrium; next most commonly, in
the head; next in frequency to the entire body;
and regularly, it has a fluctuating character, and,
at the beginning, or as the illness abates, an inter-
mittent character. Such anxiety regularly leads to
the emergence of various ideas, which therefore
deserve to be called ‘anxiety ideas’ [Ed]. They
show grades of intensity such that the autopsy-
chic ideas of anxiety correspond to lower inten-
sity, and the allopsychic and somatopsychic ones
to more severe anxiety. Somatopsychic ideas can
sometimes be missing or even, as here, emerge
only temporarily at the peak of illness. When the
disease starts, and as it subsides, only autopsy-
chic ideas of anxiety are usually present. In some
cases anxiety persists, accompanied just by such
ideas; far more often the ideas are ‘dressed up’
[Ed] as phonemes. At the height of the anxiety
state, hallucinations can also appear temporarily
in other modalities and, in some of the most acute
cases, as in the example of anxiety in a case of
epilepsy described above, can occur simultane-
ously in all senses, as combined hallucinations.
Often, only autopsychic ideas are present, at a
moderate level; or there may even be a combina-
tion of autopsychic and allopsychic ideas of anxi-
ety, with added phonemes only at times when
anxiety intensifies. Allopsychic orientation is
retained but autopsychic orientation is usually
permanently altered, in the sense of delusions of
belittlement. On the other hand, disarray can
expand to include the allopsychic area. Hints of
delusions of reference are often encountered at
times of intense anxiety; also, disorientating pho-
nemes with such content occur. Common con-
tents of autopsychic ideas of anxiety and
matching phonemes express concern for family
members, for the financial situation, and chal-
lenges to personal honour, and there may be ideas
of belittlement, and self-recrimination, with cor-
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responding abusive phonemes. The content of
allopsychic ideas of anxiety is usually a threat to
life, or of ignominious disciplinary actions,
abuse, etc. Delusions of reference operate in the
same way. The hallucinations whose intensity is
most prominently linked with very high levels of
Affect are those of smell and taste, because they
are usually interpreted in terms of poisoning and
lead temporarily to rejection of food.

Amongst the aetiological factors are alcohol-
ism, epilepsy, and climacteric; and anxiety psy-
chosis seems to be closely related to growing old.

As for the duration of such psychoses, they
may last anywhere from a week to several
months. The shortest course is seen in ‘abortive’
[Ed] cases among epileptics and alcoholics. It
sometimes happens that Delirium tremens [W]
will be replaced by acute anxiety psychosis, with
its characteristic intense Affect, and with pre-
dominantly autopsychic ideas of anxiety. The
psychotic state is then correspondingly short in
duration and accompanied by tremors and symp-
toms arising in the projection system, as dis-
cussed later. In terms of symptoms, anxiety
psychosis is not rare, especially in cases of poorly
resolved heart failure; its time course then tends
to be bound up with this situation.

An actual paranoid stage, reaching the point
where insight into the illness is lost for a long
time, tends not to develop.

Motor behaviour of patients is generally deter-
mined purely in psychological ways through
Affective states, or the content of ideas of anxiety
and of hallucinations. Usually, most patients can
be treated in bed; however, as anxiety increases, a
degree of motor restlessness is produced, initially
as movements expressing anxiety, such as crying,
sobbing, wringing of hands, kneeling down, and
praying, according to the patient’s individual
manner. In many cases it may lead to tremors,
gnashing of teeth, and outbreaks of perspiration.
Should anxiety undergo a further crescendo,
patients leave their beds, and walk restlessly up
and down, probably also forcing themselves.
Some expressions of movement—or at least bor-
derline motility symptoms—are not psychologi-
cally motivated, such as rhythmic moaning or
rocking movements of the trunk (usually both
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together); endless uniform movements of hands,
which are repetitive, if not rhythmical; fiddling
around with the bed or pieces of clothing; rub-
bing the hands together, etc. There is almost
always a strong suicidal tendency, or a wish to
die, often expressed with comments such as
‘Make an end to it. Strike me dead’ [W]. At the
height of the disease, even more severe motility
symptoms are prone to occur, such as parakinetic
behaviours, rhythmic movements, and verbigera-
tion. On the other hand, at the peak of allopsychic
disorientation, increase of sensory symptoms
may occur, to the point of anxiety displayed even
when approached, and as blind defensiveness.

As a particular form of anxiety psychosis, the
so-called Melancholia agitata [W] deserves to be
mentioned explicitly. In this condition, there is
ever-present marked restlessness; movements are
driven mostly, but not exclusively in psychologi-
cal ways; sometimes, as described above, they
are on the borderline of an actual motility disor-
der. Above all, increased production of anxiety
ideas can lead surprisingly to pressured speech
and flights of fancy, symptoms that we will
encounter later in a very different clinical picture,
where there can be no mistaking their sensory
derivation. Also, it seems to be intrinsic to such
cases of agitated melancholia that autopsychic
ideas of anxiety outweigh by far any others in
their content, even though allopsychic ideas may
never be totally absent.

In diagnostic [W] terms, the assumption is that
the illness will often develop further, forming no
more than the initial stage of a more complex dis-
ease picture. Such development takes place in two
ways: to a scenario of complex motility psycho-
sis, characterized usually by the onset of akinetic
symptoms, and to one of expanded sensory psy-
chosis with disorientation. We should always sus-
pect the latter when disorientating phonemes and
delusions of reference make up more than a trivial
part of the clinical picture.

Further development can also take place very
quickly, so that the most acute medical condi-
tions such as the so-called transitory psychoses
[Ed] may result.

For differential diagnosis against Affective
melancholia (see later), it is crucial to prove the
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presence of allopsychic ideas of anxiety or
delusions of reference. Diagnosis of acute hallu-
cinosis (see later) is likewise usually easily estab-
lished. The symptom of anxiety predominates,
from patients’ accounts, and is also conspicuous
objectively; and the dependence of phonemes on
the fluctuations of anxiety, so often seen, is a
usual characteristic. However, in acute hallucino-
sis a characteristic paranoid stage develops very
early, which is not the case for simple anxiety
psychosis. In the latter condition, allopsychic ori-
entation remains intact, unlike the anxiety-laden
state found in delirium tremens [W]. Likewise,
disorientation tends to be found in generalized
sensory psychoses. Therefore, many cases of
anxiety psychosis are indistinguishable from pro-
gressive paralysis, because, from a clinical stand-
point, one must accept the existence of a ‘paralytic
anxiety psychosis’ [Ed]. While the Affective
overlay often makes it difficult to establish those
disturbances of thinking, judgment, and memory
retention which can almost always be found in
paralysis, the possibility nevertheless exists that
key symptoms of paralysis or alcoholism, arising
in the projection system, are still initially absent,
only entering the picture later in the course.
Gentlemen! Very often you will come across
cases of illness that you might call ‘borderline’
[Ed] cases, or cases of mixed anxiety psychosis
[W] and Affective melancholia [W]. They are
characterized by the fact that neither one nor the
other clinical picture exists in pure or complete
form. In their outward character, the picture of
Affective melancholia is usually predominant,
particularly because fluctuations based on anxi-
ety are less pronounced, so that a more continu-
ous and consistent clinical picture prevails.
Subjective deficits, which befit Affective melan-
cholia, are often absent, while prominent ideas of
belittlement, self-recrimination, and other auto-
psychic ideas of anxiety are present. The domi-
nant Affective state is a feeling of misfortune, but
at the same time, a state of anxiety always exists,
which can usually be localized. Expressions of
anxiety usually restrict themselves to the simplest
movements such as crying and occasional out-
bursts of despair, but agitation is generally miss-
ing. Allopsychic ideas of anxiety can almost
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always be detected, but remain isolated, their
importance falling away, so that one must often
actively search for them. Likewise delusions of
reference emerge entirely on their own.
Forebodings of misfortune prevailing along with
wider perceptions of anxiety often remain limited
to circumscribed areas, as is found with pure
melancholia. Phonemes play only a minor role.

Thus a fairly common clinical picture can be
characterized adequately in both directions. It
seems to occur preferentially among very young
persons and in old age. The diagnosis is therefore
not unimportant, because the prognosis of this ill-
ness can be stated more securely not only than in
cases of anxiety psychosis, but, in itself, is also
far more favourable. Cases of this type that I
know all had a favourable outcome.

The prognosis [W] of anxiety psychoses per
se [W] would be designated as favourable, since
by far the majority of cases such as those outlined
above have progressed towards full health. This
favourable judgment is hindered by the difficulty
in making a firm diagnosis until some way into
the course of the illness. Only when, as in the
case I just presented to you, the patient has
already gone through the critical point of the dis-
ease, can we assume it as likely that a transition
of the clinical picture to a more complex one will
no longer take place; and in this too, our hopes
may sometimes be dashed, because, after a stage
of apparent recovery, development of psychosis
with a chronically progressive course may ensue.
Such was the case, for example, in a case of
senile anxiety psychosis in a 73-year-old woman
who I could present to you after a 1}2-year course,
as a typical example of a chronic psychiatric
patient with so-called hypochondriacal delusions
of persecution [Ed], in the stage of allopsychic
disorientation [1]. In this case the clinical picture
was unfavourably clouded by numerous disorien-
tating phonemes and delusions of relatedness.

Treatment [W] of anxiety psychoses has the
special task of fighting the symptom of anxiety.
We cannot humanely ask any patient simply to
endure a high level of anxiety, any more than we
can for analogous symptoms of pain. In general
Extractum Opii [W], to be injected subcutane-
ously in doses of /2 to 1 dcg, is a reliable remedy.
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Along with this, a combination of hyoscine with
morphine proves itself to be valuable: half as
many milligrams of the former as centigrams of
the latter. With that dosage one can increase the
daily dose progressively from Y% mg:%cg up to
¥%2mg:1 cg. For anxiety attacks in epileptics it is
preferable to administer a sleep-inducing dose of
amyl hydrate internally or by enema. Incidentally,
treatment of anxiety psychoses gives outcomes
just the same as those for psychoses generally, so
I refer you to my comments on the subject at the
end of these lectures [2].

