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INSANITY.—Synon. : Fr. Folie ; Ger. Geistes-krankenheit ; Geistesstörung.

	The articles arranged under this heading comprise the following :

	I. General Considerations regarding ætiology, symptoms,  diagnosis,  prognosis,  and treatment, p. 747.

	II. Pathology and Morbid Anatomy of Insanity, p. 751.

	III. Developmental Insanity, p. 757.

	IV. Insanity of Pregnancy, the Puerperal Period, and Lactation, p. 758.

	V. Senile Insanity, p. 761.

	VI. Delusional Insanity, including Paranoia and Monomania, p. 763.

	VII Imperative Ideas, p. 765.

	VIII. Impulsive Insanity, p. 765.

	IX. Mental Stupor and Catatonia, 766.

	X. Moral Insanity.

	XI. Insanity in Special Diseases, that is, Insanity occurring in the course of ordinary Medical Diseases, p. 768.

	The following is a list of articles relating to this subject arranged under their respective headings in other parts of the Dictionary : Alcoholism ; Catalepsy ; Children, Training of ; Consciousness, Disorders of ; Cretinism ; Crime, Irresponsibility for ; Dementia ; Dipsomania ; Epileptic Insanity ; Feigned Diseases ; Folie Circulaire ; Folie À Deux ; Forcible Feeding ; General Paralysis of the Insane ; Hysterical Insanity ; Idiocy ; Lucid Intervals ; Lunacy, Law of ; Mania ; Melancholia.

	I. General Considerations.—For the healthy function of the brain it is necessary that all the component portions shall be in a sound condition working harmoniously as a perfect whole. The grey and white matter, the blood vessels, lymphatics, and neuroglia all play important parts, and must be free from defect. They must not be stunted or arrested in development, the blood must be of healthy quality, not too much or too little, not contaminated by alcohol or other poisons. The brain cells must not be overworked or damaged by blows, heat, or organic lesions. For the sana mens there must be sanum cerebrum.

	Ætiology.—1. Predisposing causes.—Heredity.—The one great predisposing cause of insanity is an inherited tendency to neurotic disorder. Though all writers recognise this tendency, they vary much with regard to the importance to be attached to it and in the statistics they give, one observer attributing ten per cent. of cases to this cause, another no less than ninety. The discrepancy arises from the fact that some take into account insanity only and not other neurotic disease such as epilepsy or dipsomania : one man reckons only those whose insanity is inherited in the direct line from father or mother, while another looks not only to the direct line, but also to the collateral branches. The difficulties of the investigation are enormous when we go back even to three generations. The history of two grandfathers and two grandmothers is hard to ascertain with anything like exactness, but to go further back and examine the records of four great-grandfathers and four great-grandmothers is well-nigh hopeless. No accurate information can be got by questioning, for such questions are evaded, or a direct negative is given, whatever be the facts. Only from our own observation can we form conclusions, and this is limited to a few generations. In families where insanity is known to exist, many of the members are sane and remain sane all their lives. We require to know why some escape and others break down, not only in insanity but in epilepsy, hysteria, hypochondria, neuralgia, dipsomania, or other neurosis. The tendency is not eliminated by those who themselves escape insanity, for by reason of atavism or latency it may reappear in the children of parents who have shown no symptoms. This has a grave bearing on the marriage of cousins or other persons in whose family insanity has developed. It is essential that all the predisposed should marry healthy partners whose family history is good, and who themselves are free from neurotic disorder or threatenings thereof.

	In many persons the inherited predisposition or tendency is manifested not by insanity but by eccentricity of various kinds, so that they differ from ordinary members of society and are badly adjusted to their environment, not so completely out of harmony as to require restraint, but always on the verge of becoming so. They may go through life in this condition or break down, eccentricity merging into insanity. They form the large class of borderland cases, and are often extremely difficult to deal with. Many drink, and their mental state is ascribed to drink ; but frequently the drinking habit is an inherited neurosis. They all display the predominance of the egoistic or subject-consciousness which is such a marked feature both in the insane and those in the borderland. Some evince an intense selfishness shown in penurious habits, a desire to amass wealth for which they stint themselves and families. If anything goes wrong with their affairs and they experience a loss however trifling, they deplore their misfortunes, say they are ruined, and become melancholic. Others live in a state of constant suspicion, suspect everything and every one, their medical man, their clergyman, or lawyer. They think their tradesmen are trying to cheat them, and will listen to all the gossip of servants or the like. A third group make life miserable by intense jealousy ; even the young will display this egoism, and are jealous of any one who comes between them and their friends. In married life incredible jealousy is found in those who pass as sane. Men and women make their lives intolerable without the faintest ground. Other people live in a state of perpetual fear and apprehension, take a gloomy view of everything, and continually think that something amiss is going to happen. Others are hypochondriacs, spending their lives in the vain search for remedies for imaginary ailments, neglecting their business, family and friends.

	Some of these eccentrics drift into insanity, but many persons develop symptoms of the disorder without any previous peculiarity or warning. The time of life is held to be accountable for it in certain cases, and there has been described an insanity of puberty and adolescence which above all is due to hereditary taint (see Insanity, Developmental). The period between 20 and 30 is far more productive of insanity than that preceding, but between 30 and 40 the liability is greatest, for this is the time of the highest development and specialisation of the brain-centres, a time when an inherited weakness may assert itself, and when also an acquired insanity may arise from overstrain, alcohol, or syphilis, which at an earlier age do not play so important a part. Yet the insanity of this period has received no name. As age advances the insane cases are less frequent, but the climacteric is a time of danger (see Climacteric Insanity). Old age has also much to do with the causation of insanity, but if we eliminate the cases of mere mental decay and degeneration, we shall find that heredity is often the chief cause, and in many cases has produced previous attacks (see Insanity, Senile). Heredity is a very important factor in the production of insanity during pregnancy, the puerperal period, and lactation.

	Sex.—That females preponderate in our asylums is certainly owing to the lesser mortality, for they are much less liable to fatal brain-disease. Probably the difference in the number of the two sexes who become insane is not very material, but statistics help us little, as only those of new cases can determine the question.

	Age.—The time of life at which most insanity occurs is that of maternity, between thirty and forty years of age ; it then decreases with each decennial period. The time of highest development of the brain-centres is that in which they are most prone to disorder, the time when an inherited weakness is most likely to manifest itself, and when the last and least organised structures are most liable to disturbance and loss of equilibrium.

	II. Exciting Causes.—These have been divided into physical and moral, and by moral is meant mental. The physical are, in the opinion of many, toxins either derived from without or generated within the body. Such toxins as those of rheumatism or gout are easily recognisable, and the relationship between them and insanity is unquestionable. Disease of the kidneys is known to be connected with brain-disorder and causes uræmic convulsions and uræmic coma ; diabetes may end in coma, and disturbance of the liver may permit toxins from the intestinal canal to reach and affect the brain. So also the toxins of fevers, of typhoid fever or scarlatina, of influenza or pneumonia may light up insanity in some, and ordinary delirium in others. What the connection may be between the uterus and the brain is a disputed point, and it may be doubted whether puerperal insanity is always due to sepsis as some hold, while other toxins depending on disease or disorder of bodily organs have yet to be defined. Besides these autotoxins from within there is a large mass of insanity caused by poisons from without which is due to the vices of civilisation and is preventable.

	Alcohol.—Alcoholism probably plays a larger part in the causation of insanity and an insane inheritance than any other factor, and this is the reason why cerebral disorders increase among the lower rather than upper classes. See Alcoholism.

	Syphilis.—Among the preventable causes of insanity syphilis holds a prominent place, and its importance is emphasised daily by the researches of pathologists. General paralysis of the insane is mainly due to syphilis, acquired or inherited. Many other brain-disorders and lesions of the cerebral vessels have their origin in syphilitic disease.

	Lead, bhang, opium, cocaine, &c.—Among the preventable causes of insanity must be ranked lead-poisoning, such cases occurring principally in manufacturing districts (see Lead Poisoning). Many recover, but some drift into dementia, having gone through various stages of mania or melancholia. In the East or wherever Orientals are gathered together bhang, haschish, or Indian hemp is a fertile source of insanity. The Superintendent of the asylum at Cairo reports that in 41 per cent. of his male patients bhang alone or combined with alcohol caused the disease. Drugs like opium, morphine, cocaine, chloral hydrate, and other hypnotics may bring about a habit which amounts to a disease, but if the poison is removed actual insanity is rarely found.

	In the search after toxins we must not forget that there are other and equally potent causes. These have been called moral, but a better name for them is mental causes. They bring about insanity, not by toxins but by disturbance of the brain-circulation and vessels, by alteration of the blood supply, not in the quality but in the quantity. We know that mental excitement, even when pleasurable, prevents sleep by producing hyperæmia. In health this quickly subsides, but if long-continued worry and overstrain render this sleeplessness constant, chemical changes are set up and the brain cells are damaged by fatigue as those of the spinal cord are by overwork and strain. We cannot disregard the importance of such hyperæmia leading to congestion and the accumulation of the products of waste.

	Sudden fright or shock may bring about rapidly the changes which are slowly caused by long-continued strain. How the circulation is affected by such events is shown by the fact that occasionally sudden shock will produce cerebral hæmorrhage.

	Sunstroke and traumatism.—Many break down in India and are said to have had sunstroke. A better name is heatstroke, for the cause of the insanity is exposure to the heat of the hot season, night and day, and consequent pneumonia. Traumatic insanity may be due to a blow causing organic change, or to shock. In the latter case hereditary predisposition is almost certain to be found.

	Epilepsy.—A considerable amount of insanity is due to epilepsy. See Epileptic Insanity.

	Symptoms.—The first symptom of insanity is an alteration in the feelings or conduct of the individual. He feels that something is amiss, as in truth there is. There is a defective condition of his nerve-force and a reduction of the highest mental centres, but this he does not realise, and proceeds to account for his feelings by external causes. He imagines that something has been put in his food, or, feeling himself to be changed, thinks that every one is looking at him or conspiring against him. The stage of alteration may be long or short, and during it his conduct and feeling may be changed, but in the great majority of cases it does not last long without delusions which arise out of, and represent, the feeling experienced. Delusions are not the first symptom of insanity ; they are preceded by the altered feelings, so that when we find delusions it is probable that the disorder has lasted for some time, and on inquiry we find that he has complained of his head, that his nights have been sleepless, his appetite impaired, and his digestive apparatus disordered. The first stage of insanity in most patients is one of depression. This at first may be slight, and may pass off with rest and treatment, or it may increase till it becomes a grave melancholia with suicidal tendency requiring active measures. In a certain number the depression is succeeded by exaltation and excitement. This may point to cerebral mischief and commencing general paralysis. The reduction here is to a greater depth than in the melancholic, and the prognosis is less favourable even if there be no symptoms of general paralysis.

	Generally speaking, then, we find delusions present in insane persons ; and it is to be remembered that delusions always concern the patient personally. Mistaken beliefs, beliefs in mesmerism, spiritualism, or ghosts, mistaken beliefs or popular fallacies about health, these are not insane delusions unless the person who holds them believes that they concern him, and make him act in some insane way. Those most commonly found are delusions that there is something amiss with the patient. Either he has some loathsome disease, as leprosy or syphilis, or he is poisoned by something put in his food or drink, or he is very wicked and going to be tried and punished or tormented or burnt. Many, especially women, are troubled by fears that they have been so wicked as to destroy their hope of salvation in the life to come, and many think not that they are wicked but that others are plotting and conspiring to ruin them, to rob them of money and character, and to accuse them of every possible crime. This is the well-known monomania of persecution. On the other hand where there is exaltation of ideas and excitement and hyperæmia of the brain, the patient will think himself immensely rich, strong and of high rank. He will invent machines or paint pictures to bring him unbounded wealth. He will be restless, incessantly moving about to carry out his projects, and requiring legal restraint to keep him quiet. These exalted ideas are common in general paralysis, but they are also found in ordinary mania.

	Hallucinations of the senses are also frequently found in the insane, especially those of sight and hearing. The former occur in the acute rather than in the chronic stages of insanity, and pass away with the acute period, as in delirium tremens. But hallucinations of hearing ‘voices’ are met with in both the acute and chronic insane, and may remain when all other symptoms have subsided, or if they vanish they are apt to reappear at any time. Such patients are a dangerous class, often incurable, and under the influence or command of the voices may commit crimes or suicide.

	Insane acts.—Although in the great majority of insane patients delusions are found, yet the insanity of some is shown by insane conduct without apparent delusion. This class often presents great difficulties when restraint is needed, for it may be alleged that the act proceeds not from insanity but from vice. There may be such acts as indecent exposure, fantastic dress, solitary living or peculiar habits, dipsomania, homicide or suicide, self-mutilation, wasting or squandering of property or stealing. This will be discussed under Moral Insanity and Impulsive Insanity. The patients who commit insane acts do them chiefly under the influence of delusions, or they may not have arrived at the stage of delusion. Stealing, for example, is common at a very early period in general paralysis. Others may have lost their delusions but not wholly recovered, while patients may show the first signs of dementia, senile or epileptic, by foolish and insane conduct.

	Diagnosis.—A great number of patients who come before the physician for treatment present no difficulties of diagnosis. A man in acute mania or acute melancholia may be difficult to treat, but diagnosis is easy ; and in cases of suspected general paralysis there may be no doubt about the insanity, although there may be as to the precise nature of the disease. Diagnosis is difficult in cases of so-called partial insanity where a patient with perhaps fixed delusions is able to conceal them, and to talk rationally on ordinary topics. Information has to be gained from friends, and according to their views and inclination they will magnify or minimise the symptoms they have to describe, and frequently obstruct rather than aid the inquiry. The patient is said to have delusions ; it is important to ascertain whether that which is alleged is a delusion or a fact. If it is a delusion, is it an insane delusion and one which justifies the signing of a certificate ? Also, does the patient hold the delusion at the time of examination ? Frequently we hear of a delusion held perhaps a month previously which has afterwards passed away. Where delusions concerning conspiracy or poison prevail, inquiry concerning the patient’s health will often elicit them, and questions about the family or friends may bring to light delusions of conspiracy and persecution. Where there is exaltation and reckless expenditure it is often difficult to come to a decision. The alleged lunatic may spend more than he ought, yet not so much as to make it an undoubtedly insane act, and we may not be able to get at any delusion. Here a decided change may be noticed, a change in habits and feelings, which very often is the surest mark of insanity. The difficulties of diagnosis arise chiefly in cases where the unsoundness of mind is of a negative rather than a positive character, an insufficiency of mental power rather than an aberration. Medical men are frequently called upon to say whether a person of weak mind, who is not a lunatic in the ordinary sense of the word, is or is not capable of taking care of himself and his affairs. Such questions often arise in forensic contests, and counsel argue that because there are no delusions nor the symptoms of ordinary insanity, therefore the alleged lunatic cannot be held to be of unsound mind. One class of these persons is that of the weak-minded or imbecile who have been deficient from birth or childhood. Here the difficulty is to determine the degree of the defect. They are not idiots, but something perhaps not far removed. They are often wicked and vicious, and it may be necessary to protect their persons as well as their property. They constitute a portion of the morally insane, may have a certain amount of education, an excellent memory, and are sharp and cunning in many ways. But they, notwithstanding, may have no idea of the value of money beyond that of half a crown, and know nothing of capital, interest, or income, being obviously at the mercy of any designing man or woman. There are others whose imbecility does not date from childhood, but has been caused by attacks of insanity, apoplexy, epilepsy, or drink. Here the difficulty is lessened, inasmuch as we have a standard of comparison in the patient’s former condition which we have not got in the congenital imbecile. A marked symptom is loss of memory, a common result of epilepsy and drink. But this also is a question of degree ; and many can tell us all about their childhood and school-days who know nothing about what happened yesterday, and if they have made a will are not certain of it, and can tell us nothing of its purport. There is also the dementia of old age, often very painful to deal with if it takes the form of vicious or extravagant habits. Here we must compare the former life of the patient with his present, and we shall probably recognise the change which is so often the best proof of insanity. The difficulty in all these classes is greater if we have not known the individual previously. Then our comparison is with a former condition only known by hearsay, which will be influenced by the friends according to the direction they wish our opinion to take. This unsoundness of mind is observed in persons whose insanity is not marked by delusions but by conduct, and much of it depends on hearsay, for many insane acts, even attempts at suicide and homicide, are not witnessed by the medical attendant but narrated to him. The alleged lunatic must be questioned upon them, and if he justifies them in an insane manner, further inquiry may be necessary. Perhaps the most difficult of all are cases of dipsomania. There is no law which enables us to subject inebriates to compulsory restraint. They cannot be placed under certificates unless there is evidence of insanity. In delirium tremens there often is such evidence, but it is not wise to send such patients to an asylum, as in a week or less the disorder will come to a favourable or unfavourable conclusion.

