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PREFACE

Among the disciplines which are growing at the most accelerated pace
is psychiatry, and understandably so. Intimately involved with general
biology, neurology, psychology, sociology, cultural changes of any kind, it is
constantly enriched by these fields and many others, which all converge

toward a greater knowledge of man in health and mental illness.

When one looks at the first edition of this Handbook several thoughts
emerge: how much of its content has preserved its validity; how little is no
longer acceptable; but, most of all, how much is missing from it which we are
now in a position to include. And yet the initial two volumes of the first
edition appeared in 1959; the third in 1966. The time elapsed is short, but the
work done in the field in these intervening years is enormous. A new and
larger edition has thus become necessary. The success of the first edition, not
only in the United States but throughout the world, gave the inspiration and

provided the energy necessary for the preparation of this second edition.

When this new edition was planned it soon became evident that I could
no longer be the only editor, as I had been for the 1959-1966 edition. It is
increasingly difficult for one person to have the necessary competence in the
many areas of rapidly expanding psychiatry. The need for section editors

became a necessity. | am responsible for the planning, general organization,
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and division of the work; but competent colleagues have joined me in editing
the various volumes. Only Volume One, “The Foundations of Psychiatry,” is
edited by me exclusively. Dr. Gerald Caplan is the editor of Volume Two,
which deals with “Child and Adolescent Psychiatry, Sociocultural and
Community Psychiatry.” Volume Three, devoted to “Adult Clinical Psychiatry,”
is edited by Dr. Eugene B. Brody and myself. Volume Four, dealing with
“Organic Disorders and Psychosomatic Medicine,” is edited by Dr. Morton F.
Reiser. Drs. Daniel X. Freedman and Jarl E. Dyrud have edited Volume Five,
dealing with “Treatment,” and Drs. David A. Hamburg and Keith Brodie have

edited Volume Six, “New Psychiatric Frontiers.”

The basic philosophy and guidelines of the first edition will be
recognized in the second. All orientations, all schools, all respectable methods
of treatment are represented in these volumes. Some of these approaches
converge and integrate, others diverge. They actually represent in the field of
psychiatry the spirit of innovation and the state of flux of modern man. At the
present stage of our knowledge any attempt to integrate some approaches
and to exclude others would not lead to higher syntheses or to a consistent

view of psychiatry or of man, but to one or another brand of reductionism.

Completeness was preferred to simplification, representation of
contrasting views and reliability were preferred to uniformity and attempts

toward consistency. Each author was requested to cover his special field; he
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was free to express his personal point of view, but he was asked in almost all
instances to present alternative conceptions and to reduce his private
terminology to a minimum or to define it immediately. The chapters of these
volumes differ from those of usual textbooks in being more complete, more
analytical, and more authoritative without reaching monographic
proportions. Except for Volume Six, no attempt was made to put emphasis on
new or fashionable developments. Currently accepted or classical concepts

are presented together with new findings and innovating ideas.

The authors who were invited to participate in this project are in most
instances recognized authorities in their respective fields. In several
instances, the task of selecting the author was difficult because many people
had made important contributions in the same field. The search for
recognized authorities did not lead us to discriminate against young age.
Several chapters are written by promising young authors. Some colleagues
whom we would have liked to have join us, could not participate because of

heavy involvement in other work.

Repeating some of the words of the preface to the first edition, I wish to
say that this book is offered as representative of American psychiatry today.
“American,” used in this context, refers specifically to the receptivity to all
possible approaches which is characteristic of psychiatry in the United States.

Although most of the great psychiatric contributions originated in Europe, in
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no country other than the United States is there such willingness to listen to,
try out, and evaluate all theories, methodologies, and techniques, and to
absorb and find a place for all or many of them. We are also happy to have in

our midst a representative number of authors from other countries.

When the first edition was published, it was the first time that a work of
this kind appeared in the United States. It was also the first time that some of
the topics and issues appeared in a textbook of psychiatry published
anywhere. That this Handbook, within a short time, was imitated by other
editors in the United States and abroad was proof of its value and a source of
rejoicing for us. Perhaps this will happen again, as we hope that the

usefulness of the innovations of the second edition will be evident.

It is apparent from the organization of the Handbook that the views
expressed in the various chapters are the responsibility of the respective
authors and do not necessarily represent those of the editors or the publisher.
On the other hand, the single contributors are not responsible for the general

editorial policies, with which, in a few instances, they may have disagreed.

As I have already mentioned, this first volume deals specifically with the
foundations of psychiatry. Foundations are of various kinds, and they will all
be represented in this book. They include the historical background, the very

basic notions from which the discipline emerges, the methodology with which
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we examine and classify the patient, and the knowledge of the normal life
cycle and its common vicissitudes. They also include the theoretical
foundations on which the various schools of psychiatry have based their

work.

It is not feasible to express gratitude individually to the hundreds of
people who, in various ways, have helped prepare this project. Their work
will unfold in these six volumes and will speak for itself. I shall mention only
that for many years the staff of Rasic Rooks has faithfully cooperated and
made it possible to transform into reality what was once only a hopeful

expectation.

SILVANO ARIETI

New York, June 1973
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Chapter 1

Psychiatry From Ancient To Modern Times

Henri F. Ellenberger M.D.

Introduction

Modern psychiatry, like the other branches of science, is continually changing.
Today’s discovery will soon be made obsolete by tomorrow’s discovery. At
present certain medical papers mention only the literature of the past five
years; the rest is almost as antiquated as Hippocrates. This being the case, one
may wonder about the interest of the history of psychiatry and inquire into its

meaning.

No science can progress if it lacks a solid theoretical fundament. There
is no theory of science without a knowledge of the history of science, and no
theory of psychiatry without a knowledge of the history of psychiatry. This
becomes evident as soon as one ponders the basic principles of modern
psychiatry. Why should we treat mental patients humanely? Is any kind of

healing possible without a rational body of knowledge? Is there a difference
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between an empirical body of knowledge and a scientific, experimental one?
Does psychiatry belong to medicine, or is it a science in its own right, or
perhaps no science at all? In order to solve such problems philosophical
cogitation is not enough: one needs a great deal of data, and these data can be
secured only through historical inquiry. However, this implies in turn that
historical inquiry be conducted not in an amateurish fashion, but by means of

a scientific methodology.

Unfortunately medical history is a very young branch of science. It is not
enough to say that there are wide gaps in our knowledge of Greco-Roman,
Arabian, and medieval medicine (not to speak of Indian or Chinese medicine).
The truth is that we possess only extremely fragmentary data, so that any
reconstruction attempted on the basis of these data is doomed to be artificial.
In regard to the last two or three centuries, the difficulty often stems from the

immense accumulation of data, so that the trees hide the forest.

Today scientists are keenly aware that no progress can be called
definitive, that any discovery can at any moment be displaced by a new one.
But we should not overlook another, complementary viewpoint: the progress
of today might also get lost through the regression of tomorrow. Science
implies not only a striving toward progress but also a constant effort to
maintain the permanent acquisitions of yesterday. These are two among the

fruitful lessons that a psychiatrist may learn from the history of science.
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The Roots of Psychiatry

Although scientific psychiatry is hardly more than one or two centuries
old, it is in a large measure the outcome of notions and procedures that are
perhaps as ancient as mankind itself. It would seem that from the beginning
among all populations of the earth a special attention was bestowed upon
certain conspicuous types of behavior or other abnormalities. Individuals
whose behavior was deemed to be abnormal were dealt with in three
possible ways. Many of them were treated in a downright inhuman, cruel way.
Some others were treated in a human but nonmedical way (for instance,
those psychotics whose utterances were taken for prophetic inspiration). A
third group were submitted to a variety of healing procedures that we today

understand to be anticipations of modern psychiatry.

The birth of scientific psychiatry was a long-range process. It started
with the discarding of nonmedical ways of dealing with mental patients and
the perfecting of primitive healing procedures. The next step was the
constitution of systematic bodies of knowledge by medicine men ( and later
temple healers) and also by lay healers. The third step was the foundation of a
rational medical art, severed from religion and superstition; this great
revolution is symbolized by the legendary figure of Hippocrates. But
whatever its merits, the rational medicine of the Greeks and Romans still

remained on a prescientific level (to use Bachelard’s terminology). The
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foundation of a properly scientific medicine did not occur before the
seventeenth century, and that of psychiatry as a branch of medicine in its own

right came still later.

In this text I shall attempt to retrace these steps as briefly as so complex
a matter will allow. It has been, indeed, a long way from nonmedical attitudes
to primitive healing, from primitive healing to rational pre-scientific

medicine, and from there to scientific medicine and modern psychiatry.

Nonmedical Ways of Coping with Deviant Behavior and Abnormalities

For countless centuries a great number of those persons who would
indisputably be recognized today as mental patients were the victims of social
attitudes in direct opposition to the principles of a humane and scientific
psychiatry. Feeble-minded infants, with or without bodily defects, were often
killed shortly after their birth without further ado. Even among the culturally
enlightened Greeks such children were exposed in the wilderness. Among
certain Western and Central European rural populations there was a lasting
belief in the existence of “changelings.” Goblins or demons were supposed to
steal newborn children and replace them with their own ugly progeny.
Children believed to be changelings were often left without nourishment so
that they would die of hunger; this was no crime since these beings allegedly

did not belong to humankind. Those feeble-minded children who survived
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often were mercilessly exploited by their families, or led a miserable life,

being the butt of their community’s jokes.

Those senilely demented were often ruthlessly treated. Koty has shown
that among the populations of the earth certain peoples are kind and
considerate with old people and cripples; others harsh and cruel. But even in
the best case these individuals were likely to be sacrificed in the eventuality

of famine or other calamities.

Psychotics frequently fled from, or were rejected by, their communities.
Some of them, the stronger, would escape to the woods or desert places,
living as “wild men,” feeding themselves on roots and berries. An example is
the demoniac of Gadara described in the Gospel: he had been tied up several
times but had managed to break his chains and escape; he lived in tomb
vaults and frightened the surrounding population. When these psychotics
attacked passers-by or isolated homesteads, they were outlawed so that they
could be killed by anyone without compunction. Less severe psychotics would
survive as vagrants and live off the charity of individuals and communities.
Accounts from the Renaissance period tell of “fools” roving from place to
place; in certain communities they were provided with some food or money
and gently led to the border; in other places they were driven away with a
whip; no doubt they paid a heavy toll in fatal illnesses or accidents. There are

also stories of “fools” being set in a little boat on the river, so that the stream
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would drift them along to another place.

A frequent plight of chronic psychotics was a prolonged confinement in
dungeons, cellars, or other dark places, either in a prison, a monastery, or a
private home. Even after mental hospitals had been established, certain
families preferred to have their patients secretly confined in their home,
rather than institutionalized. A famous case was that of the séquestrée de
Poitiers in 1901. Following an anonymous letter, the police discovered that a
catatonic woman had been confined by her respected and well-to-do family in
a dark room for 24 years in an indescribably filthy condition; neither

neighbors nor friends knew of the existence of the woman.

Mild psychotics, especially those with delusions of grandeur, were often
the plaything of children and adults, sometimes made the victims of practical
jokes or utilized for nefarious purposes. Philo tells the story of a lunatic who
lived in Alexandria in the first century A.D. and was the laughingstock of the
children. It happened that Herod Agrippa, king of the Jews and protected by
Emperor Caligula, visited Alexandria. A group of people of that city, out of
hatred for the Jews, staged an insulting mockery by bringing this “fool” into
the gymnasium, dressing him like a king, and greeting him with royal honors;
this was the onset of an anti-Jewish riot and pogrom. It would be easy to
collect numerous instances of disturbed individuals who were victimized in

the worst fashions. Sir John Lauder, a young Scotsman who sojourned in
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France in 1665-1666, related that in the town of Montpellier a “fool”
proclaimed that he had discovered a universal antidote that could nullify the
effect of any poison. He proposed to try it on himself. Although it should have
been clear that the man suffered from delusions, the pharmacists of the town
prepared a poisonous beverage that the man drank together with his own

draught, whereupon he died miserably within a few hours.

The worst fate was probably that incurred by the “furious,” the agitated
and aggressive psychotics. They usually were chained, sometimes with iron
fetters, or mercilessly beaten until they quieted down—that is, fell into
complete exhaustion. Sometimes they were sandwiched between two
mattresses tightly bound with ropes, where they often died from choking.
Herodotus relates that Cleomenes, King of Sparta, “was smitten with
downright madness” and went striking every Spartan he met with his scepter.
He was imprisoned by his kindred and his feet put in the stocks. He asked for
a knife, and the servant who kept him did not dare to refuse his order.
Cleomenes then cut gashes in his flesh along his legs, thighs, hips, loins, and
his belly until he died. If this could happen to a king, one may imagine what

would be the condition of a commoner befallen with a similar condition.

As to psychotic criminals, many of them were tried and sentenced as if
they had been ordinary, nonpsychotic criminals. But the crime itself that

brought the man to trial was all too often the product of the patient’s
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delusions, or of mass suggestion exerted upon him, if not of false accusations
and torture, as happened to thousands of unfortunate women during the

witch psychosis of the sixteenth and seventeenth century.

On the other hand, it could happen that the social response was
favorable to the patient. Various types of disturbed behavior were tolerated
in many cultural settings. Certain mental patients were well cared for by the
community. Such was the kind attitude of the poor mountaineers in the high
valleys of the Alps toward the feebleminded afflicted with cretinism, a
condition that was endemic on these mountains until the middle of the
nineteenth century. In certain cultural settings psychotics with delusions of
grandeur were honored as prophets; sometimes they gathered followers and

launched a psychic epidemic.

One should not be too shocked by such “primitive” attitudes toward
mental patients. In our own century did we not see the inmates of mental
hospitals being systematically exterminated in certain civilized nations, and
left to perish miserably of hunger in other countries? The humane and
scientific care of mental patients has been a hard-won, delayed achievement
in the history of mankind, a conquest that will always need to be defended

against the powers of obscurantism and oppression.

Primitive Healing
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As far as we can go back into the past we find evidence that a more
privileged group of mental patients benefited from certain healing
procedures. About healing in prehistoric times we know almost nothing.
Numerous skulls from the neolithic era show the marks of trepanning that
had been performed on living individuals and followed with cicatrization.
Since even in recent times the same operation was performed by medicine
men of various primitive populations as a cure for certain nervous conditions,
it is likely that the rationale was the same among our prehistoric ancestors. A
few pictures of prehistoric art point to the existence of magic and wizards.
Such is the well-known picture of a sorcerer, his head adorned with deer’s
antlers, in the “Cave of the Three Brothers” in southern France, a picture
believed to have been painted about 15,000 B.C. and to be the oldest known

representation of a healer.

We assume that a continuity exists between prehistoric and primitive
healing, such as it is known from ethnological inquiry. Unfortunately many
primitive populations disappeared before any serious study could be
conducted, and of those that survived many retained only distorted remnants
of their former medical lore. However, the systematic study of primitive
medicine, undertaken by Buschan, Bartels, and their followers, provides us

with a fairly accurate knowledge of the main features of primitive medicine.

According to Sudhoff, primitive medicine always and everywhere
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distinguished several kinds of disease, of treatment, and of healer. Certain
conditions, obviously the effect of accidents, parasites, or poisons, suggested
the use of rational, empirical treatments (this was natural medicine).
Instances of death rapidly following hemorrhage or asphyxia led to the belief
that the source of life was in the blood or the breath; this was the starting
point of speculative medicine. Acute sickness or death occurring in an
unexpected, inexplicable way was attributed to the action of evil spirits or
wizards; this was the foundation of magical medicine. Hysterical or epidemic
possession incited efforts to expel the mysterious intruder from the soul, and
this was demonological medicine. Natural medicine was the realm of the “lay
healer”; magical and demonological medicine the preserve of the medicine
man, later of the priest; speculative medicine was to become the field of

election of the rational prescientific physician.

The medicine man plays an essential role in his community. He is not
only healer but often a dreaded wizard and one of the leaders of his tribe,
along with the priest and the chief. He is a “man of high degree” (as Elkin
termed the Australian medicine man), and he has undergone a long and
difficult training that often includes the experience of an initiatory illness. His
personality is the principal agent of the cure, provided that the patient, the
healer himself, and the community are all convinced of his healing power.
Thus, his healing methods are essentially psychological in nature. Primitive

healing is almost always a public procedure, a ceremony conducted within a
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well-structured group.

Ethnologists distinguish several basic disease theories, each one linked
to a specific healing procedure: these include the loss of the soul and its
recovery by the shaman, the intrusion of a supposed disease object and its
extraction, the intrusion of an evil spirit and its expulsion (mainly in the form
of exorcism), the breach of a taboo and its propitiation, the pathogenic effect
of magic and its cure through countermagic. These procedures are of great
interest for transcultural psychiatry, comparative psychotherapy, and
medical history. A direct continuity can be shown from exorcism to
magnetism, magnetism to hypnotism, and from hypnotism to the newer

dynamic therapies.

On the other hand, historians of medicine have convincingly shown that
the true ancestor of the modern physician is the lay healer, whereas the
medicine man is the ancestor of the priest, who was the physician’s
antagonist for centuries. Thus, the discontinuous line of evolution led from
primitive healing to priestly healing, from there to rational pre-scientific

therapy, and eventually to scientific psychiatry.

Priestly and Religious Healing

Around 4,000 B.C. the first kingdoms and empires were founded in Asia

and in Egypt. This implied the advent of a new type of social organization
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with a large administrative system and of religions with colleges of priests
and elaborate rituals. The medicine man gave way to the priest, whereas the
lay healer became the physician, although the separation was not always very
sharp. For many centuries the healing priest and the physician lived side by
side, the physician more concerned with natural therapy (massage, dietetics,

hot baths, nonmagical drugs), and the priest with psychological healing.

The healing powers of the priest were enhanced by the fact that, in
addition to the attributes of the medicine man, he acquired the awesome
prestige of being the representative of a healing god. A few healers came to be
considered supernatural beings and gods. Such is the story of Imhotep in
Egypt. He was born around 3,000 B.C. and became vizier of Pharaoh Zoser
and chief of ritual. Special honors were conferred upon him after his death;
later he was worshiped as a demigod; around 600 B.C. he had reached the
status of a god of medicine. Numerous wonderful cures were reported to
occur at his shrines, and it seems that a medical teaching was provided in his
great temple at Memphis. Until about 500 A.D. he remained one of the most

popular gods in Egypt.

It would seem that a similar evolution took place in Greece with
Asclepius (Aesculapius) though we lack reliable information about his life. In
the Iliad he is referred to as a physician and father of two physicians. A few

centuries later he was a god and numerous patients flocked to his shrines, the
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Asclepeia. Most famous were his temples in Epidaurus, Pergamon, and Cos.
The beautiful site, the prestige of the place, the stories of wonderful cures, the
journey, the period of waiting, all affected the patient. An Asclepeion
combined the holiness of a place of pilgrimage like Lourdes with the
enjoyments of a fashionable health resort. After careful screening the patient
had to undergo a period of purification and to perform preliminary rites. The
highlight was the incubation, that is, the night of sleep in the sanctuary, either
on the ground or on a couch called the kline. Then the patient might
experience an epiphania (apparition of the god), or receive an oracle, or have
a therapeutic dream, that is, a specific kind of dream that would in itself bring
the cure. The cult of Aesculapius did not recede before the advent of rational
medicine. As time went on, the number of his shrines increased throughout
the Hellenistic and the Roman world, and for some time Aesculapius was a
great rival of Christ. After the triumph of the Church, patients sought healing
at the new Christian shrines. It is significant that in 1893 the skeptical Charcot
wrote a paper On Faith Healing, declaring that he had seen patients cured at
Lourdes after medical treatment had failed, so that the existence of powerful,

unknown healing agents must be assumed.

The influence of religious healing extended over the patients’
perception of their own illness. Depressive conditions became linked with the
idea of sin; this was particularly marked in the Egyptian and Assyro-

Babylonian worlds. Healing could be obtained through confession,
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propitiation, that is, reconciliation with the gods, and acceptance of the
cosmic order. Concepts of the nature of man, as taught by the priests, also
influenced the clinical pictures. One instance is the Dialogue of a Life-Weary
Man with His Soul, an Egyptian writing of about 2,000 B.C. that might be

considered the oldest known document on the psychology of suicide.

Rational Prescientific Medicine

A decisive step in the history of medicine was taken with the rise of
autonomous schools of medical practice and teaching, dominated by astute
clinicians and creative thinkers. In Egypt the Ebers Papyrus (of about 1,500
B.C.) is one of the oldest documents of this type of medicine. Similar
developments took place in Assyro-Babylonia, Persia, India, China, Japan, and
even in Mexico among the Aztecs; however, our knowledge of the history of
medicine in these countries is extremely imperfect. Modern scientific
medicine is predominantly the tributary of Greek prescientific medicine, even

in its terminology.

Ancient Greek medicine was based on dogmatic concepts that survived
for about 25 centuries. In the same way as Greek priestly medicine was
dominated by the mythical figure of Aesculapius, Greek rational prescientific

medicine is dominated by the hardly less mythical figure of Hippocrates.

All we know of Hippocrates (about 460 to 377 B.C.) is that he was one
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among several reputed physicians of his time; the rest is legend. The treatises
collected under his name about three centuries later were divergent in style,
dialect, and content. As Werner Jaeger says, “The result of one century of
research is that there is not one page in the Hippocratic collection which we
can, with certitude, ascribe to Hippocrates himself.” Nor do we have his
portrait; but his name is traditionally attached to a noble bust that is, in
Singer’s words, “an idealized representation of what the Greek would wish his
physician to be.” Whereas the god Aesculapius stood high above mankind,
Hippocrates remained the more accessible figure of the “physician-

philosopher.” To quote Singer again:

His figure, gaining in dignity what it loses in clearness, stands for all time
as the ideal physician. . . . Calm and effective, human and observant,
prompt and cautious, at once learned and willing to learn, eager alike to
get and give knowledge, unmoved save by the fear lest his knowledge may
fail to benefit others . . . incorruptible and pure in mind and body. ... In all
ages he has been held by medical men in a reverence comparable only to
that which has been felt towards the founders of the great religions by
their followers.

Hippocrates is customarily called the Father of Medicine. Before him,
however, Greek medicine had at least two centuries of intensive development
in the form of autonomous schools of philosophical medicine, and many
medical treatises, now lost, had been written. To quote Neuburger: “We stand
as in a devastated town, where only one building is extant, and we see only

the rough outline of the streets.” Among these schools the Cnidian strove to

diagnose diseases and localize their seats, whereas the school of Cos was
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more concerned with the prognosis, with the organism as a whole within the

environmental setting, and with the concept of the “healing power of Nature.”

It would be irrelevant to speak of a “Hippocratic psychiatry.”
Throughout the whole Greek and Roman literature, mental disorders are
described in one among several other chapters of medicine; nothing is known
about that could resemble a textbook of psychiatry. The Hippocratic writings
describe or mention three main mental conditions: phrenitis (acute mental
disorders with fever), mania (mental disorders with agitation without fever),
and melancholia (chronic mental disorders without fever and agitation). A
variety of organic paroxysmal conditions in women are related to the uterus
(in Greek, hystera, hence the adjective “hysterical” which meant “uterine” and
did not have the connotation of a neurosis). A description of the “Scythian
disease” refers to an instance of transsexuality in the setting of a particular

culture.

The Hippocratic writings are often considered the beginning of scientific
medicine. To be sure, they discard religion and superstition and strive to rely
upon clinical observation, experience, and sound judgment. In this sense it is
a rational medicine. However, we are still very far from the principles of
scientific medicine. Hippocratic thinking belongs to the pre-scientific level of
medicine. Robert Joly has shown conclusively how even the best treatises of

» o«

the Hippocratic collection are pervaded with “substantialism,” “numerology,”
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and other irrational elements that often interfere with and blur the otherwise

acute clinical vision of the writer.

Greek medicine worked with the principles of physical qualities, the
four humors, the pneuma, the faculties of the soul, and organic localization.
These principles had to be correlated to each other and with the clinical

pictures offered by medical practice.

Greek philosophers had widely discussed polarities of opposite
qualities. The two main polarities finally chosen were those of dry-moist and
warm-cold. Philosophers had also argued endlessly about the physical
elements until Empedocles settled the question by compromise, proclaiming
as the fundamental elements water, air, fire, and earth. Similarly physicians
decided there were four humors of the human body: phlegm, blood, bile, and
“black bile.” Like the four elements, the four humors were correlated to the
physical qualities (phlegm moist-cold, blood moist-warm, bile dry-warm,
black bile dry-cold). Morbid conditions were explained by the resulting
imbalance from the excess of one of the humors. Thus, melancholy was
thought to result from an excess of black bile. However, it soon became
necessary to involve also changes in the qualities of the humors, disturbances
in their circulation, and to distinguish varieties among each one of the

humors.
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Meanwhile, primitive medicine’s concept of breath (or pneuma) as a
principle of life had found its way into philosophical medicine. Stoic
philosophers and the Pneumaticist school of medicine distinguished three
kinds of pneuma, physical, vital, and psychic, and interpreted certain diseases

as resulting from a lack or alteration of the pneuma.

Greek concepts of the soul, originating in primitive and priestly
medicine, were developed by the philosophers. Aristotle distinguished three
main “souls” of the human psyche: vegetative soul (common to plants, animal,
and man), animal soul (common to animals and man), and rational soul
(property of man only). To each one he attributed several “powers” (or
faculties). The use of this framework led to associating mental states with
lack, excess, or disturbance of the various “souls” or “powers.” Passions were
considered excessive activities of the animal soul, or the absence of control
over the animal soul by the rational soul. Certain mental conditions were

supposed to result from a deficiency of the rational soul (anoia).

Greek philosophers and physicians argued about the seat of the soul and
of its faculties. The ancients had thought that the diaphragm (phrenes) was
the seat of the soul, hence the word “phrenitis” for acute fever delirium (this
condition later was correlated to an inflammation of the brain or its
coverings). As to the seat of the intellect, Empedocles, Aristotle, and Diodes

said it was the heart, whereas Alemaeon, certain Hippocratic writers, and the
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Alexandrian, Galen, held for the brain. The next step was the localization of

the various “souls” and “powers.”

We can see how heterogeneous were the theoretical assumptions
underlying Greek psychopathology. The word “melancholia” was derived
from humoral pathology, “anoia” from psychological concepts, “phrenitis”
from supposed anatomic views, whereas the word “mania” (probably a
colloquial word) simply meant “madness” or “fury.” Epilepsy, a purely clinical
designation, expressed the main symptom of the convulsive attack. The
Hippocratic writers had inherited this terminology from their unknown
forebears, and the whole development of Greek medicine was a ceaseless
effort to integrate these various conflicting concepts and clinical pictures into

a coherent system.

The legacy of ancient Greek rational medicine is thus a twofold one.
Greek medicine gave to the world the ideal figure of the Father of Medicine,
Hippocrates. On the other hand, it gave also an abstruse, increasingly artificial
system of dogmatic medicine, which predominated throughout Hellenistic,
Roman, Arabian, and Western medicine and eventually became an intolerable

burden that impeded the progress of human thinking.

Psychiatry in the Greco-Roman World

In the Greek and Roman worlds there was no such thing as “psychiatry”
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as we know it today, but only a few scattered elements of that which was to

become this science much later.

We have discussed the prescientific concepts utilized by Greek rational
medicine. The Greek physician’s way of thinking was not less different from
ours. The modern scientist starts with observation and quantification, draws
inductions and hypotheses that are tested by experimentation and according
to the findings accepted or rejected. Not so with the Greeks, who used
axiomatic thinking, started with statements considered self-evident, then
drew deductions that they extended with the help of analogies. Conflicting
statements were rarely submitted to experimental testing, but mostly settled

by theoretical discussions and compromises without much regard to facts.

In Greek science there was no unified framework universally accepted
and adopted by all scientists. Instead, there were a number of schools based
on particular philosophical systems, each one professing its own dogmatic
teaching incompatible with those of the other schools. Greek medicine
remained inseparable from philosophical speculation. Each philosophical
revolution had its counterpart in medicine: the Pneumatists based their
system on Stoicism, the Methodists on Epicureanism, the Empiricists on
Skepticism. The movement toward philosophical syncretism was paralleled

by the medical eclecticism of Galen.
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It would be fascinating if we could closely follow the evolution and
vicissitudes of these medical schools. Unfortunately our knowledge is
extremely fragmentary. Out of a thousand books written by the Greeks,

hardly more than one or two have survived.

Among the oldest medical schools known to us were those of Sicily, of
Cnidos, and of Cos, the latter two well-represented in the so-called
Hippocratic writings. Then in the fifth century B.C. Athens became the center
of Greek culture. Aristotle exerted a great influence on medicine. He edited an
encyclopedic collection of monographs covering the whole field of
contemporary learning; there was, for instance, a History of Medicine by his
pupil Menon, of which fragments have survived. Diodes of Carystos, who was
associated with that school, was considered one of the greatest Greek
physicians; unfortunately his works are lost. However, his description of

hypochondriac disturbances was to be taken over by Galen.

After the Macedonian conquest, the Eastern Mediterranean world was
Hellenized and a new cultural center flourished in Alexandria, with its famous
museum and library. Among the great Alexandrian physicians were
Herophilus and Erasistratus. Both of them made discoveries in the field of
anatomy, especially in regard to the nervous system. It is generally assumed
that with these two physicians Greek medicine reached its highest scientific

level, even though their theories were not free from speculation. Undoubtedly
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their works, had they survived, would hold great interest for the history of

neurology and psychiatry.

The Empiricists school, whose philosophy was inspired by the Skeptics,
was represented mostly by Heraclid of Tarent. They were good clinicians who
strove to define diseases according to their seats and described them a capite
ad ealeem, that is, going from scalp and hair down to the heels and adding a
chapter for general diseases. Mental diseases were classified among the
diseases of the head, following those of the scalp and the skull. This type of

classification was traditional up to the seventeenth century.

Inspirer of the Methodist school was Asclepiades (first century B.C.), a
fashionable Greek physician and prolific writer who practiced in Rome. His
works have been lost. He seems to have been much interested in mental
diseases and to have applied a variety of treatments: hydrotherapy,
gymnastics, massage, suspended bed, music therapy—obviously a therapy
accessible only to a few wealthy patients. Another great Methodist physician,
Soranus of Ephesus (first half of the second century A.D.), discussed the
treatment of mental diseases along the same lines as Asclepiades. Most of his
writings have perished, but something of his work is known thanks to a Latin

adaptation by Caelius Aurelianus.

Another school, the Pneumaticists, basically followed the philosophy of
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Stoicism and emphasized the doctrine of the pneuma. Their great proponent
was Archigenes; his works are lost but were utilized by Aretaeus who
flourished around 100 A.D. Aretaeus gave clear descriptions of the traditional
disease entities, phrenitis, mania, and melancholia, and mentioned that mania
and melancholia could turn into each other. This simply meant that a chronic

psychosis could begin or be interspersed with acute episodes.

The Romans did not found a school of medicine, but compiled
encyclopedias embracing the whole field of knowledge. Those by Cato and
Varro have perished, but we have the medical part of A. Cornelius Celsus’
encyclopedia (first century A.D.) with a chapter on mental diseases. Among
the treatments were fettering, flogging, starving, or terrifying the patient, and
suddenly pouring cold water over his head; however, rocking the patient in a

suspended bed was used in other eases.

The eclectic trend was personified by Claudius Galen (ca. 138-201 A.D.),
an outstanding clinician, good investigator in the field of physiology, and
passionate systematizer. He borrowed his philosophical principles from
Aristotle, the Stoicists, and the Hippocratic writers. A prolific author, he is
credited with writing about 400 treatises, of which about 80 are extant.
Because the works of the most prominent physicians before and after him
have been lost, Galen towers as a mighty isolated genius. He endeavored to

reconcile his clinical and experimental findings with the traditional doctrines
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of the qualities, the humors, the pneuma, the “powers” of the soul, and the
localizations. Galen laid great emphasis on the doctrine of the four basic
humors, which had been much developed since the Hippocratic writers.
Disease resulted from the excess of one humor and the resulting dyscrasia
(imbalance), or from mixtures and alterations of the various humors, or from
their accumulation in pertain organs, or from the ascension of “vapors” from
the stomach or other organs to the brain. Galen’s humoral doctrine covers
also the field of the innate constitutions or temperaments. Galen
distinguished two kinds of black bile. The word “melancholia” could mean
either a specific variety of innate character or one among a wide range of
diseases caused by the action of the two kinds of black bile. The Galenic

doctrine extended to the theory of drugs and their therapeutic indications.

On Melancholia, a treatise under Galen’s name described three main
forms of this condition: (1) general melancholia (from an excess of black bile
in the whole body), (2) brain melancholia (from an excess of black bile in the
brain), and (3) hypochondriac melancholia (from the ascension to the brain of
vicious vapors from the stomach). The author refers also to constitutional
melancholia, melancholia from a one-sided diet, from the “adustion” of yellow
bile, from the suppression of hemorrhoidal or menstrual flux, from
precipitating emotional factors. Finally he describes particular clinical types
of melancholia, one of them being Iycanthropia, that is, the delusion of being

transformed into a wolf. This treatise standardized for the following fifteen or
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sixteen centuries the concept of melancholia. It was the model and prototype
of a tradition that was to culminate with Robert Burton’'s Anatomy of

Melancholy in 1621.

It is usually assumed that Greco-Roman medicine underwent a swift
decline after Galen. This might partly be an illusion resulting from the fact
that the works of the most original minds of the following few centuries have
been lost. Posidonius (second half of the fourth century A.D.) seems to have
been eminent in the fields of neurological and mental diseases. But the Roman
Empire was crumbling under its inner weakness and the repeated assaults of
the barbarians, and medical progress was hampered. Thus, Galen was
resorted to as the infallible oracle who had said the final word about

medicine.