Gentlemen! In no other area of mental illness
are there so many points of contact with the func-
tional disorders of the nervous system as the one
we deal with here. However common the anxiety
psychoses may be, there can be no doubt that
states of anxiety to be classed with the neuroses
are far more frequent. This raises the following
question: Are there any sure criteria by which
one can distinguish anxiety neurosis [W] from an
anxiety psychosis? This question is of great prac-
tical importance, for it is precisely anxiety psy-
choses for which doctors are obliged to provide
timely security, by committal of patients to an
institution, sometimes involuntarily. Such inter-
ference in the personal liberty of another fellow
human would never be tolerated in the case of
mere neurosis. Fortunately the clinical picture I
described now offers more reliable and easily
identifiable indicators in its complex of symp-
toms, such that a positive diagnosis of anxiety
psychosis can be made easily, and any doubt
about the appropriate course of action is thus
excluded. However, without doubt, as every-
where else in Nature, there are borderline cases,
where there is justified uncertainty about the wis-
dom of such a measure. Here, a physician will be
tasked with ensuring the greatest possible reas-
surance while monitoring the patient privately.
For this, there is no better way than strict adher-
ence to bed rest. This is the way in which the
symptom of anxiety itself, as shown above, is to
be treated. The well-being of the patient precedes
all other considerations, and so the focus must be
on practical implications that the patient infers
from his feelings of anxiety, and from subsequent
unhappiness and anxiety about his own actions.
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Always remember that although a single symp-
tom such as anxiety is never sufficient to produce
psychosis, nevertheless, at least as much value
should always be placed on actions of patients, as
on what they say. Where there are attempts at sui-
cide, safeguarding a patient by internment in a
lunatic asylum is imperative even in borderline
cases.

Gentlemen! I have begun describing specific
types of illness by choosing anxiety psychoses
because, on the one hand, cases of such illness
are relatively easy to understand, and on the
other, because their points of contact with many
other acute psychoses are so varied that they soon
lead us right into the centre ground of our practi-
cal tasks. I need hardly point out that practical
knowledge of mental illnesses in itself has noth-
ing to do with theoretical assumptions. Therefore
the series of our demonstrations is set up mainly
for teaching purposes, these being subordinate to
practical needs. The patient who I shall now pres-
ent to you still belongs, in a practical sense,
within the area of anxiety psychoses, but, as you
will soon see, will continue into the topic of our
next lecture.

This 69-year-old factory worker, Mrs L., as
you can see, is a silver-haired woman, who
walks with a slight stoop, with downcast, facial
expression, easily made anxious, and with cor-
responding attitude. She answers questions that
are directed to her promptly, albeit with a rather
faint voice. She tells us her birthday, the date of
her marriage, how long she has been married,
the date of her husband’s death, his illness, and
the names of her children; she talks about her
only surviving daughter, and tells of her grand-
children. Also, we learn directly from her the
history of her illness. In the spring of 1896 she
was diagnosed with a growth in her abdomen,
which had subsequently been operated on. She
had then spent 11 weeks in hospital and was
subsequently quite weak but was otherwise
healthy. In November she was diagnosed with
shingles, and for 3 weeks was virtually unable
to sleep. At the beginning of December the pres-
ent illness started. She gives the duration of her
stay in the clinic—from 24th February this
year—which is roughly correct; she shows
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herself to be completely orientated about the
way in which the institution functions, and
about her fellow patients; and she knows that
the gentlemen present are students who visit the
clinic. I led her to a discussion of her illness.
What kind of illness was it? She could not eat
anything because her throat had ‘grown over’
[Ed] or, as she corrected herself, only very little
would pass through. Her tongue had grown onto
her palate. She felt with her hand, and also
showed me that the upper surface of her tongue
touched the palate. She also had a constant taste
of ‘bad luck’ [W] in her mouth, and everything
she ate lacked flavour. Anything she did swal-
low in her laborious way, she felt became stuck
in her oesophagus. It piled up in the region of
her stomach, and led to feelings of bloating. It
had previously been impossible for her to pass
any stools, and they now passed only by artifi-
cial means and insufficiently.

I asked whether things were not already
improving, which she denied. I must comment
here that she is actually already recovering well.
She used to be so weak and feeble that she could
answer only in a toneless, flat voice; and a dem-
onstration like today’s would have been totally
impossible. Due to her severe malaise, at that
time, she hardly ever spoke about herself, while
now she sometimes does so; she had shown no
interest in her environment, whereas now she
takes some interest in it. At that time she also
stated that the canal for passage of her food had
grown over completely, and she had to be forci-
bly fed, whereas now she can take some nourish-
ment spontaneously. We also learned, from her
daughter, that she had earlier complained of not
being able to breathe.

This patient cannot specify exactly the nature
of her disease; at least it was something very bad,
and totally hopeless. In the past she had given her
view that it was plague, and that she was afraid of
infecting others by contact. In this respect, too,
she has clearly made progress because now she
no longer believes this.

When we now ask the patient how satisfied she
is with her treatment here, she replies: Good, but
it is just not worth it. Why ever should she blame
herself? She was bad and sinful through and
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through; she had already attempted to take her
own life; she was a monster, a spectacle amongst
men; she deserved to be discarded. Other patients
shouted out about her. She had brought her illness
on herself by starving herself; during her last ill-
ness she had been reckless in treatment of her
mother. As a further sign of a fantastic delusion of
belittlement, I want to mention that the patient
refuses to go into the visitors’ room, because she
should not be seen by others. When preparations
were being made for photography the photogra-
pher would be so frightened at the sight of her that
he would drop down dead. Furthermore, she
believes that she cannot die, because she is too
bad; and yet now she says she wants to die and,
prior to her admission, she had made two attempts
to strangle herself because she could bear it no
longer. As for her grandchildren, the patient
believes that they are very ill, perhaps dead, and
she previously gave us the opinion that they
would die on her behalf. She even claimed to be
the cause of all misfortune, from which she heard,
as an example, when a friend had burnt her hand.
She likewise expressed the fear that she would be
admitted to hospital because she was too evil.
Although she gives quite coherent information,
and conveys no outward sign of anxiety, she says
on questioning that she suffers constantly from
anxiety. Where is the root of the anxiety? In my
head. The anxiety is precisely differentiated from
a feeling of excitement in her epigastrium; but
according to earlier information, the anxiety
had been temporarily localized in her chest.
With regard to this patient’s conduct on the ward,
she has always shown herself conspicuous as
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accessible and trustworthy. She always keeps
herself clean, and the only hindrance to this is on
occasions when, as a consequence of her delu-
sions, she attacks her anus or touches her faeces.

Gentlemen! No other symptoms have been
found in this patient. There remain only her delu-
sions based on the abnormal notion she describes,
restricted just to her body and her personality,
and which thereby determine her behaviour. With
regard to the conceptualization of this illness, it is
very instructive to provide an overview of its
course. In fact it turns out, beyond doubt, that the
hypochondriacal complaints which still exist had
been present right from the beginning, and had
led gradually to the most severe emaciation of the
patient—her body mass was 31 kg at admis-
sion—which had precipitated the need for admis-
sion to the clinic.

The other unusual ideas were added only
when her illness reached a certain level of sever-
ity, after the isolated hypochondriacal complaints
had been present for weeks. Tests of memory
retention and attentiveness gave normal results.
The information that we received from the patient
came only as short answers to the questions
directed to her.
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Lecture

Gentlemen!

Among the patients who have been briefly
presented to you, you have become familiar with
an example of those common cases that have
earned the distinctive name of hypochondriacal
anxiety psychosis [W]. Clearly, this is a localized
intestinal somatopsychosis, based on abnormal
bodily sensations in the area of the digestive
tract, which can quickly lead to disorientation in
a circumscribed area of consciousness of corpo-
reality, specifically the intestines. The accompa-
nying severe malaise is easily understood as a
consequence of somatopsychic disturbance of
identification. Our patient identified her state of
mind as anxiety, but more often, corresponding
with the main substantive alteration, the patient’s
Affective state is reported not as actual anxiety,
but as something different, especially for patients
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who, by virtue of their educated linguistic
expression, are more erudite. Apparently these
are Affective states that we have already come to
recognize as bodily or somatopsychic disarray. In
addition, sometimes, we can distinguish a new
component, something special, anxiety occurring
in paroxysms.

This circumscribed intestinal hypochondria
[W] is itself localized preferentially near either
end of the digestive tract. Corresponding to this,
complaints that stand out are firstly, a difficulty in
swallowing —considered in the broadest sense,
so that it covers the entire action of transporting
food to the stomach—and then, difficulty in
evacuating stools. In a case of the latter type, we
could identify the starting point for hypochon-
driacal ideas, as a mucous rectal catarrh sustained
by haemorrhoids; likewise, in female patients, a
pre-existing global sensation could often be the
starting point for such a symptom, attributed to
swallowing difficulties.

As you can see from such examples, it is
beyond doubt that we interpret this as a psycho-
sensory disturbance of identification in organ
sensations, although it is difficult—even impos-
sible—to establish whether it is hyperaesthesia,
paraesthesia, or anaesthesia which is present.

At a certain stage, emergence of these two dif-
ferent initial localizations comes to the same
thing, that is a feeling of repletion or ‘surfeit’
[Ed] of food: on one hand, starting with food that
is either laboriously swallowed or artificially
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introduced and accumulates in the stomach area;
on the other, a faecal mass backs up from below,
eventually right up as far as the pharynx. The
most common and most important of these abnor-
mal sensations is refusal of food, which in such
cases almost always requires force-feeding by
oesophageal tube. A heavy feeling of dolour is
always present, quite understandably so, given
the feeling of severe physical illness which pre-
dominates. This also affects patients’ outlook on
the future: They always believe themselves to be
lost and quite without hope. In pure cases of this
sort, actual perceptions of anxiety are restricted
to the autopsychic area, often in a quite limited
way, in that patients blame themselves for having
brought about or aggravated their illness through
neglect of medical advice and medical planning.
In the case of a 60-year-old, unmarried woman,
after a long career in nursing, combined with a
sad Affective state, she quite suddenly she fell ill
with this form of intestinal somatopsychosis and
severe food refusal. After about 6 months of ill-
ness, the abnormal sensations in her pharynx
diminished. However, the dolour and autopsychic
focus of her anxiety remained, as did the somato-
psychic perception of anxiety about having no
bowel movements, and the illness eventually led
to her death.