	Prognosis.—The first question asked by the friends of a patient is, will he get well ? If the malady is recent and acute and is not General Paralysis, the answer will be favourable, always provided that proper treatment be adopted. An asylum may be an obvious necessity, but often this is violently resisted, and it is certain that many curable cases are converted into chronic by improper treatment. If adequate measures are employed, a large proportion of recent cases will recover, even when very acute. No insanity is more acute than the delirious mania of puerperal women, yet the recoveries from this in asylums are 80 per cent. The percentage of recoveries from acute delirious mania in males is not so high, but the majority get well at any rate in the first attack. The prognosis here is whether the patient will live or die. If he lives he will almost certainly recover. The principal points to be observed are the pulse, the tongue, and the temperature. A rapid pulse, a tongue black or brown and dry, and a high temperature are unfavourable. Acute delirious melancholia with obstinate refusal of food is a very formidable disorder, and, as it frequently occurs in patients whose health is already broken, the prognosis is bad. But melancholia of a less acute type is curable beyond any other form of insanity, and this after a long period of depression. Such patients may have the most torturing delusions, the most suicidal tendencies, may continue in this condition for years, and then get quite well. And this is to be borne in mind if legal provisions have to be made. We are constantly asked whether a family history of insanity will prevent a patient’s recovery. It certainly does not in the first attack, as is shown by the large percentage of recoveries in puerperal insanity, where hereditary predisposition is generally the cause. The insanity of young persons is mainly due to this, but a large number recover. Such, however, are apt to have subsequent attacks, and many become chronic lunatics in later life. With the exception of the melancholic an unfavourable prognosis must be given in all cases where the duration of the disorder is at all prolonged. All writers are agreed that early recognition and early treatment conduce to recovery. If we are consulted about patients whose insanity has lasted a twelvemonth or longer, the prognosis is bad, especially where the symptoms at first slight have grown by degrees till they have become severe and formidable ; those who have hallucinations of hearing of a twelvemonth’s duration are unlikely to lose them. Epileptic insanity is unfavourable, because the epilepsy must have been frequent to cause the mental disturbance, and is not likely to cease. Alcoholic insanity may or may not be cured according to its nature and degree. Acute insanity following a bout of drinking may pass off, and as in delirium tremens the patient will recover entirely, but the dementia from long-continued inebriety depending on changes in the brain-cells and centres is most unfavourable, as are any organic changes produced by syphilis. All recurrence, whether after short or long intervals, is bad. Some patients have alternate days, others alternating attacks of mania and melancholia, with perhaps a short interval of sanity between. Many have recurring attacks of the same kind. The prognosis is unfavourable in all such cases.

	Treatment.—There are two classes of the insane requiring treatment : those who suffer from acute and curable insanity, and those whose malady is chronic and incurable, who must be kept under more or less restraint for the term of their lives. We are not now concerned with the latter. When dealing with the former, the first question is, where and by whom is the patient to be treated ? It may be laid down as a rule to which there are but few exceptions that an insane person cannot be properly treated at home. If the insanity is not a mere transitory outburst but a prolonged attack with delusions and excitement, maniacal or melancholic, home is the worst place. Removal to fresh surroundings is an imperative necessity, and the sight of near relatives is, generally speaking, as prejudicial as that of the home. Many must be removed to an asylum, some because their means admit of no other course, others because they are too dangerous to be kept in an ordinary house. But there are patients who can be treated successfully out of an institution, and if they are young or are earning their livelihood in a profession or post of responsibility, it is much to their advantage to escape the stigma of a lunatic asylum. Among these are :—

	(a) Cases of acute delirious mania, puerperal or other, which often run a short and regular course, and may be treated in a private house if suitable rooms can be provided—cool, airy and quiet, with windows and fire guarded, under the care of experienced and sufficient attendants. If any relatives are in the house, the patient should see them rarely or not at all.

	(b) Melancholic patients whose malady is not acute, who take their food, are clean and orderly, and able to take outdoor exercise, may be treated in private houses other than their own. A friend or relative may be of the party, but strangers are a valuable adjunct. Most melancholics are suicidal, yet adequate vigilance should prevent this. Many are even able to travel, and derive great benefit from constant change of scene.

	(c) Young patients suffering from ‘acute dementia’ or, as it has been called, stupor with dementia (see Dementia), need not be sent to an asylum, and may even be treated at home under an experienced and judicious attendant who will carry out the directions of the medical man.

	There are some, however, who have a much better chance of recovery in an asylum, and whose malady is likely to become chronic if this treatment is not adopted.

	(d) The melancholia of many patients is too acute for residence in a private house. They are on the look-out all day and all night for opportunity of suicide by windows, stairs, or other means ; they require forcible feeding, strip off their clothes, and will not lie on a bed. All such demand the appliances and safeguards of an asylum.

	(e) There are patients suffering from acute mania, not acute delirium, but conscious mania, who, knowing well what they are about, are noisy and violent, even homicidal, mischievous and quarrelsome, always complaining of the attendants, wilfully wet and dirty. This form of insanity is generally of some duration, the patients require much exercise, but are not fit to walk beyond asylum-grounds, and demand the authority and supervision of an asylum-superintendent, for they cannot be left to attendants only.

	(f) Very few general paralytics can be treated out of an asylum. If dementia commences very early and the patients are quiet and tractable, some may be managed in a private house if the friends greatly desire it, but the grandiose exaltation of the majority, the impatience of control and reckless violence make an asylum a necessity. Once there, they are the happiest members of the community.

	(g) There are some whose malady, not being very acute has been called partial insanity or monomania. Sometimes it is a form of melancholia marked by suspicion, aversion, delusions of persecution, and general alteration of feeling and conduct. Above all, it is characterised by the most intense egoism. This is the condition of many of the chronic insane, but occasionally the disorder though similar in many respects is recent and curable, and for this an asylum is the most effectual remedy. Because he is not acutely insane or dangerous the friends shrink from such a step, but placed in a family or private house, a patient of this kind becomes the centre and focus of the whole of his surroundings, and his egoistic ideas are fostered accordingly. If he is melancholic, never was man so unhappy, so God-forsaken, so tormented ; those about him must assure him fifty times a day that it is not so, and be for ever encouraging his luxury of woe. If he is not melancholic, but the opposite, he never ceases to accuse and revile those about him, and strives to make their lives as uncomfortable as he can. Place one of these in an asylum, where, instead of being the one important unit, he becomes, say, the hundredth part of the whole community, occupying not the entire attention of those who have charge of him, but only a very small part, his self-importance is greatly chilled, especially as his ideas and complaints are totally disregarded by the other ninety-nine inmates. Many thus recover, often without medical treatment of any kind. The asylum carries with it a moral treatment not to be found elsewhere.

	With regard to medicinal treatment little need here be said. The medicines appropriate to each form of insanity will be mentioned under the different heads. The chief medicines required are tonics and sedatives, and among the former the most valuable are the preparations of iron, either alone or in combination with arsenic or strychnine. Constipation, which is almost always a trouble in melancholia, must be combated by such drugs as cascara, given at regular intervals, with or without enemata, while massage of the abdomen is often useful. Of sedatives and hypnotics there is a long series. Besides opium and the bromides there are chloral hydrate and chloralamide, sulphonal and trional, hyoscine and hyoscyamine, and paraldehyde, probably the safest of all. Opium is especially beneficial in melancholia, while the bromides are more suited to excited and exalted patients. Chloralamide is preferable to chloral hydrate, trional to sulphonal ; hyoscine and hyoscyamine are dangerous medicines, and are rapidly going out of favour. The objection to paraldehyde is its nauseous taste, but it is a safe narcotic with little unpleasant after-result, and may be administered without risk in the majority of cases. The treatment of insanity by the administration of animal extracts, lately so much advocated, has been very carefully carried out at the Royal Asylum, Morningside. Easterbrook has published a detailed account of the patients there treated by various extracts, especially thyroid, and came to the conclusion that these substances produce a general tonic effect upon cell metabolism. A certain number of patients recovered under large doses of thyroid where previous treatment had been well tried but failed, yet no one recovered from ordinary intractable insanity under small or moderate does. In a hundred cases of insanity which were not hopeless there were twelve recoveries.

	Good and abundant food is most necessary in the treatment of the insane. A large number, especially the melancholic, refuse food, but must not be allowed to remain long without it. Either by the nose or by the mouth, they must be fed ; it is useless to wait in the hope that hunger will induce them to eat, for starvation does not cause hunger in such persons, but on the contrary, adds to their weakness, bodily and mental. When they find out that they will be fed by force, they frequently give in and take their food.	G. F. Blandford.



	II. Insanity, Pathology of.—During the last six years the pathology of insanity has made very rapid and remarkable advances, which have been coincident with, and in a large measure dependant upon, corresponding advances in our knowledge of the normal structure and physiology of the nervous system. It has also been very greatly assisted in its progress by the precise knowledge that has been gained regarding the behaviour of the nerve-cell under pathological conditions, through the brilliant series of experimental researches carried out by Lugaro, Marinesco, van Gehuchten and others. During this period, moreover, the modern doctrine of the toxic basis of insanity has taken definite shape and steadily grown in importance. The very numerous structural alterations that can be demonstrated by modern methods of investigation in the brains of persons who have died insane are to-day recognised to be, with few exceptions, the result of the action of various toxins, some of which are introduced from without, but most of which are generated within the body itself, either in consequence of perverted functional activity of various organs and tissues, or by micro-organisms.

	We shall not here attempt to frame any classification of the pathological varieties of insanity, since the present position of knowledge does not permit of this being done with accuracy. The ultimate classification will be one in which the so-called mental diseases are simply placed in their proper relationship to other diseases of the nervous system ; they certainly will not collectively form a special subdivision.

	Ætiology and Pathogenesis.—It is now very generally recognised that there are two great factors in the pathogenesis of a very large majority of cases of insanity—(1) an inherent weakness of individual organisation, and (2) certain exciting or determining causes. The essential nature of the inherent weakness of individual organisation which predisposes to the occurrence of insanity is as yet very imperfectly understood. That such a predisposition does, however, exist in many individuals, and that it tends to be transmitted from generation to generation, are facts too clearly proved to admit of dispute at the present day. There is conclusive experimental evidence that the nerve-cells of lower animals vary within considerable limits in different individuals of the same species in regard to their vulnerability to certain toxic agents. Extensive lesions of essentially the same character as those produced by such toxic agents in lower animals can be demonstrated in the brains of persons who have died during an attack of acute insanity, in the pathogenesis of which it is now certain that toxins play an essential part. On the other hand, there are the strongest grounds for believing that the same toxins may act upon the nerve-cells of other persons without producing either similar lesions or corresponding symptoms. There is, therefore, reason to regard predisposition to insanity as determined by a comparatively feeble resisting power of the brain-cells to the action of certain toxins, or by an instability of cerebral tissue.

	The exciting or determining causes of insanity are very variously enumerated and classified. But, with very few possible exceptions, they are all capable of being regarded as consisting in the action of toxic substances upon the cerebral tissues. These toxic substances may be conveniently classified as follows:—

	(1) Those that are introduced from without, such as alcohol, morphine, lead-salts, cocaine, &c. This form of toxic action is often distinguished by the term hetero-intoxication.

	(2) Those that are generated in the tissues of the body itself, in the course of, or as a remote result, of various infective and non-infective diseases, such as syphilis, influenza, rheumatism, &c. ; or in consequence of perverted functional activity of various organs such as the liver, kidneys, thyroid gland, &c. ; or in association with other disorders of metabolism, such as those determined by living in bad hygienic conditions, and by various forms of mental shock and over-strain. To such toxic action the term auto-intoxication is commonly applied.

	(3) Those that arise in the contents of the alimentary tract in consequence of functional derangements of the digestive organs, and are absorbed into the system, producing the condition generally referred to as auto-intoxication from the gastro-intestinal canal.

	(4) Those that are developed by the action of micro-organisms which have gained admission through the alimentary tract into the blood-stream producing the condition known as auto-infection.

	It has long been generally recognised that certain forms of insanity are determined by hetero-intoxication. Perhaps the most obvious example of the kind is alcoholic insanity. It is only comparatively recently, however, that the vast importance of auto-intoxication as a cause of insanity has been adequately realised. As above indicated auto-intoxication has numerous different forms. In many instances it is initiated by the action of micro-organisms, that is to say, by infection, but the primary action of the specific toxins is soon reinforced, and indeed often entirely replaced by various secondary intoxications. Other forms of auto-intoxication have no special relationship to organismal infection, but arise merely from the disordered functional action of various glandular organs and tissues.

	The all-important rôle of intoxications and infections in the pathogenesis of nervous diseases will, perhaps, be better understood from the following conclusions recently formulated by D’Abundo and Agostini, whose views may fairly be regarded as representing the consensus of the modern authoritative opinion upon the subject :—

	(1) In the pathogenesis of nervous diseases in general, infections and intoxications are the most frequent, conspicuous, and active element, and this at all periods of life, intra- and extra-uterine.

	(2) An infective-toxic heredity (e.g. syphilis, alcoholism, &c.) favours in the descendants the development of infective-toxic nervous diseases with typical lesions.

	(3) Infections and intoxications in the parents, or in the mother during gestation, very often produce in the fœtus a most marked retardation in the process of myelinisation in the different systems of nervous connection.

	(4) Some of the degenerative neuroses are to be regarded as due to defective cerebral and spinal organisation, arising from intra-uterine toxic pathological processes that have been cured.

	(5) Infections and intoxications of the nervous system favour the development of secondary intoxications which feed, reinforce, and complicate the clinical phenomena, and together produce the forms of disease due to poly-intoxication.

	(6) The action of infective-toxic agents can display itself in any part of the nervous system, leading to peripheral or central, systemic or disseminated localisation, and resulting in the acute or chronic neuro-psychoses.

	(7) Mental confusion is merely the most frequent clinical type of infective-toxic action ; other pscyhopathic types may also have a toxic origin.

	(8) Acute delirium may be regarded as a clinical manifestation caused by various infective-toxic agents.

	(9) Recent researches upon the ætiology of general paralysis of the insane greatly strengthen the theory of its infective-toxic origin.

	(10) The clinical manifestations of infections and intoxications of the nervous system are the resultant of more or less profound nutritive disturbances, which at certain stages are capable of arrest, even when the symptomatology is such as to make us doubt the possibility of recovery.

	We shall briefly indicate the probable relationship of these various forms of intoxication to some of the more important clinical varieties of insanity.

	There are undoubtedly certain cases of acute insanity that are brought on by over-exertion of brain-function (idiopathic insanity). It seems very improbable that the cerebral disorder in these cases is the direct result of excess functional activity of the cortical neurons, because it is certain not only that these elements have great powers of recuperation after fatigue, but also that their functional activity becomes practically suspended long before an irreparable state of exhaustion is reached. The morbid cerebral changes which develop in consequence of such over-exertion of function are probably to be explained by certain secondary changes. The continuous or frequently recurring excitation or irritation of the nerve-cells induces cerebral hyperæmia, which from various causes tends to be maintained for an indefinite time ; it is possible that the function of the vaso-motor nerves becomes overstrained. A chronic sub-inflammatory condition is produced ; the metabolism of the nerve-cells becomes disordered ; and waste products, abnormal in kind or in quality, are discharged into the cerebral lymph-channels. Hence the tissues forming the walls of these channels undergo proliferative and degenerative changes and at the same time tend to become slightly infiltrated by leucocytes. More or less serious obstruction to the passage of lymph naturally results. The continuations of these channels in the Pacchionian villi and dura mater (the whole extent of which is now known to transmit cerebro-spinal fluid to the neighbouring veins) likewise tend to become in some degree obstructed through irritation and consequent proliferation and degeneration of the tissues forming their walls. The outflow of cerebral lymph is thus seriously interfered with, and the nerve-cells are bathed by a fluid which is in a morbid condition, being loaded with the products of waste. Hence, especially if hyperæmia is long maintained, the nervous disorder tends to become intensified and may progress even to a fatal issue. In other cases the morbid processes gradually subside, and repair takes place.