One may wonder to what extent the patients actually benefited from the
kind of medical care expounded by all these authors. Greco-Roman physicians
were mostly interested in acute diseases; they gave up the care of chronic
patients as soon as these appeared to be incurable. Medical care was mostly
given to patients of the upper classes in the cities and to the military.
According to George Rosen, the family and friends of the Greek and Roman
patients were expected to provide for them according to the accepted

customs, and the condition of the insane poor was extremely miserable.

www.freepsychotherapybooks.org 50



There were apparently a few privileged forms of mental disorders. Plato
distinguished “divine madness” from natural madness. Divine madness
included the four varieties of prophetic madness (given by Apollo), religious
madness (given by Dionysus), poetic madness (inspired by the Muses), and
erotic madness (inspired by Aphrodite and Eros). An unclear problem is the
feigned madness of men such as Meton, Solon, and Brutus: it would seem that
it was a kind of ceremonialized eccentric behavior conspicuously displayed in
certain extraordinary circumstances in order to focus attention upon an

impending public danger.

Throughout the ancient world there were a few practices that could
deserve the name of psychotherapy. Specific techniques of mental training
were associated with the philosophical schools. The Pythagorians practiced
exercises in self-control, memory recall, and memorization for recitation. The
Stoics learned the control of the emotions and practiced written and verbal
exercises in meditation. The Epicureans resorted to an intensive
memorization of a compendium of maxims that they recited ceaselessly,
aloud or mentally. Psychological training could be individualized as evidenced
by Galen’s treatise On the Passions of the Soul. This method consisted of
unceasing effort to control one’s passions with the help of a wise mentor who
would point out one’s defects and dispense advice, then the gradual reduction
of one’s standard of living, attaining serenity and freedom from affects, until

one was able and ready to help others in a similar way.
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Lain Entralgo has pointed out the importance of the “therapy by the
word” among the ancient Greeks. There was a cathartic, a dialectic, and a
rhetorical use of the spoken word. One particular practice was the
consolation, a letter, sometimes a poem, written to a person suffering grief
and intended to help him recover peace of mind. Several of these consolations
have become literary classics, such as Plutarch’s Consolation to his wife for
the death of their child, or his Consolation to his friend Apollonius for the
death of his son. This kind of supportive psychotherapeutic intervention was

to revive in Western Europe in the sixteenth and seventeenth century.

The Romans are credited with founding public hygiene. They devised
elaborate systems of water adduction and sewage. A slow development of
public medicine took place: there were town physicians paid by city
authorities and a rudiment of medical teaching. But their only hospitals were
the valetudinaria for the recuperation of wounded soldiers, gladiators, or
slaves. Their moral callousness, their predatory economy, the use of vast
masses of miserable slaves, the cruel games of the circus, all these were the

antipode of any kind of mental hygiene.

Christianity no doubt introduced a new spirit. Its founder imposed the
care of the sick as a religious duty. Charity institutions and hospitals gradually
developed, parallel to the flourishing of monasteries. Christianity influenced

much of the philosophical and legal thinking, and the practice of religious
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confession stimulated the development of introspection: this is well

illustrated by Saint Augustine’s Confession.

Psychiatry in the Middle Ages

After the ruin of the ancient world, Greco-Roman culture split into three
parts: the Byzantine Empire, the Arabia, and Western Europe, each with its
vernacular language: Greek, Arabic, and Latin. Each developed its own
civilization and medical tradition, but they were bound by certain mutual

influences.

Although the barbarians had destroyed the Western Roman Empire, the
Eastern Roman (or Byzantine) Empire survived for ten centuries, and its
capital, Constantinople, became the cultural center of the world. In the sixth
century A.D. under Emperor Justinian, many charitable institutions were
founded, such as orphanages, homes for the aged, and hospitals, among which
were a few morotrophia for the mentally sick. Unfortunately we do not know
how these institutions functioned and what vicissitudes they underwent
between the sixth and the fifteenth century. What could be the way of life of
an insane person in Constantinople is shown by the descriptions we have of
the saloi or “sacred fools”: these men led an utterly marginal life, living off the
charity of good people, being an object of ridicule, but enjoying the privilege

of telling the truth to anybody. The Greek medical tradition was prolonged by
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men such as Aetius of Ami da and Alexander of Tralles (sixth century), Paul of
Egina (seventh century), and Johannes Actuarius (fourteenth century).
Contributions of psychiatric interest could probably also be found among the
writings of Byzantine theologians and writers: to give only one instance,
Eustathius of Thessalonica (twelfth century) wrote a treatise, On Simulation,
analyzing role playing in the theater and in life and giving a psychology of
histrionism. But numerous precious works perished in the catastrophe that

engulfed Byzantine civilization in 1453.

In the seventh century the Islamic invasion destroyed Hellenistic
civilization in Asia Minor, Syria, and Egypt. Then, after the Arabs had
conquered an empire stretching from Persia to Spain, they underwent the
influence of the conquered countries, and by the late eighth century and
during the ninth century a brilliant Islamic civilization flourished in Baghdad,
Cairo, and Spain. It was an era of widespread development for a medicine
based on the teachings of Hippocrates, Galen, Aretaeus, and the earlier
Byzantines. But here, too, it is difficult to appraise the real originality of that
period. Out of a thousand books written by Arabian physicians, very few have
survived; among these few most either remained in manuscript or were not

translated into modern Western languages.

Among the most outstanding names one should mention Rhazes (864-

925), a Persian distinguished in all fields of medicine. Among his many
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treatises is one translated into English under the title, The Spiritual Physick of
Rhazes: a classification of psychopathological disorders is given, according to
the failure or excess in each one of the three “souls” (vegetative, animal, and
rational). Rhazes also discusses drunkenness (a topic somewhat neglected in
extant Greek medical books) and its motivations: to dispel anxiety, to meet
situations requiring particular courage and cheerfulness. Arabian medicine
culminated in the work of Avicenna (989-1037), a Persian poet, philosopher,
and physician, whose Canon of Medicine was used as a medical textbook for
centuries in the Islamic as well as in the Western European world. The Canon
systematized the highly artificial concepts enounced by Galen. The diseases
are described in the traditional order “from head to heels,” mental diseases
being included in the chapter on head diseases. Arabian literature, like the
Byzantine, contains nonmedical works that are of interest for the psychiatrist,
for instance, books by the mystics, the moralists, the philosophers, books on
physiognomy, on the interpretation of dreams. But of all this wealth, the

greatest part has perished, and very little of value is available from the rest.

Throughout the Islamic world, many mental hospitals were founded by
pious benefactors, especially in the thirteenth century. Among these were
moristans, most probably inspired by Byzantine morotrophia. We have
wondrous descriptions of the great hospital in Cairo in the thirteenth century,
and especially of the moristan of Adrianople (Edirne) founded in the fifteenth

century. In the midst of paradise gardens was a luxurious marble building
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with fountains in the courts, summer and winter rooms; the patients lay on
silk cushions, were nourished with the finest food, were treated with a
combination of drug, music, and perfume therapy, received friendly visits
from the beauties of the town; their chains were gilded with gold and silver.
In sharp contrast with such a description, we read in a poem of Djelal-Eddin
(thirteenth century): “In the corner of a dungeon sat a raving insane; his neck
tied with a rope.” The French traveler Chardin, who visited Persia in the
seventeenth century, describes the moristan of Ispahan as a kind of cloister
around a garden; there were about 80 cubicles, but only seven or eight
lunatics, all of them in the most miserable condition, lying on straw, fettered
by arms, body, and neck. The staff consisted of one doctor, one pharmacist,
one molla (priest), one cook, one doorman, and one cleaner. Not much better
is the account given by Edward Lane of the moristan in Cairo in the middle of
the nineteenth century: there were two courts, one for male and one for
female patients. Around the first court were 17 very small cells with grated
windows. The patients were chained by the neck to a wall, had only straw to
sleep upon, and wore scarcely any clothing. It was customary for each visitor
to give them pieces of bread, so that as soon as they saw a stranger enter, they
made a great clamor. Obviously the Cairo moristan had declined since the
thirteenth century. Actually we know very little about the history and the

functioning of the Islamic mental institutions.

After the ruin of the ancient world, medicine in Western Europe was in a
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precarious state. There was a long period of destruction and decline. The
privileged class of city aristocracy for whom Greco-Roman medicine was
meant had disappeared, the writings of ancient authors were lost, medical
tradition was interrupted. However, as we have seen, Christianity forwarded
the care of the sick. Saint Benedict’s rule proclaims that “the care of the sick is
to be placed above and before every other duty.” There were infirmaries in
the monasteries, where monks made use of medical compilations written by

obscure authors.

Meanwhile, the Church slowly gathered a certain amount of psychiatric
knowledge of its own. In monasteries and in the practical experience of the
confessors, certain specific conditions had been observed: the acedia
(boredom) of the monks, the scrupulositas (excessive scruples) of certain
penitents. Later the distinction between genuine and false mysticism and
other observations made by moral theologians were the objects of valuable
inquiries. Not until our time, however, were they incorporated, as a section of
“pastoral psychology,” in the general body of psychiatry. On the other hand,
demonological concepts were taken for granted by the Church and accepted
by medicine. In view of the general belief in demonology, many cases of
neurotic or psychotic disturbances took the form of devilish possession, and
conversely many patients could be cured by exorcism. Suggestive healings
also took place at the shrines of certain saints; patients could sometimes

remain there for a prolonged time; this was the origin of the psychiatric
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colony in Gheel, Belgium, which still exists and can be traced back to the

thirteenth century.

Gradually there was a revival of lay medicine and a rise of medical
schools. The thread with ancient Greco-Roman medicine was found again.
After the recovery of Galen’s works, his system became in its whole
complexity and artificiality the official doctrine of Western European

medicine.

Another great event took place in the thirteenth century. As in the first
centuries of Christianity, the cure of the sick was placed in the foreground of
Christian duties, and many hospitals were created. There are reports on
hospitals for the mentally sick scattered in several European countries;
however, the main development took place in Spain. In Granada an asylum for
the insane had been founded by the Moorish King Mohammed V in 1365-
1367, and the plan of the older Spanish asylums copied the plan of the
Arabian moristans. The first one was opened in Valencia in 1407 under the
name of los Desamparados (the abandoned) by Father Jofre, and operated by
an association of 100 clerks, 300 laymen, and 300 lay women. Then came the
foundation of the asylums of Saragossa in 1425, Seville in 1436, Barcelona in
1481, and Toledo in 1483. Spanish historians, notably Juan Delgado Roig,
have published the acts of foundation and official documents of these

hospitals, but many details about their functioning are still unclear.
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Psychiatry in the Renaissance Period

Appraisals of the Renaissance have varied. According to Jacob
Burckhardt, it was the period of “coming into awareness of the human
personality, of its nature and place in the universe.” Man'’s image of the world
was immeasurably widened following the geographic explorations and the
rediscovery of ancient Greco-Roman culture. Man became able to perceive
reality instead of what he had been taught to see. G. de Morsier, a historian of
brain anatomy, has shown that fourteenth- and fifteenth-century surgeons
who dissected human bodies were unable to see anything except what Galen
and the Arabs had taught; the ability to perceive the anatomy of the brain as it
is, and not as one believes that it should be, appeared in the early 1500s
almost simultaneously and independently from each other in men born in
Italy, France, Belgium, and Holland. The death blow to Galenic anatomy was
given by Vesalius in 1543. The same transformation occurred in botany,
astronomy, physics, and other sciences. These innovations, however, met
much resistance from the adherents of the traditional doctrines. In addition to
these great advances, the Renaissance was also the period when slavery
(which had been abolished since the fall of the Roman Empire) was
reestablished, at least in the newly conquered colonies, when widespread
genocide took place in the Caribbeans and Central America, when judicial
torture was reinforced under the impact of resurgent Roman law, and when

the witch psychosis underwent an unprecedented development. Another
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negative feature of the Renaissance was its contempt for the vulgar, the
illiterate, and the “fool.” But there was much interest in mental illness and in
the multiform manifestations of imaginatio, a notion that included all that we
call today suggestion and autosuggestion as well as many creations of the

unconscious mind.

Medical authors of the Renaissance are much better known than those
of previous periods because the invention of printing gave their works a
better chance to survive. In Italy Arturo Castiglioni praises the psychiatric
writings of G. R. da Monte, Gerolamo Mercuriale, Prospero Alpino (all three
mainly interested in melancholia), and Jerome Cardan (a precursor of the
concept of moral insanity). One should also mention Jean Fernel in France,
Johannes Schenck in Germany, and Timothy Bright in England. The latter’s
Treatise of Melancholie (1586) is considered the first psychiatric book written
by an Englishman. His theory of melancholia was also highly successful in the
literate world, and this may explain the great popularity of Robert Burton’s
Anatomy of Melancholy (1621). Although Burton admits that the distinction of
the various subforms of melancholia is “a labyrinth of doubts and errors,” he
describes them in detail. Melancholy became the fashionable disease in
England. The type of character that was moody, cold, bitterly ironic, eccentric,
misanthropic, disgusted with life, and predisposed to suicide became
identified with the term “melancholy,” later called spleen or hypochondriasis,

and on the continent it was sometimes considered to be the typical English
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character.

The break with the tyrannical domination of the Galenic system in
medicine was effected mainly by two great pioneers, Paracelsus and Platter.
Theophrastus Bombastus von Hohenheim, called Paracelsus (1493-1541) is
perhaps the most problematic figure in the history of medicine. Many
episodes of his wandering life are tinged with legend. He has been considered
a quack, a paranoid schizophrenic, a genius, a mystic philosopher, an initiate
to secret sciences, a precursor of the psychology of the unconscious, an
eminent psychotherapist, a pioneer of modern medicine, or a mixture of all
these. Few authors are more difficult to read and more untranslatable.
Sigerist says that “perhaps no one but a German can really understand him.”
His writings are an incoherent succession of abstruse philosophical concepts,
abuse against his enemies, affirmations based on his belief in astrology,
alchemy, witchcraft, and other superstitions, interspersed with good medical
insights or striking aphorisms: “The highest foundation of medicine is love”;
“What the Greeks have told is not true for us; every truth originates in its own
country”; “Do not hold the effect of curses as nonsense, ye physicians, ye have
no inkling of the power and might of the will”; “The child needs no star or
planet: his mother is his planet and his star.” On the positive side are
Paracelsus’ teaching of a new pharmacology based on the use of mineral
substances (sulphur, antimony, mercury, and others), his emphasis on the

effects of suggestion, his belief in the efficacy of healing springs, his interest in
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occupational diseases of the miners, his concern for cretins and other feeble-
minded persons (“Fools are our brethren; like us they were saved by Christ”).
Paracelsus died prematurely, leaving few adherents and no organized
movement; a great part of his writings were lost or remained unpublished. He
had the good luck to find almost four centuries after his death an admirer,
Karl Sudhoff who published his extant works. But Paracelsus had already
become a legendary figure and was made the hero of novels and theatricals.
The (true or fictitious) story of his spectacular burning of Galen’s works on
the public place in Basel in 1527 acquired a symbolic value and was
paralleled with Luther’s burning of the papal bull on the public place in
Wittenberg. It is ironic that Basel, where Paracelsus had failed, was the home
of another medical reformer, Felix Platter (1536-1614), who carried out some

of the reforms vainly attempted by his predecessor.

Platter’s life is better known than most physicians’ because he left his
autobiography, his almost lifelong diary, his correspondence, the catalogue of
his collections, and all of his writings. He studied medicine in Montpellier and
lived the rest of his life in Basel. He became a brilliant practitioner who was
called as a consultant to kings and princes; as a teacher he made the
University of Basel famous and wrote standard textbooks on medicine; as a
scientist he advanced Vesalian anatomy, clinical medicine, and psychiatry. In
his medical works Platter described diseases exclusively as he had seen them

in his practice, never quoting any author, never concealing his ignorance or
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his doubts, and giving case histories of his own patients as illustrations. This
might seem a matter of course today, but at that time physicians used to
follow the descriptions of the old masters, with case histories borrowed from
the classics. As Paracelsus had done before him, Platter gave up the old
classification of diseases “from head to heels” and introduced a new principle.
Platter’s descriptions are models of clarity. Each condition is subdivided
under three headings: genera, causae, curatio (symptoms, causes, treatment).
With Platter practical medicine acquires the precision of a scientific
discipline; medicine is detached from philosophy and becomes a branch of

natural science.

Certain historians of medicine have pointed out that the Renaissance
was a period of great suffering for the mentally ill. According to Walsh the
hospitals were much better and the insane more humanely treated in the
thirteenth century than later. Kirchhof writes that in the Middle Ages great
help was provided to the insance by monasteries, brotherhoods, and
pilgrimages. Wherever such institutions were abolished by the Reformation,
mental patients were abandoned to the harsh treatment of public civilian

authorities.

The evil culminated with the witch psychosis of the sixteenth and
seventeenth century. The belief spread that witches committed crimes in

alliance with the devil and that they had organized a universal conspiracy to
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destroy mankind. In order to eradicate the alleged evil, extraordinary forms
of prosecution and trial were used. The Malleus Maleficarum, a guide for the
Inquisitors conducting witch trials, gives a sinister picture of the delusion; its
third part amounts to a textbook on the technique of brainwashing.
Thousands of women of all ages and walks of life confessed the most
improbable crimes. Some of them undoubtedly were neurotic or psychotic,
but a great many were normal individuals who accused themselves under the
impact of mental and physical torture. Witch hunts, inaugurated by the
Inquisition, were pursued actively by lay civilian authorities, Protestant and
Catholic alike. Among the few who dared openly to defend the incriminated
was Johann Wever (1515-1588). Though sharing himself the contemporary
belief in witchcraft, Weyer tried to demonstrate that the supposed witches
were victims of the demon rather than his allies. His book contains many
interesting clinical cases, but lacks psychiatric systematization. Later Weyer
came to be considered a great pioneer of psychiatry and to be called, not

without exaggeration, the promoter of the “First Psychiatric Revolution.”

Those asylums for the humane treatment of the insane that had been
founded in Spain in the fifteenth century were isolated institutions, supported
by rich patrons or local authorities. A crucial development began with Juan
Ciudad Duarte (1495-1550). A pious and eccentric merchant in Granada, he
suffered an acute psychotic episode and was treated in the local hospital with

merciless flogging. After his recovery he founded a hospital where patients
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were treated humanely; he operated it with the help of a few volunteers. His
organization grew; after the founder’s death it was declared the Order of the
Hospitalers, and Juan Ciudad was canonized as Saint John of God. This Order
created and operated general and mental hospitals. All institutions of the
Order worked according to the same rules and were run by men trained at
the same place, so that experience could be collected and transmitted. These
institutions spread over Spain, Italy, France, and other countries. Later they
served as models to Philippe Pinel and Jean-Etienne Dominique Esquirol
when they devised modern mental hospitals. It is not surprising that the first
mental hospital episodes to be found in European literature appear in
Cervantes’ Don Quixote. (Until then mental disease had often been described
in poetry, novels, or on the stage, but not the mental hospital.) In one episode
of the novel an inmate of the Seville asylum protests to the archbishop that he
is unduly retained, whereupon the archbishop sends his chaplain to examine
the patient. In Avellaneda’s continuation of the first part, Don Quixote is the
victim of numerous cruel practical jokes and is treacherously committed in
the Toledo asylum; the reader is left to suppose that he will stay there for the
rest of his life. This probably brought Cervantes to write the second part of
the novel: the hero recovers his sound mind on his death bed; far from being
just the victim of ridiculous delusions, Don Quixote now appears as a

personification of the human condition.

Early Scientific Psychiatry

American Handbook of Psychiatry: Volume 1 65



The advent of modern science was a slow and gradual process, and it
took a long time until it extended to psychiatry. During the Renaissance man
had learned to perceive reality as it is and not as it should be; now man
attempted to fathom the depths of nature and elicit her laws. This implied the
use of new methods, such as systematically conducted experiments and
measurement techniques, and of new instruments, such as the microscope. In
natural history the principle of specificity came to the foreground. This
evolution started at the end of the sixteenth century and developed during
the seventeenth and the eighteenth centuries. Among its theoreticians were
Francis Bacon and Descartes; among its pioneers Copernicus, Kepler, Galileo,
Newton, and Vesalius and Harvey in medicine. But new systems arose,
founded partly on science and partly on speculation. Such were
iatromechanicism (Borelli, Baglivi), iatrochemistry (Van Helmont, Sylvius),
and the “animism” of Georg Ernst Stahl (1660-1734). The latter was to exert a
great influence upon German Romantic psychiatrists. Actually seventeenth-
and eighteenth-century medicine was a curious mixture of genuine science,
loyalty to antiquated doctrines, and new irrational systems—all three often in

the same man.

Psychiatry was not yet an independent discipline. However, it
underwent a noteworthy evolution. To the extent that Galenism was

overthrown, mental diseases ceased to belong to humoral pathology and
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were correlated with disturbances of the nervous system; what was formerly

attributed to “black bile” began to be labeled as nervous ailments.

Several of the new pioneers of medicine remained staunch believers in
Galenism. In Italy Paolo Zacchias (1584-1659), a man eminent both as a
physician and a lawyer, gave in his Quaestiones medico-legales (1621-1635)
an inexhaustible mine of documents and expounded a new system of
psychiatric diagnosis. He is generally considered the founder of forensic
psychiatry. In England Thomas Willis (1622-1675) was, in spite of his belief
in Galenism, a keen clinician and indefatigable experimenter who made
outstanding discoveries in the anatomy and physiology of the nervous
system. He integrated neurology and the study of the neurovegetative system

into psychiatry.

Among the new trends was that of the systematists. Sydenham had
emphasized that infectious diseases are specific entities: they exist in their
own right independently of the sick individuals they affect. Efforts were made
to work out an allover classification of diseases in natural species, genera, and
classes. The first attempt was probably that of Frangois Boissier de Sauvages
(1706-1767), who taught botany and medicine in Montpellier. An outline of
his system appeared in 1732 and was considerably enlarged in his Nosologia
methodica published in Latin in 1763 and in French in 1770. Diseases were

divided into ten classes. The bulk of mental diseases belonged to Class VII],
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divided into 4 orders and 23 genera. Among the latter, melancholia contained
14 species. Each species was illustrated by short clinical descriptions, either
from Boissier’s practice or from other authors. Clinical documents were
gathered from every possible source, even from travelers, so that the Malayan
“running amok” was incorporated into a European textbook. Boissier’s work
was far from being a tedious catalogue of diseases; there were lucid
introductions to the whole book and to each part; it was written in a clear and
flowing style and filled with interesting facts. No wonder it inspired a long
series of successors, among them the Swedish naturalist Carl Linnaeus, the
English physician William Cullen (who coined the term “neurosis”), and
eventually Philippe Pinel. In spite of the artificial character of their
classifications, the systematists exerted a useful influence on the development
of medicine (including psychiatry). They advanced the practice of looking
more attentively for new diseases and facts and organizing material in a more
accurate and comprehensive way. It sufficed to replace the terms “classes,”

» o«

“genera,” and “species” with “parts,” “chapters,” and “paragraphs” to obtain

the pattern of the nineteenth-century textbooks.

A powerful trend toward rationalism developed under the impact of the
cultural movement called the Enlightenment. It forwarded the cult of reason,
the concept of society as created for man, and the belief in science. Typical is
Voltaire’s definition of the word “folie” (insanity) in his Dictionnaire

philosophique: “A brain disease that keeps a man from thinking and acting as
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other men do. If he cannot take care of his property he is put under tutelage; if
his behavior is unacceptable, he is isolated; if he is dangerous, he is confined;
if he is furious, he is tied.” We see here mental illness equated to brain
disease, its clinical picture to intellectual disorders, its treatment to the
protection of society. In view of the opposition of rationalism to any kind of
superstition, the belief in demons and witches gradually receded;
demonomania ceased to be considered a preternatural condition and was
understood as a man'’s delusion of being possessed; the term “obsession” lost
its meaning of being assaulted by evil spirits and took on its present meaning,.
La Mettrie, in his book, L’Homme machine (1748), contended that certain hard
criminals (later called the “moral insane”) should be considered sick

individuals.

The concept of the unconscious (if not the term) appeared with
Leibniz’s discussion of the “small perceptions.” However, there had already
been many observations on the unconscious activities of the mind, even
among rationalist philosophers. Descartes wrote in his treatise, Les Passions
de I'ame (1649), that unexplained aversions may originate from occurrences
in early childhood: the event is forgotten, the aversion remains. In another
place Descartes told of his propensity for falling in love with cockeyed women
and how, thinking about it, he remembered that as a child he had been in love
with a young girl who had that defect; after he had understood the connection

his predilection disappeared. However, it did not occur to him nor to anybody
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else that such observations might be utilized for mental healing. Some kind of
rational psychotherapy existed in the guise of consolations, exhortations, and
admonishments. There also were various other attempts. Diderot relates how
the wife of one of his friends was afflicted with the vapors (the fashionable
neurosis of eighteenth-century ladies). He advised the husband to simulate
the symptoms of his wife’s illness. The husband did so, and the wife, who was
very much in love with him, took so much care of him that she forgot her own

ailments and recovered.

Many psychological problems were known and debated by Catholic
priests. For a long time the only objective classifications and descriptions of
sexual deviations were to be found in the treatises of moral theology. In
Germany certain Protestant ministers practiced with success “Cure of Souls”
(Seelsorge); they effected what amounted to a kind of brief psychotherapy by
relieving the person of the burden of a pathogenic secret and helping to
overcome the situation. In England the famous preacher John Wesley
practiced medicine, opened dispensaries, and wrote a book, Primitive Physics,
in order to give people a basic knowledge of medicine and hygiene; he was
one of the first to use electricity as a therapeutic agent and had a profound
understanding of many emotional problems. The Quakers included the insane

among the unfortunates for whom they were concerned.

During the seventeenth and the eighteenth centuries the number of
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mental institutions in Europe increased. They derived from two opposite
models: the prison and the monastery. Institutions of the incarcerative type
have been the subject of many descriptions. Who has not heard of the horrible
conditions in Bicetre before Pinel conducted his reform? Michel Foucault
contends that the modern philosophy of the mental institution was a product
of the Age of Reason, that is, a reaction against “unreason”: since the sight of
the “fools” had become intolerable, they were hidden from the rest of
mankind and incarcerated in large institutions together with the criminals,

the cripples, and the beggars.

The other type of mental institutions derived from the monastery. Saint
Vincent de Paul (1576-1660) founded institutions for delinquents where they
received humane treatment. A glimpse of the treatment methods may be
found in one episode of Abbe Prevost’s novel, Histoire de Manon Lescaut et du
Chevalier des Grieux (1731). As a punishment for his misbehavior, the
Chevalier was committed to the Maison de Saint-Lazare in Paris; he was
treated with firm kindness, isolation, silence, reading of serious books, and
frequent conversations with tactful religious men. Actually we know very
little about the results of this kind of therapy. But we are better informed
about one of the institutions of the Order of the Hospitalers of Saint John of
God, the Charite of Senlis, not far from Paris. The archives of that institution
were preserved and utilized as the basis for an excellent monograph by Dr.

Helene Bonnafous-Serieux. The inmates were classified into four groups: the
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insenses (mental defectives), the fous (psychotics), the libertins (amendable
behavior disorders, and the scelerats (dangerous psychopaths). According to
their behavior the inmates were placed in one of three sections: the force
(maximum security), the semi-liberte (medium security), the liberte (inmates
enjoying certain privileges. The treatment was individualized. Emphasis was
laid on the religious character of the institution, and inmates were invited to
join the morning prayers and Mass. Every new inmate was given a
pseudonym under which he was henceforth known; he had to wear a uniform
that was more religious than prisonlike in character. The “director of the
inmates” had a personal interview with each one of the inmates every day.
There was a library, but no work therapy. There was no question of chains,
whips, or cages and no demonology. Patients benefited from the medications
known at that time and from a kind of rational psychotherapy. The registers
show that many patients recovered, and it was reported that certain libertins

improved their behavior.

We thus see that by the end of the eighteenth century there existed a
small number of monastic institutions for a minority of privileged patients
and a large number of incarcerative institutions where the poor lived in
dreadful conditions. Meanwhile, a trend toward “sensitiveness” had appeared
and a concern for the disadvantaged and rejected members of the great
human family. An Englishman, John Howard, made a systematic inquiry into

the state of the prisons all over Europe. Institutions were opened and
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methods devised for the education of the blind, the deaf-mute, later of the
idiots and feebleminded. Humane treatment was introduced in a few public
mental hospitals, notably by Vincenzo Chiarugi in Florence, by Joseph Daquin

in Savoie, and by Philippe Pinel (1745-1826) in Paris.

Few pioneers of psychiatry reached a fame comparable to Pinel’s.
However, recent historical research has shown that the current accounts of
his life are covered with legend. For many years Pinel lived in Paris as a
medical journalist and translator with a small medical practice, working upon
a Nosographie philosophique in the style of Boissier de Sauvages. In 1793 he
was appointed as physician to the medical wards of the hospital of Bicetre.
The administration was in the hands of the “Governor” Pussin, an able man
who was much concerned with the welfare of the patients and had already
achieved several improvements. Pinel benefited from Pussin’s experience and
collaboration and gave his medical authority to the reforms. In 1795 Pinel
was appointed to the Salpetriere hospital; he introduced the same reforms
there, too. In 1801 he published his Medico-Philosophical Treatise on Insanity,
expounding a clear and humane system for the care of mental patients.
Contemporaries depict Pinel as a small, shy, unassuming, often absent-
minded man with speech difficulties, but kind and good-humored. In later
years a number of young physicians became his enthusiastic pupils. Pinel
acquired the prestige of a hero: he had achieved his humane reforms in the

notorious Bicetre (also a prison and house of arrest for vagabonds) during the
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Terror, the worst period of the Revolution. Thus, he in his later years was a
legendary figure, and after his death he became the patron saint of several
generations of French alienists. Actually he had achieved a decisive step

toward the foundation of a scientific and humane psychiatry.

Modern Scientific Psychiatry

With the nineteenth century began a new era of psychiatry. Within the
framework of medicine—now a fully scientific discipline—psychiatry became
an autonomous specialty (as were already surgery and ophthalmology).
Attempts were made to give psychiatry a firm basis, either in brain anatomy
or physiology, or even in a general “science of man” (one example was
Cabanis’s Rapports du physique et du moral de I'homme in 1802). Old
Galenism and speculative systems were discarded, but new semiscientific
systems based on a mixture of speculation and sound observation appeared
on the periphery of psychiatry. Such were phrenology and mesmerism: their
adherents elaborated fantastic speculations, but also made useful discoveries

and contributed in their own way to the development of psychiatry.

The evolution of modern scientific psychiatry may be divided into three

periods, which largely overlap each other:

1. From 1800 to 1860 the center of psychiatric activity was the
mental hospital. Its main concern was the description and
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classification of mental diseases, and the devising of a “moral
therapy,” together with the study of brain anatomy.

2. From 1860 to 1920 the center of psychiatric activity was the
university psychiatric clinic. The trend was toward the
elaboration of great psychiatric systems. A striking
development occurred in the study of neuroses and
culminated in the creation of schools of dynamic psychiatry.

3. After 1920 came a kind of psychiatric explosion, with an almost
boundless widening of the field of psychiatry and its division

into a multitude of subspecialties.

Asylum Psychiatry (1800-1860)

The main feature of the period of asylum psychiatry was the appearance
of a new type of physician who devoted his whole time and activity to the
mentally sick. These men sought to found, operate, and reform “asylums”
satisfying the demands of science and humanity and open to all categories of
mental patients. The old Charites institutions were sometimes taken as

models, but the developments took different forms in various countries.

The main school of alienists flourished in France among a group of
physicians who had been Pinel’s pupils or proclaimed themselves his
successors. Most prominent among them was Jean-Etienne Dominique

Esquirol (1772-1840). “At the beginning of the continuous development of
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psychiatry stands the outstanding personality of Esquirol,” wrote Karl
Jaspers. Esquirol devised a system of clear psychopathologieal concepts and
gave their present definition to terms like illusion and hallucination,
remission and intermission, dementia and idiocy. He inaugurated the use of
asylum statistics for the study of the causes, course, and prognosis of mental
disease. He proclaimed that “an insane asylum is a therapeutic instrument in
the hands of an able physician, and our most powerful weapon against mental
illness.” He laid the foundation of a collective therapy, analyzing the influence
exerted by the patients upon each other and grouping them accordingly. He
wrote the first really scientific textbook on mental diseases, which was also
the first to have illustrations, a book remarkable for its style and clear clinical
descriptions. He became the director of the National Asylum of Charenton,
which had been rebuilt according to his own plans on the site of a former
Charite of the St. John of God Hospitalers. He visited every place where mental
patients were kept in France, “house by house, hospital by hospital, prison by
prison.” These inquiries resulted in his magnificent illustrated treatise on the
construction of asylums. Esquirol was also foremost in forensic psychiatry

and the author of the French law on the insane (1838).

A young French physician, Laurent-Jesse Bayle, discovered in 1822 that
“general paresis” was not a complication—as believed until then—but a
specific mental disease with constant cerebral lesions. This encouraged the

alienists eagerly to study cerebral pathology with the hope of discovering
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new specific entities. Their efforts, however, brought fewer rewards than did
the clinical observation of mental patients. Thus, Etienne Georget
distinguished from idiocy and dementia a third condition, “stupidity”
(transient, reversible impairment of intelligence). It was observed that mania
and melancholia could succeed each other and alternate in such a way that
they must constitute one identical condition. This discovery was published
simultaneously by Jean-Pierre Falret and by Jules Baillarger in 1854. Ulysse
Trelat gave fine descriptions of the folie lucide and Charles Lasegue of the

delusions of persecution.

A new trend was open by Jacques-Joseph Moreau de Tours’s book on
hashish (1845), showing that this drug produced a state of delusions and
hallucinations that—he believed —was for a few hours identical with the
manifestations of insanity and afforded an experimental approach to its
study. On this basis he came to consider the dream as the key to the
knowledge of mental life, and the desagregation (in today’s language,

“regression”) as the basic psychopathological process.