As far as motor behaviour is concerned, in
such patients, in pure cases, its motivation
remains entirely psychological. In one patient,
more of an agitated state was observed: outbursts
of whining and despair, lamentation, hand-
wringing, etc.; while in others, perhaps based on
individual differences, there was a moderate fail-
ure of motility, as we find clearly in evidence,
when people feel severely ill. Either such behav-
iour can exist in the same way throughout the ill-
ness or one condition can replace the other, or
even agitated behaviour can correspond to one of
several peaks along the trajectory of the illness.
Conversely, severe loss of motility, in other words
an intrapsychic akinesia (with psychosensory
relations), can appear, corresponding to an
increasing range of symptoms; indeed I have
seen this, for example in the case of worsening
somatopsychosis [W], initially only intestinal.
Here therefore, akinesia, derived, according to its
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severity, from an increase in the feeling of being
ill, was the more severe event, for the patient then
became unclean and claimed not to be able to
stand, walk, or speak. In fact, these functions
were preserved, as could be seen from her chance
responses.

A 57-year-old female patient, who had strug-
gled for years with severe food problems, was
subsequently diagnosed as having sensations of
intestinal obstruction. Six months later, at the
height of her illness, she claimed to be full to the
top with faecal matter, and unable either to
breathe or to move. When her illness began, she
had repeatedly expressed her fear of starvation,
with despairing restlessness; but after an inter-
current bout of influenza she veered towards a
severe state of fatigue, in which she also com-
plained about slowness and difficulty in her
thought processes. Subsequent infiltration of the
upper lobes of both lungs seemed to make the
prognosis totally hopeless; nevertheless, after
several weeks in this condition, she started to
convalesce, and after about a year was discharged
to family care as improved. The disease trajec-
tory in this case can be regarded as purely exten-
sive, and the akinesia then corresponded to a
peak in that curve. This case was interesting in
that her anxiety, which focused on the heart, was
always stated to be a separate phenomenon, and
suggestions of ideas of autopsychic anxiety tak-
ing the form of self-recrimination were quite
short-lived.

Even clearer than in the previous case, the
worsening behaviour of a hypochondria with ini-
tial localization restricted to the genital organs
was demonstrated in the case that I presented a
few semesters ago. This was a 23-year-old Jewish
lady, who had suffered psychotic attacks on sev-
eral previous occasions, sometimes more melan-
cholic, sometimes more manic in nature; her
sister had been mentally disturbed in a similar
way on two occasions. She had lived with her
brother’s family, and looked after his very sick
child with utmost devotion. At the beginning of
her own illness she complained of feeling a
solid body in her genitals and was treated by
the gynaecologist. The symptom was combined
with a burning sensation, urinary tenesmus, and
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pressure, with failure of menstruation. There
were no objective findings. When the sick child
died about 2 months later, she began to take on
the hardest work, in spite of which she soon
declared that she was no good, could not work,
was superfluous, and was a burden to her brother.
About 2 months later she attempted suicide with
chloroform and was unconscious for several
hours. A foiled attempt at drowning provided the
occasion 3 months later for her being transferred
to the clinic, where the patient’s delusions of
belittlement have been intensely managed up
until very recently. In the last 2 weeks prior to
admission, and during the first months of her stay
in the clinic, her physical ailments intensified to
an extremely desperate state. She said that as a
result of unsatisfactory stools, her food had accu-
mulated inside her—not faeces, she explicitly
stated—and had been transformed into a solid
mass. This solid mass had penetrated every part
of her body, disfiguring it; only her skin remained
in its natural state. The patient had convinced
herself of this because of feelings of internal
heaviness, and from palpating herself with her
hands. Her body felt dead, as if it had expired,
and there was no longer any blood flowing
through it, although the patient could feel her
pulse and also hear her heart beating. This ‘solid-
ification’ [Ed] extended also to her sense organs:
Although she could hear with her ears, her eyes
remained fixed within her head; she could not
move them, nor open her eyelids. When she made
eye movements during the examination, she
assured us that this would not otherwise have
occurred, and that she had to turn her head
instead. She doubted whether she could smell,
feel, touch, or taste; she tried it with milk, and
found it to be so. However, she could swallow
and move her tongue. The patient constantly
refused food during this time, and had to be tube-
fed. As for bowel movements, she claimed that
they were insufficient, even though infusions or
laxatives—which she willingly accepted by the
way—had had an effect from which she felt
instantly relieved. She constantly felt severely ill,
with a sense of absolute hopelessness, and a cor-
respondingly desperate mood in relation to her
physical condition. However, she complained of
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anxiety only transitorily, at times of extreme
excitement and despair, the anxious feelings then
being localized to her breast.

As for this patient’s motor behaviour, there
were periods of outpouring of despair as a result
of progressive decline of strength. There was her
delusion of having sinned through having eaten
too much; she was lost to all eternity; she
deserved all the most severe punishments await-
ing her, such as being consumed by fire. Similarly
she regarded her stay in the clinic—where per-
force she had to be kept at the monitoring sta-
tion—as a well-deserved albeit minor
punishment. Moreover her intelligence was
intact, her orientation fully preserved; despite
physical weakness there was no slowdown, nor
hallucinations, nor delusion of relatedness. With
continuing weight loss, death ensued after a
9-month stay in the clinic.

A modification of intestinal somatopsychoses,
which is not rare, occurs in cases in which the
aberrant sensation is localized more towards the
airways. In one such case the nasal passages were
the main site of this abnormal feeling, associated
with fear of suffocation; in another case there was
a feeling that the throat had dried up and the tra-
chea was overgrown, although swallowing and
nourishment continued undisturbed, and without
any respiratory distress. Nevertheless, the patient,
a 42-year-old farmer’s wife, experienced a local-
ized feeling of severe loading in the epigastrium,
as if from a stone, which was so severe that she
described it as a ‘death feeling’ [Ed]. Apparently
this feeling climbed only gradually up to the
pharynx. The patient tossed and turned with
internal unrest, whined incessantly, and had most
pronounced tendencies to suicide. Multiple
attempts had already been thwarted. At the time
of observation she had already been ill for a year
and it was learned that during the first half of the
year she had spoken in self-accusatory terms, and
of fears for her family, with even more vehement
anxiety. Her husky voice and occasional bouts of
coughing led us to examine her larynx, and it
turned out that, in addition to catarrh that had led
to swelling of her vocal cords, one vocal cord was
completely paralyzed. Although suspicion of
tuberculosis of the larynx had arisen in this case,
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clearly this did not explain the paralysis of the
vocal cord; and you could even ask whether it
was more of a direct consequence of the hypo-
chondriacal sensation arising in the laryngeal
innervation, in other words, an effect of abnor-
mally altered sensation in an organ which at the
same time serves motility, in the sense of com-
ments made earlier (p. 132). The possibility was
then considered that the catarrh was only a conse-
quence of deficient motor activation, as the end
result of morbid sensation. I submit that the uni-
lateral nature of the vocal cord paralysis does not
support this explanation, and a different view of
this rare condition is closer to the truth. Vocal
cord paralysis and catarrh were perhaps the com-
mon outcome of a latent, undetectable cause, and
only the paraesthesia of abnormal organ sensa-
tions was the starting point of circumscribed —
andinduecourse, clearly symptomatic —intestinal
somatopsychosis.

Gentlemen! In light of the above comments,
symptoms of paralysis in cases of circumscribed
bladder hypochondria are much more likely to be
understood as psychosensorily induced akinesia.
These cases mark a transition between hypo-
chondriacal psychosis and neurosis, in that they
encroach even less than the previously described
ones on the rest of mental life. Moreover, treat-
ment in our institution can often be avoided, the
more so since the numerous subjective com-
plaints associated with paralysis of the sphincter
muscles are usually limited to certain times of the
day, the rest being symptom-free. Particularly
burdensome is the feeling of urinary pressure
sometimes connected with a tendency to involun-
tary ejaculation: The latter are also able to occur
without erections. Patients are therefore in con-
stant fear of causing embarrassment; besides this,
localized feelings of anxiety can exist in the epi-
gastrium. Outside the spasm, the patient may
appear mentally normal; however, during the
attacks they suffer from more or less severe auto-
psychic notions of anxiety and despair to the
point that they become tired of life, with a ten-
dency to suicide. These patients usually organize
their way of life so that incidents of the type
described cannot arise; professional activity and
dealings with other people suffer as a result.
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In one such case, treatment with several hours of
warm baths, in which the patient felt relieved
of every concern over unexpected moments of
embarrassment, had a sustainable, long-term suc-
cess. I need not emphasize that these cases are
distinguished by absence of any local changes,
and of any symptoms arising in sensory nerves or
the spinal cord, while the patients’ history of
persisting cystitis or gonorrhoea is not without
significance.

Certain cases of defaecation hypochondria are
related to hypochondriacal neurosis in a similar
way: The main burden on patients, and likewise
the fear, with its sequelae, is similarly eliminated
by controlling production of stools.