	There can be little doubt that such hyperæmia and secondary local auto-intoxication are important factors in the pathogenesis of all cases of acute insanity, and also in that of most forms of chronic insanity in which the primary cause is itself of a purely toxic character. Numerous observations have been recorded of the occurrence of various micro-organisms in the blood of persons suffering from acute delirious mania. For the most part, however, these organisms have been simply the common pathogenic bacteria associated with suppuration, and it is doubtful if their presence in the blood can be regarded as representing more than a secondary auto-infection. This at least is the view maintained by Ceni and Ferrari, who have very carefully investigated the whole question. There is much greater reason for the belief that the special bacillus isolated by Bianchi and Piccinino is the determining cause of one form of acute delirium, although absolute proof is still wanting. The remarkable cures that have been obtained by Marro and others by washing out the stomachs of patients suffering from acute mania, as well as other evidence bearing upon the question, would seem to indicate that many cases of this disease are determined by auto-intoxication from the gastro-intestinal canal. It is also maintained by some authorities that certain cases are the result of conditions of simple auto-intoxication, arising in ways not yet understood. The delirium frequently associated with many severe febrile diseases is plainly of toxic origin, although in such cases there is doubtless at the same time diminished resisting power on the part of the cortical nerve-cells.

	Acute alcoholic insanity is clearly determined chiefly by the direct action of alcohol upon the cortical nerve-cells. In chronic alcoholic insanity we have to recognise, in addition to the same factor, a progressive secondary intoxication resulting from organic changes in various organs, more especially the kidneys, liver and stomach. Although the precise nature of normal senile involution is at present in dispute, there can be no doubt that, in its later stages at least, senile insanity is essentially the result of auto-intoxication dependent chiefly upon organic changes in the abdominal and thoracic organs.

	General paralysis of the insane is now clearly recognised to be a toxic disease. See General Paralysis of the Insane.

	The relation of disorders of the cerebral circulation to the different forms of insanity is certainly as yet in many respects very obscure. We are inclined to believe, however, that such disorders have much greater importance than is at present generally attributed to them, at least by neurologists in Great Britain. The comparative disregard in which they are now held as factors in the pathogenesis of insanity is doubtless largely due to the influence of the writings of Leonard Hill, who on the ground of numerous experimental observations has formulated certain conclusions with which much of the older teaching, founded mainly upon clinical observation, is clearly incompatible. Hill maintains that the quantity of blood within the cranium is practically invariable (the Monro-Kellie doctrine), and that therefore cerebral arterial hyperæmia can only imply an increased flow of blood through the brain, not a greater distension of vessels ; and that cerebral venous congestion necessarily implies compression of arterioles and capillaries, and therefore arterial anæmia. He also maintains that there is no local mechanism by which the blood-supply to the brain is regulated, and that ‘the cerebral circulation is controlled by the vaso-motor centre acting on the splanchnic area.’

	With regard to the first of these conclusions, it seems to us that Hill has been led into error by neglecting to take into account the displaceable lymph within the substance of the brain itself, and by failing to recognise the elasticity of the vessels and other cerebral tissues. When these factors are taken into consideration, it becomes evident that the quantity of blood within the brain is capable of undergoing important variations through inverse variations in the quantity of the lymph within the brain ; and that vascular distension is not limited, as Hill maintains, by the rigid walls of the skull and the ‘incompressible brain-substance,’ but by the contractile and elastics coats of the vessels themselves.

	With regard to the second conclusion, we maintain that Hill’s experiments are by no means decisive, and that there is strong evidence in support of the existence of a local mechanism for the regulation of the cerebral blood-supply. Vaso-motor nerves in the pial arterioles have now been clearly demonstrated, and it is impossible to believe that they can have no functional importance. Moreover, prior to publication of Hill’s work, Cavazzani, using methods certainly no less trustworthy, obtained experimental evidence of vaso-motor action upon the cerebral vessels, and more recently Spina has recorded similar observations. Lately, also, Acquisto and Pusateri, and D’Abundo have demonstrated at least the anatomical basis for a dural reflex, concerned with the regulation of the calibre of the pial arterioles.

	Hence we maintain that both active and passive congestions, essentially similar in their nature and effects to those that occur in other organs, do occur in the brain, and that, although the subject is still invested with much obscurity, there are the strongest grounds for believing that there is a local mechanism for the regulation of the cerebral blood-supply, disorder of which is often an important factor in the pathogenesis of the various forms of insanity.

	Normal mental action has clearly been proved to be accompanied by cerebral hyperæmia. We maintain that this is a true quantitative hyperæmia, and that it does not consist merely in an increased rate of blood flow. As already indicated, functional cerebral hyperæmia is apt to pass into pathological hyperæmia, if the excitation or emotion that brings it about is unduly prolonged, and it is probable that idiopathic insanity (or the insanity which follows on the action of so-called ‘moral causes,’ such as grief, worry, anxiety, and prolonged study) is initiated in this way. In other forms of acute insanity, there is certainly as a rule, and probably always, similar active congestion. In senile mania, active hyperæmia appears to affect certain areas specially, its incidence and distribution being in large part determined by organic changes in the vessel-walls. In general paralysis, there is constantly well-marked active congestion of the brain, which probably specially affects the cortex. The view, which has recently gained much credence, that in this disease there is a condition of cerebral anæmia, consequent upon venous congestion, is, we believe, entirely erroneous. True cerebral anæmia, consisting in a dimunition in the quantity of blood within the brain, and not merely a retardation of the blood-flow, is probably an important factor in the pathogenesis of many cases of chronic melancholia. It has now been clearly established that states of mental excitement are in general associated with low arterial tension, and that, on the other hand, states of acute mental depression are very commonly accompanied by the opposite condition of high tension.

	Pathological Anatomy.—Congenital Abnormalities of the Brain.—Slight structural abnormalities of the brain are unquestionably far more common in the insane than in the mentally sound. They are especially frequent in cases of idiocy, congenital imbecility, and epileptic insanity. Some of the more gross congenital defects are quite incompatible with normal intellectual development, while many others have only rarely been observed in persons who were mentally sound. Some of the more important abnormalities that may be observed are the following : atypical arrangement of convolutions and sulci, microgyria, absence of the corpus callosum, imperfect separation of the cerebral hemispheres, heterotopia of the grey substance, porencephaly and microcephaly.

	Focal Lesions of the Brain.—Localised gross lesions of the brain are certainly of very considerable importance in the pathogenesis of insanity. They are present in from 25 to 30 per cent. of cases examined after death. They consist chiefly of softenings of vascular origin, among which are to be included recent and old hæmorrhagic, embolic, and atrophic softenings. The last, which are by far the most common, result from gradual occlusion of arterial branches and capillaries, owing to morbid changes in their walls, more especially endarteritis deformans and hyaline-fibroid degeneration. They occur especially in senile insanity and are generally multiple. They affect the cortex chiefly. Other gross lesions that may not infrequently be observed in the brains of the insane include primary and secondary tumours, tubercular and gummatous nodules, and sclerotic areas.

	Morbid Conditions of the Skull.—These are essentially of two classes, namely (1) variations in form and size overstepping the limits of the normal, and (2) changes in the structure of the bones, evidenced by abnormalities in thickness, consistence, and histological characters.

	The skulls of the insane in this country have not yet been sufficiently studied by strict craniological methods to permit of precise conclusions being formed regarding the frequency and significance of the slighter morbid conditions of the former class.

	Changes in the thickness, texture, &c., of the bones of the skull are extremely common in the insane. The calvarium, as a rule, suffers more than the base. General or local thickening is exceedingly common. Statistics compiled by different observers show the condition to be present in from 25 to 50 per cent. of all cases. It is sometimes accompanied by the development of large irregular bosses, or of more or less numerous small excrescences on the inner aspect. The bone is usually at the same time condensed, but in some instances it is softened. The highest degrees of thickening occur in senile insanity, but the largest proportion of thickened crania is found in cases of general paralysis. Atrophic thinning is comparatively rare. It is observed mostly in cases of senile insanity. Osteosclerosis, or condensation of the bone, which is usually accompanied by thickening, is seen in about 30 per cent. of cases. The condition is practically a constant one in general paralysis. Osteoporosis, or general softening of the bone occurs in about 5 per cent. of cases. It is mostly observed in the senile insane. The weight of the cranial bones is greatly increased in most cases of general paralysis, and also in many of epilepsy.

	Morbid Conditions of the Dura Mater.—One of the most common morbid conditions of the dura in cases of insanity is an undue degree of adhesion to the calvarium. It is present, according to the statistics of different observers, in from 15 to 40 per cent. of cases. Senile insanity, epileptic insanity, and general paralysis furnish the largest proportion of examples. Morbid adhesion to the pia-arachnoid is comparatively rare. Thickening of the dura is exceedingly common, but is generally slight in degree and somewhat difficult to recognise. Atrophic thinning is occasionally to be observed. Bony formations, most commonly situated in the falx cerebri, but sometimes near the outer aspect of the membrane, occur with considerable frequency. In all cases of long-standing insanity, the dura mater also undergoes other chronic alterations which, for the most part, are recognisable only on microscopical examination. They consist in general or local proliferation and degeneration of the endothelial cells of the inner surface and of the walls of the perivascular canals. As already stated, such changes cause obstruction to the outflow of cerebro-spinal fluid. They also, however, in chronic forms of insanity, have another important consequence, namely, obliteration of large numbers  of the superficial dural capillaries by compression. Following upon the obliteration of these original vessels, new capillaries shoot out upon the surface of the dura. They tend to give way before the normal blood-pressure during the last few days of life, owing to fatty and other changes in their walls. It is in this way that most of the subdural ‘false membranes,’ so common in the insane, are developed. They consist essentially of blood-clot which, however, is very commonly in process of vascularisation. Other subdural false membranes are formed from blood which has escaped from a cerebral arteriole or vein. See Meningitis (Pachymeningitis Hæmorrhagica Interna).

	Morbid Conditions of the Pia-arachnoid.—The most important morbid change to which the pia-arachnoid is subject in insanity is one which manifests itself as thickening, milkiness, and opacity, accompanied generally by granularity of the surface. It is a constant condition in all cases of long standing. It is seen in its most extreme degrees in general paralysis and senile insanity. The corresponding tissue-changes consist of general hyperplasia of the connective tissues and proliferation and degeneration of the endothelial cells lining the lymph-spaces. The granulations on the surface are composed of proliferated endothelial cells. In advanced general paralysis, there is usually, in addition, well-marked infiltration of the tissues with the leucocytes, indicating an acute inflammatory process. Whether or not, apart from such leucocytic infiltration, we regard the condition as inflammatory will depend on what we mean by inflammation (see Inflammation). We have already insisted upon the great importance of conditions of general toxæmia in the causation of insanity, and have explained how secondary local auto-intoxication is set up by morbid metabolism in the cerebral tissues. We believe that both of these conditions contribute to the production of the structural alterations that occur in the pia-arachnoid, dura mater, and skull. The toxins, which are added to the lymph in consequence of the altered metabolism in the brain itself, are probably, however, more important in this connection. The tissues of the pia-arachnoid, dura mater, and skull are bathed by a lymph which is in varying degrees unsuitable for their healthy nutrition. Hence they undergo the morbid alterations which we have briefly described.

	Morbid Condition of the Cerebral Vessels.—The morbid changes that affect the cerebral vessels in insanity are of great importance, but of so numerous and complicated a nature that we can do little more than name them here (see Brain, Vessels of, Diseases of). Two forms of granular yellow pigmentary deposit are very commonly to be observed in great abundance in the adventitia of the intracerebral vessels. One represents a pathological increase in the quantity of a normal constituent. It is generally of a light-yellow colour. The other, which has a reddish-yellow tint, consists of hæmatoidin, and is always indicative of antecedent hæmorrhage. Hyaline degeneration chiefly affects the adventitia. It occasionally occurs as an acute condition, but is more common in its chronic form of the hyaline-fibroid degeneration of Gull and Sutton. This change is very often a well-marked one in various forms of chronic insanity. It specially tends to implicate the capillaries of the first layer of cortex. Endarteritis deformans or atheroma occurs in its most severe form in some cases of senile insanity. Acute periarteritis occurs in the advanced stages of general paralysis. Colloid degeneration and calcification have been described, but are certainly very rare. The condition known as ‘etat criblé,’ consisting in the development of spaces at the side of the larger vessels in the white substance, is common in all atrophied brains, especially those of the senile insane.

	Morbid Conditions of the Neuroglia and Mesoglia. In all forms of insanity in which there is chronic irritation of the brain, or dead tissue to be replaced, the neuroglia-cells undergo hyperplasia. This condition is especially common in the outermost layer of the cortex, and in the white matter. It is generally present throughout extensive areas of the cortex in general paralysis. Localised areas of sclerosis are exceedingly common in the aged insane and in chronic alcoholic insanity. Ventricular granulations, which are almost constantly present in general paralysis and senile insanity, are essentially localised overgrowths of neuroglia.

	Morbid Conditions of the Nerve-cells.—Although many points regarding the normal structure of the nerve-cell are still in dispute or undecided, the following brief description, which applies to the larger cortical nerve-cells, probably fairly represents the consensus of opinion upon the subject among the best authorities at the present day. The nucleus is generally placed about the centre of the cell-body. It has a distinct limiting membrane and contains a reticulum and granules, and a rounded nucleolus, generally centrally situated. All of these constituents are acidophile in reaction, excepting from two to four small particles adhering to the nucleolus, which are basiphile : these represent the whole of the chromatin in the nerve-cell. The cell-body has various shapes, but is commonly pyramidal. It extends on the one hand into three or four long dendritic processes, the protoplasmic processes or dendrites, which, except close to the cell-body, are clothed with numerous short filiform or pyriform processes, the gemmulae ; and on the other into a single delicate smooth process, the axis-cylinder process or axon, which at some little distance from the cell-body begins to give off at right angles some finer branches, termed collaterals. The main fibre may become the axis-cylinder of a medullated fibre, or run a comparatively short course as a non-medullated fibre. It terminates in close relationship to another nerve-cell, either as a peri-dendritic or a peri-cellular arborisation. The basis of the cell-protoplasm consists of minute fibres, which for the most part course independently in the processes, but form a true reticulum round the nucleus. The fibrils of the axis-cylinder process arise from this peri-nuclear reticulum. In the cell-body the spaces of the reticulum are filled up by a homogeneous or faintly granular substance which has a strong affinity for certain dyes, such as toluidin blue, and which in preparations by certain methods appears in the form of minute aggregations, the Nissl-bodies, or chromophile elements of the nerve-cell. The bodies of the larger cells contain numerous minute channels which open on the one hand into a peri-nuclear space (bridged, however, by the fibrils, which are attached to the nucleus), and on the other upon the surface. Near the base of the cell, there is generally in the adult a small collection of a pale-yellow substance, the nerve-cell pigment. Various forms of reticula at the surface of the cell have been described by different observers, but their significance is still somewhat doubtful.

	Although the neuron theory, according to which each nerve-cell, together with its processes, forms an anatomically and physiologically separate element, has in recent years been boldly attacked, it is still maintained and defended by the great majority of authorities. It is now very generally believed that the nervous impulses are received by the dendrites (in some instances by the cell-body) and discharged by way of the axon (law of dynamic polarisation). It has been clearly established by recent observations that the chromophile substance is utilised during the functional activity of the cell. It has been maintained by some that the protoplasmic processes exhibit amœboid movements, which have an important action in the breaking and making of connections with other cells, and that during sleep these processes are retracted. This theory has been strongly opposed by Lugaro, who, on the basis of a series of experimental observations of his own, has advanced another hypothesis, which seems to us to be much more credible. He maintains that only the gemmulæ exhibit contractility, and that not retraction but general expansion of these appendages, implying multiplication of contacts and wide diffusion and consequent weakening of stimuli, is their characteristic attitude during sleep. In conditions of fatigue their contractility is greatly diminished ; after rest their capacity to contract is fully restored. During psychical activity the gemmulæ undergo continuous movements of retraction and expansion, whereby contacts with the terminations of the axis-cylinder processes of other cells are broken and made.