Benedict-Augustin Morel (1809-1873) published in 1852 a description
of demence precoce, not as a disease entity, but as a peculiar form of rapid
evolution of mental illness toward a state of severe emotional impairment
(the term was later misunderstood to mean “dementia at an early age”). He

also described phobias under the name of delire emotif (emotional delusions).

American Handbook of Psychiatry: Volume 1 77



Morel inaugurated the psychiatric application of physical anthropology and
genealogy. He photographed patients, measured their skulls, took plaster
casts of their heads, investigated their lives and the lives of their parents and
ancestors. This was the basis for his theory of degeneracy. Degeneracy, Morel
said, was a gradual process; its manifestations became worse from one
generation to the next, until the descendants were sterile, which
automatically ended the process. But Morel also discussed the ways of
checking the progress of degeneracy and making it reversible; in these
studies were the beginnings of social anthropology and mental prophylaxis.
Morel also introduced the psychiatric use of etherization, that is, studying a
patient’s reactions under the administration of ether as a means of diagnosing

between hysteria and organic disease (as today with narcoanalysis).

In the meantime German psychiatry, starting from a very different
background, had undergone its own evolution. It seems that the German
asylum tradition issued more from the prison than the monastery, and this is,
according to Kirchhof. the reason for their tremendous use of coercive
measures. On the other hand, German psychiatry underwent the strong
influence of Romanticism and of Schelling’s philosophy of nature. Whereas
French alienists based their nosology on the empirical study of clinical cases,
their German colleagues often tried to isolate abstract types deduced from a
psychological frame of reference. German psychiatry soon developed into two

trends: the Physiker (organicists) and the Psychiker (who emphasized the
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psychological origin and treatment of mental illness).

Among the Physiker were Johannes Friedreich, also known as one of the
first historians of psychiatry, and Maximilian Jacobi, author of a treatise on

the architecture of mental hospitals.

The Psychiker took over from Stahl the notion of the role of emotions in
the etiology of mental illness. Each one of them developed his own views
about the human mind and the nature of mental illness with great originality
and audacity. Johann Christian Reil (1759-1813), though also a brain
anatomist, expounded in his Rhapsodien (1803) an extraordinary program of
psychotherapy for mental illness, including the use of a “therapeutic theater.”
Johann Gottfried Langermann (1768-1832) is considered a pioneer of
occupational therapy. Johann Christian Heinroth (1773-1843) pointed out the
role of “sin” (in modern language, guilt feelings) in psychopathology; he, too,
devised an extensive program of psychotherapy for mental illness. Karl
Wilhelm Ideler (1795-1860) emphasized the effects of frustrated sexual
drives in the psychogenesis of mental diseases. Heinrich Wilhelm Neumann
(1814-1884) devised an original system of medical psychology. He discussed
the relationship between anxiety and frustrated drives, and he described the
masked manifestations of sexuality among psychotic patients. All these men
were skeptical in regard to the current psychiatric nosologies; they shared

the belief in the emotional causation of mental illness and the possibility of
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psychotherapy for even severe psychotics. They anticipated much of what
Eugen Bleuler, C. G. Jung, and the psychoanalysts were to teach as great

novelties several generations later.

One belated representative of German asylum psychiatry was Karl
Ludwig Kahlbaum (1828-1899), who spent his career in remote asylums and
whose publications were ignored for a long time. His main contribution to
psychiatry was his descriptions of hebephrenia and catatonia (the former
delegated to his collaborator, Ewald Hecker, in 1871; the latter in his own
monograph, 1874). The validity of Kahlbaum'’s concepts was accepted later by
Emil Kraepelin who made hebephrenia and catatonia two subforms of

dementia praecox.

In Belgium Joseph Guislain taught that almost all mental diseases had
emotional causes and were rooted in an all-pervading, underlying feeling of
anxiety. In his institution in Ghent he organized an excellent system of work
therapy. Wonderful accounts of moral therapy were also published by those

who visited Pietro Pisani’s institution in Palermo, Sicily.

In England William Tuke’s pioneer work in the “Retreat” near York was
pursued by descendants and their collaborators. One of the latter, M. Allen,
founded his own institution at High Beach and wrote a highly instructive

account of his therapeutic methods. To give only one instance: patients with
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violent agitation, accompanied by an attendant, were sometimes allowed to
ramble about and scream in a forest for a whole day, with a subsequent
lessening of their agitation. Henry Maudsley (1835-1918) began his
Physiology and Pathology of the Mind (1867) with a chapter about the
unconscious and the impossibility of exploring the human mind through
introspection. Maudsley advocated the use of a “physiological method” that
would take into account the “plan of development” of the mind (in the animal,
the infant), the study of its “degeneration” (in the dream, delirium, insanity),

and of its “progress and regress” throughout history.

In the United States Benjamin Rush (1745-1813) introduced “moral
treatment” at the Pennsylvania Hospital in Philadelphia. Other mental
institutions operated along similar lines. Isaac Ray (1807-1881) founded
American forensic psychiatry, and Thomas Kirkbride (1809-1883) is famous

for his book on the construction of mental hospitals.

Throughout the period of asylum psychiatry, a noteworthy discrepancy
is often found between the theoretical views of the alienists and the real state
of their mental hospitals, as pictured by visitors. The term “moral treatment”
was given many conflicting meanings. In France Francois Leuret (1797-1851)
used to treat delusional patients with icy cold showers until they came to

recognize their “errors”; he called that method “moral treatment.”
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Outside asylum psychiatry ran a kind of underground current centered
around the use of “magnetic sleep,” later called hypnosis. Mesmer, Puysegur,
and a long succession of followers treated many neurotic and psychosomatic
patients. They developed a full-fledged First Dynamic Psychiatry, which was

later to give birth to the modern schools of dynamic psychiatry.

University Clinic Psychiatry (1860-1920)

The historical examples of Morel and Kahlbaum showed how difficult it
was to achieve important creative work in a mental asylum. For that reason
the center of scientific activity gradually moved to the psychiatric university
clinic, a threefold institution for treatment, teaching, and research. For some
reason German psychiatry outdistanced France around i860 (with the
exception of the field of neuroses), but as time went on, psychiatry became

more international.

A new type of psychiatrist arose, the university psychiatrist who
worked with a team of collaborators and pupils and was provided with well-
equipped laboratories. Techniques of brain anatomy were improved, new
biological methods and experimental psychology were resorted to. The field
of psychiatry expanded swiftly. Among the new clinical pictures were

alcoholism, morphinism, cocainism, neurasthenia, and traumatic neuroses.

Wilhelm Griesinger (1817-1868) is usually considered the founder of
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German university psychiatry. Possessing an eclectic mind, he introduced
Herbart’s psychological concepts into psychiatry, but his contention that
“mental diseases are brain diseases” was taken as a slogan by the adherents
of organicism. At that time Rokitansky and Virchow were laying the
foundations of cellular anatomo-pathology, which appeared to be the one firm
basis of all medicine. This encouraged psychiatrists to rebuild
psychopathology on a similar basis. Theodor Meynert (1833-1892)
supplemented his objective anatomical findings with hypotheses on the
functional opposition between the brain cortex and brain stem and on the
role of physiological brain disturbances. However, he was not so exclusively
organicist as he is usually depicted; he pointed to the psychogenesis of
homosexuality and other sexual deviations. Carl Wernicke (1848-1905)
attempted a brilliant synthesis of brain anatomy, physiology of the nervous
reflex bow, and associationist psychology. He considered the brain an
associative organ and the soul as being “the sum of all possible associations.”
Only the most elementary mental functions are localized in the cortex, he
said; the higher ones, including consciousness, are products of the associative
activity. Unfortunately these men and many of their colleagues fell into “brain
mythology,” the tendency to explain all mental phenomena in terms of real or

fictitious brain structures.

The credit for overcoming “brain mythology” as well as the current

nosological confusion belongs to Emil Kraepelin (1856-1926). An eclectic
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researcher, Kraepelin combined neuroanatomical research with experimental
psychology and a thorough investigation of the patients’ life history. In the
sixth edition of his textbook (1899) he defined the two great endogenous
psychoses: manic-depressive psychosis (the old “circular illness”) and
dementia praecox. The latter comprised three subforms: hebephrenia,
catatonia, and paranoia. Contemporaries felt that Kraepelin had shed
definitive light on the chaos of psychiatric nosology. His classification was

widely adopted in Europe and America.

In Zurich Auguste Forel (1848-1931) started with discoveries in brain
anatomy but shifted toward a dynamic concept of the mind. Among his pupils
were Eugen Bleuler and Adolf Meyer. Eugen Bleuler (1857-1930) sought a
deeper psychological understanding of psychotic patients; he revolutionized
the concept of dementia praecox, which he called schizophrenia. He

introduced many new terms such as autism, ambivalence, and schizoidism.

In France Valentin Magnan (1835-1916) extended the theory of mental
degeneracy so widely that this diagnosis covered almost the whole realm of
psychiatry. His fame, however, was the result of his clinical studies on
alcoholism. But the main French contribution to psychiatry was the work of a
neurologist, Jean-Martin Charcot (1825-1893), and of an internist, Hippolyte
Bemheim (1840-1919). These two men gave the official stamp of approval to

the use of hypnosis, thus making it a respectable procedure, though their
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theoretical concepts and therapeutic use of the phenomenon differed widely.
A large part of the teaching of the old magnetists and hypnotists was
rediscovered. From about 1880 to 1900 hypnotism and suggestion were

widely investigated and utilized.

In England probably the most original contribution to psychiatry was
made by a neurologist, Hughlings Jackson (1834-1911). He conceived of
man’s neurological and mental structure as a hierarchy of functions, resulting
from differentiation and perfection through evolution. Nervous and mental
disorders were explained by “dissolution” (regression) to inferior, older
levels of functions. In such disorders Jackson distinguished negative
symptoms resulting from the loss of a higher function and positive ones
resulting from the activation of functions of a lower level. Jackson’s theory

had a great impact on many neurologists and psychiatrists.

In the United States George Beard (1839-1882) described
“neurasthenia,” a state of physical and mental exhaustion, as a neurosis of
modern, and especially American, life. Beard’s ideas met with great success. S.
Weir Mitchell (1829-1914) devised a standard method for the treatment of
neurasthenia by means of rest, isolation, feeding, and massage. After the turn
of the century the main American contribution to psychiatry came from Adolf
Meyer (1866-1950). In his individualized, psychobiological approach, Meyer

interpreted mental disorders as being faulty reactions to life situations, which
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he tried to understand with the help of a thorough study of the patient’s life

history and development.

Gradually several branches of psychiatry expanded and tended to
become sciences in their own right. Thus, the field of sexual pathology had
been explored by forensic psychiatrists. Now a brilliant systematization was
effected by Richard von Krafft-Ebing (1840-1902). His Psychopathia Sexualis
(1886) was the starting point of the flourishing new discipline of sexology.
Another forensic psychiatrist, Cesare Lombroso (1836-1909) founded a
school of criminal anthropology in Italy. He conceived of it as being a branch
of biological medicine, but when sociologists and lawyers joined his group the

newer criminology became an autonomous science.

We have seen that Charcot and Bernheim had incorporated into
medicine a part of the teachings of the First Dynamic Psychiatry. Their
attempts, however, were short-lived. The first man who undertook to build a
new dynamic psychiatry was Pierre Janet (1859-1947). Janet was able to
correlate hysterical symptoms with “subconscious fixed ideas” and bring a
cure by means of a “psychological analysis.” He then elaborated a new theory
of the neuroses, of mental energy, of the “hierarchy of tendencies,” and
eventually a vast conceptual model that illuminates in some way virtually
every phenomenon of the mind. But whereas Janet had kept closely within the

bounds of traditional psychiatry, Freud and the founders of the newer
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dynamic schools openly broke with official medicine.

The work of Sigmund Freud (1856-1939) is so widely known that it is
hardly necessary to recall its main features. Among his theories are those of
the dynamic unconscious and the deciphering of symptoms, the
interpretation of dreams, repression and other defense mechanisms, the
development, fixations, and regressions of libido, child sexuality, the
superego, the Oedipus complex, the sexual origin of neuroses. Freud
introduced a new approach to the unconscious by means of free associations,
and analysis of resistance and transference: he developed a new approach to
therapy by means of a development and resolution of a transference neurosis.
From the beginning Freud made of psychoanalysis a movement, then an
organization of a new type that had no parallel in modern times, that is, a
close, tightly structured organization with its official doctrine and rules for
membership, including a long initiation in the form of a didactic analysis.
Gradually psychoanalysts extended their interpretations to sociology,
anthropology, literature, art, religion, education, and all manifestations of
cultural life. Some of its adherents had the feeling that the history of

psychiatry was now divided in two periods: before and after Freud.

Psychoanalysis was the starting point of a vast development of dynamic
psychiatry. Among Freud’s disciples were orthodox and deviant groups. Both

Alfred Adler (1870-1937) and Carl Gustav Jung (1875-1961) developed a
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system that was basically different from psychoanalysis. Adler’s individual
psychology is a pragmatic or concrete system centered around the dialectic of
the individual’s striving for superiority versus his community feeling. Jung’s
analytic psychology centers around the concepts of the collective

unconscious, with the archetypes, and the process of individuation.

The new dynamic psychiatric systems grew outside the realm of
“official” medicine. Their theories extended far beyond the traditional limits
of psychiatry. This was a manifestation of a new trend that could be called the

“psychiatric explosion.”

The Psychiatric Explosion (1920— )

After World War I it became obvious that the psychiatric university
clinic could no longer remain the only center of psychiatric progress.
Kraepelin founded in Munich the first Forschungsamtalt (psychiatric research
institute). It was discovered that considerable impetus could be given to
scientific progress if specialists could be liberated from daily treatment and
administrative work and devote their whole time to carefully planned
research projects. Similar institutes were founded in Germany, Russia,

America, and later in other countries.

From that time on, the field of psychiatry continually expanded. Former

branches became autonomous disciplines (for instance, child psychiatry,
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sexual psychopathology, clinical criminology), and new branches were
founded. Among the latter were genetics (Riidin, Luxemburger), biotypology
(Pende, Kretschmer, Sheldon), reflexology (Pavlov) electroencephalography
(Berger), psychiatric endocrinology (Manfred Bleuler), intelligence testing
(Binet and Simon, Terman), projective testing (Rorschach, Murray, Szondi),
organo-dynamic psychiatry (Henri Ey), general psychopathology (Jaspers),
phenomenology (Minkowski), existential analysis (Binswanger). There also
was a great development in social psychology, transcultural psychiatry, family
psychiatry, psychosomatic medicine, and a variety of approaches to

community psychiatry.

Among the new therapeutic methods we may mention perfected forms
of ergotherapy (Herman Simon), malaria therapy (Wagner von Jauregg),
narcotherapy (Klaesi), narcoanalysis (Horsley), cardiazol therapy (Meduna),
insulin shock therapy (Sakel), electric shock therapy (Cerletti), psychosurgery
(Egas Moniz), and last but not least, the pharmacotherapy of mental diseases
(Laborit and many others). In psychotherapy a great variety of new methods
were introduced, in addition to the adaptation of psychoanalysis to the
treatment of children and psychotics. We may mention Rogers’s nondirective
therapy, Frankl's existence therapy, Schultz’s autogenous training, and
various methods of behavior therapy. Not less numerous are the varieties of

group therapy, therapeutic communities, and psychodrama.
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The description of all these clinical and therapeutic developments will

be an absorbing and arduous task for psychiatric historians of the future.

Meantime, the traditional principles that had ruled psychiatry for a long
time were shaken. Henri Ey had warned that the boundless expansion of
psychiatry—which he called “panpsychiatry”—would inevitably lead to a
reaction in the form of the dissolution of psychiatry. This is exactly what
present-day psychiatry is witnessing. A number of “antipsychiatrists” now
proclaim that mental illness does not exist; what is called by that name is
nothing but the artificial product of social repression; psychiatric treatment is
nothing but a disguised form of punishment, of social violence; a sojourn in a
mental hospital can never cure a patient but only make his condition worse;
mental hospitals should be closed and psychiatrists take up another
profession. As Henri Ey had predicted, “panpsychiatry” has led to

“antipsychiatry.”

Thus, the outcome of 25 centuries of efforts is that the basic principles
of psychiatry are in need of careful revision. This is not unique to psychiatry
and reminds one of what Bachelard once wrote: “All scientific knowledge
must be, at every moment, reconstructed. ... In the work of science only, one
can love that which one destroys; one can continue the past while denying it;

one can honour one’s master while contradicting him.”
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Chapter 2

American Psychiatry From Its Beginnings To
World War Il

Nolan D.C. Lewis

Psychiatry has developed in combination and association with the other
branches of medicine to the extent that its borders, as a specialty, in certain
areas are not sharply outlined, and, moreover, most of its particular concepts
and aims are exceedingly difficult to trace accurately in terms of their

chronological appearance.

Medicine is seen within a matrix of economic, political, social, and
cultural elements. It is but one aspect of the state of general civilization of a
period, and its particular philosophy and practice are determined to a

considerable extent by the current cultural conditions of its locality and time.

To attempt to trace the complex growth of psychiatric thought is an
interesting experience. The most satisfactory way to understand a

complicated phenomenon is to follow its pathway of genesis, but to cover the
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span of time indicated by the title of this chapter, one must resort to a
condensed style of communication. The topic includes more than a hundred
years, during the early parts of which are revealed only a few records of basic
importance in our particular field; however, there are some outstanding
persons and events that appear as bright promises of progress to come in

later years.

Since the aim in this chapter is to indicate some of the most important
trends of thought that constitute the background of present-day psychiatry in
this country, no attempt has been made to present a complete history of
psychiatry in America, and thus many workers and their accomplishments
have been omitted. In psychiatry as well as in other branches of medicine, one
can find pioneers, men whose energy and curiosity were so great as to lead
them to devote their lives to the promotion and extension of knowledge
beyond the existing outposts of what was accepted and practiced. Benjamin

Rush (1745-1813), “America’s first psychiatrist,” was one of these men.

At the termination of the American Revolution in 1783, Dr. Benjamin
Rush joined the staff of physicians at the Pennsylvania Hospital in
Philadelphia, which event is often referred to as being the actual beginning of
American psychiatry. Although at this time Rush was only 38 years old, he
was already a very famous physician. He had been a precocious student,

having graduated from the New Jersey College (now Princeton) at the age of
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He received his doctor’s degree from the University of Edinburgh at the
age of 22. While at Edinburgh he studied under William Cullen (1710-1790),
who was one of the most famous professors of medicine of his time, with an
interest in the nervous system and in behavior phenomena. Cullen was a
follower of Locke, but he originated a new doctrine of physiological
significance. In his system irritability of the nervous system was of special
importance, and the causes of mental disorders were within the individual,
that is, endogenous. Insanity was a pathological condition of the mind and not
some force entering from without, and, therefore, its expressions should be
interpreted in the light of normal psychological functions. His First Lines of the
Practice of Physik (London, 1777) described paranoid forms of mental
disorder that he called “vesaniae.” Rush was introduced to Cullen by a letter
from Benjamin Franklin, a fortunate occurrence since Cullen exerted a strong
influence on Rush’s subsequent career, which was thus oriented in the theory

and therapy then prevalent in Scotland and England.

Dr. Rush, equipped with a keen mind and the best training available at
the time, attacked the problems of mental disorder, a subject that was
infiltrated with superstition and ignorance as well as characterized by neglect
and actual brutality. He was apparently the first American physician to
approach the investigation and treatment of mental disorders from a
scientific viewpoint, the first American teacher to propose an original

systematization of psychiatry, and the first to write a general treatise on
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psychiatry in America. This book, published in 1812 under the title Medical
Inquiries and Observations upon Diseases of the Mind, remained the only

American book of its kind for 70 years

Rush’s principal remedies were purgatives, emetics, and bloodletting, of
which he was a particularly strong advocate. The condition of the blood
circulation in the brain was a prominent focus for his theories and therapy.
He devised two curious instruments, the gyrator, based on the principle of
centrifugal action to increase cerebral circulation, and the tranquilizer (1810)
“to obviate these evils of the ‘strait waistcoat’ and at the same time to obtain
all the benefit of coercion.” These instruments, which were certainly rough on
the patient, were decidedly “shock” measures—a form of shock therapy, and,
like all shock therapies including the modem ones, were interpreted as

effecting cures.

Benjamin Rush was one of the earliest, if not the first, to recommend
labor and prison sentences instead of capital punishment for criminal
offenses, and he consistently advocated a modification of the harsh and cruel
elements in the system of criminal jurisprudence. In the minds of many
medical historians, he did for America what Pinel and Esquirol did for France.
His biographers are in accord that he, like many originators and creators, was
a strongly opinionated man, difficult to get along with, frankly intolerant of

anyone who did not agree with his theories and practices, and at times
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actively quarrelsome. He was a very learned man who not only served the
poor of his community but also was a leading patriot and a signer of the
Declaration of Independence. His was an overwhelming personality, fully
justifying the title by which he is known today, “The Father of American

Psychiatry.”

Dr. Adolf Meyer (1866-1950) in 1945 made the following pertinent

comment:

Had Benjamin Rush had a successor akin to his own spirit American
psychiatry may have had the lead over the European and its actually
colonial development. It took a hundred years before the step towards a
culture for responsible life began to assert itself. ... I do not know what the
names and teachings of the immediate successors were. . .. Psychiatry may

see the influence of the 1840’sin J. P. Gray.28

Psychiatry has always been more hospital-centered in England and
other countries than it has here in America, but there were some important
early, as well as later, developments of this nature that are of historical
significance. For example, the old San Hipolito, established in Mexico in 1566
by the philanthropist Bernardo Alvares, was the first hospital in the Americas
for the study and care of mental disorders and, of course, one of the earliest
for this purpose in the whole world. At first this institution was not devoted
exclusively to the treatment of mentally disordered patients, but before long
the increase in the number of these cases made it necessary to restrict the

admissions to nervous and mental patients.
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It was nearly 200 years before the first institution to care for the
mentally disordered in the American states was organized. In 1752 the
Pennsylvania Hospital in Philadelphia received insane patients, and this was
followed by a few other public and private institutions. In 1773 the first
public hospital exclusively for mental patients was established at
Williamsburg, Virginia, then the capital of the colony. For half a century
mental patients were kept at the Pennsylvania Hospital in cells in different
parts of the building, but in 1796 a new wing was provided for these patients,
and at the end of another 50 years a separate building was constructed for
them. The Blooming- dale Asylum was another of the early institutions for the
mentally disordered. It was opened in the New York City area in 1821 as a
separately managed hospital, although it had its beginnings in the earlier
founding of the New York Hospital. It continues today in White Plains, New

York, as the Westchester Division of the New York Hospital.

Out of a meeting held in 1844 by a group called the “original thirteen”
came the organization known as the Association of Medical Superintendents
of American Institutions, which was the first national society of physicians in
the country. From 1893 to 1921 it was known as the American Medico-
psychological Association, and is now the American Psychiatric Association,
with a large and ever growing membership. In the year of its origin (1844)
the American Journal of Insanity, later to become The American Journal of

Psychiatry, the official organ of the Association, was established under the
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editorship of Amariah Brigham (1798-1849), one of the original thirteen
superintendents. The Journal has continued to be a leader in the field by

virtue of the management of a line of distinguished editors.

In their day the “original thirteen” made a lot of psychiatric history, both
as a group and as individuals. It is well to note some of their particular

contributions as pioneer workers.

Samuel B. Woodward (1787-1850) was the first president of the
Association of Medical Superintendents of America and a strong force in its
organization. He aided in establishing the Retreat for the Insane at Hartford,
Connecticut. In 1832 Massachusetts was the first state in New England to
build a state hospital. Woodward supervised the construction of this hospital
and became its first superintendent. He believed in specialized medical care
for alcoholics, and in 1838 his volume entitled Essays on Asylums for
Inebriates was published. He was elected to the Connecticut state legislature

in 1830.

Isaac Ray (1807-1881) was an avid student of scientific matters, both in
America and in Europe, and a prolific writer. He was one of the most eminent
and versatile of the group. In 1841 he became medical superintendent of the
State Hospital for the Insane at Augusta, Maine, and later of the famous Butler

Hospital in Providence, Rhode Island. He wrote a book on mental hygiene in
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1863 and was interested particularly in the relationship between legislation
and mental disease. As a matter of fact, the first book in the English language
concerning forensic psychiatry was published by Ray in 1838; this book made
a profound impression and established him as a pioneer and leader in
medicolegal matters. The title of this book was Treatise on the Medical
Jurisprudence of Insanity. It was used as an authoritative text for court work

for nearly 50 years.

Amariah Brigham (1798-1849), founder of the American Journal of
Insanity, was a distinguished author, teacher, and hospital administrator
whose influence for the better understanding and care of the mentally sick
was widespread. He wrote lucidly on such diverse subjects as cholera,
religion, clinical neurology, and clinical psychiatry. At one time he taught
anatomy at the College of Physicians and Surgeons in New York City. In 1842
he was appointed superintendent of the State Lunatic Asylum at Utica, New
York, the first New York State public institution for the mentally disordered.
This hospital, under his inspiration and effort, became an outstanding
training center for medical superintendents. His book entitled Remarks on the
Influence of Mental Cultivation upon Health had a remarkably wide American

and European distribution.

Pliny Earle (1809-1892), in 1844, was appointed superintendent of the

Bloomingdale Asylum in New York. In 1863 he became professor of
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psychological medicine at the Berkshire Medical Institution in Pittsfield,
Massachusetts. This may have been the first chair of psychiatry in a medical
school in this country, and it was certainly one of the very early additions of
psychiatry to a medical curriculum in the United States. From 1864 to 1885
he was superintendent of the State Lunatic Hospital at Northampton,

Massachusetts.

Dr. Earle was an able hospital administrator and an outstanding
contributor to the literature on mental disease. He was well versed in the
European psychiatry of the day, introducing new ideas from Germany and
France. He published many statistical papers, psychiatric reviews, and
historical essays, and lectured widely. In 1877 he published a statistical
treatise entitled The Curability of Insanity. He had a critical mind and a far-
reaching vision, recommending small hospitals for intensive treatment and
separate ones for the incurable patients. He was also an early advocate of

family care and occupational therapy.

Thomas S. Kirkbride (1809-1883), after receiving his medical degree
from the University of Pennsylvania in 1832, became resident physician at
Friends Asylum, followed by a residency at the Pennsylvania Hospital, and
later by the appointment as superintendent of the new Pennsylvania Hospital,
a position that he held for 43 years during which time he was a progressive

advocate of many reforms in the care and therapy of mental patients and
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served as an active participant in community affairs.

Dr. Kirkbride published many important books and articles. In 1847 he
published an article on hospital construction that made such an impression
that for at least 50 years the “Kirkbride type” of hospital building was
adopted by many institutions. A notable number, if not most, of the “Kirkbride
type” buildings are still in active use today in the older mental hospitals. Dr.
Earl Bond* has written a most informative book, Dr. Kirkbride and His Mental

Hospital, about this remarkable personality and his achievements.

William M. Awl (1799-1876), after some years in general practice,
settled in Columbus, Ohio, in 1833, where he became active in the
organization of a mental hospital, the Ohio State Asylum for the Insane. He
became its first superintendent in 1838 and remained at this post for 12
years, when he was removed by political factions. He then returned to private

practice and also became physician at the Ohio Institute for the Blind.

Although Dr. Awl possessed keen mental abilities, he wrote very little on
mental disorders. He devoted much time and thought to the organization of
the state asylum and the institute for the blind, and was concerned with the

organization of the Ohio Medical Society.

Luther V. Bell (1806-1862) became superintendent of the McLean

Asylum in Somerville, Massachusetts, when it had been in operation for 19
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years. He received his medical degree from Dartmouth at the early age of 20,
was in general practice for a time in New Hampshire, and also served in the
state legislature, as well as participating in establishing the State Asylum at

Concord before taking the post at McLean Asylum.

Dr. Bell wrote on a wide range of medical subjects, including an original
description of a form of acute mania, which was named after him (Bells
disease). During his active professional lifetime he received many awards and
honors and was a participant in a variety of local and national civic activities.
He was the only one of the “original thirteen” to have served in the Civil War,
during which he died, in 1862, in an army camp near Washington, D. C., where

he was a medical inspector.

John S. Butler (1803-1890), after receiving his medical degree from the
Jefferson Medical College in Philadelphia in 1828, entered private practice in
Worcester, Massachusetts, until 1839, when he was appointed
superintendent of the Boston Lunatic Hospital. Here he soon instituted
various reforms and striking improvements in the hospital treatment of
patients. In 1843 Dr. Butler was electcd superintendent of the Bctreat for the
Insane at Hartford, Connecticut, to succeed Dr. Amariah Brigham, who had
gone to Utica, New York. Dr. Butler remained at the Betreat for nearly 30
years, during which time he demonstrated outstanding leadership and a

progressive spirit. He remained active in medical matters for another ten
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years after retirement from hospital service.

Nehemiah Cutter (1787-1859) received his medical degree from Yale
University in 1817 and entered private practice in Peppcrell, Massachusetts,
where he gradually built up a specialty of treating the mentally ill to the point
of organizing a private hospital known as the Peppcrell Private Asylum. This
hospital was successful despite the prejudice extant against private mental
institutions. The hospital burned down in 1853 and was not rebuilt; however,

Dr. Cutter continued his successful career as a practicing physician.

Charles H. Stedman (1805-1866) graduated from the Harvard Medical
School in 1828, and in 1830 was appointed resident surgeon at the United
States Marine Hospital at Chelsea, Massachusetts, where he worked for ten
years. In 1834, being keenly interested in the theories of Gall and Spurzheim,
he edited a translation of Spurzheim’s book on brain anatomy. Dr. Stedman
started a private practice in Boston in 1840, and two years later he became
superintendent of the Boston Lunatic Hospital, following the resignation of
Dr. Butler. Here he proved to be an exceptionally able administrator and
student of mental disorders. He was also particularly active as a staff member

and consultant in medicine and surgery in various other hospitals in the city.

Samuel White (1777-1845) opened an office for private practice at

Hudson, New York, in 1797 at the age of 20. He apparently never attended a
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medical school but gained his professional education by means of the
apprentice system, which was possible in those early times. In 1830 he
opened a private hospital, called Hudson Lunatic Asylum, where he
functioned successfully until his death. From the historical fragments that
have been recorded about his life and ideas, one may assume that he was
progressive in thought, was accepted as an authority by his contemporaries,

and that he utilized the best methods known in practice.

Francis T. Stribling (1810-1874) obtained his medical degree from the
University of Pennsylvania in 1830. He was in private practice for a time in
Staunton, Virginia, his native town, and at the age of 26 was appointed
physician to the Western Lunatic Asylum of Virginia. Dr. Stribling left very
little published work, but he was an able clinician and was one of the early
advocates of training for attendants, of prompt treatment for acute cases, and

of occupational therapy.

John M. Galt (1819-1862) was a young man of 22 when he received his
medical degree from the University of Pennsylvania in 1841, and in this year
he was made the first superintendent of the Williamsburg Asylum, which had
been established many years before (1773)- He was an unusually erudite man
who read many languages and was thus able to bring important psychiatric
literature to the attention of American physicians. In 1846 he published a

book entitled The Treatment of Insanity, which contained a summary of about
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all of what was known of mental disorders. Other books and many articles
came from his pen, and, although his life span was comparatively short, his
was a powerful influence for progress since he advocated the proper keeping
of records, the performance of autopsies, the value of research, and the need
for changes in the legal aspects of psychiatry. He utilized in his hospital

several of the adjunct therapies that are in vogue today.

Of these founders of the Association of Medical Superintendents of
American Institutions for the Insane, six were in charge of state institutions,
five directed incorporated hospitals, and two were the proprietors of private
hospitals. From the intelligence of this remarkable group of men and the
examples they set in their respective areas have developed many of our
modem attitudes and endeavors in the specialty. At the time they formed
their national association, European psychiatry, although still relatively
young as a medical discipline, had progressed to a point where the mentally
sick were no longer treated as monsters or criminals but as patients suffering

from very serious disorders.

Another important powerful force in the evolution of American
psychiatry, for many years after 1841, was Dorothea Lynde Dix (1802-1887)
Boston. This remarkable woman, a retired schoolteacher, became “shocked”
by how she saw mental patients cared for in certain places, where they were

locked up in filthy cells and were not only neglected but often treated brutally
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as well. Through her widespread activities not only in the United States but
also in Canada, the British Isles, and on the European continent, reforms were
instituted successfully through various government agencies. She is credited
with having been directly responsible for creating or extending the facilities
of a total of 32 hospitals. In this country 20 states built or enlarged mental
hospitals as a result of her personal efforts. The Government Hospital for the
Insane (now St. Elizabeths Hospital) in Washington, D.C., is among those that

she aided in establishing.

On the second day of the second annual meeting of the American
Neurological Association held at the College of Physicians and Surgeons in
New York City in 1876, with 16 members present. Dr. George M. Beard (1839-
1883) presented a paper entitled “The Influence of Mind in the Causation and
Cure of Disease and the Potency of Definite Expectation.” This paper was
remarkable in its originality as it dealt clearly with what is now known as
psychosomatic medicine. Such a presentation was new and startling, in fact so
startling that the famous neurologist, Dr. William A. Hammond, remarked
during the discussion that if the doctrine advanced by Beard was to be
accepted, he “should feel like throwing his diploma away and joining the

theologians.”