Gentlemen! Not unexpectedly, circumscribed
intestinal hypochondria can also be localized in
the female genitalia. A typical case of this kind,
who I presented in the clinic, concerned a
22-year-old serving girl who, before her illness,
was of normal intelligence, but always easily
excited, and inclined to outbursts of anger; her
brother was mentally ill when he died. After
bouts of anger, she was said to have had repeated
seizures of an unspecified nature. At the time she
presented here, she had been suffering for about
2 years—though with several long intermis-
sions—from a burning sensation, which was not
directly painful but was yet described as quite
unbearable, in the genitalia and internally in the
lower abdomen. This burning was not continu-
ally present, but recurred persistently. It was
worse towards evening, and was simultaneously
associated with low back pain, headaches, dizzi-
ness, and nausea. At the same time she com-
plained of anxiety in the epigastrium. The illness
was accompanied by unhappiness, low mood,
and hopelessness; and her facial expression, and
her apathetic behaviour altogether, conformed to
this mood. At the time of her menstruation, there
were fewer complaints; before and after it, there
was lower back pain and some discharge. Special
mention must be made of the patient’s motor
behaviour. While she usually stayed in bed,
depressed and apathetic, occasionally there were
outbursts of totally unmotivated, senseless rage,
when the patient screamed, lashed out, bit, and
scratched, quite unaware of her surroundings.
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The patient subsequently had no recollection of
these instances, which did not last for hours; and
each time, they were initiated by an increase in
abnormal sensations in her genitalia; then came,
like a type of aura, a feeling as if the body were
dying, with consciousness fading. These motor
expressions bear the stamp of senseless rage, and
would be correctly understood as a type of reflex
response to violently-increased organ sensations,
and thus as hyperkinesia induced by psychosen-
sory means, via a short circuit. At the time of
observation she was suffering from ulceration of
the cervix and vagina. The beginning of her ill-
ness was allegedly related to a delivery and sub-
sequent metritis. As a result of her tantrums, this
patient had to be transferred to a nursing home.
Although the reported symptoms are close to the
clinical picture of epilepsy, typical epileptic sei-
zures were never observed.

Except for bouts of motor discharge just con-
sidered —attributable to twilight states in the so-
called transitory psychoses, as discussed later—a
circumscribed intestinal somatopsychosis, with
its origin specifically in the genital organs, is fea-
tured in this case. It is correct to note the close
relationship of tantrums with those of epileptic
and hysterical twilight states, but this will not
prevent it being suggested that permanent abnor-
mality of intestinal sensation is also the starting
point for the acute transitory seizures; and thus
such seizures appear to derive from a reflex psy-
chosis induced by the genital organs. However, in
this transitory condition, disturbance of identifi-
cation then spreads to all three areas of con-
sciousness, while the motor discharge retains the
character of a psychosensory condition, fully
characterized as somatopsychic disarray. This
approach has the advantage of providing a uni-
form view of the illness itself. It is supported
mainly by the fact that an increase of localized
complaints always preceded the tantrums, but
also by experience in similar cases. For example,
quite separately I observed a very similar tantrum
in a 20-year-old girl who constantly brought to
light severe unhappiness with suicidal tenden-
cies; and when she once relaxed her guarded
nature and expressed herself openly, remarked
that, quite definitely, her abdominal pain was the
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cause of her behaviour. The pain generally fluctu-
ated; and in the oft-repeated periods of several
days’ exacerbation, could be localized spasmodi-
cally in the region of the uterus and the parame-
trium, connected with terrible feelings of anxiety
rising right up to the heart, which were described
along with ideas of her being incurable, and with
suicidal impulses. The patient screamed and
moaned loudly, and required monitoring due to
her outbreaks of despair. At one time she could
be calmed with soothing words, but more often
chloroform had to be administered. She did not
come up with any fantastic names for her illness.
Objective findings in the genital organs led to the
conclusion of previous masturbation (erosion of
the vulva and vagina with mild catarrh and blad-
der complaints). There was also slight retrover-
sion of the uterus and chronic severe constipation.
Sleep and food intake were continuously very
disturbed. The patient, a sales assistant in a cloth-
ing store, was the daughter of a well-known
eccentric father; and, after a severely hysterical
attack of irritability, during which she struck out
blindly and shouted fearfully, brought about by a
dispute with her boss, she was admitted to hospi-
tal. Six months later, she too was moved to a
nursing home, as permanent improvement could
not be achieved. The tantrum that we observed
occurred around the middle of her stay in the hos-
pital, allegedly caused by anger. Here, too in my
opinion we might be forced to interpret the short-
duration transitory psychosis arising in the rest of
the clinical picture as in no way different from
the previous case, since the motor discharge
again corresponded with widespread somatopsy-
chic disarray. Incidentally, this patient was dis-
charged from the nursing home after 6 weeks,
allegedly completely recovered, probably as a
result of the powerful impression that transfer
there must have had on her.

Gentlemen! That idea that sense organs too
can give rise to abnormal organ sensations and
thereby to circumscribed hypochondriacal symp-
toms or somatopsychosis is shown by the follow-
ing instructive case. A 71-year-old physically
spry woman who, up to 9 months ago, had served
as a nanny and on closer examination showed
no signs of weakened intellect or senile mental
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disorder sought spontaneous admission to our
hospital because she was afraid that she might
commit suicide. During her stay in the clinic of
more than 4 months, she always presented the
same symptoms, right up to the time of her previ-
ous discharge: On admission, she moaned to her-
self about anxiety in her heart. Her chief
complaint, however, was a noise in her head. The
noise was constant; and increased at times of
complete silence, so that she preferred to remain
at the rather noisy monitoring station. This noise
was subjectively extremely unpleasant, gave her
no rest, interfered with her thinking, and com-
pelled her attention. When the noise was bad,
restlessness in her heart and anxiety also occurred.
Also present were severe unhappiness, hopeless-
ness, autopsychic ideas of anxiety with a self-
accusatory content— which at the same time she
rejected —insomnia, fear of silence at night when
the noise increased, and thoughts of suicide. She
had an attentive face, no deficits of any sort, and
good retention in memory. She looks after her-
self, but sleeps with the aid of sleeping pills.
According to the patient and her family, this con-
dition had developed slowly over 4 months.
Initially, only the noise in her ears was present,
which is why she consulted several ear special-
ists. Then the restlessness and anxiety in her heart
started. She ran back and forth a lot, and could
stand it no longer. Finally, she deliberately
reduced her food intake and had suicidal ideas.
The condition was always worse in the evening,
which was confirmed in the clinic. In the clinic,
her food intake was good, and over the last 2
months her body weight has increased from 52 to
55 kg. Results from hearing tests and ear exami-
nation were interesting. There were old changes
in both ears; constriction of the tympanic mem-
brane more on the left than the right (old Otitis
media [W]). On admission she understood speech
whispered at 3-3% m.; it was also shown that her
hearing improved or worsened according to the
intensity of the noise. Over the first 2 months
there was a clear decrease in her auditory acuity.
This was noticeable even at ordinary conversa-
tional levels; for whispered speech, auditory acu-
ity decreased to 30 cm on the left and 20 cm on
the right. Here, we discovered particularly poor
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bone conduction; against the skull or mastoid
process the clock was not heard at all. An
improvement of her mental condition in the last
2 months clearly ran parallel with favourable
results of ear treatment using the Politzer [W]
method. At the time of her discharge the noise
was certainly still present; there was also a dis-
proportionate feeling of illness in relation to this,
and fear of recurrence of the old situation.
However, anxiety, unhappiness, self-accusations,
and suicidal ideas had been eliminated. She could
hear whispered speech in both ears at five metres,
and bone conduction also appeared to be
improved, albeit worse in the right than the left.
I will try to describe to you one of the strang-
est cases of somatopsychosis, according to notes
from my time employed in the Asylum
Department of the Charité, this being pervasive
and also acute (in terms of external configura-
tion). The 46-year-old worker N. was admitted as
a delirious patient to the Asylum Department of
the Charité on 6 December 1876. He had previ-
ously been admitted on 8 March the same year
into a secure unit and after 3 days was transferred
to the Delirium Department, but was discharged
from there on 31 March as recovered. The few
data available from the time giving the diagnosis
of Delirium tremens [W] seemed doubtful, but
many things showed that he had severe hypo-
chondriacal difficulties (semen flowed from him
continually, he suffered burning in his mouth, his
larynx had been removed); and, apart from
marked tremor and other objective signs of alco-
hol abuse, he presented familiar visual hallucina-
tions, amongst others. His restlessness and
current delirious behaviour were put forward as
the reason for his readmission. His alcohol con-
sumption was only moderate, before which he
was alleged to have had complete allopsychic ori-
entation, and intact memory of his earlier stay.
His face was deep-ridged and grief-stricken, with
an anxious, yet sometimes still-smiling expres-
sion, an increased respiration rate due to his anxi-
ety, no hand tremor, only a light lingual tremor,
with perpetual moaning and talking to himself.
Hypochondriacal offerings included that his
brain could have been frozen; he couldn’t speak;
his jaws might have been so loose that his throat
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would be divided; to him, his tongue appeared to
have grown and fell down outside; and he had
lost his hearing. Such utterances were often made
without apparent Affect in a peaceful, conversa-
tional tone. He does not answer for a start despite
talking very loudly, but soon after, says, in a
whisper ‘He could hear already, but there was no
tension in his ears’, and grasps with his fingers in
the external auditory meatus. He answered my
question about headache in the affirmative. He
poked his tongue out, after he had suggested that
this would not work. For past medical history, he
indicates only that it had been remarkable for him
for some time, but up until recently he had acted
as a house servant. His pupils were fairly narrow,
equidistant, and widened only a little, when his
eyes were shaded. He claimed that he had no
face; his head was as hard as stone. Other com-
plaints: his rectum had been torn out; his head
was back-to-front with the face backwards.
Similar complaints, shifting in content and tem-
porarily corrected again during the whole dura-
tion of the illness, among them the delusion of
the reversed position of the head being surpris-
ingly fixed. Apparently there were no hallucina-
tions, which he could speak of, accessible on first
asking. Gradual refusal of food was motivated by
the patient having no stomach, and he would get
no air. Tube-feeding was often required. Sleep
was achieved only with the aid of sleeping pills.
Most striking motor behaviour occurred through-
out the duration of his illness. Soon he used the
side rails, separated by gaps between neighbour-
ing beds, like the rungs of a ladder, so that he
could get about; sometimes, standing in bed, he
let himself topple over backwards, into and
beyond the bed; at other times he violently threw
himself out while rotating his torso, usually with
the motivation that his head would turn right way
round. Frequently, he expressed his discomfort
by whining so disturbingly that he had to be kept
in seclusion, and at other times strikingly stoic,
even with a characteristically smiling manner,
often monotonously recounting previous experi-
ences —reminiscent of verbigeration: ‘N., do you
want to stay here?’ ‘No, sergeant’ whereby he
explained that he had been an NCO, and now
very much regretted that he had refused the invi-
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tation to surrender. Often he piled himself into a
corner, hiding, singing to himself of similar expe-
riences, like those mentioned above, but never
with actual motor symptoms. Gradual resistance
and blind defence against any actions prevailed; a
strait jacket became necessary; his cleanliness
and strength declined. Multiple injuries were
incurred from the movements described above,
including his violent beating of his own face with
a clenched fist, etc. Finally, refusal of food, alter-
nating or simultaneous with his insisting that he
could not swallow, he drove us away, in animal-
like manner, with bared teeth, so that you were
afraid of being bitten, and that he then swallowed
whole what he had bitten. After a restless night,
in a sudden moment of calm, he died, on 4 May
1877. The autopsy revealed, apart from a very
strong, virtually unbroken thickening and opacity
of the pia over the convexity, Hydrocephalus—
both internus [W] and externus [W] as the main
finding; countless calcified trichinae in all his
muscles, especially those of the neck. Under the
deep fascia of the supraclavicular region, an ill-
defined, pus-soaked body was found, the size of a
pigeon’s egg, apparently corresponding to an
abscessed lymph node, and continuing upward
into the deep musculature and gradually disap-
pearing. His intestines were unchanged, except
for the signs of general marasmus.