	Lugaro, who has undoubtedly done more than any other observer to advance our knowledge of the nerve-cell in normal and pathological conditions, has recently put forward another hypothesis which is of special interest in relation to the pathology of insanity. He states this hypothesis as follows : Two distinct elaborations of external impressions occur in the nervous centres, one inter-neuronic, at the terminations of the afferent fibres, and the other intra-neuronic, between the wave conveyed by the dendrites and the dynamical processes that develop in the interior of the cell-body ; the first corresponds to the phenomena of consciousness or perception (fenomeni di conoscenza), the second to the affective states. Flechsig has lately divided the brain into sensori-motor and associative or intellectual areas, and has attributed certain special functional values to various portions of the latter. If his views upon this subject could be accepted as thoroughly established, they would form a highly important physiological basis for the explanation of many morbid phenomena exhibited by the insane. But it happens that at the present moment they are being attacked in their very foundations by several other high authorities, and therefore it is necessary for us to await the issue of the controversy before deciding whether they can be utilised in pathology or not.

	The experimental pathology of the nerve-cell is now an extremely rich and elaborate department of neurological science. It may be said that two separate types of morbid change have been distinguished, namely, primary and secondary degeneration. The former results from the direct action of a toxin upon the cell, or from an equivalent disturbance of nutrition ; the latter follows injury to the axon. The characters of primary degeneration differ greatly according to the toxin employed and the intensity and duration of its action. But in general the alteration consists first in disintegration and dissolution of the chromophile bodies (chromatolysis), then in disintegration of the achromatic fibrils, displacement and disintegration of the nucleus, and death of the whole element. If the toxic action ceases before the first stage is passed, recovery may take place. In secondary degeneration the changes represent a definite reaction which runs its course and terminates either in recovery or in the death of the cell. Chromatolysis begins around the cone of origin of the axis-cylinder process and gradually spreads to the rest of the cell ; the fibrils and nucleus may subsequently be involved as in primary degeneration. There is considerable difference of opinion as to the conditions which influence the intensity of the reaction and determine death or recovery of the cell. Experimental pathology has further taught us that many of the cellular alterations which can be recognised in the human brain after death are really the result of terminal auto-intoxications and other conditions arising shortly before or even after death, and that we must, as far as possible, look behind such alterations in order to see the true pathological picture of the disease from which the patient has suffered. Thus it has been demonstrated that the hyperpyrexia of short duration, and long-continued pyrexia, can produce a general, more or less complete chromatolysis of the cortical and spinal nerve-cells. It has also been shown that slight chromatolytic changes are produced by inanition, which, however, are probably chiefly of auto-toxic origin. Anæmia and prolonged insomnia have also been demonstrated to be possible causes of chromatolytic and other changes in the cells. Experimental observations have further shown the necessity of caution in correlating various deformities of the protoplasmic prolongations and their gemmulæ with morbid phenomena in the human subject. There can be no question that pathological alterations in these appendages of the cortical nerve-cells have great importance in various forms of insanity, but the histological methods at present available do not serve to distinguish them clearly from other alterations which simulate them, and which, it has been clearly proved, may be caused by terminal auto-intoxication, post-mortem change, the fixing fluids themselves, as well as by other still obscure causes. Lastly, it has been shown that the nerve cells are very rapidly affected by certain post-mortem alterations, which it is therefore absolutely necessary to understand and to be able to discount, in all studies in neuro-histology upon the human subject.

	Primary and secondary degeneration are the only diseases of the fully developed nerve-cell as yet clearly distinguished. The various types of morbid change that may be observed may occur in either of these forms of disease. We can only enumerate the more important of them here, namely, chromatolysis, achromatolysis, intense colour-ability of the achromatic substance, pigmentary degeneration, fatty degeneration, vacuolation, varicose atrophy, varicose hypertrophy of the axis-cylinder process, displacement of the nucleus and homogeneous degeneration of the nucleus. The one disease of the nerve cell which does not fall within the groups of primary and secondary degeneration is developmental arrest. Various degrees of this condition can be recognised in the cerebral cortex in many cases of idiocy and congenital imbecility.

	When we endeavour to apply this knowledge in the study of morbid alterations in the nerve-cells of the human brain in cases of insanity, we are met by endless difficulties. We recognise at once that most of the changes which up to a few years ago were regarded as the basis of the morbid mental phenomena, being for the most part initiated during the last few days of life or after death. Even yet the definite facts that can be said to be established are very few in number. We have in addition, however, a number of ‘working hypotheses’ which greatly help us to visualise what is going on in the cortical nerve-cells in various forms of insanity. We shall conclude by briefly indicating some of the more important of these facts and hypotheses.

	The special phenomena of the various forms of insanity depend not upon different forms of nerve-cell lesion, but upon the nature and intensity of the toxic or other condition causing the primary or secondary degeneration, the localisation of the morbid action and the special reactive qualities of the individual nervous system. In cases of acute mania and acute melancholia dying in the course of the disease, from 25 to 50 per cent. of the cortical nerve-cells show distinct degeneration of primary type. This percentage is much in excess of that to be found in other toxic diseases in which there have not been corresponding cerebral symptoms. Moreover, the lesions are much more severe, and it can be satisfactorily proved that large numbers of the cells have disintegrated and disappeared. In cases of dementia, secondary to attacks of acute insanity, it can be shown that a considerable proportion, in some cases fully 50 per cent. of the cortical nerve-cells has entirely disappeared. In senile insanity there is a slow degeneration of the cerebral nerve-cells, for the most part of a primary character ; its severity far exceeds that of the similar changes associated with normal senile involution. The lesion is essentially diffuse in its distribution, but at the same time it is generally more advanced in some areas than in others. Extensive complete destruction of cells takes place, both in association with and apart from their involvement in local softenings of vascular origin. In general paralysis there is also a diffuse degenerative change in the nerve-cells of the brain, chiefly of primary type. The morbid process is, as a rule, much more acute than in senile insanity, and the destruction of cells is greater. In chronic alcoholic insanity there is always a very considerable loss of nerve-cells, while many of those that remain present changes of a primary or secondary character. In polyneuritic psychosis and other conditions of ‘primary mental confusion,’ Ballet and Faure, as well as other later observers have found secondary degenerative changes in the giant and large pyramidal nerve-cells of the cortex, comparable to those that occur in the cells of the anterior horn of the spinal cord in peripheral neuritis. In all of these forms of insanity there are, in association with the degenerative changes in the cell-bodies, extensive lesions of their prolongations, that is to say, of the medullated nerve-fibres of the brain. Severe change in the one necessarily implies corresponding alteration in the other ; the two being merely parts of the same tissue-element.

	If we accept Lugaro’s theory of the functional contractility of the gemmulæ, we may regard the insomnia so commonly associated with insanity as dependent upon an irritable condition of the cortical neurons, in consequence of which these minute appendages of the protoplasmic processes continue to contract in response to the slightest stimulus, instead of remaining in their position of rest. On the other hand we may conceive of stupor as dependent upon an abnormal condition of the neurons, in consequence of which the contractility of the gemmulæ is more or less completely abolished. The hypothesis of the distinctive functional values of the inter-neuronic and intra-neuronic elaborations, the first portion of which, it seems to us, may now be accepted as a postulate, chiefly serves to emphasise what we have long insisted upon, namely, the paramount importance of the nervous connections, or the established relations of one neuron with another. It is in virtue of such connections, elaborated throughout the years of growth and education, that the marvellous machinery of the organ of the mind is gradually put together, and it is by their dissolution that this machine breaks down, in other words, that the mental powers become disorganised. In accordance with the second portion of this hypothesis, we may conceive of states of simple mania and melancholia as dependent upon normal metabolism within the substance of the nerve-cells, and can understand how they are compatible with unimpaired action of some of the purely intellectual faculties, the integrity of which is dependent upon the maintenance of the mutual relations of groups of neurons.
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	III. Developmental Insanity, strictly speaking, should include idiocy, congenital imbecility, and the greater part of epileptic insanity. But those conditions will be dealt with in separate articles.

	Symptoms.—The most typical and the most common developmental psychosis is unquestionably that which is liable to occur from puberty up to the age of twenty-five, and in 72 per cent. of the cases it takes the form of an attack of mania of a sharp and relapsing character, though in some cases it assumes a melancholic form. Only 32 per cent. of the cases occur between puberty and twenty-one, the remaining 68 per cent. occurring in the four years from twenty-one to twenty-five. Contrary to the common opinion, puberty and the three years following it, that is, the fourteenth, fifteenth, sixteenth, and seventeenth years, produce only 10 per cent. of the pubescent and adolescent insanity. A typical case of adolescent mania, once seen, is not soon forgotten. A young woman with a markedly insane heredity grows up till she is twenty-three without any neuroses, except that she remains long girlish and undeveloped in form. She then, without any sufficient exciting cause, exhibits for a few weeks a slight lowness of spirits, inattention and want of interest in her work and surroundings. This gradually passes off, and within another few weeks there appears a precisely opposite mental and emotional condition of liveliness and buoyancy of spirits. With this there is an unsettledness of conduct, a want of moral balance, a change of likings, a disregard of conventionalities and many unmaidenly ways exhibited before friends or strangers of the opposite sex. Sleep gets shortened, and a change of expression in face and eye is seen. This mild exaltation of cortical action soon passes into a more marked mania. The patient talks continuously and with little coherence of ideas ; she sings loudly, dresses grotesquely, and becomes ‘cheeky’ to an outrageous degree, setting at naught parental and scholastic authority. She is boastful, offensively forward, immodest, impossible to please, and very perverse. She turns night into day, is irregular in her eating and in all her habits, is quarrelsome, blaming her guardians and companions for all her peculiarities of conduct, and is unable to get on with any one for more than a few hours at a time. Then comes a time when this ‘simple mania’ becomes really ‘acute’ in its character, and the patient screams, becomes incoherent in speech, tears her clothes, fights, and neglects the common decencies. She is then flushed in the face, and further altered in expression ; her eyes are brilliant and fierce in look ; and she cannot take care of herself in any way as to food or natural functions. During this time her temperature rises to 99.5° or even higher, her perspiration is offensive, and menstruation is temporarily suspended. She loses weight rapidly and soon looks haggard and exhausted. In a few weeks, this acutely maniacal condition begins to abate, and is succeeded by what seems a near approach to recovery of mental power and control, but with some confusion that may go on to stupor. Every one about her is hopeful and is intensely relived to think the end of the attack is come. But this turns out not to be so, for about the time the next menstrual period is due the patient becomes mentally excited again, and goes through much the same sequence of symptoms as have been described. These periodic recurrences occur again and again until either a real and final recovery takes place after a year or so, or she sinks into secondary dementia—that most terrible of all mental states, where the hopes and fears of life, its joys and sorrows, its duties, capacities, and aspirations have disappeared for ever, and mind in the higher sense has died, while the bodily life may go on for many years. About 60 per cent. of the cases of adolescent mania recover, and 30 per cent. sink into dementia.

	Periodicity.—The explanation of the remissional periodic character of the symptoms is that it is a morbid expression of the great law of generative and sexual periodicity. In the excited period there is always a strong sexual factor in the emotions, ideas, and speech, and the practice of masturbation is very common. Bouts of sexual intercourse are sometimes indulged in, unsuitable marriages contracted, and sexual crimes committed during the early part of the exalted phase.

	Stupor and Melancholia.—The symptoms in every individual case are of course not precisely on the clinical lines just sketched. We have in some cases delusions of suspicion and irritability, taking the place of the simple mania. In others the condition of confusion or complete stupor, or temporary mental obliteration, the ‘acute dementia,’ ‘primary dementia,’ ‘dementia attonita,’ of other writers, occurs as a developmental insanity, the patient becoming absolutely devoid of volition, standing still, not being able to speak or act, and looking as if the facial muscles were all thrown out of action, while the heart’s action becomes very feeble. The pulse is weak and thready, the extremities cold and blue, chilblains forming on the hands and feet. In some cases ordinary melancholia occurs often with suicidal symptoms, and a tendency to periodicity in its incidence like the mania. In a very few cases a gradual weakness of the mind occurs (dementia præcox).

	Lesser Developmental Psychoses.—There are a series of lesser mental, volitional, moral, and ‘conduct’ changes, short of technical insanity, that are liable to occur in adolescents of both sexes derived from neurotic and insane stocks. These changes are often as distressing to deal with and more difficult to treat, while they are far more liable to be misunderstood than ordinary insanity. The chief of such conditions are stupidity or lethargy, asocial or anti-social state, causeless aversion to relatives or unreasonable defiance of authority, morbid egotism or delusional antipathies, visionary schemings or frothy religionism, and adolescent criminal acts, sexual perversions being common, as might have been expected. ‘Mad’ adventures, insane idealisms, and unhealthy attempts to produce original forms of literature or poetry are common enough among the educated neurotics at this age. The absence of balance, common sense, practical or possible aims in life, and sobriety of conduct or thought generally is characteristic of such people, many of whom thus show that they are true ‘degenerates.’ The writer regards all such as examples of the evolution of the impulse of reproduction—that organic instinct which is only second to the love of life in importance—upsetting the cortical condition and working of brains strongly predisposed to insanity or to the higher neuroses through heredity.

	Treatment.—The most successful treatment is founded on physiological considerations., Feed well with all sorts of non-stimulating diet, such as eggs, farinaceous and fatty diet, and fruits. Give custards made of milk and eggs in large quantities. Exercise, work and amusements in the fresh air, and cold bathing are essential. The writer has no sort of belief in the treatment by confinement to bed lately recommended by some authors for such disorders. Cod-liver oil, maltine, and the hypophosphites are most useful. If sedatives are used a judicious mixture of the bromides and sulphonal (Potas. Bromid. gr. xv. and Sulphonal gr. x three times a day) will be found useful. When patients begin to gain weight they are commonly safe—except those who are getting demented. About 60 per cent. recover. Recovery is accompanied, in addition to a gain in weight and fatness, by an expansion of the form and of the mammæ in women, and by the usual signs of completed physiological manhood in the other sex, such as full growth of the sexual hair and beard. Many of the cases of adolescent mania relapse afterwards through child-bearing, moral upsets, alcohol, or senility.		T. S. Clouston.



	IV. Insanity of Pregnancy, the Puerperal Period, and Lactation.

	1. Insanity of Pregnancy.—Insanity of pregnancy is rare, and accounts for about 1 per cent. of women admitted to asylums. The cases may be considered in two groups : (1) those occurring in the early months, associated with general disturbance of the circulation and nutrition, and (2) those occurring during the later months, associated with the increasing worry and discomforts of advancing pregnancy. In the first group the disorder may pass off with gradual adaptation of the nervous system to the altered conditions ; while in the second the insanity is likely to continue after confinement as a puerperal insanity.

	Causes.—(1) Inheritance of neuroses or insanity ; (2) previous attacks of mental disorder, either before marriage or in connection with some previous pregnancy or confinement ; (3) a first pregnancy, especially if associated with much vomiting, neuralgia, or sleeplessness ; (4) moral causes, such as illegitimacy or desertion by the husband ; (5) cardiac, renal, or other organic disease  ; (6) alcoholism or other toxic state ; (7) early general paralysis of the insane.

	Form of Mental Disorder.—Most commonly the disorder is of the melancholic or stuporous type, but maniacal excitement is not rare. In the melancholic forms there may be apathy, loss of energy, and inability to fulfil ordinary duties, with self-accusation and suicidal desire, on the one hand, or agitation with hypochondriacal misinterpretation of the discomforts of pregnancy on the other. Hallucinations may be present, and suspicions of poisoning may lead to refusal of food. Aversion to the husband or to others may lead to violent assaults. Maniacal excitement may be of the delirious, the hysterical, or the ordinary acute maniacal type. Occasionally chronic delusional insanity arises during pregnancy, and in a few cases the patient becomes weak-minded without any marked acute psychosis, and remains demented even in a first pregnancy.

	Prognosis.—This is, on the whole, good, especially in the early months, if the patient be removed from home and treated by rest till the nervous system has adapted itself to the new conditions. In cases occurring in the later months recovery does not take place until after confinement. The prognosis as to the mental life of the child is not a favourable one, and congenital mental defect or nervous instability is likely to result.