According to the original report in the Transactions of the Association,

“Dr. Beard maintained that disease might appear and disappear without the
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influence of any other agency than some land of emotion. Mental qualities,
like drugs, could neutralize therapeutics and they could also increase the
effect of drugs. Fear, terror, anxiety and care, grief, anger, wonder and
expectation were regarded as the most likely to produce disease.” To the
criticisms referring to mental therapeutics as being nothing new, Beard
replied that he had not implied that psychotherapy was new, but that it had
not been carried out in a systematic manner by the profession. Although there
was much vigorous critical discussion and skepticism, the brilliant Beard,
pioneer in the field, defended his position with confidence and ability. When
Beard’s famous paper entitled “Neurasthenia (Nervous Exhaustion) and
Morbid Fears as a Sympton of Nervous Disease” appeared (1869), his term
“neurasthenia” was gradually adopted over the whole world as “Beard’s

disease,” and he was duly recognized as a great pathfinder.

Among the prominent American alienists of the 1880s were Allan
McClane Hamilton, Walter Channing, John Chapin, John P. Gray, W. A.
Hammond, and E. C. Spitzka. Dr. Hammond, usually considered as a
neurologist, also taught psychiatry and wrote a book, Insanity in Its Medical
Relations, that came into active use as a text. Dr. Spitzka, in 1883, published
the Manual of Insanity, which included about all that was known and taught of
the subject. Although the term “paranoia” (which means “mental disorder” in
the original Greek) was introduced into medicine by Vogel in 1764 after

which it had rather widespread applications, it was Dr. Spitzka of New York
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who, out of a welter of conditions and names, differentiated it as a specific
disorder. It is therefore an American-named psychosis, as we use and

understand the term today.

One of the strongest influences to bear upon American psychiatry was
the work of Emil Kraepelin (1856-1926). He was professor of psychiatry
successively at Dorpat, Heidelberg, and Munich and is generally considered to
have been the greatest of all descriptive psychiatrists whose concepts
increased and enriched the whole field. He was a systematizer who, following
periods of active analysis of data, attempted a synthesis of scattered facts and
ideas. Kraepelin had a large amount of clinical and laboratory material with
which to work, and he made his studies according to the natural history
method, in that he followed the course of mental disorder in the individual
cases from the earliest symptoms on through to the termination. By means of
this method it became possible for him to make a new grouping of mental
disorders on which some basis for prognosis, therapy, and prevention could
be ascertained. He was after the causes, the course, and the outcome of
mental disorders with reference to any pathological lesions and processes,
and he was interested in any mental trends and clinical pictures that tended

to terminate in various degrees of deterioration.

In 1883 Kraepelin published the first edition of his Psychiatrie, which

subsequently passed through several revisions and translations into other
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languages. The English translation of the book changed the whole aspect of
classification of mental disorders in America. His outstanding contributions to
the description and delineations of dementia praecox states and manic-
depressive conditions have held a central position in psychiatric thought and
practice from the time they were first introduced to the present day. His
clinical descriptions of the psychoses can still be read with a great deal of

profit by the student of psychiatry.

The concept of dementia praecox was later elaborated and expanded
into schizophrenia by Eugen Bleuler (1857-1939) in 1911. Among this
eminent Burgholzli professor’s numerous original contributions that have
vitalized psychiatry in all civilized areas are the psychology of dementia
praecox (schizophrenia), including the phenomena of ambivalence and of
autistic thinking, and the delineation of the schizoid and syntonic

personalities, and some later biophilosophical theories.

About one year after the birth of Kraepelin, a man was bom who was not
only to revolutionize psychiatry but to influence the philosophic thought of
the whole world, namely Sigmund Freud (1856-1939). After a period of
interest in neurology, Freud went to Paris to study under Charcot, who was
the outstanding clinical neurologist of his day, and who had developed a
system of hypnosis for the treatment of hysteria. After returning home to

Vienna, Freud carried out some studies of his own, and in 1895 the Studien
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ueber Hysterie was published, followed by the Traumdeutung in 1900. These
studies represented a new approach to the investigation of human motivation
and to the phenomena of the unconscious. Freud had replaced hypnosis with

his method of free thought association and dream interpretation.

Freud’s technique made it possible, for the first time, for a physician to
devote his time to attempting to understand the innermost working of the
patient’s mind rather than directing the patient’s life in matters that were
obscure to everyone involved. For a number of years Freud worked alone, but
later, when he was well on his way to success despite the great amount of
opposition from critical contemporaries, students of the mind began to take
an interest in the concepts, and a number of now well-known names appear
in the list of his special pupils, supporters, and co-workers. Among these are
Karl Abraham, Sandor Fer- enczi, Carl Jung, Alfred Adler, Wilhelm Stekel, Otto

Rank, Hans Sachs, Paul Federn, and Ernest Jones.

Jung, Adler, Rank, and Stekel later developed some special modifications
of psychoanalysis contrary to Freud’s wishes. He insisted that these
modifications were not really psychoanalytic and were of such a nature that
they necessitated his breaking off professional relationship with these
workers. However, these doctrines all found followers in America and
elsewhere, as have the later modifications of some of Freud’s theories and

techniques such as those of Sandor Rado, Franz Alexander, Karen Horney, and
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Harry Stack Sullivan among others in this country.

In 1909 Freud made a personal appearance in America to lecture under
the auspices of Clark University in Worcester, Massachusetts. It may be said
that practically everything that Freud wrote has at one time or another been
translated into the English language, but in those earlier years America
became rather thoroughly acquainted with the Freudian literature through
the efforts of Abraham A. Brill, who first translated Freud’s works, and of
Smith Ely Jelliffe and William A. White, both of whom were outstanding
leaders in psychiatric thought and freely disseminated such knowledge
through their prolific writings of books and articles. Psychoanalysis soon
gained a wide acceptance and became gradually incorporated into psychiatric

thought and procedure.

Psychoanalytic teaching and practice were organized and standardized
by the establishment of psychoanalytic institutes and societies directed and
supported by highly trained specialists in several large cities in America as
well as abroad. The psychoanalytic literature that has accrued over the years
reveals a considerable diversity of trends, but in the main they fall into two
general categories—(1) that which includes investigations aimed at
extending the field of metapsychology, where the unconscious structure of
the superego, the material gained by hypnosis, and the pregenital infantile

frustrations are the principal topics, and (2) that which attempts to adapt
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current theories to clinical confirmation. There are now an ever increasing
number of able workers interested in testing the validity of the libido theory
and other concepts pertaining to various psychiatric conditions, in
understanding the physiological manifestations of mental attitudes by means
of combined studies in cooperation with modem biological laboratory
disciplines, and in establishing an interpretation of neurotic symptoms in

terms of somato- biological activity.

A group of Fellows of the American Psychiatric Association formed a
Section in Psychoanalysis within the Association in 1933, and a year later a
symposium was given in this section on the relation of psychoanalysis to
psychiatry, which marked the beginning of a new era in the history of
psychoanalysis in America. The conclusions were to the effect that the
psychoanalytic formulations of Freud were established as indispensable to
the procedures of treatment and research, and that requirements of
technique, the investigation of unclear or incomplete knowledge, and the
application of therapeutic procedures to selected clinical groups were being
continually studied and that it was to be expected that modifications of

psychoanalytic conceptions would take place to a considerable extent.

Another prominent psychiatric development took place under the
leadership of Adolf Meyer (1866-1950). He came to America from

Switzerland as a young man, well trained in neuroanatomy, neuropathology,
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psychiatry, and philosophy. Following services as a pathologist in the state
hospitals of Kankakee, Illinois, and Worcester, Massachusetts, he became
director of the New York State Psychiatric Institute on Wards Island where, as
early as 1906, he was working on his concept of integration with the total
individual as a unit. From the beginning he emphasized the pathological
evolution of the symptoms of psychiatric disorders in terms of all of the

presenting facts. His was a dynamic system.

Later in 1912 Dr. Meyer becamc director of the Henry Phipps
Psychiatric Clinic and Professor of Psychiatry at the Johns Hopkins Medical
School. He formulated through the subsequent years the reaction type of
behavior and his concepts of social adjustment. He created a fresh, unique
attitude toward the individual as a totality and brought the term
“psychobiology” into the foreground. By training many psychiatric teachers in
this discipline, he created a school of thought— particularly the concept of
psychobiology— that has had a notable influence on psychiatric

developments, particularly in this country and Great Britain.

Early in the 1900s Elmer E. Southard (1876-1920), another great
ferment in psychiatry, developed the psychopathic hospital idea and also
brought into the foreground the training of social workers in psychiatry. Adolf
Meyer had brought social work into psychiatry as early as 1904, but in 1912 it

was Southard who expressed clearly the social aspects of psychiatry and
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extended its interests into the training of social workers and into industrial
hygiene. His famous book The Kingdom of Evils, with Mary C. Jarrett as co-
author, was published in 1922 after Southard’s death. This book dealt with
social case work, presenting 100 case histories together with a classification
of social divisions of evil. In 1919 he said, “Social psychiatry is far from the
whole of mental hygiene, for mental hygiene includes also the far more
difficult and intriguing topic of the individual as related to himself and his
organ processes.” Here is reflected the keen interest he always had in the
organic reactions of the body and brain, which were the principal foci of his

original researches.

It seems that the term “mental hygiene,” in its generally accepted
meaning, first appeared in the literature in 1843 in a book entitled Mental
Hygiene or an Examination of the Intellect and Passions Designed to Illustrate
Their Influence on Health and Duration of Life by Dr. W. C. Sweetser, Professor
of Therapy and Practice of Physic at the University of Vermont. Dr. Isaac Ray
also wrote a book ten years later entitled Mental Hygiene. He defined it as the
art of preserving the health of the mind, and he emphasized that all methods
of preserving mental health came under it. However, many years were to pass
before the mental hygiene movement became a force for psychiatric progress.
In 1908 Clifford Beers published his book, The Mind That Found Itself, which

created a tremendous interest. By his efforts, together with those of
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Adolf Meyer and others, the National Committee for Mental Hygiene
was organized in 1908. Dr. Meyer suggested the name “mental hygiene” for
this committee, which has now been renamed the National Committee for
Mental Health. It began with twelve charter members, among whom were
three prominent psychiatrists, August Hoch, Adolf Meyer, and Frederick
Peterson; the famous psychologist, William James; and the Johns Hopkins
internist, Lewellys Barker. In 1912 Dr. Thomas W. Salmon (1876-1927) was

appointed director.

The chief aims of the Committee were clearly stated: (1) to work for the
protection of the mental health of the public; (2) to strive to raise the
standard of care for the mentally ill and for those in danger of becoming
mentally disordered; (3) to promote the study of all types of mental illness
and to disseminate information concerning their causes, therapy, and
prevention; (4) to obtain from every available source reliable data regarding
methods of dealing with mental disorders; (5) to enlist the help of the federal
government to the extent desirable; and (6) to coordinate the existing
agencies and to aid in the organization, in each state, of an allied but

independent society for mental hygiene.

The dynamic concepts of Freud, Pierre Janet (1859-1947), and Adolf
Meyer strongly emphasized psychotherapy. The early workers in America as

well as elsewhere had considered psychotherapy in terms of moral treatment,
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occupational therapy, recreational activities, and similar procedures, but the
followers of the exponents of dynamics, such as A. A. Brill, S. E. Jelliffe, and W.
A. White, among others, basing their teachings on the concept that mental
symptoms are the expressions or symbols of meanings that are obscure and
hidden in the unconscious, made a widespread impact on psychotherapeutic
practice, which proceeded along the lines of what could be learned from a

study of what was going on in the deeper recesses of the patient’s mind.

Under the influence of some of Janet’s ideas and formulations, but
contributing a number of concepts of his own, was the Boston psychiatrist Dr.
Morton Prince (1854-1929) of Tufts Medical School. He worked with what he
termed “co-conscious phenomena,” adding much to the knowledge of
hysteria, multiple personalities, and hallucinations. He never fully accepted
the significance of the unconscious in the Freudian sense of its meaning, and
he disagreed with Freud’s theory of the libido. He founded the journal of
Abnormal Psychology. His famous case of a girl with multiple personality was
studied for over seven years and published in 1908 under the title
Dissociation of a Personality; it is probably the most complete report ever
made of this phenomenon. Another interesting contribution to the literature
was his Experimental Study of Visions. He applied psychotherapy within the

framework of his personal concepts.

Trigant Burrow (1875-1951), originally a Freudian, organized his own
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special group of students in what he termed “phyloanalytie” investigations of
human behavior and social adjustment. He stressed the defensive distortions
of man’s natural reactions through the dominance of visual-verbal part
functions resulting in internal tensional disorders called neuroses. He
developed a system of psychotherapy aimed at the reduction of these

tensions.

Paul Schilder (1886-1940), coming to America after having had a
distinguished career in Vienna, contributed to the knowledge of several areas
of the psychiatric and neurologic fields. His concepts of integration and his
development of the body-image significance in various mental states are
among the subjects with which he enriched the literature. The work of Harry
Stack Sullivan (1892-1949) and his associates systematically developed the
theme of interpersonal relationships, which Freud had taken into
consideration but did not develop or emphasize in the same way. The basis of
some of Sullivan’s conclusions stemmed from the assumption that parataxic
illusions arc derived from earlier anxiety experiences. To Karen Homey and
Sullivan neuroses were products of cultural environment and distorted
interpersonal relationships rather than based on the preformed instincts, as
Freud thought. Sullivan organized and published the journal called Psychiatry,

which still serves as a useful medium for psychiatric thought.

In the field of therapy as well as those of pathology and diagnosis, a

American Handbook of Psychiatry: Volume 1 119



significant event was the obtaining in pure culture of the Treponema pallidum
in 1911 by Hideyo Noguchi (1876-1928), and in 1913 Joseph W. Moore
(1879-1957), of New York. Noguchi demonstrated the spirochete in the brain
tissue of patients dying of general paresis, thus proving that this mental
disorder was precipitated by a form of syphilis. Following this laboratory
demonstration, general paretics were treated by the arsenicals and other
drugs used for syphilitic disorders, but without marked success. In 1918
Julius Wagner von Jauregg (1857-1940) of Vienna announced his now well-
known malarial therapy for general paresis. This treatment, strikingly
successful as compared to other known procedures, promptly came into
general use, and the first to apply it in America was the staff of the St.
Elizabeths Hospital in Washington, D.C., from which the first paper in English

on the results of this treatment was published, as far as I am informed.2®

During World War I psychiatry was brought more prominently into the
foreground and received a long-neglected consideration among the other
medical specialties. At the beginning of the war the government called upon
the National Committee for Mental Hygiene for aid, and this organization was
exceedingly fortunate to obtain and recommend the services of Dr. Thomas
W. Salmon (1876- 1927), who had a remarkable organizing ability. Through
his efforts it was demonstrated that psychiatry could contribute a great deal
to the efficiency of the armed services by recognizing and treating the war

neuroses. Salmon and his associates in the Army, with its numerous civilian
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as well as military personnel problems, were instrumental in pointing out the
relationship of these problems to medical and social disciplines. By
extraordinary patience and hard work, Salmon overcame seemingly
insurmountable obstacles and problems. He had confidence in the future of
psychiatry and was always alert to defend it against any unfair criticism. He
profoundly influenced the growth and course of psychiatry in America, and it
may be pointed out that what he did for the Army has stood the test of time,
as his methods are still more or less in force and, in the minds of some, are
still the best available, having been so proved in World War II and in the

Korean campaign.

One of the most significant and practically important phases of the
mental hygiene movement to the credit of American psychiatry was the
creation of child guidance clinics, which started with William Healy (1869) in
1909 in the institute devoted to the study of juvenile problems in Chicago.
This was the pioneer child guidance clinic, although the term was not coined
until 1922. The Boston Psychopathic Hospital, opening in 1912, accepted
children from the first, as did the Phipps Psychiatric Clinic in Baltimore where
a special outpatient children’s clinic was activc as early as 1913. The
Allentown State Hospital in Pennsylvania was also a pioneer in this field, with
a clinic under way in 1915. Child guidance clinics developed rapidly in other
cities and areas under such well-known specialists as Lawson Lowrey (1890-

1957), David Levy (1892), Frederick Allen (1890-1969), ]. S. Plant (1890-
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1946), and Douglas Thom (1887-1954) and are continuing to grow in size
and distribution, as the needs for the study and correction of the behavior

disorders of childhood are still greater than the available facilities.

Researches of many types have been carried on from early times,
particularly on nervous system anatomy and functions, but intensive
organized research, as such, on mental disorders is of comparatively recent
development. For example, in 1884 Dr. I. W. Blackburn of Philadelphia, an
excellently trained pathologist with a particular interest in the relationship
between the brain and mental diseases, was appointed special pathologist at
the Government Hospital for the Insane (now St. Elizabeths Hospital). He was
the first fulltime pathologist in a mental institution in America (at least I can
find no record of an earlier full-time appointment of this kind). He published
25 papers and books during a period of 25 years, many of them illustrated by

his own hand, since he was a skilled artist as well as a scientist.

Probably the first large-scale stride toward organized systematic
psychiatric research in this country was made in 1895 by the establishment
of the Pathological Institute of the New York State Hospitals as an integral
part of the state hospital system. Located at first in New York City with Dr. Ira
van Gieson (1865-1913), a neuropathologist, as director, this institute was
later constructed on the grounds of the Manhattan State Hospital on Ward’s

Island where it remained for many years under the successive directorships
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of Adolf Meyer, August Hoch (1868-1919), and George Kirby (1875-1935). In
1929 the old institute was replaced by a modern building constructed as a
unit in the Columbia Presbyterian Medical Center and named the New York
State Psychiatric Institute and Hospital. During the past 60 years this institute

has been unique since it has been supported for the sole purpose of research.

The Boston Psychopathic Hospital built in 1912 under the direction of
Elmer Southard (1876-1920), the State Psychopathic Hospital under Dr.
Albert M. Barrett (1871-1936) constructed in 1906, and later the Colorado
Psychopathic Hospital under Franklin Ebaugh (1895-1972) are among the
earliest centers with active research units employing full-time research
workers. With these beginnings acting as stimuli, there have been many
similar developments in university and hospital centers. Moreover, the
philanthropic foundations have devoted large sums of money to train young
research workers in the psychiatric field, to support investigators already in
key positions, and to finance laboratories where original studies could be
carried out. In 1934 the Scottish Rite Masons of the Northern Masonic
Jurisdiction began their support of research projects in schizophrenia, which
has continued to the present day with accomplishments that have served as
an example of the progress that may be expected with the growth of research

interests and financial aid.

The work of Sir Charles Sherrington (1857- 1952) of England on the
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physiology of the nervous system and of Walter Cannon (1871- 1945) of
America on the relationship between the emotions and the vegetative
nervous system, as well as the investigations of the followers of Pavlov’s
(1849-1936) concepts and to a lesser extent those of Kretschmer (1888-
1971) on bodily conformation, have served as a background upon which the
structure of “psychosomatic” or “comprehensive” or “total” medicine has
been erected and expanded in recent years. The term “psychosomatic
medicine” has been known for at least 100 years, but in the sense of the
modem clinical application and theories in psychopathology and medical
problems it is rather distinctly an American development to which Adolf

Meyer and Smith Ely Jelliffe contributed a great deal.

Here it is well to remember that George Beard of New York described a
syndrome in 1868 that he called “neurasthenia” and under which he included
pathological fatigues and so-called nervous exhaustion. He said, “While
modern nervousness is not peculiar to America, yet there are special
expressions of nervousness that are found here only: and the relative
quantity of nervousness and of nervous diseases that spring out of
nervousness are far greater here than in any other nation in history and it has
a special quality.” These disorders, regardless of whether there were more of
them in America than elsewhere, were the disorders to which Silas Weir
Mitchell (1829- 1914) of Philadelphia devoted much thought and therapy. He

ascribed them to deficiencies in fat, blood, and other elements and
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recommended complete rest as the cure. From the general interest in so-
called functional disorders came one of the special roots now known as

psychosomatic medicine.

Forensic psychiatry, as such, has developed slowly in America through
the years despite the fact that there have been outstanding pioneers with
constructive concepts and writings. Beginning with Isaac Ray’s book in 1838,
one finds interesting and pertinent references to the relationship between
psychiatry and the law and recommendations for dealing with these
complicated problems. In more recent years the publications and personal
influence of such authorities as L. Vernon Briggs (1863- 1942), William A.
White (1870-1937), Bernard Glueck (1884-1973), Winfred Overholser (1892-
1964), and Gregory Zilboorg (1890-1958) have made excellent contributions
to the subject in ways that have favorably modified some of the practical legal

procedures.

Since World War I industrial psychiatry, school and college psychiatry,
and other penetrations of psychiatry into public affairs have made notable
strides that have led to a deeper understanding of emotional phenomena.
Clinical psychology, occupational therapy, and social service activities, all of
which are valuable psychiatric auxiliaries, have shown remarkable progress.
In the field of clinical psychology the use of the Rorschach and other

projective techniques became established and were freely applied to
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psychiatric problems. The social worker, from the first, proved to be
practically indispensable in investigating the home situation, in the problems
of hospital patients and of the child guidance field, and in interpreting the
nature of the problem to the family as well as aiding in the readjustment of

the improved patient in the community.

Occupational therapy, in the broad sense of its original definition (“any
activity, mental or physical, definitely prescribed and guided to hasten
recovery from disease or injury”), has always accompanied enlightened,
humanitarian treatment, especially in the field of mental illness. It may have
begun in the United States with the opening of the Pennsylvania Hospital in
1752, when the board of managers provided wool-carding and spinning
equipment “to employ such Persons as may be capable of using the same.”
Activities ranging from music, games, and arts and crafts to industrial or
housekeeping tasks and education were utilized as an essential feature of the
nineteenth- century “moral treatment” as mental hospitals opened in
Philadelphia, New York, and Boston. Nursing personnel frequently supervised
these activities, though no formal preparation for such leadership was

available until Susan

Tracy established a course for student nurses at Adams Nervine
Hospital. By 1917, when the Society for the Promotion of Occupational

Therapy (later the American Occupational Therapy Association) was formed,

www.freepsychotherapybooks.org 126



two more training centers were functioning. Three other schools, originated
during World War [ to train “reconstruction aides” for Army hospitals,
continued to grow and were among those accredited in 1938 by the American
Medical Association. Graduate therapists, like their predecessors, worked in
various hospitals and rehabilitation centers, using a wide range of activities to

promote patients’ recovery from physical as well as mental illness.

As late as the 1930s it was advocated by many that psychiatry was not a
science but an art, since the personality of the psychiatrist bulks so large in
the practice of mental medicine, and psychiatry could never free itself from its
philosophic elements. Regardless of what was thought and said, an “American
school” was developing, and by 1937 it had the following characteristics, most

of which have persisted.

The American school had started to use the new shock therapies that
later became so widespread in application, and it had also recognized the
great possibilities of sociology and cultural anthropology as contributors to
psychiatric knowledge. However, this American movement was not merely a
composite eclecticism, but it was beginning a positive frontal attack upon the
problems of mental medicine that was new, frank, and critical. It advocated
treating all behavior, thought, and feeling of an individual as real or actual
performance or, in other words, as a personality experience. The

differentiation of human performances and capacities is just as much a real

American Handbook of Psychiatry: Volume 1 127



dynamic phenomenon as is any feature of somatobio- logical processes or of
social culture. It also emphasized proceeding along the following general lines
in dealing with a particular psychiatric problem: (1) the correction of all
recognized defects in the soma of the patient; (2) the establishment of
adequate rapport between physician and patient; (3) the careful study and
evaluation of familial, economic, and social situations; (4) the detailed
investigation of the personality problem; (5) the attitude toward and
adjustment to reality; (6) the ventilation of conflicts and desensitization of the
patient; (7) the institution of re-educational training; (8) the formation of an

adequate philosophy of life; and (9) the desirability of follow-up studies.

The American school recognized, and attempted with considerable
success to correct, the lack of adequate instruction and training in psychiatry
in many of the medical schools; in fact, in most of the medical centers
psychiatry was inadequately represented. However, despite these educational
handicaps, a greater number of medical students sought postgraduate
training, and the number of women physicians entering psychiatry became
notably larger since earlier strong prejudices against them had subsided
considerably. It is a matter of interest to note that in 1890 a law was passed
by the New York State legislature authorizing the appointment of at least one
woman physician in each state hospital. Obviously we have come a long way
during the last half century. The lack of sufficient knowledge of mental

hygiene and the psychic components of disease on the part of the general
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practitioners and the lack of proper psychiatric information among the clergy
and the population in general were also well recognized, and movements

were started to try to correct these deficiencies.

In recent years, and particularly since World War II, more adequate
methods and techniques suitable for attacking vital problems have appeared
and are still in various stages of evolution. In scrutinizing the past in an
attempt to perceive the simple beginnings and origins of the present-day
science of man, one should remember that each worker, regardless of his
individuality, is in some degree dependent on the thought and practice of his
time, uses to some extent formulations suggested by others, and is stimulated

and influenced by the particular interests of his friends and colleagues.
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the basis that he was the first professor of chemistry in America, his post being the
College of Philadelphia (1769-1789).
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Chapter 3

Recent Psychiatric Developments (since 1939)

George Mora

Introduction: General and Methodological Issues

A succinct presentation of the development of psychiatry in the last
three decades is not an easy task, especially in view of the great deal of
progress made in this field since the end of World War II, of the difficulties
involved in carrying on meaningful research in this area, and of the lack of
adequate historical perspective to evaluate properly the events related to this

progress.

The fact remains, however, that in the period under consideration
psychiatry has gained acceptance in the overall realm of medicine and, even
more, in the American culture by and large. Psychiatry has now reached the
point of being able to look comfortably at its present situation and to draw

from the past inspiration for the future.

American Handbook of Psychiatry: Volume 1 133



In this country, following Albert Deutsch’s The Mentally Il in America
and Gregory Zilboorg’s A History of Medical Psychology, a number of general
histories of psychiatry, biographical studies (mainly the thorough, yet biased,
study on Freud by E. Jones), histories of diseases, of institutional care, and of
basic concepts and trends related to psychiatry (such as the important
volume on the development of the unconscious by H. Ellenberger) have

appeared.

Moreover, the emphasis on newly published primary sources—for
example, Freud’s correspondence with pupils and admirers—and on the
historical dimension of sociological attitudes toward the mentally ill has
become significant. Even the American Psychiatric Association, which has
taken many initiatives through its Committee on History, recognized the
importance of its own development by republishing the presidential
addresses of the last quarter-century on the occasion of the 125th
anniversary of its foundation in 1969. In the introduction to this publication,
as well as elsewhere, I myself have discussed many important points related

to the history of psychiatry, to which the interested reader is referred.

The historical dimension, when presented from a broad cultural
perspective, can help to predict future developments and to introduce
optimism into the study of certain phenomena—such as apparent

manifestations of collective psychopathology and widespread use of “drugs of
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the mind”—that find antecedents in similar episodes in the past.

Because of space limitations only topics relevant to the main areas of
psychiatry have been considered here. Events related to special and collateral
fields of psychiatry, included in the first edition of this Handbook, have been
omitted. Also, in discussing specific points, full source information has not
been provided in the text or in the bibliography, as this will be done in the

following chapters of this work.

National Recognition of Psychiatry

Shortly after the first edition of this Handbook was published in 1959,
Action for Mental Health, a milestone in American psychiatry, appeared. The
main psychiatric events that took place in the 25 years from the end of World
War II to then can be seen as progressively leading to the realization of such

an important document.

American psychiatry had originated from the British and continental
impetus toward moral treatment in the first part of the nineteenth century,
followed by the emphasis on institutionalization of a large number of
mentally ill in isolated settings in the second part of the century. The
emphasis on the organic etiology of mental disorders has been slowly
superseded by Meyer’s psychobiology, a convergence of the new European

psychodynamic theories and the optimistic American view of environmental
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forces.

In the late thirties early attempts were made to improve the treatment
of hospitalized patients through the development of aftercare programs in the
community, better administrative policies in state institutions, and better
training of personnel at every level. The introduction of shock therapies
around that time helped to focus attention once again on psychotic patients
and on organic psychopathology and research in general; in the two previous
decades, at the beginning of the child guidance movement, attention had

shifted to neurotic and antisocial patients.

The child guidance movement, originating from the desire to prevent
juvenile delinquency, had eventually based its platform on a combination of
individual psychodynamics and environmental behaviorism. By the third
decade of this century research on new ideas—child psychiatry, criminology,
alcoholism— advanced and new clinical techniques, such as projective tests,
were introduced. Under the influence of the many psychoanalysts who
emigrated from Europe to this country as at the beginning of the forties to
escape the Nazi persecution of the Jews, new impetus was given to individual
psychotherapy in its various modalities and, to a lesser extent, to research in

the new areas of psychosomatic medicine and experimental neuroses.

By that time World War II had revealed the magnitude of psychiatric
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problems: syndromes of acute breakdown in relation to combat, a large
number of inductees rejected for psychiatric reasons, and rehabilitation of
many veterans suffering from psychiatric disorders. In a short time the
problem of mental illness came to be recognized at a national level. Especially
urgent was the need to train a great number of professionals and
nonprofessionals, far above the few psychiatrists hitherto trained with the
assistance of some private organizations, such as the Rockefeller Foundation

and the Commonwealth Fund.

The Vocational Rehabilitation Act (1942), the National Mental Health
Act (1946) leading to the creation of the National Institute of Mental Health
(1949)—for research, training, and assistance in developing mental health
programs—the National Governors’ Conference on Mental Health, the
establishment of separate departments of mental hygiene on mental health in
many states, these and many other developments can be seen as steps along a

continuum of increasing national concern about mental illness.

In 1955 the Mental Health Study Act was passed, providing for the
creation of the Joint Commission on Mental Illness and Health. This
commission, composed of outstanding leaders from many organizations, in
five years of intensive work produced the above- mentioned Action for Mental
Health, essentially geared to shift the emphasis from institutional to

community care of the mentally ill. Eventually in 1963 under President
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Kennedy the Community Mental Health Act was passed, providing for the
creation of a network of community mental health centers able to offer a
comprehensive program of prevention, treatment, and rehabilitation
throughout the entire nation. Finally in 1965 funds for staffing these centers

were allocated through an amendment to the act.

Regardless of the effectiveness of these legislative actions, they point
unequivocally to the recognition of the problem of mental illness at a national

level and to a concerted effort to deal with it.

Research and Methodology

In this country research was first carried on systematically at the
Pathological Institute (now New York Psychiatric Institute) founded in 1896,
and at the Henry Phipps Psychiatric Clinic of Johns Hopkins University
inaugurated in 1919 by Adolf Meyer. Early research projects tended to focus
on histopathology, genetics, endocrinology, and neurophysiology; later on the
themes of juvenile delinquency, psychosomatic disorders, and emotional

deprivations became prominent.

Research in psychiatry is vitiated by certain methodological drawbacks
related to the difficulties in measuring psychological phenomena, in reaching
agreement on symptoms and diagnoses, in producing animal experimentation

meaningful for human beings, especially by interdisciplinary teams composed
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of scientists having different ideas and biases. Moreover, most of the research
tends to be supported by the federal government, which relies on a relatively
small number of experts, who are inclined to favor certain projects and
themes. Efforts by the government to encourage young psychiatrists to carry
on research through mental health careers, investigation careers, and career

development awards have met with limited success.

In addition, psychiatrists arrive at the end of their training in their
thirties, when the process of creativity is already in decline; in the course of
their training they do not receive adequate preparation in research
methodology. Consequently research designs tend to be carried on by
psychologists, more interested in proper methodology than in creativity, and
often in themes peripheral to the mainstream of psychiatry. It is a fact that
most of the “discoveries” in psychiatry—from psychoanalysis to shock
treatment, psychopharmacology, and community innovations—have been
made mostly in Europe by individual psychiatrists often working in poorly
equipped settings. The typical pattern has been for American research teams
to thoroughly investigate and critically assess discoveries achieved
somewhere else through a variety of methodology including double-blind
designs, use of placebo, selection of cohorts of patients for comparative
purposes, follow-up of patients, “research alliance” between researcher and

patient, and so forth.
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Twenty years ago Lawrence Kubie, an outstanding American
psychiatrist, wrote that “research in psychiatry is starving to death.” Since
then a considerable amount of research has been carried on. Recently,
however, the issue of research has become more complex than ever as the
result of the upsurge of community psychiatry, which requires a difficult type
of multidisciplinary research, involving clinical, statistical, and sociological
dimensions and not immune from ethical and political pressures. The fear of
losing the uniqueness of the doctor-patient relationship, so close to the core

of psychiatry, has been voiced by some.

Classification: Normality and Mental Disorders, Epidemiology Statistics

Pathology is meaningful only vis-a-vis normality. Yet normality has not
been the focus of psychiatric research up until the last decade or so; possibly
the new attention on normality is a response to the need of assessing large
groups of people in the context of the new community mental health
movement. Among the recent pertinent publications mention should be made
of Current Concepts of Positive Mental Health (edited by M. Jahova), which
emphasizes individual self- actualization; Normality and Pathology in
Childhood (by A. Freud), which is based on the psychoanalytic developmental
perspective; and Normality: Theoretical Concepts of Mental Health (by D. Offer
and M. Sabshin), which is based on the four dimensions of health, utopia,

average, and process. In very recent years the pseudoissue of a
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“supernormality,” that is, “expansion of consciousness” achieved with the
help of certain drugs, has been brought forward. Although most psychiatrists
reject this notion as absurd, it has a relationship with centuries-old
techniques of mastering the body through the mind—from Yoga to Zen—used

in the Far Eastern cultures.

Regardless of all this, in psychiatry, like medicine, the urge to classify
reflects the fundamental antithesis of looking for what is different while, at
the same time, trying to find what is common. Some years ago H. Ellenberger
pointed to the biases of psychiatric nosology in terms of the nature and kind
of classifications, the concept of nature, the projection of intellectual
schemata, and the unconscious position of the researcher. Yet the history of
psychiatry coincides with the history of psychiatric classifications. Since the
beginning of our century Kraepelin’s notion of the rigid pattern of mental
diseases has been superseded by Freud’s developmental views and, in this
country, by A. Meyer’s emphasis on mental diseases as “reaction types”—a
position that was accepted in the 1952 official classification of the American

Psychiatric Association.