Gentlemen! The expressions of somatopsy-
chic disarray which showed up in this patient’s
motor behaviour were so strange that they have
remained indelibly in my memory. In part they
can be understood from the autopsy findings, and
in particular, we can infer an internal connection
between the pus focus in the deep muscles of the
neck, and the peculiar—often perilous—jumps,
by which he attempted to correct the supposed
perverse orientation of his head. We are entitled
here to interpret the underlying psychosensory
disturbances of identification as abnormal par-
aesthesia of position sense for the head, induced
psychotically.

Alteration to the external configuration of the
body confronts us in no less instructive a manner,
in a case that I would like to outline to you only
briefly. It concerns a 35-year-old former officer
of high nobility, with development of a marked
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organic syndrome. For 3 years now, his life has
been temporarily in discord; over the last 6
months he has been in a bad way, which is when
I got to know him. During that time he slept
badly, with occasional bedwetting, along with
Impotentia coeundi [W]. Apart from low-level
ataxia of his legs when lying in bed, a dubious,
but enduring speech disorder, and traces of a
right-sided facial paralysis, there had been no
detectable symptoms of paralysis, although there
was an old infection. Specifically, attentiveness,
memory, and judgment were good; there was
no fainting, but frequent deep breathing.
Unhappiness, subjective inability to work etc.,
matched these complaints, related exclusively to
his own body, which he himself says he can no
longer understand. His body itself has changed,
becoming thick and foul-tasting, like a lump of
dough, his nose has become a red cucumber, his
tongue and mouth are swollen, and he could not
open his mouth wide enough. His stools were
quite inadequate—he was full right up to the
middle of his trachea; eating and drinking were
performed, without any sense of taste, merely out
of a sense of duty; there was a constant unsa-
voury, slimy taste in the mouth; his neck and
throat were hot and dry as though burned out. He
denied any real feeling of anxiety. Due to the
continuation of these complaints he had to be
transferred to a mental institution because of his
dangerous abuse of his caring, self-sacrificing
wife; and he went there, and within a few months,
a rapidly progressing paralysis developed.
Gentlemen! Those examples of hypochondri-
acal psychosis or somatopsychosis that I pre-
sented may suffice to show that we are dealing
with an area where individual cases show very
different characteristics. We want to try to sum-
marise characteristics common to them all, in
order to define their demarcation from other psy-
choses. Turning first to aetiology [W], we see that
quite often the content of a disorder of aberrant
identification is determined by a detectable phys-
ical illness. Nevertheless it may not be a simple
cause-and-effect relationship, because the same
diseases of organs can be seen countless times
without resulting in any form of psychosis. On
the other hand, it is permissible to regard such
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cases as regular examples of psychosensory
paraesthesia of the organ systems involved. The
old theory of positional changes in the colon as
the cause of mental illnesses now appears to
some extent understandable, and even, with the
constraints just given, closer to reality in indi-
vidual cases. The clinical picture is always deter-
mined essentially by psychosensory disturbance
of identification of organ sensation, for which it
is often uncertain whether paraesthesia, anaes-
thesia, or hyperaesthesia is present.

Localization of the morbid sensations [W] is
often quite vague and diffuse, as is particularly
common for example during initial stages of pro-
gressive paralysis, when severe malaise can be
traced back to terrible, indescribable sensations
throughout the body. Moreover, it can be very
diverse, affecting almost all body areas, includ-
ing sense organs. However, pure somatopsycho-
sis can be identified when the resulting substantive
change leaves the allopsychic area intact, in other
words, the origins of the substantive changes can-
not be found in the outside world—as for exam-
ple, when the sensation of stabbing instruments,
electric shocks, palpations, etc. always go beyond
the range of pure somatopsychosis, or equally
those of somatopsychic delusions of relatedness.

On the other hand, the autopsychic area shows
itself always to be involved, to varying degrees,
corresponding with the Affective state induced
by anxiety or somatopsychic disarray. A despair-
ing depressed mood, unhappiness, hopelessness,
and autopsychic perceptions of anxiety of the
most varied content are always to be found.
Surprisingly phonemes are very often missing
and, where they do occur, serve only to summa-
rize in words the ideas of autopsychic anxiety
and the bodily sensations. Explanatory delusions
are usually, though not always, present. Through
them, those sensations get their fantastic interpre-
tations. Thus the concept of mental disorder is
often already accessible to the layman, such as
when there are complaints about worms in the
brain, or a frog or bird in the body. Anxiety, with
its favourite location in the chest, the head, or the
entire body, is an almost invariable accompany-
ing event. The more pronounced it is, the more
actual ideas of anxiety assert themselves; and
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they can become so dominant that it is justifiable
to separate certain cases of somatopsychosis as
‘hypochondriacal anxiety psychosis’ [Ed]. The
recently introduced Mrs L. (p. 150 seq) was an
example of this. Also, these cases remain well
characterized, due to the absence of allopsychic
anxiety ideas and delusions of relatedness.

The motor behaviour [W] of this patient can
be understood in psychological terms, as depen-
dent on his sensations and bodily malaise: at
times, more agitated, at other times, reduced vir-
tually to motionlessness; his speech follows a
similar pattern. Those sensations that result from
self-harm, through food refusal, suicidal
impulses, and actions of somatopsychic disarray,
assume special importance. Some such acts are
specially emphasized, since they compel our
interest by their enormity. Belonging among
these are ripping out the tongue, tearing out the
genitals, ripping the body orifices, boring out the
eyes, and crawling into a fire hearth. Some abnor-
mal movements can emerge from parasthesia of
the position sense, as we have just seen, in the
example of patient N (p. 158).

It is a mistaken notion, although one held as
authoritative, that the distinction of hypochon-
driacal mental illness from hypochondriacal neu-
rosis is based on the fact that fantastic or
explanatory delusional ideas are missing in the
latter. In contrast the distinguishing feature here
is whether or not the hypochondriacal feelings
exert any influence on the patients’ actions.
Patients who, out of fear of succumbing to sui-
cide, themselves seek out a mental institution,
like the above-mentioned Mrs B., will have to be
considered mentally ill, but without all the fan-
tastic interpretation, just as do all those who
refuse food. Otherwise the exclusive focus on
morbid feelings can make patients unable to
apply themselves to all manner of tasks, and, par-
ticularly, to their personal needs. The sensation
that, in breathing, the lungs rub against each
other, with vivid accompanying pain but with no
objective findings, formed the main complaint of
a patient, who made no fanciful interpretations,
but was totally immersed in his severe feeling of
illness, which made him incapable of any activ-
ity. You could fairly use this case to exemplify the
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difference between hypochondriacal psychosis
and neurosis. However, another case, I would
claim beyond doubt to be one of mental illness: a
general failure of motility bordering on immobil-
ity, without any other disturbance of intelligence,
driven by an unbearable tickling sensation in the
intestine, again without fantastic interpretation.

Anxiety psychoses both in pure cases and in
hypochondriacal anxiety psychosis and also the
somatopsychoses are relatively simple types of
illness, dominated in their entire course by the
same complex of symptoms. The trajectory of
their illnesses can often be constructed just as
well from the intensity as from the range of their
symptoms, for which the Affects of anxiety and
motor disarray will be decisive factors in the
intensity curve. Where the range of symptoms
remains the same throughout the illness, which is
often the case for localized intestinal somatopsy-
chosis, the curve is purely one of intensity. Cases
where there is a spread of abnormal feelings from
one circumscribed region of the body towards
additional organs result in a curve based on the
range of symptoms, which may be independent
of the intensity. The relationship of the two
curves to each other may determine the prognosis
[W], where an increase in range without any cor-
responding increase in Affective intensity seems
to be an unfavourable pointer. Moreover, in all
cases, prognosis depends primarily on a patient’s
nutritional status, but only in the sense that resto-
ration of a certain body weight is a prerequisite
for healing and averting a lethal outcome. Good
nutritional status at the onset of the illness by no
means guarantees a favourable course. Invariably,
there is a threat to life. For paralytic and hebe-
phrenic somatopsychosis, severe organic loading
is taken to be prognostically unfavourable when
the limits of hypochondriacal neurosis are
exceeded and an undoubted mental illness is
present. Nevertheless, overall, acute somatopsy-
choses must be included amongst treatable men-
tal illnesses.