	Treatment.—In mild cases rest under skilled nursing, with liberal feeding, removal from all household worries, attention to the bowels and sleep, and administration of tonics may effect recovery. In severe cases treatment in an asylum is necessary. In the administration of drugs regard must be had to the possible effect on the nervous system of the child. Induction of premature labour does not seem justifiable in the early months, as the disorder may pass off quickly ; and as in cases occurring later delivery at the natural term does not cut the disorder short, there is no reason to suppose its artificial production would be beneficial, while it would add an additional risk to life.

	2. Puerperal Insanity.—Insanity following childbirth is found in between 5 and 6 per cent. of the women admitted to asylums. Many of the milder and shorter cases of this nature never reach the wards of an asylum, but are successfully treated elsewhere.

	Causes.—(1) An inheritance of neuroses or insanity. Some observers place this as high as 50 per cent. In many cases puerperal insanity is the expression of the presence of the neuropathic diathesis, and its subjects are ‘degenerates’ whose nervous system gives way first at the puerperal epoch. Occasionally a mother and her daughter may each suffer from puerperal insanity. (2) A first confinement, especially towards the end of the reproductive period, when the pelvis and soft parts have become unyielding. (3) Some complication attending labour, such as the use of forceps or anæsthetics, delayed labour, post-partum hæmorrhage, ruptured perinæum, or any cause leading to septic poisoning. The latter may be slight or severe. In some cases no doubt the mental disorder is of the nature of a toxic delirium, while in others it precedes or is merely concurrent with septic absorption, and might have occurred independently of it. Although primiparæ are more likely than others to sustain injuries during parturition, the cases of puerperal insanity in which there was the most severe septicæmia were, in my experience, not primiparæ. (4) Moral causes. These may be present in many cases, even where there is no inheritance of insanity and no evidence of septic complications. Any great strain or anxiety or emotional shock may upset the balance at a time when the nervous system has passed through the stress of delivery, and should have the opportunity for rest and recuperation. The birth of an illegitimate child, the death of a near relative, of the husband, or of the child, sudden fright, the apprehension of the pains and perils of confinement, excitement from officious and gossiping visitors, desertion or ill-treatment by a brutal husband, or the worry of an inefficient nurse may, for example, act in this way. (5) Previous attacks of insanity either before marriage, or after former confinements. (6) Conditions leading to maternal ill-health during pregnancy, defective general nutrition, nervous exhaustion from frequent child-bearing or prolonged lactation, organic diseases, or alcoholism.

	Onset.—In some cases insanity has existed before confinement, and continues subsequently. In other cases it may begin immediately after delivery, and in a still larger proportion during some part of the first week. Other cases begin at varying periods up to six weeks or two months after parturition. The line drawn between the later puerperal insanity and the insanity of lactation is quite an arbitrary one, and there are many cases to which the term ‘puerpero-lactational’ might be applied.

	Forms of Mental Disorder.—In the main the cases fall within the two great groups of maniacal excitement and melancholic depression. Of those occurring within the first fortnight after delivery, the great majority are delirious or maniacal, while those occurring later are chiefly, but not exclusively, melancholic. A transient frenzy of excitement or delirium may occur during delivery, or immediately after, and may pass off very quickly. the mental disorder at this period is marked by its sudden onset, its extreme uncontrollable violence, its transitoriness, and the profound affection of consciousness which may be associated with an impulsive homicidal or suicidal act. Again, within the first few days after delivery a short, but very acute, delirium with rise of temperature, great restlessness and violence, hallucinations, rambling incoherence, and profound affection of consciousness may occur. Memory of the attack may be entirely lost. Transitory cases of this nature do not necessarily find their way into asylums.

	Of cases of longer duration there are several varieties. Puerperal Mania is the commonest form. Within a few days after delivery there is sleeplessness, slight depression, loss of interest in the child, querulousness, and dislike to the husband and nurse. Maniacal excitement then rapidly supervenes. The cheeks become flushed the eyes bright, the pupils dilated, the tongue dry, the pulse rapid and soft, and the temperature slightly raised. The excitement increases with noisiness, shouting, singing, and incoherent conversation which is often obscene. There is constant restlessness with struggling, fighting, and a tendency to strip off clothes, to impulsively strike those about her or the child, or even to injure herself. Relatives may not be identified, the attention cannot be arrested, and consciousness is profoundly affected. Hallucinations and delusions are frequent, and judgement is entirely at fault. Food is commonly refused, and there is loss of control over the bladder and rectum. Sleep is either entirely absent, or comes in short snatches from which the patient wakes to continue her ravings. The urine may be temporarily albuminous, or may in some cases contain sugar. the milk may be suppressed or may be secreted so plentifully that the breasts become tense and painful, abscess ultimately forming. The lochial discharge may be normal, absent, or offensive. The excitement may last a few days, weeks, or months, and is apt to recur periodically. After a time it may be replaced by depression with agitation, delusions of perdition, self-accusation, and suicidal attempts ; or by stupor, silence, and apathy, but with eventual recovery, as the physical health is re-established. Menstruation is absent during the attack, and there may be a long period of delayed convalescence with amenorrhœa, eroticism, and impulsiveness.

	A second variety is the Acute Delirious type. In such cases the confusion and loss of orientation may become extreme, and there is constant delirious chatter with sleeplessness, dry brown tongue, rapid and feeble pulse, and tendency to pass into the typhoid state with fatal result. In these cases the temperature is irregularly raised, not infrequently with rigors, offensive lochia, pelvic inflammation, abscess in the breast, pulmonary congestion or consolidation. In a third group the excitement is more of the Hysterical type with eroticism and less profound loss of consciousness. The fourth variety is acute Confusional Insanity, occurring chiefly in patients who have been much exhausted at confinement or have been in a low state of health previously. There is a dreamy confusion, inability to answer questions or to grasp the environment, hallucinations, restlessness without excitement, aimless wandering about, refusal of food from inability to grasp its nature, and general resistance. Delusions are not as a rule marked. There is loss of control over the emunctories. These cases improve rapidly with treatment, but if neglected may pass, on the one hand, into a low delirious state, or into stupor and dementia.

	Puerperal Melancholia may begin almost immediately after delivery, but most commonly more than a fortnight after. The depression may be of the religious type, with self-accusation of crimes or wickedness and delusions of perdition. Complaint of being ‘unworthy,’ or of having lost natural affection, or of having brought ruin on the family, is common. Occasionally the depression is hypochondriacal in type, with delusions about the pelvic viscera of being ‘unnatural’ or of being ‘not human.’ In another group there is terror at imaginary impending harm, dread of arrest, or fear lest the child be starved or injured. Delusions as to the child’s health, such as that it is deformed or black, may lead to intense disgust with it and infanticide. In other cases there is great depression with apathy, loss of interest, and stupor. There may be either silence and downcast expression with loss of energy, or, on the other hand, restless agitation with constant noisy bewailing. In all these cases there is great risk of suicide, and frequent attempts are made. Sleeplessness, refusal of food, and personal neglect are constant, as are also amenorrhœa and cessation of the secretion of milk.

	Chronic delusional insanity with organised ideas of persecution may originate in the puerperal state, the prognosis being then very unfavourable. In rare cases General Paralysis begins at this period.

	Prognosis.—About 80 per cent. of cases recover. Acute cases often recover quickly, and most of the maniacal cases are convalescent within 3 or 6 months. Patients suffering from melancholia are not placed under care as early as those with excitement, unless suicidal or homicidal symptoms appear early, and therefore take longer to recover. The prognosis is favourable so long as there is amenorrhœa and imperfect restoration of the general health, but bad when menstruation has been re-established and the general health restored without corresponding mental improvement. Death may occur in septic or acutely delirious cases or where prolonged maniacal excitement has led to exhaustion ; although some of the most severe cases with septic complications recover perfectly if treatment is undertaken promptly. The prognosis in the event of further confinements is commonly unfavourable, some women become insane after each labour.

	Treatment.—Rest in bed during the early stages is of the utmost importance. Perfect quiet and freedom from all suggestion of home-worries are essential. The patient must be removed from home ; or, if this is not feasible, the husband and child must be removed, and the patient herself efficiently nursed. The child should be at once weaned, and never, on any consideration, be left in the patient’s care. She may neglect it so that it dies, or may kill it accidentally in excitement, or as the result of delusions or hallucinations, or in a sudden impulse. If left alone she may even destroy herself during maniacal excitement, without any previous indication of suicidal tendency. The physical state must be carefully ascertained, especially the condition of the uterus, the lochia, the breasts, and the temperature ; for the possibility of septic absorption must not be overlooked. In the cases beginning early after confinement the uterus or vagina should be washed out, but in the later cases this is not necessary unless there is evidence of local disease. The patient must be fed liberally. If solid food is refused or inadvisable, abundant liquid food must be administered—if necessary, by the nasal or œsophageal tube (see Forcible Feeding). The bowels must be regulated ; a brisk purge at the onset is often beneficial. In cases of profound exhaustion or delirious excitement stimulants are needed. Sleeplessness must be treated as in other cases of acute mental disorder, but food is more important than narcotics. The milder and transitory cases may be treated out of an asylum, but in all severe cases such care is necessary, and the earlier the patient is put under control, the earlier is recovery likely to follow. During convalescence tonics and emmenagogues are useful. The amenorrhœa, however, usually passes off as the general health improves. After recovery a period of complete rest is needed, and the risk of pregnancy should be avoided.

	3. Insanity of Lactation.—It has been pointed out (see Puerperal Insanity) that the borderline between puerperal and lactational insanity is an artificial one, and is usually fixed at six weeks or two months after confinement. It is, however, impossible to say that mental disorder, becoming evident three months after delivery and when lactation has become established, is not due in some measure to the remote effects of child-birth. In cases occurring in the earlier months of lactation both factors have to be borne in mind, while in those occurring later the exhausting effect of prolonged lactation is the principal exciting cause.

	Causes.—(1) Inheritance of neuroses or of insanity ; (2) Previous attacks of mental disorder, especially puerperal or lactational ; (3) Defective general nutrition, as in women of the poorer classes, exhausted by frequent child-bearing and prolonged suckling.

	Forms of Mental Disorder.—The onset is generally gradual. At the beginning there is neurasthenia with vertical headache, sense of fatigue, loss of flesh, loss of energy, sleeplessness, anæmia, and constipation. Mental depression supervenes and soon passes into well-marked melancholia. In the experience of the writer, this is the predominant form of disorder ; but in many cases the depression is followed by maniacal excitement. This sequence is partly a matter of idiosyncrasy, and partly dependent on the amount of bodily exhaustion which is always present in these cases.

	Melancholia from lactation is commonly marked by self-accusation of wickedness or neglect, dread of being ‘lost’ or ruined, and strong determination to commit suicide. The mother who dreads a horrible future may kill her child and herself to escape from its possibilities. One patient of the writer’s heard voices saying to her ‘Why don’t you kill the baby and your husband ?’ Hallucinations of the senses, especially of hearing, are common, and may influence the conduct. In some cases there is stupor with absolute refusal of food and impulsive suicidal attempts ; in others, agitation and resistance to all attention.

	Maniacal excitement is of the ordinary acute maniacal type with violence, destructiveness, confusion of thought, and incoherence. The acute delirious type is uncommon, and there is rarely a rise of temperature.

	In a small proportion of cases chronic delusional insanity begins during lactation, and dementia may result, especially where there has been a long period of treatment at home, or the child has still been nursed long after exhaustion has set in.

	The milk may cease to be secreted before or at the time of the onset of depression. Amenorrhœa is common in lactational insanity, and is dependent on the co-existing anæmia.

	Prognosis.—Recovery takes place in 75 to 80 per cent. of cases. There is much less danger to life than in puerperal cases, but the possibility of suicide must not be overlooked.

	Treatment.—Anæmia and malnutrition being constant symptoms, tonics are needed in most cases as well as abundant feeding. In cases of melancholia especial attention must be directed to the bowels. Narcotics should, if possible, be avoided, and chloral hydrate and sulphonal should rarely be used. Sleep is more likely to follow gentle exercise, feeding at night, and the judicious use of stimulants. The immediate cessation of the exhausting drain of lactation is imperative, and the patient must be separated from her husband and child lest she kill them. The extremely suicidal nature of the melancholic cases renders treatment in an asylum almost always necessary ; and this procedure is equally advisable in maniacal cases, as the form of the disorder never disappears rapidly, as happens in some puerperal cases.

				R. Percy Smith.



	V. Senile Insanity.—Senile mental decay is most likely to occur in persons of neurotic or insane stock, and to be accelerated in its onset by constant undue stress of work, or by the effects of alcohol, syphilis, or head-injury. In the great majority of cases the period from 60 to 65 is that in which it first appears. In women the mental disorders of the climacteric, sometimes ending in dementia, mark the period of involution as occurring somewhat earlier than in men.

	Insanity may occur in old age, and yet not be true senile insanity. Recurrent insanity dating from the period of adolescence may continue to recur in old age with intervals of comparative health, and recovery from such attacks may occur even in old age. In other cases senile decay may be the immediate cause of mental disorder in patients who have suffered from insanity at other epochs or crises, as, for example, after parturition or at the climacteric. Previous mental disorder may have occurred in this way as much as thirty or forty years before, the patient having recovered and remained well till the onset of senility. Mental disorder is also met with in old age in association with cerebral lesions due to occlusion or rupture of blood-vessels, or in uræmia or other toxic states. It is impossible to distinguish from senile insanity all cases due to some organic cerebral change, since the essential feature in senile decay is gradual failure of brain-nutrition with wasting and degeneration of its substance in association with rigidity of arteries and impoverished cerebral blood-supply. The term ‘senile insanity’ should, however, be limited as far as possible to mental disorders occurring for the first time in old age apart from gross cerebral lesions. Dementia is not by any means the only form of disorder met with at this epoch. Senile insanity is often erroneously spoken of as due to ‘softening of the brain’ and as being always incurable. There are, however, functional mental disorders in old age from which the patient may recover, as well as others dependent on permanent atrophic changes which end in dementia. The various forms will now be considered.

	1. Melancholia.—Mental depression in old age may be the precursor of dementia, the initial stage of a maniacal attack, or the commencement of a definite melancholia. The earliest symptoms are generally those of fatigue or exhaustion. Loss of vigour and lack of application to the usual occupation is experienced, everything becomes a burden, thought is attended by painful effort, and attention cannot be concentrated or sustained. Sleeplessness and continuous anxiety concerning the trivial details of daily life follow, accompanied by loss of appetite, distaste for food, dyspepsia, constipation, and loss of flesh. The patient becomes irritable, especially in the home-circle, and, though needing rest, is unable or unwilling to cease from work. He accuses himself of being lazy, and tries to force himself to do more. Injudicious friends tell him it is ‘nothing,’ and advise him not to give way. He has noises in the head or headache, dreads impending evil, doubts his conduct or motives, and shows indecision and forgetfulness, loss of interest, increasing gloominess, and thinks of suicide. The disorder may remain as a ‘simple melancholia,’ passing off with rest, removal of the causes of stress, and treatment directed to the restoration of general health. In more severe cases delusions of wickedness, of being an unpardoned sinner or murderer, or of having caused disaster to his relatives or the whole world, are present. Long past sins, errors, or sexual irregularities are dwelt on, and their importance exaggerated. The attention fails, no work is possible, and either there is silence and complete lack of energy, or agitation and loud lamentations as to his state. Delusions of possession by the devil, and hallucinations of hearing and of other senses are common. The memory may not be markedly affected, but as a result of loss of attention recent events are not recorded as in health. Such patients may be able to give a clear account of their financial or domestic relationships though unable to direct their affairs. Sleep is always much disturbed, and the depression and agitation are worse at night or in the early morning. Suicidal desire and attempts are very common, food is often refused, and there is neglect of personal cleanliness or of tidiness in dress. The patient wastes, his tongue is foul, his bowels confined, and his pulse hard and tense. In other cases, the delusions concern mainly the patient’s financial and social position rather than his moral condition. He believes he is ruined and has dragged all his family with him, that he owes money which he can never repay, that he is a fraudulent bankrupt, that he has ‘no money and no clothes’ in spite of ocular demonstration to the contrary. Desire for death is common, and sometimes there is a wish to kill those dependent on him in order to relieve them of the impending ruin. Food is refused because it cannot be paid for.