Since then many psychiatrists have stressed the increasingly “dull”
aspects of psychiatric symptoms, up to the point of simple boredom or
“alienation”; others have emphasized the trend from a cross-sectional to a

longitudinal dimension and from “outer” behavior to “inner” feeling; the
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poorly differentiated “borderline syndrome” (thoroughly described by R.
Grinker) and “social breakdown syndrome” (E. Gruenberg) have been
described; and finally mental illness has been considered as a “myth”

supported by the psychiatric establishment (T. Szasz).

In the light of all this the Diagnostic and Statistical Manual of Mental
Disorders (DSM-II) published by the American Psychiatric Association in 1968
seems a rather conservative document, attempting to fit into the general
scheme of the eighth edition of the International Classification of Diseases
(ICD-8), published by the World Health Organization in 1966. At this point it
is uncertain what future awaits bold new attempts (such as New Approaches
to Personality Classification, edited by A. Mahrer) to base classification
systems on new parameters (for example, having the patient himself

participate in his own evaluation).

Rather, in the light of the community mental health movement, the
importance of carrying on research on epidemiology has become evident.
Following the methodological clarification of the notions of “incidence rate,”
“prevalence rate,” and “system analysis,” epidemiological studies have
focused on the incidence of mental disorders in a certain area in toto
(Hollingshead and Redlich in New Haven, Rennie, Srole, and collaborators in
Manhattan, the Leighton’s group in Stirling County, Dohrenwend, in the

Washington Heights district of New York City), or in regard to hospitalized
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mental patients (Malz- berg in New York, Dayton in Massachusetts), to
particular ethnic groups (Eaton and Weil on the Hutterite), to samples of

brain damaged and retarded children (Pasamanick, et al, in Baltimore).

The impetus toward epidemiological research—in this country by E.
Gruenberg and others under the sponsorship of the Milbank Foundation—has
resulted in the establishment of psychiatric registers (for example, in
Rochester, N.Y., by the Tri-County in Raleigh, N.C., and by the National
Clearing House of the NIMH in Bethesda, Md.). Computers, first introduced at
the Institute of Living in Hartford, Conn., in 1962, have later been used in
other places (New York State Department of Mental Hygiene, New York State
Psychiatric Institute, Department of Computer Science of the Stanford
University Medical Center in Palo Alto, Calif,, Missouri Institute of Psychiatry
in St. Louis, the Beiss- Davis Child Study Center in Los Angeles, and a few
others). The statistical refinement brought about by the use of computers is
outweighed in the minds of some by their dehumanizing aspect, which runs
counter to the very essencc of psychiatry. As a senior psychiatrist, Carl Binger,
has put it, if the computer takes over, the psychiatric role may be “reduced to
machine-processed data of being pushed around like pawns on a chessboard

of science.

Psychopathology
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Biological Research

America’s original contribution to psychiatry can be traced back to
Cannon’s concepts of homeostasis and of the autonomous reactions of the
organism under stress in the midtwenties, influenced by the dynamic theory
of personality and by behaviorism. Such a typical expression of American
melioristic philosophy of life was challenged by the great depression in the

thirties and by the spread of psychoanalytic ideas in the forties.

The biological trend in psychiatry, which had been prominent in the late
nineteenth century, gained momentum again at the end of World War I, for
example, the founding of the Society of Biological Psychiatry. Among the main
research themes were: stress reactions in Air Force servicemen (R. Grinker
and ]. Spiegel), theory of emotions (J. Papez), visceral brain (P. MacLean),
reticular system (G. Moruzzi and H. Magoun), theory of cell assembly (D.
Hebb), stimulation of cerebral cortex (W. Penfield), functions of the frontal
lobes (J. Fulton), “stress syndrome” and “general adaptation syndrome” (H.
Selye), theory of bodily defensive reaction (H. G. Wolff), experimental
neuroses (J. Masserman), and psychosomatic conditions (F. Alexander and

collaborators at the Chicago Psychoanalytic Institute).

The tendency of psychiatric research in the forties, under the influence
of the psychoanalytic movement, to rely more on personal intuition than on

scientific methodology, was superseded by the discoveries in
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psychopharmacology in the fifties, which represented a return to the
philosophy of biological psychiatry. Of the many topics mention should be
made here at least of: the genetic role of the DNA molecule and the
transmission of coded messages through the RNA; conditioning responses
leading to behavior forms of therapy; clinical recognition of positive spike
phenomena in EEG and of REM signs in sleep and dreaming; clinical aspects of
sensory deprivation of psychominetic agents, of drug tolerance and abuse;
functions of lymbic and reticular systems, of the temporal lobe, and of the
neurotransmitters in psychiatric syndromes and in relation to chemotherapy;
finally inborn errors of metabolism, enzymatic defects, and chromosexual
abnormalities (Down’s, Turner’s, and Klinefelter’s syndromes), leading to
new investigating techniques (sex chromation determination, amniocentesis,
cytogenetic study of criminal individuals) and to concern for family planning

based on genetic counseling.

Such research, mainly carried on by teams of experts from the fields of
neuroanatomy, neurochemistry, electrophysiology, and heredity, is largely
supported by the National Institute of Mental Health, the National Institute of
Child and Human Development, and the National Science Foundation. Even if
one disregards Freud'’s prediction that the ultimate cause of mental disorders
will be found one day in biological processes, the fact remains that nowadays
a comprehensive view of the personality has to take into consideration the

importance of biological research. The collaborative volume Psychiatry as a
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Behavioral Science (published under the auspices of the Committee on Science
and Public Policy of the National Academy of Science and the Problems and
Policy Committee of the Social Science Research Council) represents an

excellent survey of this field.

Anxiety and Related States

Anxiety is intrinsically related to the human condition of longing for
eternity but having to accept death: a theme that can be traced from St.

Augustine and Pascal to Kierkegaard and the contemporary existentialists.

In psychiatry the role of anxiety became paramount in Freud’s various
formulations; his final conceptualization of anxiety as a signal of danger from
within (1926) led to the notions of defense mechanisms and of ego
psychology. In addition to the semantic difficulty of differentiating between
the philosophical and the psychopathologieal meaning of the term, anxiety
has been seen as both “positive” (that is, facilitating purposeful behavior) and

“negative” (that is, interfering with such behavior) from time to time.

In this country from the forties on, many studies have been devoted to
“separation anxiety”; Hans Selye has described the above- mentioned “stress
syndrome” and “general adaptation syndrome” as a global reaction of the
organism resulting from the interplay of two opposite endocrinological

constellations; S. Wolf and H. Wolff have differentiated fear from anxiety on
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the basis of experimental studies on gastric secretion; others (D. Funkenstein)
have differentiated unexpressed anger (anger-in) from expressed anger
(anger- out) on the basis of the mechanism of action of epinephrine and
norepinephrine; still others have studied anxiety in experimentally induced

neuroses.

These studies have been criticized on various grounds, such as the
difficulty of translating animal into human behavior. From a more clinical
perspective Sandor Rado has attempted to explain the notion of emergency
behavior as related to the level of organization of emotional and unemotional
thought; and cultural anthropologists, followed by the neo- Freudians, have
insisted on the importance of societal factors in the causation of anxiety,
which from a defense may turn into a symptom (K. Horney). Finally the
advent of psychopharmacology in the mid-fifties has brought the focus back
on the symptomatic factors of anxiety regardless of the total personality. No
matter what perspective one adheres to, anxiety remains a highly complex
subject, as shown in the two monographs recently published by S. Lesse and

by W. Fischer.

Unconscious, Dreams, Sexuality

The existence and main characteristics of the unconscious appeared to

be established beyond doubt when the first edition of this Handbook was
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published a decade ago. Freud’s overwhelming emphasis on the unconscious,
based on solid data on hypnosis, dreams, and countertransference, and its
acceptance in psychiatric circles signified the final outcome of a long tradition
beginning with the Greeks, running through the Romantics in the early
nineteenth century, and leading to study of hypnosis by the French schools in

the latter part of that century.

Although from the forties on the importance of the unconscious came to
be reduced, with the emphasis on defense mechanisms and ego psychology,
110 one questioned its existence. As a matter of fact, fresh research on
dreams, sensory deprivation, and posthypnotic phenomena seemed to add

new evidence to the classical notion of the unconscious.

Yet in the last decade or so the advocates of the unconscious have found
themselves on the defensive. Supporters of the new “behavior therapy” and of
other related approaches question, not the validity of the notion of the
unconscious, but its relevanec for psychiatric treatment, which they view as
solely based on learning theory and on conditioning. Whether such a threat to
the notion of the unconscious represents a temporary fad or will signify a

persistent trend remains to be seen.

It is well known that dreams, like the unconscious, have a centuries-old

tradition that can be traced back to ancient Middle East cultures, the Greeks,
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and the Middle Ages. Such a tradition was given scientific form for the first
time in Freud’s Interpretation of Dreams (1899), which, by introducing a new

methodology in psychiatry, initiated the “royal road” to psychoanalysis.

For several decades the importance of dreams was not questioned,
although different emphases were placed on their interpretation at variance
with Freud’s insistence on their sexual and aggressive aspccts: compensation
for social inferiority feelings (Adler); manifestation of collective unconscious
and archetypal images (Jung); expression of ego’s thrust for synthesis
(Hartman and Kris); attempt to unify past and future in the light of ego
identity and of a life plan (Erikson); struggle to achieve personal self-
awareness and responsibility (neo-Freudians); finally a mode of personal

existence (existentialists).

In recent years a revolutionary event has taken place: a new
methodology based on the discovery of regular periods of eye motility during
sleep (E. Aserinsky and N. Kleitman) and their relation to EEG patterns and
content of dreams (C. Fisher, W. Dement, M. Ullman, F. Snyder, and others).
An imposing amount of data has been gathered on the relation between rapid
eye movements (REMPs) and nonrapid eye movements (N- REM), instinctual
versus teleological role of sleep, clinical importance of “dream deprivation,”
interplay of neocortex and basal centers, new meaning of enuresis,

somnambulism, nightmares, and so forth.
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Interestingly enough this experimental research proves the
erroneousness of some of Freud’s basic tenets (such as dreams as protecting
sleep and the connection between dreaming and psychotic states), while at
the same time it points to the important role of interpersonal relationships,
cultural aspects, and historically bound factors in the understanding of
dreams. As a result, dreams are seen today from the threefold perspective of
their neurobiological substratum, of their psychotherapeutic value, and of
their relation to the preconscious level of artistic creativity. The recently
established Association for the Psychophysiological Study of Sleep (APSS) is
especially concerned with the first of these three aspects. Many interesting
points are discussed in the literature of the last two decades, such as Fromm'’s
Forgotten Language, Boss’s The Analysis of Dreams, Tauber and Green’s Pre-
logical Experience, Bonime’s The Clinical Use of Dreams, French and Fromm’s
Dream Interpretation, and Hall and Van de Castle’s The Content Analysis of

Dreams.

Expressions of sexuality easily can be traced back to every culture, from
the early times on, in the literary as well as in the figurative fields. This is true
even during periods of severe sexual repression, such as in the Middle Ages,

when sex aberrations were expressed in the context of the witchcraft mania.

Early in our century Freud and his disciples faced the manyfold

psychological aspects of sexuality in a candid way through the use of a new
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verbal technique. Thus for the first time the centuries-old intuitions
concerning the relationship of sexuality to psychopathology were given
systematic form in terms of individual development. Freud’s rather rigid
model of the progression from the oral to the anal to the genital stage has
remained valid to our day, though modified by some: for example, Alexander
has attributed the sexual urge of adults to the surplus of energy after growth
is completed at adolescence, while the neo-Freudians have stressed the

cultural components of the sexual instinct.

Under the influence of the Freudian school the development of sexuality
came to be studied directly in children, rather than in retrospect in adults,
from the comprehensive perspective of anatomy, heredity, endocrinology,
ethology, and sociology, and research was conducted also in non-Western
cultures to test the universality of the psychoanalytic postulates. Eventually
even the validity of a notion as basic as that of the oedipal complex came to be

questioned.

Undoubtedly a more liberal view of sexual expressions has become
noticeable concomitantly to the increasing acceptance of psychiatry. Without
dealing with the issue of cause-and-effeet relationship between these two
phenomena, mention should be made here of: the two Kinsey reports on the
sexual behavior of the male (1949) and of the female indicating a wide range

of sexual activity in the American culture; the bold methodological approach
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introduced by R. Masters and V. Johnson in the psychiatric treatment of
sexual disorders; the slowly gaining view of considering homosexuality from
the psychological rather than from the moral perspective; finally the rapid
reassessment of the role of the female vis-a-vis that of the male in this country

as well as in other Western nations.

Formal or Structural Mechanisms, Cognitive Functions, the Intrapsychic Self

The various concepts listed in the heading of this section have come to
acquire significance as the result of revisions of traditional Freudian notions
and of the new fruitful integration of data acquired from psychoanalysis,
developmental psychology, and other fields. It is the special merit of Silvano
Arieti to have focused on the neglected area of the cognitive aspects of the
personality in a series of publications that span more than two decades.
According to Arieti, this new orientation has the following background: the
pioneering eighteenth-century writings on prelogical thinking by the Italian
philosopher Giambattista Vico; the differentiation between “abstract attitude”
and “concrete attitude” in brain-damaged and schizophrenic patients (K.
Goldstein); the essence of identity in paleological thinking being based on
identical predicates rather than on identical subjects as in mature reasoning
(Von Domarus); and finally the various models of the genetic development of
the mind presented by H. Werner in Comparative Psychology of Mental

Development and by |. Piaget in his many monographs.
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In the past some attempts had been made to establish a relationship
between psychotic symptoms and formal mechanisms of dreams, languages,
and other human expressions (for example, by the Swiss A. Storch). However,
traditionally the emphasis has been on the study of the content rather than
the form of psychopathology. As Arieti put it: “The study of formal
mechanisms reveals how we think and feel. The study of dynamics of
psychoanalytic mechanisms reveals what we think and feel and the
motivation of our thinking and feeling. Both the formal and the dynamic
approaches are necessary if we want to understand psychological phenomena

fully.”

In his early writings, mainly in his Interpretation of Schizophrenia Arieti
has described in detail the mechanisms of dreams, verbal associations, and
infantile and paleological thinking. Later on he has tried to overcome the
shortcomings of Freud’s positivistic model of the mind and the culturalistic
model of the neo-Freudians by asserting the role of the intellect: a position
that, historically, represents the grafting of contemporary concepts on the
Western intellectual tradition. In his The Intrapsychic Self: Feeling, Cognition
and Creativity in Health and Mental Illness,™ he has described the fundamental
stages of human development as a succession of the three categories of
primary symbolic cognition (phantasmic stage of inner reality followed by the
endocept of the preverbal level and the preconceptual level of thinking),

secondary conceptual thinking, and tertiary thinking or creativity. Slowly
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Arieti has arrived at a phenomenological view of the human personality that

has considerable relevance for future developments.

Schizophrenia

Schizophrenia has remained to the present the most studied, yet the
most baffling, of the various psychiatric syndromes, whether it is considered
as a “disease” according to the European tradition (Kraepelin, 1896, Bleuler,
1911) or as a “reaction” according to Adolf Meyer’s philosophy; that is,
whether the emphasis is put on its difference from neurosis or, conversely, on
a continuum of the neurotic process. Some genetic studies, especially those on
twins carried on at the New York Psychiatric Institute by F. Kallman and then
by J. Rainer, have thrown some light on this issue, at least in terms of a
premorbid personality due to genic factors developing into a schizophrenic

process under the influence of environmental factors.

In the late thirties the empirical approach of shock therapies was
emphasized, followed shortly thereafter by the psychosurgical procedures (in
this country especially by W. Freeman and ]. Watts). This overshadowed the
therapeutic method of “total push,” geared at a massive utilization of all the
patient’s resources in the context of the hospital setting, as well as the
biological research carried on in a few places, notably at the Worcester State

Hospital by R. Hoskins and associates. Such a trend was resumed in the
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midfifties, following the introduction of chemotherapy, resulting in a variety
of studies and hypotheses (disturbance of the catecholamines, faulty
epinephrine metabolism, serotonine blockade, pathological transmethylation,
taraxein or blood protein factor, presence of the plasma protein alpha-2

globulin, finally urinary discharge of dimethoxyphenylethamine [DMPEA]).

On the psychological side the American contribution has focused on the
notions of ego integration, “pseudoneurotic schizophrenia” (A. Hoch and P.
Polatin) or “ambulatory schizophrenia” (G. Zilboorg), “early infantile autism”
(L. Kanner), “symbiotic psychosis” (M. Mahler), other child schizophrenic
syndromes (L. Render, L. Despert, B. Rank, W. Goldfarb, L. Eisenberg, and
others). In the above-mentioned Interpretation of Schizophrenia, S. Arieti—on
the basis of some fundamental notions on paleological thinking enunciated by
E. Von Domarus—has indicated that the schizophrenic way of thinking is
based on “primary classes” (that is, Freud’s primary process) instead of
“secondary classes” (that is, the secondary process of the Aristotelian logic).
Examples of such primary thinking are the spontaneous productions of
patients (as in the famous Schreber’s “Memoirs”), which are increasingly
assessed today from the intrinsic perspective of the psycho- pathological
process rather than from their difference from the normal process of

thinking.

In recent years many studies in this country have focused on the issue of
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the faulty ego development of the patient in relation to his family, already
anticipated years ago by the notions of “pseudocommunity” (N. Cameron) and
loss of “consensual validation” (H. Sullivan) in paranoid patients. From 1956
on the so-called Palo Alto group (G. Bateson, D. Jackson, ]. Haley, and J.
Weaklan) has concentrated on the “double-bind” theory of schizophrenia,
based on the ambiguous message that the schizophrenic receives from his
family members, and on the concept of “pseudomentality,” that is, the
similarities between the disturbed logic of the schizophrenic and the
disturbed interpersonal patterns of his family. Along similar lines T. Lidz and
associates at Yale have found evidence of deficiencies of ego nurturing in

schizophrenic patients.

The literature of the last decade—for example, The Origins of
Schizophrenia by ]. Romano, Family Process and Schizophrenia by Mischler
Waxier, The Meaning of Madness by C. Rosenbaum and co-workers, and The
Schizophrenic Reactions by R. Cancro,—has been influenced by the above-
mentioned concepts. The various books of the British psychiatrist R. D. Laing
have had considerable resonance in this country (so to justify their mention
here). Laing’s interests have shifted from the phenomenological discussion of
the inner process of schizophrenia (The Divided Self, 1960), to the dynamics of
the communication patterns (The Self and Others, 1961; Sanity, Madness and
the Family, 1964), and recently to a metapsychological position calling for

major social and political reforms to make possible the reinsertion of the
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schizophrenic into society (The Politics of Experience, 1967; The Politics of the

Family, 1969).

Depression

Like schizophrenia, depression has been considered either as a disease
(Kraepelin) or as a progressive worsening of a neurotic condition up to a
“reaction type” of personality (Meyer’s school). No matter what concept
psychiatrists adhered to, they came to be increasingly influenced by Freud’s
famous paper on “Mourning and Melancholia” (1917), until in the forties the

attention shifted to the treatment of depression by means of shock therapies.

The emphasis of the British psychoanalytic school (M. Klein) on a
normal depressive position in the earlier stages of life never had too much
following in this country. American contributions, instead, centered on
“anaclitic depression” (R. Spitz) resulting from severe emotional deprivation
in infancy and on “bereavement” (E. Lindemann) as a critical condition
conducive to maladjustment. Since the introduction of chemotherapy in the
midfifties, a great deal of research has focused on the biochemical aspect of
depression, such as the antidepressant activity of the inhibitors of monamine
oxidase (IMAE), the “catecholamine hypothesis” related to deficiency of
noradrenaline, and the effectiveness of lithium carbonate in the treatment of

the manic phase of the depressive condition.
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All this should not overshadow the advances made in the
psychodynamic understanding of depression. In particular, Arieti, aside from
the common form of self-blaming depression, has described the “claiming
type” of depression, in which there is a loss of the “dominant other,” that is, of
the idealized parental figure toward whom the patient is dependent.
Moreover, these types of patients present a “fear of autonomous
gratification”—that is, independent of external approval—and their severe
ego defect neurosis makes them unable to transform the interpersonal into
the intrapsychic; thus they remain quite vulnerable to the loss of sources of

self-esteem.

Worth mentioning are the monographs published on manic-depressive
psychosis by L. Beliak, on depression by R. Grinker and associates, and on
pharmacotherapy of depression by A. Hordern, ]J. Cole, and ]J. Wittenbom.
From the perspective of epidemiology and public health—which has recently
received a great deal of attention along with the biochemical and the dynamic
orientations— measures to deal with acute depressions (0.5 to 2 percent of
the general population) include 24-hour emergency assistance in many
American cities and a variety of recommendations by the Center for the Study
of Suicidology, established at the National Institute of Mental Health in

Bethesda, Md.

Psychosomatic Medicine
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In the thirties a number of psychoanalysts “rediscovered” the centuries-
old belief in the influence of the mind upon the body in the wake of Freud’s
original concept of somatic compliance in the mechanism of hysteria. Certain
diseases—peptic ulcer, asthma, rheumatoid arthritis, colitis, dermatitis,
hypertension, and hyperthyroidism—were considered as mainly

psychosomatic (the ample monograph by F. Dunbar in 1943 is typical).

Under the overall influence of Freud’s theory of anxiety (1926), F.
Alexander and pupils from 1932 carried on a great deal of research on
psychosomatic conditions, which led to the concept of “specificity,” that is, of
a definite correlation between each one of these conditions and a particular
emotional conflict (for example, repressed hostility in hypertension). No
matter how meaningful the study of psychological factors has been (such as
the correlation between dreams and the biological phases of the menstrual
cycle by T. Benedek), the presence of a particular preexisting organ
vulnerability (constitutional factor “X”) under conditions of stress has been
assumed by practically everyone (for example, by J. Mirsky and associates in

cases of duodenal ulcer by measuring the secretion of serum pepsinogen).

Other researchers in the field of psychosomatic medicine have made use
of Cannon’s emergency theory, of Selye’s stress theory, of Schur’s
resomatization concept, of the metapsychological postulates of Hartmann and

of Rapaport, of hypnosis, of projective techniques, of verbal behavior in

American Handbook of Psychiatry: Volume 1 159



particularly structured interviews (Deutsch’s “associative anamnesis,” open-
end medical interview of the Rochester group), or simply of casual
happenings (such as the famous case of a gastric fistula illustrated by G. Engel
and associates). All this research has brought up a number of issues:
mechanism of expression of the “body language,” interplay of voluntary and
involuntary innervated systems, alternation of psychosomatic and psychotic

conditions, and so forth.

Among the important publications in this field are F. Alexander’s
Psychosomatic Medicine, T. Benedek’s Psychosexual Functions in Women, F.
Deutsch’s On the Mysterious Leap from the Mind to the Body, A. Garma’s Peptic
Ulcer and Psychoanalysis, and G. Engel’s Comprehensive Psychological
Development in Health and Disease. From the historical perspective two
factors stand out: (1) the methodological approach has shifted from the
exclusive psychoanalytic to an interdisciplinary one, inclusive of biochemists,
internists, and behavioral scientists; and (2) the various theoretical models of
psychosomatic disorders based on a closed system appeared to be
superseded by models based on an open system, as that presented by the

general system theory.

The Psychoanalytic School

The study of the life and work of Freud has continued to be the subject
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of a number of studies in the last two decades, typically the three-volume
monograph by E. Jones completed in 1957. Such a monograph typified the
mythical representation of Freud’s message to which he himself
unconsciously gave a prophetic character. Since then, with the help of newly
published material—such as Freud’s correspondence with some pupils and
friends and the minutes of the early Vienna Psychoanalytic Society—
important historical studies have appeared by various authors. Controversies
have arisen concerning Freud’s academic career and his involvement in the
suicide of V. Tausk, author of the classical paper on the “influencing machine”

in schizophrenia (1919).

All these studies have been overshadowed by the monographs by E.
Erikson on Luther (1958) and on Gandhi (1970), which presented an entire
historical period from the perspective of the development of one person, thus
opening the new field of psychohistory. This has signified a new advance in
the application of psychoanalytic insight to literature and the figurative arts,

which has had a long tradition in Europe as well as in this country.

Clinical Developments

The most important event in the history of psychoanalysis has been the
shift of emphasis from the unconscious to the ego (mainly A. Freud’s The Ego

and the Mechanisms of Defense and H. Hartmann’s Ego Psychology and the
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Problem of Adaptation), which occurred in the late thirties, shortly before the
exodus of a large number of psychoanalysts from central Europe to this
country. Freud’s anticipation at the occasion of his lectures at Clark University
in 1909 that psychoanalysis would receive such a great acceptance in the

United States to the point of losing its identity appeared to be confirmed.

Actually the bulk of the psychoanalytic movement remained faithful to
Freud’s traditional teaching based on the integration of empirical therapeutic
procedures and theoretical notions of the structural, economic, genetic, and
topographical aspects of the mind, as in Fenichel’s classical Psychoanalytic
Theory of Neurosis (1945). The above-mentioned studies on ego psychology,
as well as the research on psychosomatic medicine carried on at the Chicago
Psychoanalytic Institute under F. Alexander and the new perspectives
presented by the neo-Freudians (C. Thompson, Fromm, H. Sullivan), did not

have a significant impact until the fifties.

Here mention at least should be made of the outstanding American
representatives of the psychoanalytic movement and their particular area of
interest: Helene Deutsch for psychology of women; Theresa Benedek for
psychosexual disorders of women; Franz Alexander, Carl Binger, Flanders
Dumbar, Thomas French, and Roy Grinker for psychosomatic medicine; Felix
Deutsch and Maurice Levine for integration of medicine and psychoanalysis;

Jules Masserman for experimental neuroses; Spurgeon English, David Levy,
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Gerald Pearson, and Emmy Sylvester for emotional disturbances in childhood;
Erich Lindemann and Nathan Ackerman for family dynamics; Frieda Fromm
Reichmann and Gustav Bychowski for psychotherapy of psychosis; Kurt
Eissler for psychotherapy of delinquents; Abram Kardiner, Kenneth Appel,
Greta Bibring, Phyllis Greenacre, Ives Hendrick, Robert Knight, Lawrence
Kubie, Bertrand Lewin, Sandor Lorand, Karl and William Menninger, Herman
Nunberg, Clara Thompson, Gregory Zilboorg, and many others for various

clinical matters.

In particular, a few words should be said regarding the work of Franz
Alexander, which spanned three decades of uninterrupted -creativity.
Particularly important are Psychoanalytic Therapy (1946), Studies in
Psychosomatic Medicine (1948) for its many innovating techniques, and Our
Age of Unreason and Western Mind in Transition, dealing with broad cultural
issues; his various papers collected under The Scope of Psychoanalysis (1961)
focus especially on the three dynamic principles of homeostasis, economy,
and surplus energy. Among the other important American contributors,
Thomas French has attempted to represent psychoanalysis as a process of

progressive adaptation to achieve integration.

Theoretical Developments: Ego Psychology, Life Cycle

The emphasis on the ego that became prominent in the forties left
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unsolved the issue of its genesis. In the fifties H. Hartmann, E. Kris, and R.
Loewenstein tried to explain the development of the ego from an
undifferentiated state of id-ego under the influence of (1) congenital ego
characteristics, (2) primary instinctual drive, and (3) external realities

conducive to ego development.

The main advance related to the concept of adaptation, which was
anticipated by H. Nunberg and thoroughly investigated by D. Rapaport, who
defined it as the balance of ego autonomy from the id and ego autonomy from
the environment. The adaptive point of view was integrated with the genetic
one in Hartmann’s definition of the ego as the matrix of the personality,
mastering the apparatus of internal and external motility and the perception,

contact with reality, and inhibition of primary instinctual drives.

Other theoretical developments deal with the role of the somatic ego
related to the body image, the concepts of “ego strength,” of “area of the ego
free of conflicts,” and of “neutralized energy” (that is, desexualized and
aggression-free energy), and the role of introjection and identification in the
formation of the ego. All this has come to signify historically a rapprochement
between psychoanalysis and genetic psychology, this latter represented
mainly by H. Werner and J. Piaget. In fact, Piaget’s books became significant
for American psychiatry in the last two decades coincidentally with the

advent of ego psychology, leading to attempts to compare psychoanalysis
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with the school of Geneva (P. Wolff, ]. Anthony, and others).

Aside from this the main innovation consists of the concepts developed
in this country by the Danish-born and Viennese-trained E. Erikson, a highly
creative personality imbued with literary gifts. Erikson views the personality
from the perspective of a comprehensive life cycle, in which the “normal” or
“normative” rather than the pathological acquires preeminence. Erikson’s two
most celebrated books, Young Man Luther (1956) and Gandhi’s Truth (1969),
represent the best example of an entire historical period viewed in the light of
the individual dynamics of an important figure. In other publications (Identity
and Life Cycle, 1959; Insight and Responsibility, 1964; Identity: Youth and
Crisis, 1969), all stemming from his basic Childhood and Society (1950), he has
brought to the fore the identity crisis of adolescence in American society and

» o«

the basic stages of the life cycle. These latter (in succession “hope,” “will,”

“purpose,” “skill,” “fidelity,” “love,” “care,” “wisdom”), which he has called
“basic virtues,” can be easily connected with the fundamental “virtues” of the
Judeo-Christian tradition. His views on adolescence have come to be very
relevant in light of the growing impact of youngsters in the American cultural
scene. Erikson’s work has influenced many others (as typically represented
by the important volume The Person by T. Lidz) and transcends the field of

psychoanalysis proper, so one may justifiably question whether Erikson

belongs to this school.
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New Psychoanalytic Trends

The difficulty of separating theoretical from practical issues has been a
constant one in the psychoanalytic school. By and large, however, most
American psychoanalysts have remained faithful to the basic principles

established by Freud.

As the early generation of European-born psychoanalysts is slowly
disappearing, the relevance for psychoanalysis of the biological sciences, on
the one hand, and of the social sciences, on the other hand, is being
recognized. The American Academy of Psychoanalysis, established about 15
years ago, has represented this new trend, as evidenced by the proceedings of
the meetings edited by J]. Masserman under the title Science and
Psychoanalysis. In the collaborative volume Modern Psychoanalysis: Neiv
Directions and Perspectives edited by ]. Marmor, the views of the main
exponents (R. Grinker, ]. Ruesch, etc.) of the integration of psychoanalysis—
conceived of as an open system —with biological and social sciences are
clearly stated: use of findings from the fields of communication theory,
electrical engineering, cybernetics, information theory, automation, and
computing; consideration of adaptional aspects derived from information,
self-regulatory, and transactional systems and consideration of the fields of
forces in which the therapeutic relationship takes place; in general,

replacement of a “closed system” based on the death instinct, the narcissistic
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drives of the ego, and the isolation of the psychotherapeutic relationship with
an “open system” (von Bertalanffy, 1962) as a “reciprocal and reverberating
process,” a “transaction, rather than self-action or interaction, which is the
effect of one system on another, is the relationship of two or more systems
within a specific environment which includes both, not as specific entities, but
only as they are in relation to each other within a specific space-time field”

(Grinker, 1968).

It is to be hoped that the introduction of biological and social
dimensions in the reformulation of psychoanalytic principles will result in a
much needed clarification of concepts, elimination of tautologies, and
improvement of the communication between psychoanalysts and scientists
from other fields. As an example of this, the analysis of the symbolic-
linguistic system, which is basic in the psychotherapeutic relationship, is

being investigated with the help of a new methodology.

Research

As mentioned above, the American contribution to psychoanalysis has
mainly consisted in the clarification and, if possible, the measurement of
some of the classical findings by the early psychoanalysts. Among the first
examples of this trend, quite often represented by psychologists, is the survey

of psychoanalytic data published by R. Sears in 1945. The difficulties inherent
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to research in psychoanalysis—especially impressionistic bias by the
observers, the problem of experimenting with human subjects, and the
question of confidentiality—have not been overcome even in the last two
decades, when advances were made in the methodological approach to

psychiatric research.

From the developmental perspective, in the last 25 years three main
areas have become prominent in psychoanalytic research: assessment of
psychoanalytic tenets in various experimental situations, observation of child
development in terms of psychoanalytic theory, and measurement of the
results of psychoanalytic therapy. In the first area, the research on
experimental neurosis—originally introduced by ]J. Masserman and then by J.
Dollard and N. Miller in their classical Frustration and Aggression—has been
extended more recently to the areas of sleep, hypnosis, sensory deprivation,
and mother-child relationship by a number of scientists (H. Middell, H.
Harlow, and others), resulting in a rapprochement between psychoanalysis
and conditioning. In the second area, a number of centers on child
development and treatment have undertaken research projects; perhaps the
most important one (following the early studies in the forties by D. Levy and
by R. Spitz) is that carried on by A. Freud and coworkers at the Hampstead
Child Therapy Clinic in London. In the third area falls the Menninger
Psychotherapy Research Project, initiated in 1954 and still in progress; it is

hoped that this will result in findings more meaningful than those presented
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in the Report of the Ad Hoc Committee on Central Fact Gathering of the

American Psychoanalytic Association.

Present State of the Psychoanalytic School

When the first edition of this Handbook was published in 1959, this
historical chapter was presented from a perspective in which psychoanalysis
occupied a prominent position. Today this is no longer the case, as it has
become clear that psychoanalysis is going through a progressive decline
following the high peak it reached in the mid-fifties. This is reflected in the
expectation of some segments of the population, in the acceptance of
psychoanalytic modes of treatment, and ultimately in the change of self-image
of the young psychiatrist, who does not identify any longer with the typical

sophisticated, reserved, and well-to-do psychoanalyst.