Whether a treatable paranoid stage occurs in
pure somatopsychoses can be learned only from
further clinical observations. On the other hand,
in cases whose acute character is conditioned
more by their Affective colouration than by their
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temporal course, progression to a chronic mental
disorder seems to be quite common.

Gentlemen! I would like to mention briefly a
common combination of localized intestinal
hypochondria with the clinical picture of
Affective melancholia, which I have yet to
describe. The hypochondriacal sensation we deal
with here is mostly intestinal or, in women, often
stems from a global feeling, or from the sexual
organs. These illnesses merit the name
Hypochondriacal melancholia [W], a term other-
wise much abused, characterized by very favour-
able prognosis once treatment is appropriate, that
is, to be undertaken within an institution.

Gentlemen! According to our course curricu-
lum, I now pass over to a brief description of
hypochondriacal symptoms, whether or not they
occur in isolation or combined with other symp-
toms, and whether or not explanatory delusions
and other sequelae [Ed] are present. When the
functioning of organs, which usually goes unno-
ticed, reaches perception and is accompanied by
abnormal sensations, we have examples of psy-
chosensory hyperaesthesia [Ed]. Digestive activ-
ity in the stomach or intestines after a meal
belongs here. Increasing from a slight feeling of
unease to totally fantastic ailments, this symptom
is frequently found in mental illnesses, usually
linked with explanatory delusional ideas, that
harmful substances have been mixed in with the
food. Often, a genuine gastritis is the starting
point for aberrant identification, leading to com-
plaints of a heavy feeling, as though a stone lay in
the pit of the stomach. Localized anxiety in
Affective melancholia often has such an origin.
The feeling of burning, seething, tugging, smoul-
dering in the gut, the chest, or in the abdominal
cavities occurs commonly among the mentally
ill. The heart is the starting point of many com-
plaints: Sometimes it beats too violently, some-
times too little: It seems, to the patient, to stand
still, with blood faltering in the veins. In one of
Kahlbaum’s patients a painful sensation in the
heart was related to having seen a flame in the
stove: Her heart might have ‘burnt out’ [Ed].
Muscle pains often underlie a very severe feeling
of illness, as proven by occasional examples of
rapid onset, resolved by relief of muscle pain.
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When moderate muscular exertion, as in stand-
ing, walking, and sitting, brings on a severe feel-
ing of fatigue, and thereby ideas of complete loss
of strength, and of approaching death, this is also
based on hyperaesthesia. The notion of develop-
ing pulmonary phthisis and therefore being des-
tined to die is likely to arise from muscle pains in
the thoracic region. It may imply feelings origi-
nating more in the intestines, when the claim is
made that the lungs are ulcerated or putrefied;
sometimes there is also a misinterpretation of
mucus, expectorated from the throat or nasal pas-
sages, often accompanied by a corresponding
olfactory hallucination.

The brain is a particularly rich source for
hypochondriacal sensations. Often you meet the
idea that it moves about within the cranium:
descriptions include sloshing, flowing, seeping,
or trickling sensations. The feeling is often con-
veyed that the brain is shrinking, drying out,
glowing, or being eaten away. A tingling, crawl-
ing sensation may be ascribed to the brain sur-
face, and to small animals. The feeling that the
brain is attracted to some external agency leads
to the notion of apparatuses and persecutors.
A patient described various nerves that ‘straight-
ened up’ [Ed] within his brain; he compared
them with wax candles of varying lengths and
indicated the precise points where he felt them.
A buzzing, roaring, or thundering is often said to
arise inside the brain itself and not in the ears.

The feeling of hollowness must be based on
very strange sensations, where patients specify
that ingested food falls into the void. One patient
expressed the idea that his diaphragm was bro-
ken, so that air reached the abdominal cavity with
each breath. Such strong sensations are particu-
larly common among paralytics.

It is a specific characteristic of paralytics, for
patients to announce that workmen are sitting in
their brains, carrying out a particular exercise,
and dispatching fully laden vehicles; when
patients assert that they have a regiment of sol-
diers, or a factory, or a church tower within their
body, or a number of brandy barrels under their
skin. Amongst very specific sensations, but ones
that also occur normally, are announcements by
mentally-ill women that they are pregnant, or
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have just given birth, or that they are suffering
severe abdominal pain.

Moreover, alterations of their external features
are commonly felt. Most often, the cranium is
specified as being soft and yields to pressure; at
other times you are told that the chest is sunken
or misshapen; the shoulders are not in the right
place—sometimes they are shoved upward and
sometimes have slipped down; limbs are abnor-
mally thick or long. A young lady believed that
she was abnormally ugly and had been given an
ape’s skull. She gave an approximation of its
form, with a midline sagittal crest, and she
claimed that in the mirror she recognized an ape’s
face. An acutely ill patient claimed that he felt his
left leg on his right side, and his right leg on his
left; a female patient that she had more than four
arms, of very different lengths. Another patient
became ill in a most-acute manner, with bouts of
extremely severe somatopsychic disarray and
disorientation. Although restrained by several
strong men, he could barely be prevented from
boring out his eyes with his fists. The bruises,
suffused with blood, remained after the attacks,
covering the eyeballs, which, fortunately, were
not injured, and showed the site of his worst sen-
sations, which nevertheless the patient could not
remember. However, he stated during a so-called
lucid moment that the worst thing about his
attack had been the indescribably horrible feeling
of no longer knowing what position his head,
trunk, and limbs were in relation to each other—
whether above or below, right or left. A few
attacks of this type left behind profound idiocy.
Starting from a strong family taint, the patient
perished within a year from progressive paraly-
sis. The idea of being abnormally small or abnor-
mally large recurs frequently, especially among
paralytics. Also, the delusion of any kind of
physical transformation, such as a woman chang-
ing into a man or being transformed into an ani-
mal, seems to be based in part on feeling of the
body configuration to be modified.

When patients describe themselves as being
blind and pretend not to be able to see, we have to
interpret this as a psychosensory paraesthesia.
We know for example of the insensitivity to pain
from the above-mentioned patient, who slapped
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his own face to show that he felt no pain. Pains of
hypochondriacal origin are common amongst
mentally ill people. They complain that they are
driven out of their beds, by the stabbing of sharp
knives, that they are electrified, tormented, tor-
tured, their limbs broken, etc. The pains are often
described in greater detail as burning, glowing,
piercing, ripping, and clubbing. Painful muscle
tensions are explained as electric shocks. One of
Kahlbaum’s female patients complained, ‘What
are you drawing out of me?” when she saw a
warder distributing soup. Undoubtedly, these are
all examples of psychosensory hyperaesthesia of
common sensation. I have heard, from patients
who had the habit of holding themselves bent for-
ward, in a lying position with their head raised
from the pillow, that they felt that, without sup-
port, their head would sink too far backward.
Remaining in an abnormal position—which we
will often come across later in a particular group
of patients—probably has its origin in disturbed
position sense. Such behaviour might be similar
to that in the so-called hypochondriacal paraly-
ses, an example of which I recall from a right-
sided hemiplegia with mutacismus from the
Charité. Autopsy findings from this case were
negative.

The feeling of cohabitation about which
female mental patients very frequently complain
should be viewed as a more complex form of psy-
chosensory identification disturbance of common
sensibility. Only occasionally can one obtain fur-
ther details about this; and it is then either the
sensation of a hard body moving up and down
inside the vagina or a combination of dream-like
hallucinations, where tactile and general sensa-
tions are combined in the whole experience of
cohabitation. A similar process is described by
male patients as ‘palpation’ [Ed] or ‘envelop-
ment’ [Ed], and is then projected onto the outside
world. Generally, complaints of sexual abuse are
heard very frequently from male patients.

More indeterminate paraesthesias of common
sensibility, probably combined with abnormal
muscle and organ sensations, are those of ‘being
attracted’ [Ed], that is with their entire body, in a
particular direction—a sensation that occurred
reflexively in a patient, when he looked at the gas
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lamp burning beneath the ceiling. Furthermore,
there may be the feeling of floating, of being
lifted up or falling, possibly to some extent as an
abnormal manifestation of vertigo, and also the
delusion of being able to fly. This was retained
for months in one case that I observed in the
Charité and led, among other things, to the awk-
ward situation that the patient climbed a tree in
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the garden and rocked himself on branches that
were far too weak, so that a dangerous fall seemed
inevitable. Bringing in a fire engine only led him
to shift his position, and therefore had to be aban-
doned as useless. However it all ended happily,
because the patient climbed down by himself
after he had been left completely alone, and the
garden had been cleared.



* Acute hallucinosis

* Presentation of a typical case during the heal-
ing process

* Actiology

* Danger of relapse

Lecture

Gentlemen!