	Hypochondriacal melancholia is also common in old age. The patient may believe he is decomposing and giving rise to offensive vapours, or that he is dying or dead ; or his complaints may be limited to the state of his brain, his viscera, or his sexual organs. He may feel that his brain is split or separated from the cord, that it is ‘sobbing and moaning’ or that there is a ‘roaring pain’ in it. There may be a feeling of suffocation or delusion that the heart has ‘gone.’ The abdominal viscera may seem diseased, the food ‘will not pass,’ there is ‘no inside,’ the bowels are ‘lost’ or ‘completely obstructed.’ Patients with delusions of intestinal obstruction are extremely suicidal and obstinately refuse food. The dimunition of sexual power and desire associated with old age may be looked upon as a ‘terrible disaster ;’ and there may be delusions as to the size, structure, and form of his penis, testes, urethra, or bladder. Such patients are often extremely suicidal and prefer death to the thought that they may have lost sexual power. Hypochondriacal melancholia is much less curable in old age than the before-mentioned form. In some cases the grouping of ideas of depression is not strictly limited to one variety, but, for example, hypochondriacal ideas are combined with delusions of perdition or ruin. In other cases depression is associated with suspicion of the motives of others, delusions of unfaithfulness, irritability, querulousness, and hostility. Such patients are likely to develop fixed delusions of persecution.

	2. Delusional Insanity (Senile Paranoia).—This may occur primarily in old age and may exist in the depressed or exalted form, the latter being the less common. Delusions of persecution may develop slowly without marked depression, with ill-defined dread of injury to prospects, position, family or life, commonly with hallucinations of hearing. In old women delusions of sexual persecution may arise in association with vulvar or vaginal irritation. There may be a belief that rape is attempted at night, or that plots are laid against the patient’s chastity. With this there may be delusions of being drugged or chloroformed, of being watched through holes in the wall or through floors, of being X-rayed or of having electric shocks. The prognosis in these cases is very unfavourable.

	3. Mania.—Mania may occur in old age as a functional disorder and be recovered from, or it may be the forerunner of senile dementia, or be associated with organic disease of the brain. Usually there is a short period of depression with sleeplessness and then gradually increasing irritability, outbursts of violent temper, resentment of opposition, eroticism, exalted self-feeling, and moral perversion. In this state there may be sexual crimes subjecting the patient to criminal prosecution, or merely lasciviousness, obscene conversation and acts. Offers of marriage may be made to young girls or to designing women. The exaltation may show itself in impossible schemes for making money, and as a result of opposition to unreasonable schemes or expenditure. The patient may alter his will and leave his property to those who have no claim to it. There is vacillation, indecision, impulsive violence, confusion of thought, and lapses of memory. There is often great difficulty in treating a patient in this state, as the disorder may remain as ‘simple mania,’ and it may be very difficult to certify him as insane. With enforced rest and care, however, this condition may pass off, or it may recur, or pass into more definite ‘acute mania’ with excitement, noisiness, violence, destructiveness, incoherence, exalted delusions as to wealth, strength, and prospects, and dirty habits. Occasionally the disorder is of the confusional type, and in others extreme delirious excitement with complete loss of orientation, rise of temperature, and profound exhaustion ends rapidly in death. In all cases of senile mania the memory is more or less affected, in some only as a loss for the events of the attack, in others, especially those in whom the disease comes on in later years, it is permanently affected for both recent and remote events. There is far more risk to life, and danger of permanent damage to mind, in senile mania than in senile melancholia, especially in cases with marked arterial or cardiac degeneration, chronic renal disease, or gross cerebral disease. Senile mania may be recovered from, but there is almost always inability to resume business, and if there be not loss of weakening of memory there may be emotional instability, irritability, and perhaps loss of moral sense.

	4. Dementia.—Dementia may arise primarily or be preceded by functional mental disorder. Its development may be spread over many years, mind and body failing together, or, in the course of a few weeks, it may end in profound decay of mind, general weakness, failure of nutrition, and death either from general asthenia or some local complication such as cerebral hæmorrhage or thrombosis, pulmonary hypostasis and pneumonia, cardiac failure, cystitis, or diarrhœa. In some the memory fails gradually, the patient passing comfortably into dotage, needing the constant care but giving no trouble ; while in others there is so much disturbance of conduct that constant restlessness, childishness, loss of sense of decency, impatience of control, and attempts to transact business for which there is no mental power, render care in an asylum not only advisable but necessary. The emotions are blunted, or if there is a momentary disturbance the effect passes away as the cause is forgotten. Hallucinations are rare in uncomplicated senile dementia.

	The greatest failure is shown in the intellectual faculties. The memory for recent events is especially affected. Daily events make no impression, or are forgotten in a few hours or days. Localities or individuals make no impression, the patient sometimes not recognising his own family or house, nor even remembering his name, the names or number of his children, the extent of his means, and the people who ought to benefit by his will. All conception of time is lost, and those long dead are spoken of as if alive. Habits of cleanliness disappear, the patient perhaps exposing himself almost unconsciously, or passing urine or fæces in his clothes or in public, or indulging, apparently intentionally, in filthy habits. He may be easily led, and give away his money or sign documents at the instance of unscrupulous people, or may, on the contrary, be querulous, obstinate, and self-willed. Sleep is often disturbed by nocturnal restlessness or talking, and by a desire to get up. The appetite is usually good, the patient taking childish pleasure in his food. The handwriting may merely show senile tremor, or be absolutely unintelligible ; it often gives evidence of the great loss of memory. Although sexual power is much diminished or lost there is often in the early stage increased sexual desire.

	The progressive nervous degeneration is shown by tremulousness, feebleness of grasp, and unsteadiness of gait, with eventual loss of power of walking even without definite paralysis. Eventually the patient becomes bedridden, his sphincters cease to act, swallowing becomes more difficult, general wasting is marked, the heart becomes feeble, and convulsive seizures may occur and close the scene.

	In some cases the symptoms simulate general paralysis, but there is less tendency to loss of pupillary light-reflex, less characteristic affection of speech and handwriting, and greater liability to hemiplegia, than in that disease. True general paralysis may, however, occur in old age.

	Pathology.—There is general wasting of the brain-substance with increase of subarachnoid fluid compensatory to the wasting. To the naked eye the cortex appears thin, pale or yellowish, and has lost its characteristic striation. Arterial changes are always marked. Extreme atheroma of the larger cerebral vessels, as also miliary aneurysms, are often found, as well as hæmorrhages and thrombosis. Microscopically there is seen to be extensive arterio-sclerosis or hyaline-fibroid degeneration. The neurons show degenerative changes of the primary type very widely spread, and in advanced cases some of them may have disappeared. There is also hypertrophy of the neuroglia throughout the cortex, and especially in the neighbourhood of the degenerated nerve-cells. Even if there be no previous evidence of a large hæmorrhage or patch of softening, the microscope will often reveal small extravasations and minute areas of softening. The dura-mater is often adherent to the calvarium and may show hæmatoma (see Pachymeningitis Hæmorrhagica) on its inner surface. The pia-arachnoid is thick, milky and opaque in patches, but strips readily from the convolutions. Degenerative changes are commonly found in other organs, especially the heart and kidneys.

	Treatment.—Many of the milder cases of senile dementia can of course be treated at home if the means permit. The patient should at first be kept in bed so as to secure as much rest as possible and avoid further exhaustion of strength, and to relieve arterial tension and permit of the treatment of any local or general disease. Treatment must be directed to the elimination of any toxins, such, for example, as are associated with constipation, uræmia, excess in nitrogenous diet, or in alcohol, and to the complete cessation of mental work. The diet must be light, but nourishing and abundant. Regard must always be had to the question of testamentary capacity.

	VI. Delusional Insanity.—Synon. : Mono-mania, Paranoia.—The terms at the head of this section comprehend abnormal mental conditions which have puzzled every student of mental medicine. It is not every insane person suffering from delusions that can be described as suffering from delusional insanity. Persons so affected are either those who have sense-perceptions different from the sane, and most varied in their manifestations ; or those who have fixed ideas which are not removed by argument, and which generally have some direct relationship to the preservation of the individual himself, or his environmental existence in society. Essentially the condition is chronic, and restricted to a fixed delusion upon one subject, but it is erroneous to think that the victim is of sound judgement and healthy feeling on all others. If there be one symptom which is characteristic of this condition, it is the presence of hallucinations—sense-impressions not excited by external stimuli—and mostly those of hearing. Together with sense-impressions wrongly interpreted (illusions) they combine to develop and form all possible varieties of delusions, and although delusions connote an impairment of the highest faculty of reason, in these cases there is generally no marked mental weakness. On the contrary there is much shrewdness and pertinacity, volition is strong, and the emotions are well under control, but during a considerable part of the progress of the disease, the patient is necessarily a source of considerable danger to himself and others. Much of the violence and homicide which is perpetrated by the insane before legal restraint is imposed is caused by this class, an important factor from the medico-legal point of view.

	We prefer the title Delusional Insanity to its synonyms, since it gives us the most important characteristic fact established by actual observation. Monomania was the term applied to this form of mental aberration by Esquirol, who considered it to be in the main an exaltation ; when the fixed delusion was accompanied with depression, he give it the title of ‘lypemania,’ thus confusing it with some forms of melancholia. English alienists have mostly preferred Delusional Insanity, while Paranoia (para, beyond ; and noew, to understand) has been accepted by continental authorities in Europe and America. The term Paranoia has been applied generally to all chronic cases of insanity, whether primary or secondary ; and it has been made to include all borderland cases, eccentrics, cranks, grumblers, letter-writers, and crazy persons of all sorts, more especially those who avow their belief in symbolism and allegorical expressions and figures. Persons evincing unfounded and unreasonable credulity, those who believe in fetichism and who embrace mystic and occult dogmas have been brought into the same class, the reason being that an anachronism is looked upon as a morbid character ; that a belief in alchemy, or in the power of magnetism and electricity, which was compatible with high intellectual ability several centuries back, is now a sign of atavic degeneracy ; that the acts of chronic lunatics are reversions to earlier conditions of the human race ; and that the delusions of persecution so frequent in this class are a survival of struggles for existence which were necessary in ancestral days, and lawless times, but which are now only an indication of perversion and degeneration. The real nature of the conditions included in the term ‘paranoia’ is much disputed. Mickle states that all cases do not belong to the great group of hereditary neuroses. He describes the following divisions of paranoia : A, Depressed—(a) persecutory, (b) hypo-chondriacal, (c) querulous ; B, Expansive—(a) ambitious, (b) religious, (c) erotic. Our own opinion is that this form—for which the term ‘paranoia’ should be used—is of all other that in which heredity plays the chief part, having a tendency to make the disease apparent during one or other of the somatic crises through which the life of an individual proceeds, e.g. childhood, puberty, adolescence, the puerperal, climacteric, or senile epoch, there being a constitutional tendency to mental disorder of a delusional type. Although there is less emotional disturbance in this form than in any other variety of insanity, it is incorrect to state that there is none ; for every action and every thought has a distinct fundamental feeling-tone of pleasure or pain, and the egoistic feelings which so predominate in these cases obtain such an ascendancy over the intellectual life that the personality becomes completely changed.

	Having advocated the term Delusional Insanity, we include in this class all those who suffer from a chronic form of insanity, whether hereditary or acquired, whose delusions—dominating the whole mind—appear to be fixed and systematised, and in whom there is not the characteristic emotional exaltation of mania nor the self-deprecation of melancholia.

	In the hereditary form, the delusions may occur at an early age, or at any period of life, and may evolve into a transformation of the intellect, the will, or the emotions and sensations. It is this group which gives rise to the so-called monomanias of the various faculties, impulses, and obsessions. Not infrequently there is among this class considerable eccentricity or ability amounting even to genius, or there may be flagrant moral depravity and a total lack of ethical feeling. In these cases the delusions may be polymorphic, but there is, as a rule, a freedom from hallucinations, and many make temporary recoveries.

	In the acquired form, which is less common, the disease manifests itself during the best period of adult life (35-45). The manifestation is preceded by a period of incubation, lasting possibly for years, during which there is a morbid timidity, hesitancy, and uncertainty, and the onset is rarely abrupt ; for there are no psychical or physical stigmata, and usually no impulses or obsessions. The delusions are systematised and the consciousness is confused and obscured through the multiplicity of the hallucinations, the patient explaining these as due to external intervention. The disease is chronic and progressive, but there may be lucid intervals, during which the person may infect his friends, or, not infrequently in asylums, those about him, upon whom he is able to impose his personality—délire double—. The termination is generally a slightly marked dementia.

	The varieties of delusional insanity are characterised in the main by either : (1) exaltation, or (2) ideas of persecution, and the delusions are based upon hallucinations or illusions of the senses. The hallucinations have been regarded as having their situation in the cortical centres, and are possibly due to an abnormal erethism of the cortex, and automatic excitation under unnatural conditions giving rise to a nervous discharge as if provoked by a peripheral impression. The senses affected are usually the auditory, not infrequently also the visual and tactile—those upon which the most highly differentiated experiences depend, being the most used and most markedly evolved of the senses. This excitation reacts upon the higher physical centres with all the reality of normal sensation, giving rise to painful delusions. Occasionally also the converse is true, and the hallucination is awakened in the perception-centre through the influence of a higher psychical region, so that the idea or a thought may awaken in a sensory centre a representative symbol, such, for example, as an auditory verbal image, followed afterwards by hallucinations of hearing. It frequently happens that patients will complain of humming, buzzing, or complex sounds, before the actual words develop, and one of the most common explanations offered by those most affected when projecting these sensations outwardly, is that ‘they’ speak so low, or make sounds which are indistinct, coming from above or below, by day or by night. An ‘echo’ is often complained of by patients, ‘their thoughts are being read and reverberated like an echo ;’ and acts committed by them are believed to be auditorily described and reproduced. A patient informs me that it is useless his writing to me, as what he writes is immediately repeated by ‘them’ and precipitated into my presence before his own statement is finished. While reading the newspaper one patient is accosted by unfriendly voices, and a duologue results between the voices (auditory lobe, lower centre) and herself (frontal lobe, higher centre). Sometimes the excitation of the auditory centre being propagated to the motor word-centre in physiological connection with it, giving rise to motor verbal or psychic hallucinations, the patient feeling the words being uttered in her own throat and mouth.

	Sensory disturbances are not uncommon, and patients may be seen with weary persistence almost the whole day brushing off imaginary filth, fanning themselves from chemicals, or covering different parts of their bodies from powders, or objectionable liquids which are being thrown, blown, or flicked at and over them, to their intense annoyance and disgust, and always, so far as they know, without cause. Olfactory and gustatory hallucinations are infrequent. The unusual experience and secret character of these all-powerful and unceasing annoyances cause them to be explained by the immediate power of great natural forces, such as magnetism, electricity, waves of matter, hypnotism, telephones, and microbes, and to be carried out by powerful unrecognised agencies, such as devils, anarchists, murderers, witches, freemasons, &c. The patient (whose personality becomes completely altered, owing to these newly recurring sensory troubles and false ideas, contributed by the different morbid senses to consciousness) changes from passive self-defence, during which he endured his tormentors in silence, to active hostility (persecuted persecutors). It is at this period, and probably before legal restraint has been enforced, that the sufferer carries about his person lethal weapons, which he may use criminally against inoffensive persons ; and it is at this stage that the reason, led by the influence of hallucinations of the senses, deduces both sensible and improbable conclusions side by side (partial insanity). It is not surprising that irritation from an unceasing round of imaginary outrages should cause these unhappy persons frequently to change their environment (migrating mania of Foville), to write to conspicuous personages, or commit crimes to ‘invoke justice.’ Not surprising is it either that the victims of this form of insanity should occasionally end their miserable lives by suicide. A patient, a literary man under the delusion of continuous persecution, moved to a solitary spot on the bank of the Medway, whence again he moved to London, and in the middle of the night clambered along the parapet of his hotel, entering an adjoining house, where, anticipating a safe retreat, he was overtaken by the police, and brought up on a charge of burglary.

	After an interval of unceasing annoyance for varying periods, and having been the imaginary target for every conceivable form of active hostility, the patient begins to look upon himself as the hero of an unjustifiable and irrepressible persecution—always suffering and never escaping—and he becomes by slow gradations a self-exalted martyr. In this transition stage from persecution to exaltation, during which his insanity appears to be recast, he appeals to mystic explanations to describe the great things that happen to him, he coins new words to express his sensations, he invents weird signs to free himself from the persecution of unseen agencies, and he draws symbols of compasses, skulls, books, stars, angles, diamonds, &c., to exorcise spirits or remove witchcraft and sorcery. Then follows a worn-out neurasthenic stage of exhaustion, when there may be mental torpor, which he explains by accusing unknown persons of stealing his brains or subjecting his thoughts and torturing his body.