This is not to say that the psychoanalytic tenets based on the
development of the personality from the unconscious matrix in the context of
family relationships have been replaced by other more relevant systems.
Rather, the attitude of many toward these tenets, especially when not
sufficiently proven, has become increasingly critical, and attempts are made
to view them from a broader interdisciplinary perspective. Even before the
advent of community psychiatry, criticism of the official position of the

psychoanalytic association controlled by Freud and his disciples was very
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vehement, resulting in a number of secessions: in this country, for instance,
the founding of K. Horney’s American Institute for Psychoanalysis, of W. A.
White’s Institute, and of T. Reik’s Society for Psychoanalytic Psychology. The
other two major issues of the integration of psychoanalysis into medical
schools (for example, at Columbia University, the New York Medical College,
and the Downstate Medical Center in Brooklyn) and of the exclusion of lay
analysts from official recognition (with the exception of very few, such as E.
Kris, B. Bornstein, B. Bank, and especially E. Erikson) were particularly
debated by the American Psychoanalytic Association, which, founded in 1911,
acquired autonomy from the International Psychoanalytic Association in
1938, at the time of the immigration of a large number of analysts from

Europe.

While for many years, as it will be shown in the next section of this
chapter, the question centered around the acceptance, or rejection, of the
official position of the psychoanalytic group, today the main issue concerns
the very relevance of psychoanalysis in view of the spread of the community
psychiatry movement, which has received massive political and financial
support. The reaction of psychoanalysis to this movement has been far from
consistent and uniform; it has been punctuated by criticism of community
psychiatry for disregarding the basic dyad patient-doctor relationship and
training in long-term psychotherapy in order to follow ill-defined methods of

treatment and community approaches. All this does not mean that
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psychoanalysis is dying, as some sensational journalistic reports seem to
indicate, but rather that it is increasingly seen as a specific technique instead

of a general philosophy of treatment.

Other Schools and Trends of Psychoanalytic Derivation: Jung, Rank, Adler,
Reik, Reich, Klein

Aside from some basic notions presented early in his career and
absorbed into the mainstream of the psychoanalytic school (mainly
introversion and extroversion, complex and collective unconscious), the work
of the Swiss Carl Gustav Jung (1875-1961) has received very little notice here.
One reason is that his pupils, being of non-Jewish extraction, did not have to
emigrate to this country. Particularly ignored is his late production, which has
been exceedingly influenced by mystical, esoteric, and religious concepts not
very palatable to the pragmatic American mind. Despite the availability of his
main writings in this country for many years (and the current publication of
his complete works by the Bollingen Foundation), Jung’'s ideas have found
followers mainly in Switzerland and in England (especially M. Fordham, F.
Fordham, Y. Jacobi, and A. Jaffe) and in artistic rather than in psychiatric

circles.

In contrast to Jung, Otto Rank (1884-1939) brilliant and favored pupil of
Freud, has had a considerable following in this country. His influence,

however, results not so much from his original concepts—birth trauma, birth
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of the hero, Doppelgang, and other literary and artistic themes (presented in
the journal Imago, which he directed)—but from the so-called functional
school of social work that he established at the University of Pennsylvania

and that was continued by his pupils V. Robinson and ]. Taft.

In regard to Alfred Adler (1870-1937), his basic notions of inferiority
feelings and of organ inferiority have become universally accepted, in spite of
his bitter separation from Freud’s school in 1911, followed by the founding of
the Society for Individual Psychology. In this country, aside from a few pupils
(A. Ansbacher, R. Dreikurs, and others), important aspects of his work—
notably his application of psychoanalysis to education, resulting in the child
guidance movement—have been almost entirely forgotten, probably because
of his rather unassuming personality, unconcerned with academic
recognition, and because of the poorly organized style of his writings,

directed to the general public rather than to professionals.

Other well-known analysts who worked in this country for many years
following their arrival from Europe include Theodore Reik (1888-1969),
whose books on various clinical aspects of psychoanalysis have met with
success, and Wilhelm Reich (1897-1957), who early in his career introduced
the innovating notion of “character analysis” (which anticipated ego
psychology), then attempted an integration of psychoanalysis and Marxism

(very recently brought to the fore again), and eventually became involved in
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the controversial “discovery” of “orgone” energy as the basis of life.

Finally the “English” school of the German-born Melanie Klein (1882-
1960) has had very little impact in this country. Her main views on the
development of the superego in infancy (anticipated by her teacher, K.
Abraham), on the crucial role of the introjection of “good” and “bad” objects,
and on a normal “depressive position” early in life have been considered too
overdetermined by the American mentality concerned with environmental
influences. M. Klein’s main contribution lies in her pioneering use of play
therapy in the twenties and in some anticipations of the psychoanalytic

therapy of psychotic children.

Original American Contributions. Neo-Freudians, Cultural, and Interpersonal
Schools: Rado, Horney, Sullivan, Fromm

Rado, Horney, Sullivan, and Fromm typify the original American
contribution to the psychoanalytic movement. Although all of them, with the
exception of Sullivan, were European-born, their work has taken place almost
exclusively in this country. They have all been influenced by the Swiss-born
Adolf Meyer (1866-1950), the founder of the school of psychobiology, which
had considerable impact on American psychiatry—probably because of its
optimistic view of human nature in contrast to Freud’s pessimism—and
which was represented by a large number of pupils who eventually acquired

leading academic positions in this country as well as abroad. Aside from its
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eclectic orientation and broad acceptance, psychobiology is generally
considered to have facilitated the introduction of the psychoanalytic

movement in this country.

The “adaptational psychodynamics” of Sandor Rado (1890-1972),
based, like Meyer’s philosophy, on an eclectic methodology and on an
evolutionary biological orientation, aims at describing the hierarchical levels

of central integration and control of the organism’s motivation and behavior.

The German-born Karen Horney (1885-1952), an early pupil of Franz
Alexander in Chicago, became widely known for her many books directed to
the general public, in which she stressed the importance of environmental
influences at variance with the rigid aspect of Freud’s doctrine of the instincts
and of family dynamics (for example, the dominant male role). Her
explanation of neurosis as “moving toward,” “moving away,” and “moving
against” and of defenses as “self-effacement,” “expansiveness,” and
“resignation” can be viewed as an anticipation of today’s clinical pictures of

alienation and lack of emotional involvement.

Harry Stack Sullivan (1892-1949) is unquestionably the most original
and significant representative of neo-Freudianism. Under the influence of
social scientists (R. Benedict, M. Mead, E. Sapir, H. Lasswell, and others) he

departed from Freud’s rigid notions of the individual development of the
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personality (that is, stages of libido, oedipus complex) and elaborated notions
based on various modalities of experiencing interpersonal relationship

» o«

(“prototaxic,” “parataxic,” and “syntaxic”) and on the central role of anxiety as
experienced disapproval from others, leading to the appearance of
substitutive neurotic and disintegrative psychotic symptoms. Today Sullivan
is especially remembered in American psychiatry for his pioneering attempt
to view psychotherapy as a mutual learning experience between patient and

doctor and to consider even psychoses as treatable through a correction of

distorted processes of communication.

Also geared to the general public are the many volumes of the German-
born Erich Fromm (b. 1900), in the past associated with the William Alanson
White Institute in New York City. His presentation of personality types
(“receptive,” “exploitative,” “hoarding,” “marketing,” and “productive”)
reflects his dramatic view of man in conflict between individual aspirations
and dehumanizing collective forms of life. Fromm’s writings, in which he has
paid tribute to both Freud and Marx, have an appealing and engaging style,
but are rather peripheral to the central theme of psychiatry proper. The same
can be said of the philosopher Herbert Marcuse (b. 1898), whose humanistic
defenses of man from the Marxist perspective have been taken as a symbol by

the New Left.

It is too early to pass judgment on the historical significance of Fromm,
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Marcuse, and others. For the neo-Freudians, instead, the comprehensive

works by R. Munroe, C. Thompson, and others are available.

Existentialist Schools

Since the existentialist movement pertains essentially to philosophy and
developed mainly in Europe, it is important to state that, like the rest of this
chapter, this presentation deals exclusively with the American developments
of existentialism in relation to psychiatry and presupposes a basic knowledge
of its main tenets. The matter is complicated by the vagueness of the core and
boundaries of existential psychiatry, which inherently defies any attempt at

categorization into a definite school with clearly established teaching.

Rather, it is generally accepted that existentialism, a fundamental theme
of human existence from the Greeks on, tends to become significant at times
of general insecurity and weakening of social institutions, leading to a defense
of the uniqueness of the individual person. The sources of the existential
movement (mainly Kierkegaard, Dilthey, Husserl, Buber, and Heidegger in
Europe and W. James in this country) have been well established and
presented in comprehensive form, especially in the monograph by H.
Spiegelberg. Also it has been said that the essence of the psychotherapeutic

relationship includes an existential motive.

The fact remains that in this country, probably in relation to the
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awareness of new social dimensions (poverty, alienation, racial conflicts, and
so forth), existential psychiatry came to the fore in the mid-fifties. Various
works by European exponents of existential psychiatry (K. Jaspers, L.
Binswanger, M. Boss, and others) became available in translation; a
comprehensive volume on this field (Existence: A New Dimension in Psychiatry
and Psychology, edited by R. May, E. Angel, and H. Ellenberger, 1958) was
published; three journals were founded with the support of G. Allport, C.
Rogers, E. Weigert, C. Biihler, H. Murray, and others. The original American
contributions worth mentioning are R. May’s The Meaning of Anxiety (1950),
P. Tillich’s The Courage to Be (1953), and A. Maslow’s Toward a Psychology of
Being (1962); Maslow is a representative of a “third force” in psychology,
between behaviorism, on the one hand, and psychoanalysis, on the other

hand.

Today, a decade later, it safely can be said that the original impetus of
the existential movement has subsided. Even the publications of Erwin
Strauss, a distinguished European-born existentialist who has been active in
Lexington, Ky., for more than two decades, have received very little notice. It
appears that the reaction of many disenchanted with the traditional American
style of life has taken the form of “irrational” group expressions (such as the
acceptance of Marxism, the spread of collective movements from the hippies
to encounter sessions, the refuge into all kinds of beliefs from occultism to Far

Eastern practices), rather than of an individual response like in Europe.
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New Trends: Ethology, General System Theory, Ecology, Structuralism

These various trends, though apparently heterogeneous, have in
common two main aspects: (1) their appearance in the last two decades or so,
in response to dissatisfaction with current concepts of human behavior as not
relevant to the new needs of man’s changing role under the pressure of
collective systems; (2) their interdisciplinary approach, from comparative
neuroanatomy to anthropology, sociology, electrical engineering, and
environmental planning, aimed at facing today’s overwhelming problems of
population explosion, environmental contamination, and rise of
underdeveloped nations by defending the humanistic core of the individual
without escaping from the world, to the point of constituting a sort of “new
utopia” (W. Boguslaw). Also two of them, ethology and structuralism, are of
European origin and based on innate and congenital postulates; the other
two, general system theory and ecology, are of American origin and based on

environmental and behavioristic postulates.

Their relevance to psychiatry can be summarized in a few points.
Ethology, initiated by Lorenz, Tinbergen, and others, is mainly related to the
findings of developmental psychology (R. Spitz, P. Wolff) and comparative
development (H. Harlow). General systems theory (L. Bertalanffy) based on
the notions of homeostasis, transactional relationship, and communication

and information processes, has resulted in works by R. Grinker (Toward a
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Unified Theory of Human Behavior), by K. Menninger (The Vital Balance, a new
classification of mental disorders based on this theory), by S. Arieti (who has
stressed that mental dysfunction is a system disturbance rather than a loss of
single functions, especially in schizophrenia), and by others (J. Ruesch’s
concern with the human aspects of systems, ]J. Spiegel’s notion of foci in a
transactional field, L. Frank’s views on organized complexity, ]. Miller’s
behavioral theory as having relevance for community mental health), all
presented in the recent volume General Systems Theory and Psycluatry, edited
by W. Gray, F. Duhl, and N. Rizzo. Ecology, rapidly seen as important for
psychology (for example, in Environmental Psychology: Man and His Physical
Setting, edited by H. Proshansky, W. Ittelson, and L. Rivlin) has resulted in the
new ecological model of mental illness and treatment based on the interplay
between the individual and his environment (E. Auerswald). Finally
structuralism (mainly founded on the writings of the French anthropologist C.
Levi-Strauss ) is still too new for its relevance for psychiatry to be seen, but it
has definite connections with psycholinguistics, communication theory, and
transcultural psychiatry, as well as psychology (for this latter, mainly in the

book recently published on structuralism by J. Piaget).

Overall Development of Psychiatric Treatment: From Hospital to Community

The expression “community psychiatry” has become increasingly

popular in the last ten years. From the historical perspective of this chapter,
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two points are important in relation to this issue: the developments that led
to the preeminence of community psychiatry and the definition of its core and

boundaries vis-a-vis other collateral fields.

In regard to the first point, throughout history the mentally ill have been
seen in different ways, from being possessed by devils to being emissaries of
gods, and consequently worshiped, tortured, or simply neglected. Recent
historical studies (mainly by E. Ackerknecht, G. Rosen, I. Galdston, M.
Foucault, and others) have attempted to investigate the social and cultural
dimensions underlying these various attitudes. In this country a progression
can be followed from the emphasis on institutionalization during the late
nineteenth century to the recognition of the value of treating the patient in his
own environment, to the awareness of prevention of mental disorders, and
finally to the ambitious plan of making psychiatry available to everyone at the
community level. Some historical presentations of community psychiatry (by
J. Ewalt and P. Ewait, J. Brand, W. Barton, A. Freedman, W. Ryan, 1. Galdston

and A. Rossi) are available.

In regard to the second point, community psychiatry has to be
differentiated from social psychiatry. This latter, first defined in this country
by T. Rennie in 1956 as concerned with individual and collective forces in
relation to adaptation and psychopathology, has been from time to time

especially interested in environmental (F.Redlich and M. Pepper).
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sociocultural (A. Leighton), transcultural (E. Wittkower), ecological (J.
Ruesch) and interdisciplinary (N. Bell and ]. Spiegel) aspects. In general, the
focus of social psychiatry is on theory and research in relation to sociological

theories and ecological models.

Instead, the focus of community psychiatry —concretely represented
through the concept of “catchment area” as an area of 50,000-75,000 people
identifiable for common ethnic, social, and cultural dimensions—is on
treatment and on prevention. Treatment is carried on in a variety of ways—
also due to the different ethnic, cultural, and religious backgrounds of various
groups in this country—justifying the criticism of being “a movement without
a philosophy.” Prevention relies heavily on the fields of epidemiology and
public health and has achieved recognition especially through the many
studies published by G. Caplan, who is responsible for the subdivisions of
primary, secondary, and tertiary prevention. It is likely that the various
schools of community psychiatry now operating in this country (especially
important are those at Harvard, Columbia, and the University of California)

will contribute in time to the clarification of this new field.

The Movement toward Community Psychiatry: “Action for Mental Health”

The movement of community psychiatry, which was officially initiated

in 1961 with the publication of Action for Mental Health, represented the
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culmination of a long period of incubation and the convergence of various

trends that can be followed for a considerable period.

Prior to World War II some developments anticipated themes central to
community psychiatry: opening of outpatient clinics for adults and then for
children, organization of psychiatric social work, A. Meyer’s pioneering views
of today’s concept of “catchment area,” interdisciplinary input by sociology
and anthropology, lay involvement in the mental hygiene movement, and new

therapeutic optimism derived from collective forms of treatment.

It is well known that World War II emphasized the magnitude of
psychiatric disorders and the need for a national program to adequately face
this issue. In succession a series of steps were taken: establishment of vast
facilities for treatment and training by the Veterans’ Administration; passing
of the Hill-Burton Act for federal assistance to allocate psychiatric beds in
general hospitals (which now number more than 30,000); foundation of the
National Institute of Mental Health in 1949, which, under the long leadership
of R. Felix, developed a Community Services Branch; participation in research
on community aspects of mental health by some foundations. notably the

Milbank Memorial Fund.

Meanwhile, in the psychiatric field the social structure of the mental

hospital was first described by A. Stanton and M. Schwartz in their pioneering
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study The Mental Hospital (1954), carried out at Chesnut Lodge in Rockville,
Md.; this received ample recognition and was followed by others (for
example, From Custodial to Therapeutic and The Patient and the Mental
Hospital, both edited by M. Greenblatt, et al.). Also the important research on
the sociological aspects of psychiatric treatment by A. Hollingshead and F.
Redlich and the “Mid-Town Study” on psychiatric epidemiology in Manhattan

by L. Srole, et al, were published.

All this, as well as other developments, eventually had an impact on the
political scene. Community Mental Health Acts to assist local community
programs were approved (first in New York State in 1954), and the annual
Governors’ Conference on Mental Health offered the impetus for passing
adequate legislation. As a result of the Mental Health Study Act of 1955, the
Joint Commission on Mental Illness and Health was established under the
leadership of K. Appel and L. Bartcmeier to make an assessment of the system
of treatment and care of the mentally ill, identify needs, and propose

recommendations.

At the end of five years of work the Commission’s Chairman J. Ewalt and
collaborators found that the 13,000 psychiatrists then available were largely
insufficient to take care of the large number of people in need of assistance;
the 1,250 state institutions, where the great majority of the 700,000 mental

patients were, tended to be overcrowded and understaffed; moreover, less
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than one million people were treated as outpatients, although statistics
showed that 10 per cent of the general population were affected by nervous

and mental illness.

The Commission’s recommendations centered around three points: (1)
improvement in the utilization of manpower by gearing psychiatrists toward
community mental health and relying on the help of other professionals and
nonprofcssionals; (2) opening of many new facilities, such as clinics,
psychiatric wards in general hospitals, and centers for rehabilitation; (3)

provision of adequate funds at local, state, and federal levels.

Aside from the widely distributed and comprehensive volume, Action
for Mental Health, nine other books were published on the following topics:
concepts and public images of mental health, economics, manpower,
community resources, epidemiology, role of schools and churches in mental
health, new perspectives on mental patient care, and research resources in
mental health. A basic suggestion for the implementation of this new
approach was to convert large state hospitals into units of no more than 1,000

patients and to provide a mental health clinic for each 50,000 people.

With the support of many professionals and laymen (such as Mary
Lasker and Mike Gorman, executive director of the National Committee

against Mental Illness), as well as legislators (mainly Senator L. Hill,
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Congressmen ]. Priest, O. Harris, and ]. Fogarty, and A. Ribicoff, then Secretary
of Health, Education, and Welfare), proposals to implement the
recommendations of the Commission were introduced in Congress.
Significant impetus toward the success of this endeavor was provided by the
late President Kennedy; on February 5, 1963, in his memorable message to
the 88th Congress on mental illness and retardation, he indicated that what
was needed was “a national mental health program to assist in the
inauguration of a wholly new emphasis and approach to care for the mentally
ill—which will return mental health to the mainstream of American medicine,

and at the same time upgrade mental health services.”

Eventually this political action (described in detail in Politics of Mental
Health, edited by R. Connery) resulted in the passing of the Community
Mental Health Act in 1963, which provided for the establishment of a
community mental health center for each “catchment area” of about 75,000
people. Any center had to offer five types of services: inpatient, outpatient,
partial hospitalization, emergency and consultation, and education. Other
services, such as diagnostic, vocational, training, and research were also
recommended, but not mandated. In addition to the $150 million over a
three-year period to finance these centers, an amendment to the Act was
signed by President Johnson in 1965 to provide federal funds also for staffing.
By 1970 more than 400 centers were in operation: some received

construction grants, others staffing grants or both. The NIMH budget for that
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year was $348 million, while moneys allocated by the states reached $2Vi

billion.

Developments in the Pattern of Delivery of Services: Mental Hospitals, Outpatient
Clinics, Community Mental Health Centers

Historically services for the mentally ill have developed according to the
order followed in the above heading. Mental hospitals first appeared at the
end of the eighteenth century in the process of differentiating the mentally ill
from all other outcasts of society; the philosophy of “moral treatment” based
on the paternalistic approach of the superintendent was carried on
successfully in the small, homogeneous private mental hospitals in the early
nineteenth century; later on, with the arrival of many immigrants and the
expansion of the frontier, the mentally ill were increasingly institutionalized
in large state institutions (many built under the impetus of D. Dix’s crusade)

where treatment became more impersonal and custodial.

Around the second decade of our century, under the influence of several
currents (progressivism, psychoanalysis, behaviorism, and others) outpatient
treatment for many people affected with emotional disturbances gained
momentum. However, the practice persisted of keeping the mentally ill
anonymously in large institutions away from the community. At times it
reached the point of neglect and despair, as portrayed in The Shame of the

States by A. Deutsch and in The Snake Pit by M. Ward.
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Only in the mid-fifties two concomitant developments, the introduction
of chemotherapy on a large scale and a more accepting attitude toward
mental illness on the part of many, resulted in a substantial improvement in
the delivery of services to mental patients. The first important step in this
direction was the “therapeutic community” described by M. Jones in England
in 1953. As a result of clarification of structures, roles, and role relationship
reached in mental hospitals through T groups, sensitivity training, crisis
situations, and face-to-face confrontations, there was an improvement in
staff-patient interaction and increased participation by patients in the
therapeutic program (on such issues as confidentiality, authority, decision

making, and limit setting.)

In time other modalities of treatment were introduced, first in Europe
and then in this country: “day hospitals” for patients not needing full
hospitalization; family care and aftercare services; ex-patient clubs; use of
volunteers; assignment of patients from the same geographical area to a
“unit” in the state hospital to facilitate contacts with their community. All
these pioneering endeavors came to be named the “open-door policy” (M.
Jones), that is, a shift from a custodial to a therapeutic setting and from a
closed to an open system. “Therapeutic community” has also become a very
commonly used expression, not only in terms of the mental hospitals, but also
in terms of the community at large. As one would expect, these developments

have resulted in a progressive decrease—for the first time in the last 150
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years—in the number of hospitalized patients from about 559,000 in 1953 to

less than 425,000 fifteen years later.

Recently the notion of “revolving door” has been introduced to signify
the flexible approach both of the hospital and of the community, as quite often
the problems of the mentally ill cannot be properly met simply by
transferring the responsibility for the patient from the institution to his
family. Worth mentioning also is the significant role that private mental
hospitals (about 170 caring for almost 17,000 patients and involved in the
National Association of Private Psychiatric Hospitals) have played in the

above-mentioned developments.

The literature on all these events is quite extensive. Among the most
valuable works are The Therapeutic Community by M. Jones, The Psychiatric
Hospital as a Small Society by W. Caudill, Day Hospital by B. Kramer, The
Prevention of Hospitalization by M. Greenblatt, Partial Hospitalization for the
Mentally Il by Glasscote, et al, The Day Treatment Center by Meltzoff and
Blumenthal, The Treatment of Family in Crisis by Langsley and Kaplan,
Community as Doctor by R. Rapaport, Social Psychiatry in Action: A
Therapeutic Community by H. Wiener, and The Psychiatric Hospital as a

Therapeutic Community by A. Gralnick.

Outpatient clinics have an important tradition in this country, which can
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be traced back to the convergence of various movements of social work,
voluntary agency, welfare programs, settlement houses, and others early in
this century. The original philosophy of these clinics was eclectic and
depended largely on community resources. A number of clinics (281 out of a
total of 373 in 1935) served patients discharged from mental hospitals, and
most of them were located in the five states of New York, Massachusetts,

Pennsylvania, New Jersey, and Michigan.

In the forties and fifties, under the influence of the psychoanalytic
school, clinics came to be geared toward long-term treatment of intrapsychic
problems by members of various disciplines (mainly psychology and social
work) that identified with the psychotherapeutic role of the physicians.
Increasingly the philosophy of treatment tended to favor young, intelligent,
and sophisticated patients whose values were similar to that of the staff,

while the contact with community agencies and schools became negligible.

Around the mid-fifties the country suddenly became aware of the
conditions of poverty, neglect, and rejection of a considerable segment of the
population (M. Harrington, F. Riessman, M. Deutsch, and others). The fact that
middle-class people tended to be treated in clinics while low-class people
ended in mental hospitals was well documented by A. Hollingshead and F.
Redlich. Slowly many sicker patients, no longer in need of institutional care

because of the success of psychopharmacological treatment and the above-
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mentioned open-door policy of mental hospitals, came to be treated by
outpatient clinics with the help of new techniques, such as family and group

therapy.

However, the controversies concerning the role of the approximately
2,000 clinics now existing (organized under POCA, Psychiatric Outpatient
Centers of America) are far from over. One of the sharpest critics, G. Albee,
has written that “the psychiatric clinics in the United States are treating the
wrong people; they are using the wrong methods; they are located in the
wrong places; they are improperly staffed and administered; and they require
vast and widespread overhaul if they are to continue to exist as a viable

institution.”

In the context of the community mental health movement, the
philosophy of the clinics tends to be influenced by social factors: new
therapeutic modalities aimed at treating low- income and culturally
disadvantaged groups, as well as patients in critical need of treatment
(adolescents, alcoholics, drug addicts, etc.), are developed; efforts are made to
open clinics in rural areas and in Midwestern and Southern states with the

substantial help of public moneys and, to a less extent, of insurance coverage.

The main issue remains the identity of the outpatient clinic vis-a-vis the

community mental health movement. This is colored by considerable
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ambivalence: on the one hand, the nostalgic feeling toward the traditional
small clinic whose staff was quite involved with the patients; on the other
hand, the commitment to serve as many people from all backgrounds as
possible, in the context of the network of medical, social, educational, and

rehabilitation services in the community.

Community mental health centers, being only less than a decade old, are
difficult to assess from the historical perspective. The complexity of any one
of such centers, composed of various agencies staffed by an heterogeneous
group and located in areas culturally different, contributes greatly to such

difficulty.

Yet ten years from Action for Mental Health, some trends concerning the
development of community mental health have emerged. It is unquestionable
that the great expectations raised initially that this movement would
constitute a “third” (N. Hobbs) or a “fourth” (L. Linn) psychiatric revolution
are not accepted by many. At best it is accepted that this movement helped
considerably to create a climate of more favorable acceptance toward

emotional disorders and a more optimistic outlook toward their treatment.

However, it is increasingly recognized that the mental health movement
is not a panacea for gigantic social problems, from the Vietnam War to drug

addiction to changes in the traditional values of this country (J. Seeley). Too
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often existing services, no matter how labeled, have remained unchanged and
therapeutic modalities have remained unaffected by this movement; the role
of the so-called paraprofessionals or “activators,” tom between their
commitment to treating the underprivileged and their identification with the

professionals, has become controversial.

From an overall perspective the dilemma of the psychiatrist toward the
patient, or toward the community forces tending to control the patient, has
been brought forward, notably in a dramatic form by T. Szasz. Moreover,
criticism has been expressed in leftist quarters, mainly in nonpsychiatric
literature, toward the “psychiatrization” of social conflicts” (for instance,
turning delinquency and youth unrest into an illness); on the opposite side
conservative groups have seen the mental health movement as a plot against

patriotism by government infringement on the mental health of the citizens.

Among the professionals it is commonly accepted that this movement,
while making good use of principles of epidemiology and of public health,
lacks a conceptual foundation, to the point of being called “a movement in
search of a theory” (J. Newbrough) or “the newest therapeutic bandwagon”
(H. Dunham). From the psychoanalytic viewpoint the approach stressed by
this movement has been characterized as “a retreat from the patient” (L.
Kubie), and a strong defense of the “medical” (that is, “dyadic”) model of the

doctor-patient relationship over the “social” model has been voiced by some
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(R. Kaufman, L. Kolb).

All this should not deter anyone from recognizing the moral
implications of a movement that, in line with the American democratic
tradition, attempts to bring help to the largest possible number of people in
need. Unquestionably some positive results have been achieved: a more
flexible use of professionals reached through a slow reorientation of goals
and functions; the integration of many nonprofessionals in the work of each
community mental health center; the new pattern of cooperation with social
agencies, schools, institutions, and other facilities in the community; the
increasing integration of health and mental health services; the progressive
acceptance of responsibility toward the emotionally disturbed on the part of
local, state, and federal agencies; and last but not least, the more accepting

attitude toward mental illness by many segments of the population.

These points, and others, have been brought forward in a number of
publications, such as the Handbook of Community Psychiatry (edited by L.
Beliak), Perspectives in Community Mental Health (edited by A. Bindman, R.
Williams, and L. Ozarin), Progress in Com- munity Mental Health (edited by L.
Beliak and H. Barten), as well as in special journals (mainly the Community

Mental Health Journal and Hospital and Community Psychiatry).

Thus far most of the impetus toward community psychiatry has taken
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place in the states of the East Coast, in California, and in some Midwestern
states. The realignment of national priorities related to the slight economic
recession and other social problems of this country indicates that local
communities will have to assume most of the responsibilities for the
community mental health movement. How this will affect the success of this

movement in the long run remains to be seen.

Therapy

Any attempt at modifying the mental functioning of a person has to be
viewed from the perspective of the theory of mind and body prevailing in
each culture at a particular period. In the Western tradition the centuries- old
Aristotelian notion of a body-mind unity was replaced by Descartes’ splitting
of body and mind in the seventeenth century. Consequently mental disorders,
which were traditionally considered in the light of that unity, came to be

“discovered” from that time on.

In regard to therapy, the decades between the end of the eighteenth
century and the beginning of the nineteenth century saw the rise of
mesmerism for neurotic patients and of moral treatment for psychotic
patients; later on for several decades therapy was influenced by the
organogenic notion of the ascendancy of the body over the mind;

psychoanalysis reversed this situation by emphasizing the characteristics of
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mental functions and the treatment of neurotic disorders. The
psychodynamic trend has persisted to our days, although organic theories of
the mind became prominent again in the thirties in connection with the
introduction of shock therapies and in the fifties with the discovery of

chemotherapy.

While all this justifiably has aroused in many the urge to reach a new
unitary concept of body and mind, the orientation of most psychiatrists with
the psychogenic or organogenic tradition makes this goal unattainable at
present. The need to replace today’s hybrid eclectism with a comprehensive
formulation of body and mind—perhaps based on the new ecological
framework of the general systems theory—may very well constitute the

challenge of the seventies.

Organic Therapies

Shock Therapies

The notion that sudden and unexpected events (such as a loud noise, an
unpredictable shower, or a fall into the water) may alter the mental status of
a person is very old; it was used empirically by some German psychiatrists in

the early nineteenth century.

In the late thirties shock therapies were introduced in a matter of a few
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years, first in Europe and then in the United States. M. Sakel (1900-1957)
initiated insulin coma in Berlin and Vienna; ]J. Meduna (1896-1964) eardiazol
shock in Budapest; V. Cerletti (1877-1963) and L. Bini (1908-1964) electric
convulsions in Rome. The first two moved to this country shortly thereafter,
so that their therapies became an intrinsic part of American psychiatry, while
electric shock was imported here by a few European psychiatrists (mainly L.

Kalinowski, R. Almansi, and D. Impastato).

From the historical perspective the significance of shock therapies has
been to bring new optimism to the treatment of psychiatric conditions, which
had been largely missing in the psychodynamic schools, both in the patients
and in the professionals. After the wave of enthusiasm shock therapies came
to be limited mainly to electric shock, because of its easy use and safety, and
to the treatment of forms of depression. The efforts of many to find the
explanation of the intrinsic mechanism of action of shock therapies (based on
biochemical abnormalities or on other notions) have been unsatisfactory.
Also limited have been the technical improvements, such as use of anesthesia
and various substances to achieve relaxation. Worth mentioning also are the
psychological implications of shock therapies, that is, the patient’s regression
and dependence on the staff coupled with symbolic death and rebirth. In the
last two decades, in connection with the rise of psychopharmacology, the
literature on shock treatment has decreased considerably. The classic book

on the subject is Shock Treatment, Psijchosurgerij and Other Somatic
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Procedures in Psychiatry by L. Kalinowski and P. Hoch, continually brought

up-to-date.

Psychosurgery

Archaeological remnants of past civilizations bring evidence that skull
trepanation for the purpose of liberating epileptic as well as mental patients
from the alleged possession by evil spirits was extensively practiced. Surgical
interventions on the brain are recorded in Roman, Byzantine, and Arabian
medicine, while, later on, caution prevailed in connection with the discoveries

of the delicate functions of the central nervous system.

By the thirties some knowledge had been gathered on the relationship
between cortical and subcortical functions on the basis of data obtained from
ablation of frontal lobes in monkeys (J. Fulton, C. Jacobsen), from
electroencephalography, and from stimulation and inhibition of cortical areas.
The Portuguese Nobel Prize winner Egas Moniz (1874-1955) was the first to
perform a successful lobotomy in 1936. His technique was imported to this
country and widely used for a number of psychiatric conditions in the forties,

mainly by W. Freemann and Y. Watts in Washington, D.C., and elsewhere.

Regardless of the new surgical techniques—topectomy, thalathomy,
cingulectomy, and others—the opposition to psychosurgery has mounted in

professional quarters in regard to the indications for selection of patients and
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the postoperative impairment of intellectual functioning and will. Lay and
religious groups, from the Catholic Church to Soviet Russia, have condemned
psychosurgery on moral grounds. The controversies about psychosurgery
have decreased considerably because of its decline and the corresponding
rise of psychopharmacology, which can result in a sort of “functional”
lobotomy without producing personality changes and moral conflicts. Very
recently some of these issues have been raised again in connection with the
research by ]. Delgado at Yale University on modification of psychotic

behavior through electrodes implanted in various areas of the brain.

Psychopharmacology

The field of psychopharmacology, less than two decades old, has
become one of the most important in psychiatry. Today’s extensive use of
“drugs of the mind” has brought forward many similarities between them and
a variety of drugs employed in magic-religious ceremonies of healing in
preliterate cultures. Comparative research has been carried on by some, often
working in interdisciplinary teams of pharmacologists, psychiatrists,

anthropologists, and others.