The patient I present to you today is the
32-year-old businessman K. As you see, he is a
well-fed man, apparently totally level-headed,
who can tell us himself why he has come to the
clinic. He came to us in the evening 5 days ago,
voluntarily, seeking refuge from alleged persecu-
tors. He lives at the opposite end of the city and is
the owner of a grocery shop, connected to a bar.
Opposite him lives a watchmaker, who is proba-
bly to blame for the whole fracas. He presumes
this, because the latter had spoken out shortly
before, very unpleasantly, about the dismissal of a
clerk by the patient, and because the watchmaker
was the main spokesman for ‘the whole group’
[Ed]. While sitting quietly in his room that eve-
ning doing his books he suddenly heard their
voices, ‘Now he is reckoning the accounts’; then
he also heard the total sum, which book-entry he
should take in his hand, and what he would write.
He concluded that someone was watching all his
movements, and knew his thoughts, probably
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using some form of mirror system, because he
believed that he had also noticed a light shining
and could see his persecutors—although this was
quite impossible because of the location of the
windows—and he heard their voices—presum-
ably they were using a telephone, installed with-
out his knowledge. Moreover, since he also heard
common swear words, he left the room to find a
policeman, who would give him peace of mind.
However, since he did not find one in the vicinity
he went to a nearby tavern, and ate his supper
there. Then he left the bar and met a policeman to
whom he made his request. The policeman went
with him and said that he saw nobody, nor did he
hear anyone making scolding remarks; he advised
him to go to sleep. Everything was peaceful as
long as the policeman was there. He then went to
bed, but soon noticed that the old game was start-
ing up again. He now heard his thoughts repeated;
thoughts were even intruding upon him, and
indeed the chief of police seemed to want to
‘extract’ from him thoughts whose content was
ridiculous, on the basis of which his punishment
would be given. It seemed to him as though a tele-
phone led into the garden, and his thoughts were
being collected by people in this way. As he lay in
bed, he felt as though his face was illuminated. As
a result of hearing vulgar swear words, and life-
threatening statements such as: ‘The fellow has
eaten supper and should be executed’ or ‘People
were standing outside who wanted to beat him
to death with stones’, he was overwhelmed by
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terrible fear and got up from his bed to go and
seek shelter. On the street he was greeted with
‘Hello’; everybody seemed to know him, every-
body ran after him, ‘Here he comes, there he is,
the scoundrel, the liquidator, into the Oder with
him!” In his fear, he ran aimlessly through the
streets, constantly hounded and persecuted by the
crowd behind him, and at length, he went breath-
less and dripping with sweat into an alehouse near
our clinic. There he bought a cognac and asked
for a rope to hang himself. As a result, it was rec-
ognized that he was sick and was directed to our
clinic. He spent the first night here for the most
part sleepless. He well knew where he was and
felt a little safer, but he could still hear the crowd
screaming outside, wanting to drag him to the
Oder and throw him in. At one point it seemed to
him as though three elephants had come into the
room, but he would probably have been deceived.
A powder (Phenacetin 2.0) was then given him to
sleep. Here in the clinic, he knew well that noth-
ing would happen to him; however, he assumed
that he would be handed over if people came to
get him. On questioning, he indicated that he
would still prefer to end his life in order to escape
the fear of his impending fate. He gave clear
information about his business affairs, but wished
to meet his ‘last orders’, and he stated his inten-
tion to ‘follow without resistance’. Fear is suf-
fused throughout his body, accompanied only
occasionally by heart palpitations and the feeling
of pressure in the pit of his stomach. He explains
the fear resulting from the voices, which he hears
continually. Literally they declaim expressions
such as: ‘For God’s sake. Is not executed. That’s
right, the ratbag; now he’s laughing, the doctor is
writing. That’s just nonsense, that everything is
written down (referring to management of medi-
cal history); that’s a malingerer. Insane he may be,
but he is also a malingerer. What do we think of
such a malingerer? K. is a malingerer. K. you are
not listening, you are a malingerer. What does it
mean, that everything is written down? The doc-
tor is a good man. The doctor is a fool. The doctor
is an ass’. The patient has repeatedly heard the
doctor’s injunction: ‘Beware, lest anyone is
scolding outside’. Likewise questions were often
addressed to him, and his own thoughts were
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repeated by the crowd of people. Derogatory
judgments about doctors, about the Kaiser etc.,
who were a long way away from him, had been
‘set in his head’ in the first days; later he had heard
corresponding voices. The foul language and vul-
gar words that he had heard on the way here were
sometimes individual voices that he recognized,
and sometimes were screaming in unison, as if on
command. ‘Now he will go in the moat’. But he
thought, ‘No, certainly not’. He heard of a dis-
patch from the Kaiser, ‘Within eight days his head
will fall’; saw the telegram handed over to the
prosecutor. Several times the criminal bell had
rung, as if he were now going to his death.

The patient showed that he was perfectly ori-
entated, knew the doctors, each of the warders,
and the other patients, and had never projected
the voices onto any of these people known to
him. It was always the crowd of people ‘out
there’ [Ed] of whom he spoke. On questioning he
stated that he had often seen the people outside,
with the watchmaker included amongst them,
who was always there. He was surprised that the
people sometimes remained even during his meal
times and did not keep their distance. He has
heard voices: that there is poison in the food; that
he should not eat, but nevertheless he did eat,
admittedly in the hope of escaping a worse death
in this way. The patient is uncertain that he has
had sensations of taste and smell to match this
content. When he was given paraldehyde in the
evening as a sleeping aid, he heard a voice say-
ing, ‘This will please him, that he still gets
cognac’. As for abnormal sensations, this patient
declares that it often happened that he felt him-
self to be electrified; he also believes that there
must be a powerful electrifying machine some-
where. Several details of this patient’s auditory
hallucinations are interesting. He complains of
continual ringing and buzzing in his ears. These
are joined by rhythmic ringing as soon as his
head rests on the pillow, in the ear of the same
side. He has repeatedly stated that the rhythm of
the ringing has synchronized his pulse; and he
then hears voices in the other ear. As for his
behaviour on the ward, you often find him
kneeling at the side of his bed; he offers up his
last prayer, as he is soon to be ‘taken away’ [Ed].
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He also often leaves his bed and stands listening
at the doors. He never loses his focus, and encour-
agement always rapidly succeeds in calming him.
Sleep is brought on only with a sleeping draft, or,
as in many similar cases, a dose of 2 g of
Phenacetin.

Let us summarize the essential features of the
clinical picture: We have here a physically well-
nourished, prosperous man, who is probably in a
position to give information in a level-headed
way. However, from his manner of speaking, he
conveys restrained Affect; he is ‘focused’ [W], as
he says himself, yet is tormented by perpetual
fear. Also, his speech is sometimes hasty, and his
vocal tone a little shaky. His outstretched hands
soon start to tremble. The main symptom we
know about are phonemes, whose content, corre-
sponding with his anxious state, is partly of a
threatening nature and partly expresses his
reduced personal status (that is, part allopsychic
part autopsychic notions of anxiety). He hears the
most defamatory claims about him personally,
shameful insults, and threats; he describes how he
is being hounded to death, and even now awaits
an ignominious death. He makes most definite
comments about the fact that his medical condi-
tion has become very acute, and within a few
hours has risen to a high level; furthermore, he
has heard voices, and, as a result, is overcome by
anxiety. When he first met all those people
together on the street, and when, as though by
agreement, he heard shameful suspicions
screamed at him, that fixed in his mind the first
comprehensive anxious idea: that it might all be
over, for his business, if these people made him
out to be so bad. The severe anxiety only came
later, when he was chased down the street.
Attempts made by the patient to provide an expla-
nation are remarkable. He is convinced that a tele-
phone had been placed in his home; he talks of a
‘mind reader’ and describes a corresponding
apparatus that he has allegedly seen: a lamp with
a mirror above it, trailing electric wires. He
assumes that there is a specific starting point for
these persecutions, where he refers to the watch-
maker as the ‘people’s stirrer’ [Ed], and implies
that the latter’s motive is wanting the patient to
suffer for the dismissal of a clerk. In all these
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situations we see attempts to systematize towards
a uniform explanation of the phenomena that
frightens patients, and this, just a few days after
the acute onset of psychosis. We shall soon see
that this rapid systematization is quite characteris-
tic of the current illness. It is based undoubtedly
on the relative intactness of formal reasoning abil-
ity, as we have since seen; and that during the
demonstration the patient was free from voices
and was never distracted by them. Visual halluci-
nations take second place, appearing preferen-
tially in combination with auditory hallucinations,
and have a delirious quality. Other sensory delu-
sions, with the exception of those of skin sense (as
electricity!), did not occur. This patient is firmly
convinced of the reality of his perceptions,
although there is no loss of his orientation, and he
assesses his current situation properly, while con-
fined to the clinic. The contradiction arising from
this is not lost on the patient, as is revealed even in
the form of a phoneme which he tells us. Namely
he has heard, ‘If he were in prison, he could be
taken by force; but because he is in the hospital,
one must wait until he comes naturally’.
Gentlemen! This patient represents one of the
best-defined forms of acute psychoses, which, if
you follow the practical advice for clinical analy-
sis, deserves the name Acute hallucinosis [W].
For some such cases the aetiology is well known:
the Abusus spirituosorum [W] in the case of
Delirium tremens [W] (see: the following lec-
ture), and yet what a different clinical picture!
We also learn from our patient that he had been
drinking heavily for several years, as a result of
anger about his business—in recent times mainly
cognac. He had already long been suffering from
headaches, dizziness, and restless sleep; and now
there are the lawsuits, which he submits.
However, the onset of psychosis was quite acute,
as the patient himself portrayed so vividly. On the
basis of experiences from similar cases we can
suggest a favourable prognosis, and expect a
complete recovery in the space of a few weeks.
(The patient was discharged as recovered after a
10-week hospitalization, and since then - 4 years
ago - he has remained healthy.) However this is
definitive, only if there is steadfast avoidance of
alcohol. Without this, we should expect, without
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hesitation, the occurrence of relapses of a gradu-
ally increasingly severity, with a final outcome of
incurable chronic psychosis. Cases originating
without alcoholism or other intoxicants, while in
other ways quite analogous, do not appear to sub-
ject patients to risk of relapse.