	This type of insanity, composed of several analogous forms of psychosis, is not very common in asylums, for out of 2500 cases (1450 females, 1050 males) in Claybury, delusions of persecution were only markedly present in less than 20 per cent. of the females, and exaltation with systematised delusions in 9 per cent. of the women and 6 per cent. of the men.

				Robert Jones.



	VII. Imperative Ideas.—Synon. : Fr. Obses-sions mentales ; Ger. Zwangsvorstellungen.

	Definition.—A pathological state in which the mind is dominated by one idea, compelling the patient to do something or avoid something.

	Mental besetments or obsessions are very significant symptoms, occurring, as they always do, in neurotic subjects. They vary greatly in character, and though apparently trivial at first may subsequently assume great importance. Many are of a simple character : one person is obliged to count the gas-lamps or the numbers of the houses ; another must tread the pavement carefully, avoiding the joints or stepping on them ; another must touch certain things, like Dr. Johnson, who touched the posts as he walked the streets. Some must spell the names over shops and go back to see if they have spelled them right. Others are dominated by various fears : they cannot look down from a window, a cliff, or other high place without a desire to throw themselves down ; or cannot sit in a crowded room unless they are close to a door ; or are in constant dread of touching or having touched something dirty or infectious, and spend their lives in washing their clothes or hands. This is often carried to extremes, the sufferer fearing not merely dirt but disease, such as syphilis, or defilement of his food, so that he will eat nothing except what he cooks himself. Such ideas overwhelming a man’s whole life, though perhaps absurd at first, render him quite incapable of taking care of himself or his affairs.

	Though these besetments vary greatly, they may roughly be divided into those characterised by a desire or impulse to do something absurd or foolish ; and those arising from a dread or doubt—a doubt as to whether the patient has done right, a desire to do it over again, or a dread that something is going to befall him. The most trivial matters assume the greatest importance and render life not worth living. If we look for the very beginnings of such obsessions we find them in the tricks which some display—tricks with the hands, tricks with the feet, tricks of gesture, walk or dress ; or in fear of the dark, fear of robbers, ghosts and the like. All such persons, whether adults or children, are neurotic, many displaying an insane diathesis which fully explains the phenomena. No such obsessions, however slight or absurd, should be neglected. At the outset they may be overcome ; later they gain mastery. All tricks in children should be sternly repressed, and their fears should be judiciously treated, not by ridicule but by example and encouragement. The bringing up of such children is of great importance, and no pains should be spared to repair their degenerated constitution. If the tricks and besetments do not begin until adult life, they equally demand attention. At first a patient may overcome them, and should be urged in every way to resist the impulse and to put aside the fear ; and, according to the material to be worked on, we may succeed or not. Sometimes the idea may change, and in place of one fear another may arise, and unfortunately in many cases there is an advance from slight to graver forms, and the patient is possessed by impulses of a violent kind, or fears which render him dangerous to himself or others.

	Mickle points out that the best description of some forms of obsession is to be found in the pages of Lavengro, by George Borrow, who, he believes, under the guise of different personages in the romance described his own case.

	Not long ago a lady from the fear of contamination would take no food but what she ate outside the house or cooked herself ; and washed her arms and hands with carbolic acid till they were a mass of sores. Clouston narrates the case of a medical man who placed himself under restraint because he was haunted by an impulse to commit murder or suicide. All such should be carefully observed and recorded, as they throw great light on criminal cases and on the evidence to be given in courts of law. See Impulsive Insanity.

				G. F. Blandford.



	VIII. Impulsive Insanity.—Violent acts are committed under an insane impulse by many patients whose insanity is plain and acknowledged. They may be done under the influence of delusions or hallucinations ; but the term impulsive insanity is commonly applied to a disorder manifested, not by delusions and similar symptoms, but by acts of violence to which a patient is driven by blind, uncontrollable, and morbid impulse, whereby the will and the reason are overpowered for a longer or shorter time. These are for the most part acts of suicide or homicide ; and in connection with the latter, great controversy has arisen as to the responsibility of persons committing them. Here, as in moral insanity, there are no delusions ; frequently no change will have been detected in the individual prior to the act, nor will there be observers of it. And it is a fact that the impulse may be satisfied and exploded in the act, and having thus found a vent may be felt no longer, at any rate for a time.

	Impulsive acts of violence are committed continually in asylums, and many patients on recovery have related the history of the impulsive feeling and their difficulty or, it may be, their failure to control it. A medical man placed himself in Morningside Asylum, being haunted by a constant impulse to commit homicide or suicide which he feared he could no longer resist. He had been overworked, but with rest and treatment recovered, returned to his hard practice, and relapsed. A youth nearly murdered his mother from homicidal impulse which he vainly tried to resist. He had been peculiar from twelve years of age, and noticed as such by his fellow clerks. Such insane impulses may exist without apparent symptoms, and without discoverable delusion or hallucination. They are akin to the imperative ideas or obsessions which beset some people (see Imperative Ideas). Such tricks in the neurotic may develop till the obsession becomes a possession and rules the whole life. Thus may these persons advance to insanity, their higher centres losing control more and more, and these absurd and harmless but imperative ideas becoming delusions or leading to insane acts.

	Many acts of violence are committed through delusion or hallucination, though this may not be recognisable without much searching, or not till after a long time. Orange mentions a woman who murdered her child and was acquitted as insane, the act being looked upon as one of sudden uncontrollable impulse. But at Broadmoor she confessed that she did not want to live and remembered that she thought it would be the right thing to kill the children before she killed herself. The act was committed under a delusion. A large number of insane and apparently impulsive acts arise from hallucinations of hearing, ‘voices’ as they are called. Many a murder has been committed, the victims being perfect strangers, because the lunatic has heard a ‘voice’ calling him filthy names or commanding him to kill. These ‘voices’ become a terrible persecution and cause intense anger against the unknown persecutors. And if on some occasion the patient fancies that he hears them from a chance bystander, he may murder him not from an uncontrollable impulse, but from the delusion. Yet the hearing of such voices is often carefully concealed and may require close search.

	The medical witness will in the case of homicide carefully examine and pay special attention to the following points :—

	(a) The nature and character of the act must be noted. The presence or absence of motive may often assist us. When the victim is near of kin and dearly loved, suspicion of insanity will at once arise. When, on the other hand, it is a perfect stranger, never before seen, where there has been no previous meeting or quarrel, the same suspicion will arise. The method of the act may guide us somewhat, but not much. There may be premeditation, though generally there is not.

	(b) The demeanour of the prisoner after the act may assist us. Were there, or were there not, attempts to conceal it, or to escape detection and arrest, and, if so, what was the nature of them ? What was said in explanation ? It sometimes happens that there is complete unconsciousness or forgetfulness of what has occurred, and we may then strongly suspect the presence of epilepsy.

	(c) We must closely inquire into the family history, and shall often find that, in cases of impulsive homicide, the family of the accused has suffered with insanity. And where this is so, we may also find that from youth the accused has been deficient and weak in intellect, or odd and eccentric. The weak-minded, in fact, may be grouped in a special class of homicides. As there is a weak-minded moral insanity, so there is a weak-minded impulsive homicidal insanity, the sufferers from which have not infrequently been hanged, their insanity not having been sufficiently marked to absolve them from legal responsibility. Fits in childhood may contribute to this state. And throughout, at the age of puberty, or in adult life, there may be slight but sure indications of the insanity that has been inherited, which are displayed in an impulse to mischief, homicide or suicide, even as in others the tendency is shown in ordinary attacks of insanity.

	(d) We must look very closely for symptoms or a history of epilepsy. Such indications as nocturnal micturition or a bitten tongue may guide us to the truth ; while in acknowledged epileptics it may happen that the homicidal attack takes the place of the ordinary convulsion, and without the occurrence of the latter there may be a period of unconsciousness and unconscious action lasting, perhaps for days. See Epileptic Insanity.

	The occurrence of one homicidal attack of a strange or anomalous character may make us fear its recurrence ; and when we have to examine a criminal who has committed one act of this kind, it is important to inquire whether he has ever at any former time done any sudden act of violence of a similar description. For this reason such patients should not be released from an asylum, except under special precautions.

				G. F. Blandford.



	IX. Mental Stupor and Catatonia (kata, down ; tonos, tension).—Stupor is a state in which the outward signs of mentation are in abeyance.

	Ætiology.—This is the same as in other forms of insanity. Among the stresses most likely to produce this condition are mental or moral shock, and sexual excess in an unstable individual.

	Classification.—There are three forms of stupor recognisable : (1) Anergic Stupor ; (2) De-lusional Stupor, or Melancholia Attonita ; and (3) Secondary Stupor. The terms ‘primary dementia’ and ‘acute dementia’ are sometimes used for certain cases of anergic stupor. These terms are misleading because they erroneously bring these curable conditions into the category of true dementia which is permanent weakmindedness and an incurable condition.

	Symptoms.—For brevity and convenience we shall take the symptoms of anergic stupor and delusional stupor together, merely pointing out the distinction between them, for not uncommonly the two forms are observed to interchange in the same patient. The mental symptoms are to a large extent negative in character. The patient stands or sits unoccupied with a vacant expression, and he takes no apparent heed of his surroundings. There is marked mutism, and saliva not uncommonly dribbles from the mouth. The pupils are dilated. Food is refused, and when placed in the patient’s mouth may remain there for a long time unmasticated. The extremities are cold and blue and frequently œdematous. The pulse is feeble, and respiration is slow and shallow. The evacuations are passed involuntarily, and the patient usually suffers from constipation. Nutrition fails rapidly as in many other forms of mental disorder. The hair and nails become brittle, pustules and small superficial abscesses may occur, indicating nutritional change in the skin. There is amenorrhœa in the female. At night the patient may remain quietly in bed, but sleep is usually very deficient. The memory is said to vary in the two conditions. In the anergic form the memory is almost absent, so that on recovery the patient remembers little or nothing of his illness ; on the other hand with the delusional type memory may be fairly accurate. Delusions may or may not be present in the anergic form, but they form an important symptom in melancholic stupor. Probably the condition of the patient is one in which his mind is preoccupied and dominated by some delusion which causes him to look upon those about him as his enemies and persecutors. In anergic stupor the patient, though dependent on others to look after him, is unresistive and apathetic ; he can be dressed, fed, and attended to without difficulty : on the other hand a case of melancholic stupor will usually resist everything that is done for him.

	In secondary stupor or post-maniacal stupor the symptoms closely resemble those already described, but differ in that the stuporose condition is more transitory and usually less severe. In these cases the patient can usually be aroused, and often be persuaded to speak ; in fact in its milder form the condition is purely one of lethargy and apathy.

	Stoddart supports the above classification of stupor, which is based on mental symptoms, by his observation of certain physical signs in these conditions. Delusional stupor (Melancholia attonita) in common with other forms of melancholia is characterised by a form or rigidity which mostly affects the muscles of the trunk and larger joints. Cases of post-maniacal stupor or secondary stupor show a form of anæsthesia which affects the limbs, especially at their peripheral parts. In anergic stupor the above-mentioned rigidity is wanting, but in its stead we find either the cataleptic condition known as flexibilitas cerea or complete flaccidity. Similarly the anæsthesia described above is wanting in anergic stupor ; these patients do not react to painful stimuli, but this is not due to true analgesia, since the patients on their recovery recall vividly the details of the investigation.

	Catatonia.—This disorder was first described by Kahlbaum in 1874. It is a form of insanity by no means common in Great Britain. It is divided into stages. During the first few weeks the condition is one of ordinary depression, followed sooner or later by excitement. This excitement is shown either by a period of acute mania or by a state of agitated melancholia. The second stage is ultimately followed by a condition which is marked by immobility with rigidity (attonita) ; this is the characteristic stage of the disorder. There is now absence of all spontaneous movement, and with this more or less complete immobility. Passive movements are met by a powerful resistance (negativism). This rigid immobility not infrequently is from time to time interrupted by movements incessantly repeated in an automatic manner (stereotyped movements). Throughout this stage mutism is a characteristic symptom, but this mutism may be broken by periods during which the patient repeats words or phrases in a monotonous and automatic manner (verbigeration). The other symptoms of catatonia resemble those found in ordinary stupor. Vaso-motor disturbances are common, respiration is usually shallow and slow. There is not infrequently refusal of food. If the patient does not recover he generally passes on into a condition of ordinary secondary dementia, but in addition the symptoms of stereotyped movement and verbigeration as a rule persist.

	Prognosis.—The prognosis of anergic stupor is fairly good, although in a limited number of cases the recovery is delayed for as long as three years. In the delusional type of the disorder and catatonia, the chances of recovery are not so hopeful. The peculiar liability to phthisis must never be lost sight of in dealing with all forms of stupor. Cases of secondary stupor usually get well ; in fact this condition is commonly a stage on the road to recovery.

	Treatment.—The treatment of all forms of stupor must, during the early stages, be stimulating and supporting. Food must be generous and plentiful ; and if nourishment is refused artificial feeding must be resorted to without delay. Constipation must be relieved, and the bowels regulated. In some cases massage and passive exercises have proved beneficial : in others cold or tepid shower-baths may be used with advantage, but these must not be persisted with if there is no good reaction following the bath. Turkish baths of short duration may also be tried. General tonics should be prescribed, and, if necessary, stimulants. Maltine and cod-liver oil should be given once or twice a day if there is loss of weight.

				Maurice Craig.



	X. Moral Insanity.—Synon. : Fr. Manie sans Délire ; Folie Raisonnante ; Monomanie Affective ; Ger. Gemüthswahnsinn.

	Under the names of moral insanity, emotional insanity, impulsive insanity, affective insanity, has been described the disorder of certain patients, which is manifested by insane actions and conduct rather than by insane ideas, delusions, or hallucinations. Such persons are sometimes said to be of whole and perfect intellect, though unsound in the moral and emotional part of their brain. They come under the notice of medical men not so much for purposes of treatment as for diagnosis. Their conduct being chiefly displayed in foolish or violent acts, they require to be restrained, and the question arises, Is this conduct badness or madness ? Are they responsible for it or not ?

	Objections have been made to the term moral insanity, and it has been proposed to call it insanity without delusion inasmuch as it does not constitute a defined and well-marked disease, like acute delirium or general paralysis. Every patient may at one time or other be ‘morally insane’—that is, may not have reached the stage of delusions, or may have recovered from it, and every patient may commit ‘impulsive’ acts of violence, whether his insanity is displayed in other ways or not.

	By moral insanity is to be understood a disorder of mind shown by an entire change of character and habits ; by extraordinary acts and conduct—extravagance or parsimony ; false assertions and false views concerning those nearest and dearest—but without absolute delusion. Such a change may be noticed following any of the ordinary causes of insanity. It may follow epileptic or apoplectic seizures, or may be seen after a period of drinking. Its approach is gradual, as a rule, rather than sudden ; and the extraordinary character of the acts may not at first be so marked as subsequently. Friends wonder that a man should say this or that, or should do things so foreign to his nature and habits, but some time may elapse before they can convince themselves that such conduct is the result of disease ; and the acts may be such that many will look upon them even to the last as signs merely of depravity. Such insanity, of course, varies in degree. When it is well marked, and the conduct is outrageous, there will be no difficulty in the diagnosis. But it may be less marked, and may consist of false and malevolent assertions concerning people, even the nearest ; or of little plots and traps to annoy others, in which great ingenuity and cunning may be displayed. And there will be the greatest plausibility in the story by which all such acts and all other acts will be explained away and excused. It would seem sometimes as if a universal badness had taken possession of the individual, yet a badness so inexplicable that it can only be looked upon as madness. Where we can ascertain that this condition of things is something which has come over the patient, being formerly absent, and that he is altogether changed, we may suspect insanity. But much examination and opportunity for examination may be needful before we can sign a certificate, for such people are often very acute, and quite on the alert. They have no scruples about falsehood, and will deny or justify everything with which they are taxed ; and where the insanity is manifested in conduct, the medical man may never be a witness of it, and is obliged to receive on hearsay that which the patient strenuously denies. Careful inquiry, however, will probably reveal the origin and cause of the change. There may have been a period, though short, of acute insanity—as acute mania or melancholia—which passed away and left this as a permanent condition ; or it may be the precursor of a more advanced stage of the disorder, one marked by the ordinary symptoms, as delusions and hallucinations. If the change has been rapid and progressive, if the sufferer has become more and more outrageous and eccentric, it is likely that in a short time unmistakable insanity will be displayed ; but some cases progress slowly, and steps for restraint have to be taken before anything like delusion is to be found. It may be necessary to prevent a man from squandering all his property—a common symptom in this variety—or from wandering home and absenting himself no one knows where, or keeping low company. And when a man previously quite sober suddenly takes to drinking, the question may arise whether this is not the effect of insanity. Great difficulty may be found in proving the latter, but unquestionably it is often the case. Here, however, if the habit is indulged in, the patient will most likely get rapidly worse, and then restraint will be more easily enforced. An alteration in habits and conduct is not infrequently found in the aged, and may be manifested by drinking or debauchery or general emotional change. Here a comparison with the former life of the individual may assist the diagnosis. See Senile Insanity.