In the history of Western medicine, aside from hellebore in Greek times,
the list of the “drugs of the mind” includes antimony, belladonna,

hyoscyamus, cannabis indica, quinina, followed in the nineteenth century and
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later on by opium, bromides, chloral hydrate, paraldehyde, and finally
barbiturates. Mescaline was isolated in 1896 by the German L. Levvin (who
published a famous book on the drugs of the mind) " and later synthetized,
and its hallucinogenic effects were described in the German literature in this

century.

Later on the therapeutic importance of diphenylhydantoin for some
forms of epilepsy was proved by the neurologist T. Putnam. In 1938 lysergic
acid diethylamide (LSD 25) was discovered by the Swiss chemist A.
Hoffmann, and in the forties amphetamines (benzedrine and dexedrine) were
studied by G. Alles, while serotonin was isolated by I. H. Page in 1945. By that
time extensive use had been made during World War II of sodium amytal and
similar compounds in narcocatharsis, narcoanalysis, and narcosynthesis for
the intensive treatment of acute breakdowns. On a more theoretical basis
research on hormonal substances was carried on in some centers, notably at

the Worcester Foundation by H. Hoagland and associates.

The credit for first having used chlorpromazine in psychotic and
agitated patients is attributed to the French P. Deniker, H. Leborit, and ]. Delay
early in the fifties. This opened the way to a great step forward in psychiatry,
that is, to a more optimistic view of mental illness on the part of professionals
and patients and ultimately of the community. In rapid succession a number

of other important drugs were discovered and used: meprobamates by F.
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Berger and B. Ludwig (1950); LSD 25 for clinical purposes by ]. Elkes; re-
serpine by the Swiss H. Bein (1956); the antidepressing imipramine by the
Swiss R. Kuhn (1957); butyrophenone by the Belgian P. Janssen (1958);
chlorprothixene (Taractan) by the Danish R. Ravn (1959); benzodiazepines
(Librium) by I. Cohen at the University of Texas (1960); finally the antimanic

effects of lithium by the New Zealander ]. Cade in the sixties.

Regardless of national boundaries, great rapidity has characterized the
use of these new drugs, be these “tranquilizers” (a term first used by F.
Yonkman) or “psychic energizers” (a term coined by N. Kline) or “neuroleptic
drugs,” which is the term commonly used in Europe (originally introduced by
Delay and Deniker). Impetus toward research and practical application of
psychopharmacology has resulted from the establishment of research centers
(mainly the Psychopharmacological Service of the NIMH and the one at St.
Elizabeths Hospital in Washington), from the sponsoring of a number of
international symposia with the help of private organizations (such as the
Macy Foundation), from the foundation of the Collegium Internationale
Neuropsychopharmacologicum in 1957, and from the publications of
important serial volumes (such as Recent Advances in Biological Psychiatry,
edited by ]. Wortis). Also worth mentioning from the historical perspective is
the monograph containing the proceedings held at Taylor Manor Hospital in
Raltimore in 1970 by the discoverers of psychopharmacology. From the lively

account of the participants one learns about the creative process of discovery,
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the interplay of pure research and the interests of supporting drug
companies, legal aspects in various nations, and the continuity of the tradition

of “drugs of the mind” from preliterate cultures to our civilization.

No matter to what psychiatric school one adheres, he cannot dispute the
value of psychopharmacology in alleviating many emotional conditions—
especially some that previously required hospitalization. On the other hand,
exaggerated expectations about the uncritical use of “psychomimetics”
(mainly LSD 25) in the treatment of mental disorders and especially about the
power of some drugs to enlarge the field of consciousness and provide new
philosophical and religious insights are unrealistic. Concretely many use
chemotherapy in conjunction with psychotherapy, regardless of the
psychodynamic aspects of the administration of drugs, mainly the orally
dependent and the suggestive effects (as proved by some research on
placebo). From a broader perspective psychopharmacology has resulted in a
much more enlightened attitude toward mental illness on the part of many
general practitioners and other physicians and especially the general

population at large.

Psychological Therapies

Since the first edition of this book was published, psychological

therapies have also undergone a considerable process of reassessment from
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the historical perspective. Their importance was unquestionably brought
forward by Freud’s basic concept of the one-to-one relationship. Following
the widespread acceptance of Freud’s ideas, for a number of years such
psychoanalysts as G. Rohcim investigated healing practices for mental

disorders carried on in past or present preliterate cultures.

The innovation that has taken place recently consists in the new
methodological approach toward such healing practices by researchers well
versed in psychiatry and anthropology (for example, G. Devereux, C.
Kluckhohn, A. Leighton, ]. Frank, M. Opler). Considerable light has been
thrown on the causes of mental disorders in preliterate cultures, be these
nonphysical events (that is, power of devils or ancestors and action of words
and deeds) or events attributed to the person himself (that is, disregard for
certain taboos). Also in the last decade or so, methods of psychological
healing stemming from the Greek tradition and their relation to present
methods have been made the subject of thorough studies by W. Riese, P. Lain

Entralgo, H. Ellenberger, and others.

Psychotherapy has unquestionably become more accepted in this
country in recent years, as evidenced by the foundation of the American
Academy of Psychotherapy in 1959 and by the annual publication Progress in
Psychotherapy, edited by J. Masserman since 1956. However, a critical view of

the psychotherapeutic process has been advanced by some: for example, J.
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Ehrenwald’s notion of “doctrinal compliance” to explain the tendency of the
therapist to fit everything into his own system. Moreover, the boundaries of
psychological therapies have been loosened considerably, not only by the
success of nondy- adic modalities, such as family and group therapy, but by
the spread of new approaches, from brief therapy and crisis intervention to
encounter groups, and by the inclusion of nonprofessionals among the

therapists.

Underlying many of these developments appears to be a basic conflict
between the traditional Freudian approach based on the doctor-patient
relationship in a stable cultural context and the new collective approaches
resulting from the urge toward action brought forward by the pressing social

problems of this country.

Individual Psychotherapy:
Psychoanalytic Psychotherapy and Psychoanalytically Oriented Psychotherapy

For the historian it is intriguing to investigate the causes of a major shift
in regard to psychoanalytic therapy that has taken place in the last dozen
years. In 1959, when this book first appeared, this chapter was written from
the perspective of the preeminence of the psychoanalytic doctrine in the
overall field of psychiatry, in terms of expectations from the sophisticated
self-image of the psychiatrists, methods of psychiatric training, and doctrinal

adherence of most of the psychiatrists in teaching positions.
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As a result of many currents, such as the well-documented study by A.
Hollingshead and F. Redlich showing that psychotherapy was available only
to middle- and upper-class patients while lower-class patients tended to
receive somatic therapies in institutions, Action for Mental Health (1961)
offered a nationwide guideline for delivery of psychiatric services to all the
citizens of the nation. Increasingly the traditional psychoanalytic methods
have become diluted by emphasizing symptoms at the expense of the basic
personality and healthy potential rather than pathology, to the point of fully
justifying Freud’s prediction that psychoanalysis would become so accepted

in this country that it would lose its identity.

This is paralleled by the trend among professionals, either well-trained
psychoanalysts or psychiatrists, to make wide use of psychoanalytically
oriented psychotherapy and to restrict classical psychoanalysis to few
patients in need of such procedure, which, in addition, is costly and available
only in some urban areas. Moreover, the tendency toward integration of
psychoanalysis in the training curriculum of some medical centers has been
the subject of bitter controversies between those inclined to a dogmatic
defense of Freud’s message and those open to a dialogue with adherents of

other schools.

In the attempt to introduce clarity and specificity in psychoanalytic

therapy, many new nomenclatures have been presented in the literature.
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Aside from the loose distinction of deep versus superficial, insight versus
supportive, verbal versus active therapy, descriptions have been offered of
listening, clarification, confrontation, interpretation, suggestion, prohibition,
and manipulation, and therapeutic techniques have been listed as suggestive,
abreactive, clarifying, interpretative, suppressive, expressive, supportive,
exploratory, educational, up to paternal and maternal. To the classic
“correctional emotional experience” of Alexander and French have been
added the intensive psychotherapy of psychosis (Fromm- Reichmann), the
“sector therapy” (F. Deutsch), the “anaclitic therapy” (Margolin and
Lindemann), the “diatrophic relationship” (Gitelson), the “working alliance”

(Greenson), and the “therapeutic alliance” (Zetzel).

Essentially what these esoteric denominations have in common are: the
emphasis on ego psychology and analysis of defenses (A. Freud, Hartmann,
Rapaport, Erikson, Lowen- stein, Kris) and on current developmental crises
rather than exploration of the unconscious; a more modest view of the
healing role of the psychoanalyst; and, historically, a return to some themes

brought forward in the early psychoanalytic literature and then forgotten.

Even so, dissatisfaction toward the psychoanalytic movement in toto is
mounting, and a “generation gap” is emerging between classical
psychoanalysts and young therapists open to eclectic and unorthodox

approaches and more attuned to present social realities. While the basic
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clinical postulates of psychoanalysis will remain valid in the future, it is
difficult to predict the outcome of the theoretical foundations of this
movement. At the moment the attempts to graft them on a broader and more
relevant context, such as Grinker’s “transactional” views, seem the most

promising and fruitful.

Hypnosis

Hypnosis, scientifically practiced in the late nineteenth century by the
Salpetriere School (Charcot) and by the Nancy School (Liebeault and
Bernheim), is at the root of the early psychotherapeutic treatment of
neuroses practiced by Freud and Breuer in cases of hysteria in 1893 and
1895. As the psychodynamic school gained momentum, the historical roots of
hypnosis, traceable to Mesmer and, further back, to the Greeks and preliterate

cultures, were illustrated by some.

It is well known that Freud rejected hypnosis after a few years and that
its use for anesthetic and surgical purposes, introduced in the mid-nineteenth
century, was soon forgotten, also as a result of the theatrical use of hypnosis.
Only in the forties, following some pioneer work by C. Hull (Hypnosis and
Suggestibility, 1933) was hypnosis scientifically investigated by M. Erickson,
L. Mecron, ]. Schneck, L. Wolberg, and others. Ry that time considerable

experience had been gathered in hypnotherapy and narcoanalysis during
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World War II. Eventually the Society for Clinical and Experimental Hypnosis
(1949) and later the American Society of Clinical Hypnosis, which publishes

The American Journal of Clinical Hypnosis, were founded.

In recent years the theories of play acting to please the hypnotist (M.
Orne) and of archaic oral-dependent relationship between subject and
therapist (M. Gill and M. Brennan) have been postulated. Also the connection
between hypnosis and depth and extension of the field of consciousness
achieved through the use of particular drugs (LSD 25, mescaline, and others)
and the relationship of hypnosis to behavior modifications have been
investigated. Despite these developments the future of hypnosis remains
vague at this point, although its value in conjunction with psychotherapy is

well established.

Client-Centered Therapy

Among the various schools of psychotherapy the only one with a fully
American origin was developed by the psychologist Carl Rogers (b. 1902) first
in Ohio (1940-1945) and then in Illinois (1945-1950). This school focuses on
the genuine, understanding, involved, yet supposedly neutral attitude of the
therapist, who continually reflects his feelings toward his client. Historically
the lay analyst Otto Rank early in the century advocated the analysis of the

therapist’s feelings and respect for the patient.
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Client-centered therapy appears to have elicited an ambivalent reaction
from American psychiatry: on the one hand, psychologists, counselors, and
other members of nonmedical groups have mainly used this form of
treatment for young and sophisticated clients suffering from problems rather
than definite clinical entities (thus nonpatients in the medical sense); on the
other hand, Rogers and his pupils have done important research on
psychotherapy with the help of purposely designed inventories and tests. In
essence this school represents a combination of the humanistic defense of the

person and the scientific approach to psychotherapy.

Group Psychotherapy

Group psychotherapy results from the confluence of many trends
originally independent from psychiatry. The American inclination toward
collective gatherings of different types (intellectual, political, religious)
historically appears to be an attempt to overcome the feelings of isolation
resulting from the loss of the support provided by each society from which
the immigrant groups came. Moreover, in the European societies centuries-

old cultural and religious ceremonies contributed to the release of emotions.

In this country great release of feelings was achieved by some religious
sects—notably the Christian Science movement in the nineteenth century.

With the progress of civilization and concomitant urbanization, as well as

www.freepsychotherapybooks.org 208



decline of the sources of support provided by traditional values, today’s man
tends to feel alienated, or “other-directed” in the sense of Ries- man (The
Lonely Crowd, 1950), and influenced by “groupism” in the sense of Whyte
(The Organization Man, 1956).

As a result of this situation groups of patients of different kinds were
formed by some: “classes” of tuberculous patients by ]. Pratt in Roston
(1905), lecture classes for mental patients by E. Lazell at St. Elizabeths
Hospital in Washington, D.C. (1919) and by T. Burrows and by L. Marsh in the
New York City area, the “impromptu theater” by ]. Moreno also in New York
(already practiced in Vienna early in our century). While these various groups
were composed for different reasons and the emotional outlet was only
coincidental, later on psychoanalytic concepts tended to prevail in groups
formed for psychiatric purposes: mainly, analytic group therapy introduced
by L. Wender and P. Schilder, activity groups for disturbed children practiced
by S. Slavson at the Jewish Roard of Guardians, and, to a less extent,
“psychodrama,” which makes use of particular techniques (auxiliary ego,
mirror, double, and role reversal), practiced by J. Moreno, all in the New York

City area.

Moreno was the first one to attempt to conceptualize his methods by
founding the journal Sociometry: A Journal of Interpersonal Relations in 1937.

However, aside from psychoanalytic notions, only with the advent of K.
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Lewin’s “field theory” in the thirties (first at Harvard University and then at
the University of Michigan in Ann Arbor) were the theoretical foundations of
group dynamics able to offer a much needed scientific basis to the field of
group psychotherapy. Since then this field has acquired a more stable image
with the help of professional meetings and journals, especially Group
Psychotherapy (1947) and International Journal of Group Psychotherapy

(1951), founded by the homonymous associations.

As a result of all this, progress has been made in identifying goals, in
selecting proper patients, and in structuring the role of the leader in the
formation of groups. " However, some basic issues, such as the conceptual
definition of group psychotherapy and the modalities of training for leaders,
are still clouded by uncertainty. In recent years the rise of all kinds of new
groups (from Alcoholic Anonymous to encounter groups, sensitivity training,
and others) has put the professional movement of group psychotherapy on
the defensive. Proper historical perspective may be found in the surveys by J.

Klapman, R. Dreikurs and R. Corsini, G. Bach and ]. Illing, and others.

Family Therapy

Family therapy, scarcely mentioned in the first edition of this work, has
become prominent in the last dozen years, to the point of being considered as

the treatment of choice by some. For the historian the reason for this rapid
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success, over and above the field of psychiatry, has to be found in family
therapy’s attempt to strengthen an institution that traditionally has
contributed a great deal to the prevention and treatment of mental disorders
and that is now affected by some basic problems: decrease of family ties,

virtual loss of the extended family, and rise of the divorce rate.

As in group psychotherapy, various trends stemming from
psychoanalysis and from group dynamics have contributed to the
development of family therapy. No one has been more instrumental in
fostering the field of family therapy than N. Ackerman (1908-1971), through
his many writings (especially The Psychodynamics of Family Life, 1958),
lectures, courses, and, eventually, formal training at the Family Institute in

New York City founded by him in 1960.

In time the early themes of family therapy based on psychoanalytic
notions (family secrets, emergence of a scapegoat, and so forth) have been
replaced by notions acquired through study of the group dynamics of the
family process either at the research level (J. Spiegel, ]. Bell, and others) or
from the practical perspective (G. Bateson, D. Jackson, and V. Satir of the so-
called Palo Alto Group, which has published Family Process since 1962; T. Lidz
and A. Cornelison of the Yale Group; Boszormenyi-Nagy, ]. Minuchin, C. Sager,

as well as R. D. Laing in England, and others).
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Essentially the emphasis is on the threefold perspective of the patient’s
dynamics and role, the sociological approach, and the cultural dimension; this
is clinically manifested through identification of areas of health and
pathology, focus on communicating and sharing, and movement toward the
ecological model of community psychiatry (E. Auerswald). All this constitutes
a considerable departure from the classic dyadic relationship of orthodox
psychoanalysis, in which the family was taken for granted as a solid
institution. This image of the family is so altered today in American society to
be a cause of concern for many. The historical consideration that the family
has remained a landmark in all cultures at all times may help overcome this
pessimistic view. Within the limits of psychiatry proper, there is no question
that the field of family psychiatry will continue to develop, at the expense not
only of individual psychotherapy but also of child and adolescent

psychotherapy.

Behavior Therapy

Behavior therapy is so recent that it was not even mentioned in the first
edition of this work. In a matter of a few years this school has gained a great
deal of interest, if not of acceptance, partially as a result of the caustic
criticism of psychoanalytic therapy by some, notably H. Eysenck at the

Maudsley Hospital in London.
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The foundations of behavior therapy have to be related to the two
schools of conditioning (or conditional) learning theory and of reinforcement
theory, respectively. The first school is identified with the Russian 1. Pavlov
(1849-1936), who derived some of his concepts from his fellow countryman I.
Sechenov (1829-1905). To a less extent, even the research on “reflexology” by
V. Bekhterev (1857-1927) in Leningrad, resulting in the so-called rational
therapy—a mixture of medical and environmental regime—is pertinent.
Pavlov’'s notions of conditioning were used in this country first by
behaviorists in the twenties, then by animal researchers, and finally by
clinicians, notably W. Gantt (b. 1893), who studied under him in Russia and
who founded the Pavlovian Laboratory at Johns Hopkins University in 1930
and, more recently, the Pavlovian Society and the Conditional Reflex and
Soviet Psychiatry Journal. A basic criticism of this movement is the difficulty of
translating animal into human behavior, that is, to make the higher nervous
activity relevant to clinical issues. The other school of reinforcement theory
based on learning, anticipated by E. Thorndike’s instrumentalism and by
Hull's stimulus-response theory, led to some clinical studies (notably on
frustration and aggression by ]. Dollard and N. Miller) and to the controversial

operant conditioning by the Harvard psychologist B. Skinner.

Behavior therapy, so named by R. Lazarus and H. Eysenck in the late
fifties, is especially identified with the work of the psychiatrist ]. Wolpe (b.

1915), first at the University of Witwatersrand in South Africa and then at
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Temple University in this country. His main tenets, presented in detail in
Chapter 43 of this volume, are based on desensitization and reciprocal
inhibition, positive and negative reinforcement, aversive conditioning,

extinction, and other techniques.

Some reasons for the success of behavior therapy are the dissatisfaction
with psychodynamic therapies, its apparent measurability consonant with the
English empirical tradition, and, perhaps, the increased status of the
psychologist functioning as a therapist. Within the movement of behavior
therapy there are considerable internal contrasts between those inclined to
emphasize the theoretical assumptions (J. Wolpe) and those inclined to
emphasize the empirical applications (R. Lazarus), as well as between the

researchers and the practitioners in the psychological profession.

The attitude of most psychiatrists toward this movement is ambiguous:
the therapeutic successes are often considered only symptomatic, superficial,
and transient; nevertheless, this approach may be useful in treating large
numbers of unsophisticated patients, especially in the context of the
community mental health movement. In the light of all this, it is difficult to
pass judgment on the long- range importance of this school. It is likely,
however, that common points—mainly relevance of symptoms, role of the
therapist, and the doctor-patient relationship—between the behavioral and

psychodynamic schools, rather than areas of disagreement, will be stressed in
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the future.

New Areas of Psychotherapy

Psychotherapy of Schizophrenia. Even from the scanty reports of
treatment of very disturbed patients carried on during the period of “moral
treatment” in the nineteenth century, as well as by other systems at other
times, it is clear that psychotherapy of psychoses was at times successful. For
a number of years after the advent of psychoanalysis, psychotherapy of
psychoses was rejected almost universally (K. Abraham was perhaps the only
exception) on the basis that the patient was unable to develop a transference

neurosis.

In the forties H. Sullivan illustrated concrete cases of psychotherapy of
schizophrenia carried out by him at the Sheppard Pratt Hospital in Towson,
Md., on the basis of his interpersonal theory of behavior. While his empirical
efforts influenced many in this country and in Europe, his theoretical
formulations never gained popularity. Much more accepted was F. Fromm-
Reichmann’s Principles of Intensive Psychotherapy (1950), in which the
concept of the “schizophrenogenic mother” was stressed. Ry that time
considerable controversy had been elicited by the technique of direct analysis
introduced by ]. Rosen, first in New York City and then at the Institute for

Direct Analysis (founded in 1956 at Temple University in Philadelphia); direct
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analysis is similar to the so-called symbolic realization described by M.

Sechehaye in Switzerland.

In recent years sound attempts have been made by some—notably S.
Arieti—to correlate each technique of treatment of schizophrenia with a
particular stage of individual development: for example, lack of maturational
development in early childhood (H. Sullivan, J. Rosen, L. Hill) or, conversely,
compensatory defenses of the second stage in terms of reestablishing
disturbed communications between the patient and his family (G. Bateson, D.

Jackson, T. Lidz, L. Wynne).

Historically, similar to the neuroses, the emphasis appears to have
shifted from individual treatment to the treatment of the patient in the
context of his family and community. Thus far, psychotherapy of psychoses
has tended to be carried on by a few therapists endowed with strong
personality and keen intuition. The need in the future is for methodologically

sound research.

Brief Psychotherapy. The expression “brief psychotherapy” has
appeared in the literature in recent years, probably as a result of the need to
offer treatment to the large number of patients brought forward by the
community mental health movement (P. Castelnuovo-Tedesco, 1962). While

the focus on this approach is new, its use in some cases goes back to Freud
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himself (particularly in the famous treatment of the conductor Bruno Walter)
and to some of the early psychoanalysts. Alfred Adler practiced short-term
therapy for many low-income patients in whom he had considerable interest;
S. Ferenczi and O. Rank advocated a limited number of sessions to avoid
unnecessary dependency and regression in the patient in their volume The
Development of Psychoanalysis (1923); during World War II brief
psychotherapy for the treatment of combat neuroses was widely used, as
reported by R. Grinker and A. Kardiner; finally shortening of psychotherapy
was advocated by F. Alexander and T. French in Psychoanalytic Therapy
(1946) on the basis of their research at the Chicago Institute for

Psychoanalysis.

In spite of all this, psychoanalytic therapy has tended to be taught and
practiced from the perspective of long-term treatment. What is new is the
emphasis by many today on considering brief psychotherapy as the treatment
of choice on the basis of diagnostic considerations and practical aspects (cost,
waiting list, availability of staff, community attitudes, and so forth). Clearly,
brief psychotherapy focuses on crises, traumata, emergencies, and, in general,
acute decompensations, rather than on personality disturbances, and its

success is partly related to the patient’s and the therapist’s expectations.

The main criticism of brief psychotherapy centers on its lack of a

theoretical dimension, as it is the result of the amalgamation of all kinds of
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practices derived from systems as diverse as psychoanalysis and behavior
therapy (as illustrated in the recent book by L. Small, The Briefer
Psychotherapies). This is certainly a considerable weakness, though certainly
not unique in the field of psychotherapy, in the light of the unproven
assumptions of longterm psychoanalytic therapy. Nevertheless, in the context
of the community mental health movement, brief psychotherapy will
foreseeably acquire importance, necessitating proper theoretical

formulations and methods of teaching.

Psychotherapy according to Interpersonal Theory, Cognitive and
Volitional School, Communication Theory, and Transactional Analysis.
Common to all these various trends—most of them already mentioned
somewhere in this chapter—are their American origin (though not devoid of
indirect European influences) under the impact of the melioristic approach of
sociology in this country, their defense of the individual against
dehumanizing forces, and their modest view of the role of the therapist as a
mediator or interpreter in contrast to the omnipotent image of the
psychoanalytic tradition. Moreover, their tenets have been illustrated by their
various originators in a rather unsystematic way without the support of rigid

organizations, justifying calling them trends rather than schools.

The interpersonal theory of behavior is mainly represented by K.

Horney, H. Sullivan, and E. Fromm, Horney, influenced by character analysis
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(H. Schulz-Henke and W. Reich) and the American concept of the “self” (G.
Mead), in a number of popular books illustrated the clinical implications of
self, self-image and relationship of the self to others on the basis of the
experience gathered at the Psychoanalytic Institute in Chicago and then at her
own American Institute of Psychoanalysis in New York City. While these
notions have been relevant to American psychiatry, especially in the
treatment of asymptomatic eharacterological patterns, her attempt to replace

didactic analysis with self-analysis has been rejected.

Sullivan’s lasting contribution to therapy, originated with the above-
mentioned treatment of schizophrenic patients, lays in his emphasis on the
role of the patient as “participant-observer” and the patient-staff interaction
in the mental hospital, while his nomenclature of psychiatric conditions is

now almost completely forgotten.

Fromm’s numerous volumes, primarily addressed to the intellectual and
progressive elite, stem from an attempt to combine Marx’s notions (mainly
the pathos of the “alienated” man in today’s collective society) with
psychoanalytic insight. Though very appealing, their relevance for psychiatry

is quite limited.

The main thrust of the cognitive and volitional school, a new trend

represented by psychiatrists and psychologists (A. Beck, ]. Barnett, ].
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Bemporad, and others), has been clearly stated by S. Arieti, its originator, in
Chapter 40C of this volume: “A stress on cognition and volition docs not imply
that affects are not major agents in human conflicts and in conscious and
unconscious motivation. It implies, however, that at a human level all feelings
except the most primitive are consequent to meaning or choice. In their turn
they generate new meanings and choice.” In essence primary consideration is
given here to the cognitive dimension in its relation both to conflict and

creativity in the light of its unique importance for the human condition.

The communication theory of behavior, influenced by philosophical
analysis of language, linguistics, and notions of physical field and
psychological field theory, has focused attention on the process of verbal
communication through which psychotherapy occurs. General systems
theory, mainly through the efforts of R. Grinker, has been particularly

interested in the transactional perspective.

Finally Eric Berne (1910-1970) has described, in his popular and
successful book Games People Play, his system of transactional analysis in
which exteropsychic, neopsychic, and archaeopsychic ego states (colloquially
called parent, adult, and child) are combined in the different forms of basic

human interactions.

Psychotherapeutic Borderlines:
Sensitivity Training, Encounter, and Marathon Groups
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The various movements listed in this section are quite recent and all of
American origin. Their rapid success in some quarters, mainly outside the
realm of psychiatry proper, appears to derive from the increasing isolation
and alienation felt by many; paradoxically these feelings are reinforced by the
close and impervious atmosphere of the individual psychotherapeutic

relationship.

Historically the psychological aspects of the behavior of crowds were
studied by French sociologists at the beginning of our century, followed by
the development of social psychology and, in the forties, by forms of collective
therapy. The founding of sensitivity training is attributed to the importance
given to group self-evaluation during sessions for training of community
leaders dealing with racial problems by three educational and social
psychologists, L. Bradford, B. Lippitt, and K. Berne in 1946. Out of this initial
effort, supported by the Gould Academy in Bethel, Maine, resulted the work of
the National Training Laboratories. Eventually in the fifties the emphasis
shifted toward individual self-actualization and in the sixties toward

antiintellectual and nonconforming techniques.

A variety of issues have risen in connection with this movement: the
transitional nature of their methods based on the “here and now”; their
appeal mainly to sophisticated people (not “patients”) of the East and West

Coast; the call for “honesty” on the part of every participant and leader (and
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the consequent ambiguous role of the leader, perceived as a peer but
different); the possibility of bringing underlying psychopathology to the
surface through these sessions; and consequently the ethical aspect of the

leader’s responsibility.

Similar issues have been raised in regard to nonverbal techniques
emphasizing the unity of body and mind and grouped under the term of
Gestalt therapy. Common to all of them (initiated by the neo-Reiehian A.
Lowen with his bioenergetie group therapy) is the postulate that release of
tension, which expresses itself through emotional disturbances or
peculiarities of muscular posture, can be achieved just as successfully through
physical activities as through verbal psychotherapy. The techniques
developed at the Esalen Institute in California since 1964 by F. Peris, B.
Schutz, and B. Gunther center around the manifestations of body language in

a variety of ways.

For the historian it is too early to pass judgment on the significance of
this movement, since it is not clear at this point whether it constitutes a
momentary fad or the beginning of a new orientation in psychotherapy. Itis a
fact that systems of healing of classical Greece and of Eastern civilizations
took into consideration the body as well as the mind, as pointed out in some
publications (such as Asian Psychology, edited by G. Murphy and L. Murphy;

Psychotherapy East and West, by A. Watts; and a number of monographs on
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Zen Buddhism). Those therapeutic methods, however, represented an
expression of their own culture, while the methods described in this section
appear to be isolated attempts to counteract the dehumanizing trends of our

civilization.

Research in Psychotherapy

Reference to research in regard to therapy, including psychotherapy,
has already been made in some scattered passages in this chapter. However,
the matter deserves more consideration in view of the importance of

psychotherapy.

Two points stand out, in some way related to each other. In the first
place psychiatrists appear to have been unconcerned traditionally with the
careful assessment of the results and follow-up of psychotherapy. This
attitude may have been due to a number of reasons: the discouraging number
of variables intervening in the psychotherapeutic process; the lack of
adequate training in research methodology for medical students; the
exclusion of psychologists and other research-oriented nonmedical
professionals from psychoanalytic associations; the adherence of each
therapist to a particular school, which interferes with the objectivity
necessary for research; the empirical attitude of the American mentality,

coupled with a humanistic defense of the individual obviously opposed to the
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quantifying orientation of research; and finally an exaggerated concern about

the confidentiality of psychotherapeutic scenes.

In the second place, partly as a result of this situation, partly as an
attempt to show their vital role in the field of psychotherapy, psychologists
have taken most of the initiatives in regard to research on psychotherapy.
This is substantiated by a perusal of the most important publications in this
field such as Methods and Research in Psychotherapy edited by L. Gottschalk
and H. Auerbach, Research in Psychotherapy by ]. Meltzoff and M. Kornreich,
preceded by the monographs Research in Psychotherapy (1959, 1962)

published by the American Psychological Association.

Since most psychiatrists appear to disregard psychological literature,
the introductory statement to a thorough review of the entire field of
research in psychotherapy by H. Strupp and A. Bergin seems justified: “Thus
far, research in psychotherapy has failed to make a deep impact on practice
and technique.” The few issues dedicated to this topic by the American Journal
of Psychotherapy, the small monograph Psychotherapy and the Dual Research
Tradition (1969) by the Group for the Advancement of Psychiatry, and the
above-mentioned Psychiatry as a Behavioral Science edited by D. Hamburg do

not essentially alter this statement.

This state of things, which accurately portrays the present situation,
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may, however, change in the future in connection with some developments:
the decrease of the omnipotent image of the therapist and of the charismatic
role of therapy; the influence of behavior models of psychotherapy conducive
to measurement; and the overall political and social situation, which calls for
a more thorough justification of the use of public funds in the field of mental

health, even in psychotherapy.

Milieu Therapy

The influence of the environment in the care and treatment of the
mentally ill in any institutional setting may have been overlooked, but it has
certainly been present from early times on. Evidence of the importance of
environmental factors can be easily found in the early psychiatric literature at
the beginning of the nineteenth century and then in the period of moral
treatment. Eventually, with the prevalence of large mental hospitals in the
latter part of the century, the environment became more custodial and

impersonal.

The advent of the psychodynamic approach did not alter this situation
as the focus came to be on neurotic, nonhospitalized patients. The same
situation persisted with the introduction of shock therapies in the late
thirties. Even the interpersonal theories of behavior that developed in this

country, while reducing the omnipotent role of the therapist to more modest
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proportions, did not modify the essentially obscure role of the environment.

A substantial change, in the sense of the environment itself becoming
the focus of attention, took place only in the mid-fifties in connection with
some important studies: notably, The Therapeutic Community (1953) by M.
Jones in England and The Mental Hospital (1954) by Stanton and Schwartz,
based on their experience at Chesnut Lodge, under the influence of F. Fromm-

Reichmann, H. Sullivan, W. Menninger, and others.

Since then many studies carried on in mental hospitals have attempted
to define the characteristics of the physical setting, roles and role
relationships, authority and control, communication and culture in general.
Much effort has been made to prove the underlying assumption that a stable
environment, in which the operating forces are known, contributes to the

reinforcement of the ego of the patient.

This has resulted in attempts at defining such forces in terms of conflict-
free areas of the ego and adaptation (H. Hartmann), in terms of clarification
and learning of roles (T. Parsons, G. Mead), on the basis of the notion of the
field of forces (K. Lewin’s “lifespace”), and from the overall perspective of
Western democratic society. Up until now the best attempt to conceptualize
the therapeutic areas of the environment remains Ego and Milieu Therapy by

J. Cumming and E. Cumming. It is likely that in the future the therapeutic
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milieu will increasingly be considered as an open system from the viewpoint
of the general systems theory and will be concretely affected by the

movement of community psychiatry.

Psychiatric Education

From the broad perspective of systems of healing and attitudes toward
the mentally ill in preliterate societies, it is clear that methods of
apprenticeship for medicine men have been in use from earliest times (for
instance, in the training of shamans in many cultures). Among their common
characteristics were the “call” of the candidate through dreams, a period of
isolation under the close guidance of an experienced healer, and finally the
return to the community, which had definite expectations of supernatural
powers in the new medicine man, to be manifested through rigidly
established rituals. All this, of course, bears resemblance to the training of

today’s psychotherapists.

However, the awareness of these similarities is only recent.
Traditionally psychiatric education has been traced back to the early
nineteenth century, when young physicians underwent a highly personalized,
yet unstructured, system of apprenticeship around moral treatment in the
early mental hospitals in the Western countries. The decline of such a

philosophy of treatment late in the century coincided with the rise of
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“scientific” psychiatry, mainly in German universities, based on the belief in

the ultimate neuropathological etiology of mental disorders.