To complete the clinical picture, I remind you
of an example of such a relapsed acute hallucino-
sis, who I presented to you several semesters ago
in the clinic. This patient, the 45-year-old trainee
and hack lawyer W., now incurably mentally ill,
has been transferred to the provincial secure unit
at T., and was found, at the time of the demon-
stration, in the third relapse of his illness (over
the course of 1%z years)—the last relapse from
which he had been discharged as ‘cured’ [Ed]—
while the fourth relapse, 1% years later, ended as
an incurable mental illness. This patient W., a
former elementary school teacher, had been sen-
tenced to 3 years in prison for a crime against
morality and had thereby been torn away from
his normal life. Nevertheless since then, he had
struggled through, as an honest and decent
trainee, and had started a family. Gradually how-
ever, he developed problems in feeding, and suc-
cumbed to hard liquor, which, 2 years before the
time of his clinical presentation, had led to onset
of his first mental illness. This showed a clinical
picture of acute hallucinosis similar to the one
you have come to know through patient K. Six
months after the first attack, he was released from
a provincial lunatic asylum as ‘recovered’ [Ed];
but 9 months later, his first relapse occurred as
suddenly as before, and he was treated in our
clinic, for less than 3 months, before he recov-
ered. Just over 3 months later came the second
relapse, from which he was discharged as recov-
ered after 2 months’ treatment; the third deleteri-
ous relapse came, as already mentioned, 1% years
later. During the intervening periods he always
regained full insight into his illness. I now remind
you of the clinical picture that we had before us
at the time; it was significantly more difficult
than that of patient K. This patient could also
give us well-considered information about forth-
coming events prior to his admission. But occa-
sionally his level of Affect rose to such extremes
of anxiety and discomposure that he fell to his
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knees and begged for his life. The tremor of his
voice and lips when speaking, the tremor in his
hands, and the bloated, pale, and sickly appear-
ance of this excessively obese patient indicate a
further advance in his state of alcoholic degener-
ation. In a hasty, precipitate manner he reported
that, shortly before, he had moved into a new
apartment. When he looked out of the window
for the first time, he noticed that the people went
to and fro in such a peculiar manner, and looked
up towards him and made such remarks, that he
was able to gather from this that his entire past
had been made known to all these people. In the
street people were then yelling out behind his
back, singing satirical songs, and whistling at
him, ‘Lawyer of the right, lawyer of the left, peo-
ple’s advocate, villain of a trainee, scoundrel, ras-
cal, the villain has raped his own daughter. The
prosecutor will throw him out. Into the well, and
under the water with him; he should be pumped
full and cut open; then into the puddle with him;
put him to death’. He heard the worst things
about his wife and daughter as well. ‘Bitch, old
whore, procuress, taken away to the penitentiary.
They should be sewn into a cowhide and sent out
to beg’. Among the voices he recognized were, in
particular, those of two policemen who lived in
his house; but children’s voices, animal sounds,
and beating of drums were mixed in as well.
Dogs barked, “Wenceslas is coming, Wenceslas
is coming, Wenceslas is already here’. In addition
the patient complained that somebody had
sprayed something in his face through the win-
dow and poured sulphuric acid into his cognac,
so that his head was splitting apart—because he
felt as though his head was swollen. This patient
experienced the same hallucinations in the clinic:
He heard voices, sometimes from the street,
sometimes from openings in the air heating sys-
tem; he believed that he had been sprayed with
morphine from the latter. On the ward he lay qui-
etly in bed most of the time, ‘ready for anything’
[W], because he anticipated at any moment to be
taken for execution. Occasionally his anxiety
increased with fear to the level of mild motor
restlessness when people approached him, espe-
cially at night, and when he came out in a vigor-
ous sweat. From the outset he had developed a
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‘tracking system’ [Ed]: As a hack lawyer he had
often pleaded for his clients in submissions to the
state prosecutor; all his persecutions were as
responses to this, and the police were involved as
well. They wanted to ruin him in this way and
deprive him of his livelihood. Despite the feroc-
ity of the episode, it was only short-lived, because
after 8 days, some reassurance developed, and
gradually, over the following weeks, he gained
perfect insight into his illness. It is noted that a
characteristic feature was that he had come vol-
untarily to the institution because he felt unwell
and feared the onset of Delirium tremens [W];
and in his preceding relapse, and even earlier, he
had made suicide attempts. Moreover, this
patient, despite firmly-held delusions, never lost
his orientation about where he was staying and
his surroundings. A marked stage of paranoia,
which is of varying duration, usually lasting only
a few weeks, always seems to be present in those
cases where recovery occurs. Recovery involves
elimination of the hallucinations, despite tena-
cious retention of the system of delusions already
formed. Usually however, the Affective state of
anxiety gradually recedes, while hallucinations
remain. Nevertheless, as the general condition
returns to normal, there may, as a facade, be a
chronic state of physical persecution ideas, or of
a ‘tracking system’ [Ed], which, after existing for
weeks, may well astonish inexperienced on-
lookers, by its sudden disappearance. A patient of
this type, having survived an acute stage, during
which a suicide attempt had been made, could be
looked after at his home, under supervision of a
warder; yet he believed his house to be sur-
rounded by police, and was under constant sur-
veillance by telephones that had been installed,
and by an optical apparatus.

Gentlemen! The clinical picture about which
you have now learnt is so common that I have no
doubt that it is already familiar to most alienists.
Nevertheless, it has not been emphasized strongly
enough that it is an independent clinical picture,
to be distinguished from related conditions. I still
find the best description to be that in Marcel’s
thesis [1] where, in particular, the following fea-
tures apply to the clinical picture: the acute mode
of origin, the prevalence of suicide attempts, the
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defamatory and fantastic threatening content of
phonemes, and the preponderance of auditory
hallucinations.

As regards the aetiology [W] of acute halluci-
nosis, chronic alcohol intoxication is established
in the vast majority of cases. However, there are
rare cases where alcohol abuse can definitely be
ruled out; in one such case there was a strong
family predisposition to mental illness. Where
alcoholism is found to be the aetiology, the causal
relationship is quite different from that in
Delirium tremens [W], because acute hallucino-
sis occurs mainly after serious binge drinking;
delirium on the other hand, as is well known,
occurs after periods of abstinence.

Diagnostically [W] the clinical picture can be
differentiated more precisely in three directions:
namely from Delirium tremens [W], the most
common form of alcoholic psychosis; from sim-
ple acute anxiety psychosis; and from cases
which develop chronically from the outset, which
I characterized earlier (pp. 102, 103) as chronic
hallucinosis. The illness is easily differentiated
from Delirium tremens [W] because of the point
of difference from the former—the fundamental
symptom of allopsychic disorientation in its strict
sense. Yet occasionally transitional cases do
occur: It may be that hallucinations in temporary
combinations tarnish the image of acute halluci-
nosis and also temporarily evoke the restlessness
associated with Delirium tremens [W]; alterna-
tively, in otherwise well-characterized Delirium
tremens [W], the clinical picture approaches that
of acute hallucinosis, because of the preponder-
ance of threatening phonemes. The differential
diagnosis from acute anxiety psychosis can eas-
ily lead to confusion, because of the main point in
common between the two, which we should
acknowledge: the abusive and fantastically
threatening character of phonemes, and that they
arise out of ideas of anxiety of an autopsychic
and allopsychic nature is undoubtedly common
to both. But with anxiety psychoses, ideas of
autopsychic anxiety namely those of belittlement
quite often predominate, these being grouped not
so often into phonemes, as here. Furthermore, the
whole clinical picture of acute hallucinosis is
less-powerfully influenced by fluctuations in the
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Affective state than in the case of acute anxiety
psychosis. In addition however, an indication that
a patient is suffering acute hallucinosis is that the
voices come first, and states of anxiety appear
only later. However, although the claim is made
that in anxiety psychosis the relationship is the
opposite, this relationship may be reversed in
acute hallucinosis too often for it to serve any
practical use. A specific characteristic of acute
hallucinosis seems to be the occurrence of pho-
nemes on a grand scale, their content being auto-
psychic and allopsychic delusions of reference.
Finally, the rapid, comprehensive, and indeed
allopsychic falsification of content, and the emer-
gence of a manner of being persecuted physi-
cally, and usually soon directed against specific
persons of groups of persons, are highly charac-
teristic of acute hallucinosis, while in acute anxi-
ety psychosis, except for certain less common
cases with chronic progression (see: notes,
p. 149), this is absent. The separation from
chronic hallucinosis based on the clinical picture
is always easy [2], as soon as the acute mode of
origin has been established securely from the
case history. The only reason for confusion here
could be the fact that an aetiology of alcoholism
also frequently applies to chronic hallucinosis,
while the systematic character of physical perse-
cution mania—which, according to a currently
widely held opinion, should happen only in
chronic and incurable cases—is also a feature in
acute hallucinosis. Incidentally, cases of chronic
alcohol-based hallucinosis seem to obtain their
special character when combined with definite
signs of degeneration, which are always in the
context of chronic psychosis.

The course of the illness [W] is satisfactorily
characterized by the purely acute and rapid rise
followed by the descending path of the disease
curve.

Treatment [W] of acute hallucinosis, at least
during the period of the acute symptoms, is pos-
sible only within a mental institution. This has
been repeatedly pointed out, because of the risk
of suicide. As an exception, in the paranoid
stage, treatment is possible in private situations,
but with very careful monitoring. A strict bed
regime must then be imposed, to ensure adequate
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sleep and nutrition, and to alleviate occasional
fits of anxiety, using opium. In alcoholics, abso-
lute abstinence is required—a mere restriction
[Ed] of use of alcohol is usually not enough to
prevent occasional excesses and consequent
relapses.

The prognosis [W] seems to be most favour-
able after the first attacks of this illness, apart
from exceptions, which are soon to be discussed.
The more relapses that have occurred, the more
doubtful does a favourable outcome become in
the strikingly colourful clinical picture, and even-
tually a relapse is transformed into an incurable
chronic hallucinosis. It always seems that the
relapse can be blamed on continuing alcohol
abuse. As we will come to know from most sim-
ple psychoses, acute hallucinosis is often just the
initial, more-or-less ‘pure’ [Ed] stage of a rapidly
accelerating sensory psychosis, which deserves
the name acute progressive hallucinosis [W].
Mostly, such cases of illness already show more
ominous characteristics from the outset: The
patients behave more adversely, are less accessi-
ble to treatment, and are fearful of being
approached, without any admixtures of delirium
to explain this. Phonemes are not so predomi-
nant, but tactile, olfactory, and particularly taste
hallucinations play a major role; and, correspond-
ingly, the notion of poisoning is prominent,
which, in practice, makes this so dangerous.
Nevertheless, the predominant features of acute
hallucinosis, the preserved allopsychic orienta-
tion, and the absence of any formal thought dis-
order can persist for weeks, until an increase in
defensive reactions and the occurrence of new
symptoms marks the progression of the illness.
In these cases motor symptoms always seem to
appear quickly, along with a state of severe con-
fusion with disorientation in all three areas of
consciousness.
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