	Moral Insanity may be the precursor of general paralysis ; it may also be the sequel and result of a more severe insanity ; it may be the outcome of apoplexy, or of a blow or other damage to the brain. It may be one of the alternating states of the so-called folie circulaire. Here a period of depression alternates with one of excitement, gaiety, self-glorification, or irascibility, and the latter may be one closely resembling that usually called moral insanity, and evidenced by exaggerated conduct and absurd acts. It may follow a simple attack of epilepsy, or may be the precursor of such attacks, being a part of that epileptic condition known as masked epilepsy. See Epileptic Insanity.

	The one constant and marked feature of this insanity is the absence of delusion ; but we are not on this account to argue that the intellect is sound. There is often great acuteness and cunning displayed by such patients, yet along with the cunning there may be the most silly and foolish conduct. Often there is great acuteness shown by those who have delusions, but because of the latter we say their intellect is disordered. Yet it is proof of disorder of the intellect if a patient spends his capital as though it were income, defends and justifies the most outrageous acts, and cannot be made to see that they are outrageous. Close examination will probably reveal the fact that there is very considerable intellectual lesion in these cases. There is a want of the power of attention and concentration of ideas on a subject. A patient commences a story of his grievances, and in two minutes is far away from his theme, and is boasting of his virtues or conduct, and no amount of bringing back will enable him to give a definite and succinct account of what he has to complain of. Such rambling is a marked symptom of this insanity, and a strong indication of a weakened intellect.

	There is one more form of moral insanity which is ,perhaps, the hardest of all to diagnose and estimate. It is the congenital moral defect occasionally met with in persons who have been from birth odd and peculiar, and incapable of acting and behaving like other people. They can hardly be called idiots or imbeciles, for they may exhibit a considerable amount of intellect and even genius in certain special directions. We shall generally find that they are the offspring of parents strongly tainted with insanity, epilepsy, or alcoholism, and many in childhood are the subjects of fits, chorea, or other neuroses. They are incapable of being instructed like other boys and girls ; are often frightfully cruel towards animals, or their brothers and sisters ; and seem utterly incapable of telling the truth or understanding why they should do so. The offspring of intemperance and poverty, and often lacking the special training which is essential, they become the chronic inmates of prisons, and it is most difficult both for medical and other prison officials to say how far they are responsible, and how far not. See Idiocy.

				G. F. Blandford.



	XI. Insanity in special Diseases.

	Brain, Tumours of the.—Brain tumours in some cases affect the mind to a considerable extent. The symptoms depend on the parts of the brain involved. Generally with advancing pressure due to growths within the skull, sluggishness, indolence, loss of will-power, and general disregard of the surroundings and of conventional duties are noticed, along with somnolence, disregard of cleanliness, and irritability. It has been noted by Wilks that patients with brain-tumours and coarse brain-disease often have their hands placed over the genitalia. Optic neuritis and implication of cranial nerves assist diagnosis. See Brain, Tumours of.

	Cholera.—Few cases are admitted into asylums during epidemics of cholera, but there are many cases of acute mental disorder associated with the disease. Acute mania may arise or simple melancholia, often of the stuporose or hypochondriacal type. Delusional insanity with ideas of persecution has also been described, and permanent mental weakness has been seen by the writer following an attack of cholera. In most cases where the disease itself has passed the patient recovers from the mental sequelæ.

	Chorea.—Chorea has been shown by Gowers to occur more in neurotic families than in others. In nearly all cases there is more or less marked mental weakness, which depends on the duration of the disease, the severity of the movements, and the physical health of the subject. Age too has a distinct influence : the younger the child the greater the danger of permanent mental defect. The best treatment is time and healthy surroundings, with organised gymnastics ; sea-air and simple diet are also useful. In some of the older cases of chorea a delirious state may arise, and this may pass into true delirious mania of the most dangerous type. Death generally occurs in such cases ; the only hope lies in the administration of abundant fluid food with stimulants. As an after-effect of the delirium there is great tendency to some mental weakness which is allied to the weakness of neurasthenia, and needs rather rest and stimulation.

	Diabetes.—Diabetes is common in neurotic families ; thus insane or highly neurotic patients often have diabetic offspring, and diabetic parentage may lead to neurosis in the next generation. With diabetes there may be acute mania, but it is more common to meet with mental weakness and melancholia of a hypochondriacal type. In some diabetics, when mental disorder appears, the sugar disappears from the urine, at least for a time. Diabetes not infrequently occurs in general paralytics. In these the sugar may disappear for a time, but returns when the patient passes into dementia. In insanity associated with diabetes treatment must be directed towards the latter disease.

	Disseminated sclerosis may give rise to symptoms of mental disorder resembling in many ways the symptoms of general paralysis of the insane, especially that form which has been called ‘adolescent’ or ‘developmental general paralysis’ The chief characteristics which distinguish disseminated sclerosis are the absence of syphilitic history, the peculiar staccato speech, the rhythmic tremor of the upper extremities, and the irregular paralysis of certain groups of muscles.

	Exophthalmic Goitre.—The true relationship of this disease to insanity is not fully understood, but we recognise first the occurrence of Graves’s disease in neurotic families ; next, that it may definitely affect the nature of the symptoms ; and finally, that there are a few cases in which the mental and bodily disorders are directly connected. It is noteworthy that only one or two of the characteristic symptoms of exophthalmic goitre may be present along with mental disorder, as in some cases of general paralysis ; and also that the mental and bodily symptoms may be present together in recurring mental illnesses. Owing to the peculiar aspect produced, young people may think that they are noticed and spoken about by others. This may lead to melancholia or to delusional insanity. In some cases acute enlargement of the thyroid gland, with accelerated pulse and prominent eyeballs, is associated with restless, sleepless activity, which passes into acute mania of either the hysterical or the delirious type. Such cases not infrequently die of some intercurrent trouble, such as diarrhœa. The treatment must depend on the symptoms of the general disease : feeding, rest and sedatives, such as belladonna and hyoscine, seem to act best.

	Gout.—In many cases associated with the onset of acute attacks of gout there is some marked intellectual change. In some there is depression, while in others there is unusual intelligence and brilliancy. Suicidal tendencies develop in some persons before the attack. In many cases of so-called ‘suppressed gout’ there is a considerable amount of mental depression, generally of a hypochondriacal type. Some patients believe they are dying, or that they have cancer or some certain cause of death. Others have vague but most serious mental depression ; and in some of the most determined suicidal cases suppressed gout is the exciting cause. Patients may be relieved from mental depression immediately on the appearance of articular gout. In such cases purgatives and free use of Turkish baths are the best methods of treatment. Occasionally during gout acute mania, often of the delirious type, may arise. This is what used to be called ‘Metastasis of gout to the brain.’ In these cases the prognosis is very grave, and the treatment must be the free administration of stimulants and chloral hydrate.

	Heart disease.—Intellectual capacity is related both to the brain and to the circulation ; and, as might be expected, irregularities of blood-supply may be associated with irregularity of cerebral function. There is, however, no definite connection traceable between forms of heart-disease and mental disorders. It appears to be true that with mitral insufficiency there is commonly a tendency to mental depression (Dickson). The writer has frequently met with a true melancholia with suicidal tendencies in patients with valvular incompetence. Restlessness, with mental exaltation, may be found in cases with aortic trouble, and great hypertrophy of the left ventricle. Temporary rapidity of the heart’s action is met with in some patients with mania, and the pulse is generally slow in stuporose states.

	Influenza and other Febrile diseases.—Soon after the first of the recent epidemics the writer described influenza as a frequent exciting cause of mental disorder, and this has been confirmed by general experience. Influenza may set up various forms of insanity which may occur at various periods of life ; there is no specific form deserving the name of influenzal insanity. Influenza may be the predisposing or the exciting cause of an attack. It acts most prejudicially in those of neurotic stock, those who are already degenerating, and those who have suffered from previous nervous illnesses ; hence it specially affects the intemperate. Probably the influenzal poison acts directly on the brain ; thus it may relieve existing insanity or modify the attack. It produces mental depression, and the various forms of melancholia more frequently than mania ; it may, however, start acute delirious mania, and there is serious danger of this developing when the attack of influenza is associated with childbirth. Greater danger to the nervous system apparently arises from frequently repeated attacks than from the existence of a high degree of fever. This form of disease frequently leads to suicide ; it may start delusional insanity, with ideas of persecution in the organically neurotic and in the drunken, and may thus lead to crimes depending on the delusions. Its treatment should be chiefly expectant, and the patient should be placed in healthy and invigorating surroundings. Sea-air is very useful, as is also cold fresh air in mountains during the summer. Free administration of alcoholic stimulants is beneficial, and for the sleeplessness which is one of the prominent symptoms alcohol, chloral hydrate, and paraldehyde are among the most useful remedies.

	What has been said of influenza holds good almost exactly of the disorders of mind following other fevers. They affect chiefly those who are of neurotics or of degenerating stock, or who by alcoholic or other excesses have induced in themselves a condition of instability. Any fever accompanied by delirium may start delirious mania, or in predisposed subjects may set up any other form of insanity to which the patient is liable. The height of the fever has some influence, but this too depends on the neurotic tendency of the patient. Prolonged high temperature leads in these cases to more or less complete and enduring dementia. Such attacks may occur with measles, and several have been described as following mumps. Pneumonia may start neuroses, and, in the writer’s experience, scarlet fever is particularly dangerous in this relationship. Small-pox is also dangerous during the acute stage, and later the disfigurement may lead to a morbid self-consciousness which tends to develop ideas of suspicion, ending in delusional insanity. Typhus, with its acute onset and high fever occurring in young persons, has a very powerful effect in upsetting the mental balance. In very many cases the disorder is slight and temporary, so that the only evidence of it is loss of recent memory, general irritability, slight tendency to hallucinations and emotional weakness. Fevers occurring in the acutely insane modify the symptoms for a time, but do not as a rule check them. In cases of subacute mental disorder, or where the acute stage has passed, fevers may lead to complete cure ; in chronic cases the fever may produce temporary relief ; but as a rule, when the fever has subsided the mental symptoms recur. In patients subject to recurring mania, the fever may start an outbreak.

	Malaria.—There are several conditions under which insanity occurs with malarial symptoms. With the febrile stage there may be restlessness, sleeplessness, depression, and later acute mania of the most dangerous delirious type. The acute symptoms may recur at regular intervals associated with the febrile stage of the disorder ; in these cases the headache, the full arteries, and the congested face mark a difference from simple mania. The mania may suddenly break out in malarial patients, but in such cases alcohol, syphilis, or exhaustion may have been an associated condition. After the passing off of the acute symptoms of malaria there may appear mental disorder of various forms. These cases as a rule belong to the unstable or neurotic class, and among them stupor is more frequent than mania. In some patients malaria leaves behind it some mental disorder or nervous disease ; thus sleeplessness or neuralgia may occur, or definite delusions of a limited nature, which may or may not be associated with hallucinations. Though quinine may be tried in all these cases it is common to find that it fails to do good ; and prolonged courses of arsenic with baths and general hygienic treatment will have to be tried.

	Myxœdema.—It is noteworthy that with defect or disease of the thyroid gland mental deficiency is noticed in certain cretinoid idiots, who assume an aspect like that of the myxœdematous adult. In the latter, with the increase of the symptoms of myxœdema, there may be dulled perception, slow reaction, and consequent mental confusion. Patients thus misunderstand what is said and what is taking place near them, and may believe that things are done to annoy them. Hence ideas of plots, conspiracies, and the like arise. In some cases this maybe followed by or associated with exaltation of ideas, the patient believing himself to be royal or great. There is slow progressive loss of will-power and of control, but most of all progressive loss of memory and of power of taking interest in surroundings ; this leads on to dementia, in which state the patient may live long. The writer has met with a fairly large number of elderly women who, with progressive loss of mental power and with the presence of some delusions, have many of the symptoms of myxœdema, though in a modified degree—a myxœdematous degeneration rather than myxœdema. In all cases with any of the symptoms of this disease it is well to try the effect of thyroid-treatment ; but this must be done with care, for some of these patients, though apparently tolerant of large doses, yet after its continued use fail in general health and appetite. After administering the drug for a fortnight it is well to discontinue it for a few days, or even for a week or more, before giving it again, thus allowing short intervals between the periods of treatment.

	Pellagra.—This disease is rarely met with in England, and is supposed to occur from eating diseased maize. It rarely runs its course without the appearance of some mental symptoms, and is often the starting-point of one or other form of mental disorder. It causes marked melancholic symptoms, with general sluggishness of thought, feeling, and reaction. It leads in some cases to delusional insanity, with hallucinations of the senses, but more often passes into temporary stupor or partial dementia. Suicide is common in these cases, and it has been said there is special tendency towards death by drowning. In some cases the disease has much the aspect of general paralysis of the insane, but there is little or no affection of speech, and the patients rarely show any exaltation of ideas. Change of diet and of surroundings lead to recovery in most of the cases, but in some permanent mental weakness arises.

	Phthisis.—Clouston was one of the earliest to point out the special connection of phthisis with insanity. It had long been recognised that an undue number of deaths from phthisis occurred in asylums. This is probably due chiefly to direct contagion, but it appears that the neurotic afford a specially suitable nidus for the development of this disease. In phthisical insanity the whole aspect of the pulmonary disease changes. The patients complain little of cough, expectoration, and the usual troubles ; instead of being buoyant they are generally disagreeable and complaining, readily believing that persons about them annoy, worry, or interfere with them. They often refuse their food, and say poison is in it. It is still doubtful at what stage of phthisis the mental disorder generally occurs. Some think that it is most common in the earlier stage—that of consolidation of the lung, and it is certainly true that often with the development of active bodily signs of phthisis the mental disorder passes off. There is a form of alternation, the mind being better when the lung-disease is making progress, and worse when the pulmonary symptoms are dormant. The new modes of treatment seem to be the best for patients who are both insane and phthisical—change, healthy surroundings, fresh air, and simple living. The hotter climates do not suit these patients so well as colder regions.

	Sunstroke.—Great difference of opinion has arisen as to the part played by insolation in producing insanity, but it appears that though a great deal of mental disorder really depending on alcohol, syphilis, or other causes of degeneration has been attributed to sunstroke, yet a certain number of cases of insanity actually depend on this cause. Langdon Down believed that a number of children of Europeans who were born or passed some time in the tropics became idiots or imbeciles as the direct result of heat or sunstroke ; such patients frequently had fits and became restless, troublesome, and without moral sense. Hyslop thinks that a certain number of the insane become so as a direct result of the sun. The difficulty is to decide between general paralysis, alcoholic insanity, certain forms of dementia and syphilitic brain-disease, and effects of the sun. In true insanity depending on insolation the symptoms are generally those of progressive dementia, resembling general paralysis ; but instead of developing, these symptoms remain stationary for years or even pass off more or less completely. It is possible that many cases of cured general paralysis have really been of the type described. In some of the cases due to insolation the mind remains feeble, but efficient, for many years. No special treatment can be followed : rest, freedom from alcohol, and avoidance of the sun’s rays and of heat are the chief indications.

				G. H. Savage.

‘INSANITY’ - a definition from Quain’s Medical Dictionary, 1902. Rekeyed by Jeremy Jones.		Page � PAGE �2�/18