In this country, instead, psychiatric training (as well as research)
continued to take place very empirically in mental hospitals, thus justifying
the famous critical address given by the neurologist W. S. Mitchell in 1894 at
the occasion of the fiftieth anniversary of the American Psychiatric
Association. Eventually a new spirit conducive to better training was
introduced at the beginning of this century at the Worcester State Hospital by
A. Meyer (who first developed there his “life chart” of the individual
development of the patient). Later on the Henry Phipps Clinic at Johns
Hopkins University also opened under Meyer’s leadership, following the
model of the Kaiser Wilhelm Institute for Psychiatry in Munich, the so-called

Kraepelin Institute.

Since then much has happened in the field of psychiatric training in this
country. The American Board of Psychiatry was established in 1934 to set up
standards of training and certify physicians in the specialty of psychiatry."
Around the same period teaching in psychiatry came to be organized, both at
the undergraduate and at the postgraduate levels, in a number of hospitals
and outpatient facilities with the help of private foundations (especially the
Commonwealth Fund and the Rockefeller Foundation) and a few interested

professionals (such as A. Gregg, F. Ebaugh, and C. Rymer, authors of
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Psychiatry in Medical Education, and H. Witmer, who published Teaching

Psychotherapeutic Medicine).

World War 11, by emphasizing the great need for psychiatry, led to a vast
program of psychiatric training by the Veterans’ Administration. From the
early fifties on, such a program has been undertaken almost exclusively by
the National Institute of Mental Health through its division of training and
manpower. By the time the First Conference on Psychiatric Education was
held at Cornell University in 1951, the report on medical education sponsored
by the Group for the Advancement of Psychiatry (1948) had identified the
main areas of training as personality development, unconscious motivations,
and dynamic comprehension of the individual case; a program of
“comprehensive medicine” inclusive of psychological development and case
work principles was developed in some medical schools (Western Reserve,
Colorado, Pennsylvania, Tennessee, and Harvard); and departments of
“behavioral sciences” and courses in “human ecology” were offered by others

(Syracuse and North Carolina, respectively).

In the fifties, with the rise of psychoanalysis, the issue of psychoanalytic
training as an essential aspect of the training of the psychiatrist, to be carried
on independently in psychoanalytic institutes or in the framework of medical
schools, became outstanding (for example, in the 1954 symposium in the

International Journal of Psychoanalysis and in F. Alexander’s Psychoanalysis
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and Psychotherapy). Despite the many controversies, this issue is still
unsettled today, but it has been essentially bypassed by the events related to
the decline of the psychoanalytic movement and the parallel rise of the
community mental health movement. Instead, what has remained of the
psychoanalytic influence has been the system of supervision, defined in its
threefold aspect of patient-centered, process-centered, and trainee-centered,

especially in the well- known study by R. Ekstein and R. Wallerstein.

In the last two decades most of psychiatric training has taken place with
the support of the federal government: the original program of NIMH began
with a little more than 200 grants annually and now is in the realm of 10,000.
This has had, on the one hand, the advantage of fostering a certain degree of
homogeneity and of maintaining high standards; on the other hand, it has
tended to favor large and well-known centers located in urban areas, thus
interfering with the aim of making psychiatry available even in less populated

areas of the country.

Serious efforts have been made toward offering a comprehensive type
of training, including experience in state institutions, outpatient clinics,
special facilities (for example, for children or for delinquents), and presenting
a manifold philosophical orientation (genetic, organicistic, psychodynamic,
and epidemiological) and various therapeutic approaches (chemotherapy,

individual as well as group and family therapy, and others). In view of the
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vastness of each new field of psychiatry, such an ambitious program can be

realistically carried on in very few places.

Likewise, limited success has characterized the various efforts to
influence practicing physicians to take a more progressive attitude toward
psychiatry and emotional disturbances in general, either at the
undergraduate level or at the postgraduate level, with the help of federally
supported seminars. In spite of the widespread belief of the pervasive
influence of mental on physical pathology in many patients (as represented in
the appealing volume Man, Mind and Medicine, edited by the distinguished
surgeon, Oliver Cope), only slow gains toward the acceptance of psychiatry
have been made thus far among the already established professionals. The
young physicians recently graduated from medical schools seem to be more
open-minded toward psychiatry, even in regard to some new controversial

therapeutic group approaches.

Recent developments in the field of psychiatric education include the
tendency toward specialization in psychiatry during training in medical
school and toward training in a subspecialty of psychiatry during the
residency period (initiated at Yale); the concern for providing adequate
training in community psychiatry, especially in regard to urban problems; the
controversies related to discontinuing the internship before the psychiatric

residency (as a result of the Mill’s Citizen’s Commission on Graduate Medical

American Handbook of Psychiatry: Volume 1 231



Education in 1966); finally the programs for continuing education for
psychiatrists (mainly under the leadership of the late W. Earley) and the self-

assessment project sponsored by the American Psychiatric Association

The future of psychiatric manpower remains far from bright although
between 10 to 20 percent of medical students decide now to embrace
psychiatry, which has become the third largest specialty. Also a cause of
concern is the shortage of psychiatrists actively involved in research, in spite

of the efforts made by the National Institute of Mental Health.

In recent years it has become apparent that many young psychiatrists
are interested in humanistic medicine, that is, in the comprehensive approach
to patients of any social class and their families and communities.
Unfortunately the training of the physician and, subsequently, of the
psychiatrist is so long as to discourage a number of young men from entering
this field. This has given further impetus to the proposal—advanced by L.
Kubie years ago—to establish a doctorate in medical psychology. In view of
the traditional determination of professional psychiatric and psychoanalytic
organizations to limit training in psychotherapy to physicians, this has
remained a very debatable issue up until now. But efforts in this direction
continue to be made, as evidenced by the recently published book New

Horizons for Psychotherapy, Autonomy as a Profession, edited by R. Holt.

www.freepsychotherapybooks.org 232



The future of psychiatric education, though promising in terms of
innovations and increased flexibility, has recently been clouded by the
financial restrictions applied to the budget of the National Institute of Mental
Health. This may result in a broader support of training at the state and local

levels, whose impact in psychiatry is difficult to assess at the present moment.

American Psychiatry in the Context of Psychiatry in Other Countries

Within the limits of this chapter it is possible only to present some
general trends concerning the interplay of psychiatry in the United States and
in other countries, the reciprocal influence of models of the mind and
therapeutic methods, and the foreseeable developments in the future. Since
no comprehensive publication on psychiatry throughout the world exists at
the moment, the following remarks are the result of a broad perusal of
pertinent literature scattered in many publications. The lack of a
comprehensive view on this subject here is partially compensated for by the
various references to theoretical and practical aspects of psychiatry in other

countries made in other sections of this chapter.

From the overall historical perspective the relevance of discussing
psychiatry abroad for a better comprehension of American psychiatry is
unquestionable, at least on three grounds: (1) the manyfold cultural

traditions from Europe, Africa, and, to a less extent, other continents that are
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the basis of American society; (2) the persistent interest that this country has
had in supporting scientific and humanitarian projects abroad, especially in
Western countries damaged by World War II, some countries of Latin
America, and newly developing Afro-Asian areas; (3) the convergence of
practical methods of healing carried on in underdeveloped countries and

approaches to community mental health recently introduced in this country.

Even a succinct discussion of the above points calls, however, for some
preliminary considerations. The methodological perspective in the
comprehension of other countries has undergone a tremendous change in the
course of the century and a half of development of modern psychiatry. During
a good part of the nineteenth century American psychiatry tended to follow
European psychiatry, first in regard to the practical aspects of moral
treatment, then in regard to the clinical orientation of the French school and
the theoretical research on neuropathology of German universities. The
acceptance of the Freudian message, prepared for by the emphasis on
environmental factors in the etiology of emotional disturbances brought
forward by various trends (progressivism, behaviorism, Meyer’s
psychobiology), led to the tendency to assess mental pathology and attitudes
toward the mentally ill in our country from the almost exclusive perspective
of psychoanalysis up until recently. Finally, parallel to the spread of the
community mental health movement and to the progress in communication

systems (easy transportation, international meetings, speedy translations),
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approaches to mental illness and its treatment carried on in other countries

are becoming more known even in the United States.

Concomitant with this has been a better definition of the three growing
fields of: (1) transcultural psychiatry, in which scientific observation is
extended to non-Westem practices; (2) cross-cultural psychiatry, which
focuses on comparative and contrasting dimensions of psychiatry in various
countries; (3) international psychiatry, which emphasizes teaching, training,
and, in general, organizational aspects in the different political entities of the
world. These three fields overlap to a certain extent, and, furthermore, a
thorough discussion of the first two will be offered in other sections of this
handbook. Consequently here the presentation will be limited mainly to the
developmental aspects of international psychiatry, which is not covered

elsewhere.

In spite of the tendency toward the spread of Western practices all over
the world, resulting in the transformation of “pure” cultures into cultures at
different levels of acculturation, for didactic purposes the following
discussion is divided into: (1) countries of the Western tradition, that is,
mainly Europe (including Russia), Canada, Australia, South Africa, Israel,
Latin America; (2) countries of the Far Eastern tradition, that is, India, Japan,
China, and some others; and (3) international psychiatry. The developments

of psychiatry in these various countries will be presented essentially in their
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relevance to American psychiatry.

Psychiatry in Countries of the Western Tradition

On the one hand, in view of the different ethnic, cultural, economic, and
political aspects of the many countries of the Western tradition, it is
impossible to present the developments of psychiatry in a compact and
unitary form. On the other hand, the interchange of ideas and people among
these countries has been so great that it is impossible to conceive of the
developments of psychiatry in each one of them independently from the
others. Yet some general characteristics have emerged in most of these

countries, and the discussion will center around them.

To begin with, a few main aspects stand out clearly on the basis of some
important publications by G. Allport, H. Ellenberger, L. Beliak, and a few
others. There are many similarities between British and American trends, at
variance with continental trends: the empirical tradition (derived from
Locke), which emphasizes environmental forces, social interaction, and
optimistic expectations; a positivistic approach to the formulation of “brain
models”; the study of traits, attitudes, and motivation rather than the total
personality; the tendency to consider mental disturbances as “reactions”
rather than symptoms; the inclination toward pragmatic use of therapeutic

methods developed somewhere else regardless of theoretical speculations;
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finally the interest in experimentally testing the above methods by
interdisciplinary teams of scientists. The main difference between Great
Britain and the United States consists, of course, in the uniformity of the
ethnic and cultural scene of the former vis-a-vis the racial and social
pluralism of the latter, with definite repercussions on psychiatry. This is
reflected in the mobility of professionals in psychiatry and collateral fields,
leading to rapid spread of ideas, homogeneity in clinical practices, and eclectic

approaches.

In contrast, Continental Europe, with the notable exception of Russia
and, to a less extent, of other communist countries, has been characterized by
the rational tradition (derived from Leibnitz and Kant), which has resulted in
a more philosophical view of mental life; the persistent concern with the
“whole man,” which stems from the Greek tradition and which is somehow
responsible for a humanistic (and humanitarian) orientation; a pessimistic
orientation toward life in general, probably influenced by the long-term
experience of wars, migrations, famines, exterminations, and other horrible
events, as evidenced by Freud’s preoccupation with death and by the
dramatic aspects of the existentialist movement; a concern with the
individual rather than with the social dimensions of the personality; a
preoccupation with symptomatology and diagnostic categories at the expense
of therapeutic efforts; a succession of brilliant “discoveries,” from

psychoanalysis to shock treatment, psychopharmacology, and community
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psychiatry, by isolated scientists; finally a tendency toward fragmentation of
psychiatric theory and practices into definite “schools,” each one led by an
academician and followed by his pupils (and represented by special journals

and publications), quite often bitterly opposed to each other.

In general, it is very difficult to follow the developments connected with
the interrelationship of American and European psychiatry. Regardless of
differences due to language barriers, personality patterns, and social customs,
the traditional influence of European on American psychiatry underwent a
significant change after World War II; such an influence persisted in regard to
discoveries and introduction of new therapeutic systems (for example, in
community psychiatry), but was paralleled by an opposite influence of
American on European psychiatry, especially in the fields of psychoanalysis,

child psychiatry, research, and training.

Historically it would appear that certain periods have been
characterized by a common psychiatric approach in Europe and the United
States: (i) moral treatment in the early nineteenth century; (2) organicistic
philosophy in the late nineteenth century; (3) psychoanalytic influence in the
early twentieth century, followed by an interest in shock treatment later on;
(4) psychopharmaeologi- cal approach and methods of community psychiatry
in the last two decades. For the purpose of this chapter the discussion will be

necessarily limited to this last point, as advances in chemotherapy have
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already been discussed above, also from the international perspective.

Interest in community psychiatry began to be noticeable in this country
in the mid-fifties, following the important publications in England on the
“open-door policy” in mental hospitals, on day hospitals (]. Bierer), and on the
therapeutic community (M. Jones), as well as the successful program of public

mental health introduced in Amsterdam by A. Que- rido.

Shortly thereafter, the volume Impressions of European Psychiatry
(edited by W. Barton, et al.) appeared in 1959 under the sponsorship of the
American Psychiatric Association. It then became evident what the main
positive aspects of European psychiatry consisted of: a better reciprocal
respect between patients and staff in institutions, probably because of the
humanitarian tradition, systems of education, and division into rigid class
systems; a more supportive role by physicians (paternal), by nurses, at times
religious (maternal), and by community resources of all types (this latter
related to the social stability of the population), resulting in better systems of
communication, involvement with families, partial hospitalization, and
follow-up; a flexible therapeutic approach, based on chemotherapy and short-
term psychotherapy, and carried on by a dedicated staff more interested in
their professional vocation than in financial rewards. On the negative side
were the uneven and loose systems of training, the lack of systematic support

for research even to dedicated scientists, the resistance of professionals to
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work in interdisciplinary teams (especially in areas such as child psychiatry
where this approach is most valid), the dependence of psychiatry on
neurology in some Latin countries, the tendency to centralize the decision-
making process in psychiatry (be this service, training, or research) on a few

people.

Interesting enough from the historical perspective is the fact that
European psychiatry, which appeared to be backward when seen from the
American psychoanalytic viewpoint of the fifties, was seen as advanced from
the viewpoint of community psychiatry of the sixties. Somewhat related to a
more tolerant attitude toward the mentally ill on the part of society, which is
basic to community psychiatry, is the pervasive European belief that mental
illness is occurring to an individual rather than being synonymous with him

(that is, a patient “has” a schizophrenic illness, but he is not “a

schizophrenic”).

In Great Britain the brilliant psychiatric tradition, initiated with the
“moral treatment” and the movement of “no restraint” in the early nineteenth
century, was later influenced by the evolutionary concepts of C. Darwin, T.
Huxley, and H. Jackson. At the beginning of this century, under the impact of
Meyer’s psychobiology and Freud’s notions, psychoanalysis received great
impetus there, mainly through the work of E. Jones. Eventually a good

number of psychoanalysts preferred to accept the concepts advanced by M.
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Klein and even to follow ideas put forward by C. Jung. The trend of
organicistie psychiatry has remained very strong, however, in line with the
excellent neurological tradition. Training and research are mainly carried on
at the Tavistock Institute of Human Relations and at the University of London
Institute of Psychiatry, linked to Bethlem Royal Hospital and Maudsley
Hospital, while the most important periodical is the British Journal of
Psychiatry (which superseded the Journal of Mental Science). Many of the
3,350 practicing psychiatrists hold the Diploma in Psychological Medicine and
gather around the Royal Medico-Psychological Association, founded in 1841.
Among the most prominent psychiatrists are (or have been) D. Henderson, D.
Hill, J. Bowlby, E. Miller, A. Lewis, D. Winnicott, W. Fairbain, W. Sargant, D.
Leigh, ]. Howells, and G. Carstairs. Since 1930, when the Mental Health Act
was passed, the social dimension has continually gained importance in
psychiatry: in 1948 the National Mental Health Service Act placed the care
and treatment of the mentally ill under the Ministry of Health on a regional
basis; the Mental Health Act of 1959 removed any legal distinction between
patients in psychiatric and in general hospitals. The great majority of
psychiatrists work in the context of social medicine and private practice is

very limited.

In France the pioneering work of Pinel was followed by his favored
pupil Esquirol and by many others mainly interested in the clarification of

clinical symptoms, in the connection with neurology and in legal- psychiatric
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matters in the mid-nineteenth century. Later on the advances made in
neurophysiology (C. Bernard), psychopathology (T. Ribot), experimental
psychology (A. Binet), and social psychology (E. Durkheim and others) were
overshadowed by the clinical application of hypnosis to neurotic disorders by
the school of Salpetriere in Paris (J. M. Charcot) and by the rival school of
Nancy (H. Bernheim and A. Liebeault), both of which influenced Freud
directly as well as P. Janet (1859-1947 ). Through Janet and some of his early
disciples the psychoanalytic movement developed on a limited scale, also
with the support (in contrast to the belief of many) of some progressive
Catholic quarters. Aside from some psychotherapeutic innovations (such as
the technique of “directed daydream” by R. Desoille) the most important
event has been the secession from the Psychoanalytic Society of Paris by the
French Psychoanalytic Society, led by D. Lagache and ]. Lacan; the latter is the
author of a famous paper (1953) in which he identified the structure of the
unconscious with the structure of the language. Another important group of
psychiatrists has centered around the journal Evolution Psychiatrique, mainly
dominated by F. Minkowsky, a pioneer in the field of phenomenology
(represented by M. Merleau-Ponty) and not immune from existentialist
influences (J.-P. Sartre). In recent years the two psychiatrists J. Delay and H.
Ey, both authors of many publications aiming at the integration of organic and
dynamic concepts, have acquired prominence. Recognition has also been

given to projects in community psychiatry (especially in the thirteenth
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arrondissement in Paris). The new trend of structuralism—mainly
represented by the anthropologist C. Levi-Strauss and the philosopher M.
Foucault (the latter is the author of an important historical study of
psychiatry in the age of the Enlightenment)—may also influence psychiatry
considerably. Finally mention should be made of the traditional international
role played by France, which has contributed to the communication of ideas;
in Paris were held both the First International Congress of Child Psychiatry

(1937) and the First World Congress of Psychiatry (1950).

Belgium, the country where family care of the mentally ill was continued
uninterruptedly at Gheel from the thirteenth century to the present, has
essentially followed the French tradition. At the Catholic University of
Louvain, where psychology was initiated by Cardinal Mercier, efforts to
combine psychoanalysis with a spiritualistic conception of man were made by
A. Michotte and ]. Nuttin. The Netherlands, where ]. Wier, the sixteenth-
century pioneer of modern psychiatry was born, has lately become known for
the important school of phenomenology (J. Buytendijk, H. Van den Berg, H.
Riimke, and others) and for advancements in community psychiatry (A.

Querido).

In Germany psychiatry appears divided into many schools, historically
explainable on the basis of the political and academic independence of each

region. The controversy between the “mentalists” and the “somatists” in the
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early nineteenth century resulted in the predominance of the latter,
represented by W. Griesinger and later by the school of anatomopathology
and histopathology (C. Wernicke, T. Meynert, O. Vogt, and others). Early in
this century, preceded by the clinical contributions of E. Hecker and K.
Kahlbaum, E. Kraepelin established the fundamental dicot- omy of manic-
depressive psychosis versus dementia praecox, which influenced nosology
everywhere. It was followed by the constitutional school of personality of E.
Kretschmer and by the important trend of genetic psychiatry, mainly
represented by E. Rudin and his pupil, F. Kallmann; the latter was active for
many years at the New York Psychiatric Institute. It is regrettable that in
Germany some adherents to genetic psychiatry attempted to offer scicntific
justification for the Nazi persecution of the Jews and the alleged superiority of
the Aryan race. In the thirties for a few years the Berlin Psychoanalytic
Institute, where didactic analysis was first introduced, acquired prestige.
After World War II the various psychiatric trends have all been influenced by
the existentialist movement, anticipated by the philosophers Husserl and
Heidegger: the clinical contributions by H. Griihle, V. Gebsattel, V. Weizsacker,
K. Kolle, as well as the so-called neopsychoanalytic movement of H. Schultz-
Henke, the current centered around the journal Psyche (edited by A.
Mitscherlich), the yearly “Lindauer Psychotherapeutic Week” organized by
Speer and others. Mention should also be made of ]. Schultz-Henke’s

“autogenic training,” which combined Western and Eastern healing practices,
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the contributions to ethology by K. Lorenz and others (N. Tinbergen, C.
Schiller, H. Hass ), and the recent studies dealing with sociological (including
Marxist) aspects of psychology, preceded by the pioneering work by T.
Adorno in this country and then in Germany (especially his study on the
authoritarian personality). Valuable historical studies on psychiatry have also

appeared there.

In Austria basic concepts of mental hygiene anticipating
psychodynamics advanced by E. von Feuchtcrsleben (Textbook of Medical
Psychology, 1845) and, later on, studies by the organicistic school (T. Meyncrt,
R. Krafft- Ebing) received impetus through the renown of the medical school
of Vienna and the extension of the Austrian empire. For the past two decades
or so the developments of Freud’s ideas and of the psychoanalytic movement
have been the subject of many studies in the United States. In Austria,
however, Freud’s role remained quite limited among his contemporaries,
when compared with the success achieved by the Nobel Prize winner
Wagner- Jauregg, discoverer of malaria therapy (1917) and, later on, by M.
Sakel who introduced insulin therapy in the thirties. Almost all of Freud’s
pupils from Austria (as well as the sympathizer P. Sehilder, whose studies on
the body image and on clinical applications of psychoanalysis have become
largely known in this country) emigrated to the United States, with the
exception of A. Aichhom, who did pioneering work on the psychoanalytic

treatment of juvenile delinquents. In recent years, aside from academic
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psychiatry (mainly represented by A. Stransky and H. Hoff), recognition has
been accorded to logotherapy (V. Frankl) " and so-called personalistic
psychoanalysis (I. Caruso, W. Dain), which emphasizes values and the

purpose of life rather than gratification of instincts.

Switzerland has gained an important place in the development of
modern psychiatry, probably owing to its geographical location, traditional
neutrality, and multilingual background. In Geneva psychology was cultivated
at the Institut Rousseau in succession by T. Flournay, E. Claparede, and ].
Piaget (whose studies on the development of the child have become
universally known and have increasingly been compared with
psychoanalysis). Except for the method of “sleep therapy” introduced by J.
Klaesi in Bern in 1922, psychiatry, instead, has traditionally flourished in
Zurich, mainly at the mental hospital of Burghholzli, directed in succession by
A. Forel, E. Bleuler (who coined the term “schizophrenia”), " and then M.
Bleuler. There A. Meyer received his first psychiatric training before moving
to this country; the clinical application of psychoanalysis was first introduced
by C. Jung (who wrote his famous works on dementia praecox and word
associations early in this century); and H. Rorschach developed his test that
soon became known the world over. Aside from Jung’s followers such as C.
Meier, C. Kereny, and others, gathered around the Jung Institute in Zurich and
the so-called Eranos meetings in Ascona, worth remembering are the names

of the psychoanalysts R. De Saussure, C. Baudouin, O. Pfister, A. Maeder, E.

www.freepsychotherapybooks.org 246



Oberholzer (who moved to New York City, where he introduced the
Rorschach test in the twenties), and H. Zulliger. In recent years existential
analysis—mainly represented by L. Binswanger, M. Boss, G. Bally and a few
others, all originally influenced by psychoanalysis—has acquired momentum.
Aside from biological studies relevant to psychosomatic medicine and
psychodynamics (R. Brun, A. Portmann) and eharaeterological studies (L.
Klages, L. Szondi), two main trends have emerged in Switzerland: child
psychiatry, mainly represented by A. Repond, M. Tramer, L. Bovet, ]. Lutz, and
H. Hanselmann (who initiated the movement of “Heilpiidogogik” on
therapeutic education), and known through the international journal Acta
Paedopsychiatrica; and the psychotherapeutic treatment of schizophrenia,
which, related to the pioneering contributions by C. Jung, E. Bleuler, and A.
Storch, has been applied first by M. Seehe- haye with her technique of
“symbolic realization” and then by C. Miiller in Bern and by the Italian-born G.
Benedetti in Basel. Finally mention should be made of the outstanding
contributions made by some chemical companies of Basel to the development
of psychopharmacology and of the role played by Switzerland in sponsoring
international meetings (notably, the First International Congress on
Therapeutic Education in 1939 and the Second World Congress of Psychiatry
in 1957, both held in Zurich).

In Scandinavian countries psychiatry has been dependent on the

German tradition up to World War II and on the English tradition thereafter.
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The psychodynamic influence has been limited; it is important mainly at the
Erica Foundation for Child Guidance in Stockholm and at the Therapeia
Foundation recently established in Helsinki by the Swiss-trained M. Siirala. In
view of the stability of the social situation and the long-term absence of great
military conflicts, research on hereditary factors in mental illness has
received a great deal of attention (T. Sjogran, G. Langfeldt) in the context of a
strongly supported organicistic framework in psychiatry, as evidenced by the
studies published in the important journal Acta Psychiatrica et Neurologica.
The broad-minded social legislation enacted in Scandinavian countries for
some time has brought about successful developments in community mental

health.

Italy, Spain, and Portugal are presented together here because of close
ethnic, religious, and cultural affinities that justifiably can be extended to
psychiatry. In these countries care of the mentally ill has had an illustrious,
centuries-old tradition, psychiatry has been predominantly organicistic and
dependent on neurology, and psvchodynamics has been opposed by the
Fascist and Franchist political regimes on various grounds. In Italy the
pioneering reform in the treatment of mental patients introduced by V.
Chiarugi in Florence at the end of the eighteenth century was soon forgotten.
Instead more recognition was accorded to the histoneurological studies by
the Nobel Prize winner C. Golgi and the pathographic studies by C. Lombroso

—the founder of criminal anthropology—early in this century. At the
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University of Rome S. De Sanctis’s notions on child psychosis (Dementia
praecocissima, 1906) were soon overlooked, while electric shock introduced
by U. Cerletti and L. Bini in the late thirties was applied everywhere. Recently

interest in psychoanalysis and existentialism has increased.

Spain, considered “the cradle of psychiatry” because of the foundation of
some pioneering mental hospitals in the fifteenth century, later on went
through a long period of decline. Only at the beginning of this century ample
recognition was granted to the studies on histopathology of the nervous
system by Ramon y Cajal and his school. In recent years psychodynamic and
existentialist concepts have gained momentum there (J. Lopez-Ibor, R. Sarro),
and psychiatry has been given more recognition, as evidenced by the Fourth
World Congress of Psychiatry held in Madrid in 1966. Important studies on
the history of psychiatry have been published there. Portugal has become
known in psychiatry because of the introduction of frontal lobotomy there in

1936 by E. Moniz, who eventually received the Nobel Prize.

Among the various countries of the British Commonwealth, Canada has
traditionally been in the unique position of economic and cultural
dependence on the United States. In fact, developments in Canadian
psychiatry have been often considered in conjunction with American
psychiatry, and the interchange of professionals has always been very high

(for example, C. Farrar from Toronto was for many years editor of the
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American Journal of Psychiatry, and E. Cameron was elected president of the
American Psychiatric Association). The psychoanalytic movement, first
introduced by E. Jones in Toronto early in the century and then dependent on
the British association, gained autonomous status in the fifties. It has been
heavily influenced by Catholic philosophy in the French province of Quebec
(for example, by K. Stern in his The Third Revolution and by N. Mailloux at his
Centre d’Orientation for delinquent adolescents in Montreal), where religious
orders have taken care of institutionalized mental patients for the past two
centuries. Academic psychiatry has been particularly cultivated in Toronto
(mainly at the Toronto General Hospital and at Clarke Institute founded in
1966) and in Montreal, where the Allen Memorial Institute at McGill
University (opened by E. Cameron in 1944) has acquired prominence through
the work by E. Wittkower on psychosomatic medicine and transcultural
psychiatry, R. Cleghorn on neuroendocrinology, H. Lehmann on
psychopharmacology, as well as through the participation of fine neurologists
(W. Penfield, H. Jasper, F. Gibbs, E. Gibbs, and H. Selye, who described the
general adaptation syndrome). Since the 1,600 practicing psychiatrists are
mainly located on the east and west coasts, efforts have been made (for
example, through the report More for the Mind published in 1963 by the
Canadian Mental Health Association under the leadership of ]. Griffin) to
establish a network of services of community psychiatry throughout the

whole nation. Such an endeavor, also supported by the Canadian Psychiatric
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Association (founded in 1951), has already led to considerable progress in
some provinces, notably in Saskatchewan, as reported in the Canadian
Psychiatric Association Journal published since 1956. The Third World

Congress of Psychiatry was held in Montreal in 1961.

In Australia the 500 practicing psychiatrists are increasingly involved in
a vast program of mental health services (following the project initially
developed by the State of Victoria, where a Mental Health Research Institute
has been operating under A. Stoller since 1955), while relatively few take part
in the psychoanalytic movement (at the Melbourne Institute of

Psychotherapy).

In South Africa, Hong Kong, and other countries of the Commonwealth,
aside from development of the Western practice of psychiatry, important

research on transcultural psychiatry has been carried on.

Israel, a small and young nation, offers a great deal of interest for
psychiatry. Even before that country officially became independent in 1948,
some psychoanalysts practiced there: M. Eitington from Berlin, P. Wolff from
Russia, and E. Neumann of the Jungian school. Since its founding Israel has
become a fertile ground for psychiatry in three main areas: (1) coping with
psychiatric problems of migration and acculturation, related to the rapid

conglomeration of people from many parts of the world (for example,
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Migration and Belonging by A. Weinberg); (2) establishment of a
decentralized program of community psychiatry (in general hospitals, special
centers, “therapeutic communities,” and “work villages”) facilitated by the
lack of a tradition of institutional psychiatry; (3) relevance for personality
development and psychopathology of raising children in the collective form of
the kibbutz, made the subject of many studies even by American authors. In
the academic field psychiatry is cultivated at Tel Aviv University and
Hadassah University in Jerusalem, and research is published in the Israel

Annals of Psychiatry and Related Disciplines.

Psychiatry in Latin America offers a very complex and varied impression
owing to marked differences in the ethnic composition (especially Indians),
geographical and cultural situation, economic and social level in each country,
in addition to the unstable political scene. Yet certain common trends can
definitely be seen everywhere: Western psychiatry has tended to be practiced
mainly in urban areas under the strict leadership of a university professor;
the prevailing psychiatric orientation was dependent on the French tradition
in the mid-nineteenth century, later on the German tradition, and after World
War II on the American tradition; in many countries methods of indigenous
psychological healing continued to be practiced in preliterate cultures, though

increasingly influenced by Western civilization.

The efforts made toward improvement in the field of psychiatry by the
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Inter-American Council of Psychiatric Associations—including the American,
the Canadian, and the Latin American Associations—have led to rather
meager results thus far. In general, most of the broad long-range projects
initiated in Latin America tend to achieve limited results because of social and

political difficulties.

Puerto Rico is in a particular situation, since a considerable percentage
of its population has relocated itself in the United States since the end of
World War II. From the psychiatric perspective two main areas are thus
identifiable: (1) the psychiatric problems presented by those who decided to
resettle in American communities, related to the dynamics of separation from
their background and difficulties in acculturation (language barriers, loss of
the extended family, stress of urbanization and industrialization, and so forth)
and resulting in a colorful psychopathology characterized by the so-called
Puerto Rican syndrome ” (a sort of hysteric attack highlighted by sudden loss
of control, falling to the floor, and hyperkinetic movements of various kinds),
frequent suicide attempts, and a high percentage of psychosomatic (especially
asthmatic) disorders, for which short-term psychotherapy and chemotherapy
carried on in emergency services and storefront facilities appear most
successful; (2) the psychiatric problems of the population remaining in
Puerto Rico, taken care of by about 100 psychiatrists. Most work in
institutional settings, and others are connected with the Puerto Rican

Institute of Psychiatry, reorganized in 1958 with American help but
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functioning under local leadership (E. Maldonado, R. Fernandez, and others).

In Mexico the American influence has been particularly strong, both in
the overall field of psychiatry (mainly represented by A. Millan, R. de
LaFuente, ]. Velasco Alzaga, and others) and in psychoanalysis (E. Fromm has
been active since 1951), as evidenced by the Fifth World Congress of
Psychiatry held in Mexico City at the end of 1971. Knowledge of the family
and cultural background underlying individual psychopathology (extended
family, masculinity of the man and dependence of the woman, formalistic
expressions of social behavior, etc.) has been increased through the

anthropological books of O. Lewis (Life in a Mexican Village, 1951).

In Cuba the traditional American influence on psychiatry has been
drastically reduced by the advent of the Marxist regime. A magazine on
transcultural psychiatry Revista de Psiquiatria Transcultural is edited there by
the leading psychiatrist, ]J. Bustamante. Likewise, it is difficult to assess the
position of psychiatry in Chile, where psychodynamic concepts were
introduced in the past (mainly by ]. Matte-Blanco and C. Nassar), after the rise
to power of the leftist government of the physician S. Allende, who was

himself interested in mental health in the thirties.

In contrast, the situation has remained more conservative in Colombia,

where C. Leon is the most active psychiatrist, and in Peru, where
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psychodynamic notions were introduced first by H. Delgado and later by C.
Seguin and where an Institute of Social Psychiatry was founded in 1967 at the
University of San Marcos in Lima, the oldest medical school in the American

continent.

In Brazil psychiatry has developed mainly in the coastal cities, while in
the interior—as in other Latin American countries—systems of healing are
still carried on in the traditional framework of preliterate societies. In Rio de
Janeiro after World War II the German-born W. Kemper introduced
psychoanalysis and the Spanish-born E. Mira was active in various areas of
psychiatry. More recently impetus for psychiatry has been provided in Sao

Paulo by A. Pacheco e Silva.

Finally in Argentina psychiatry and, in particular, psychoanalysis have
acquired a great deal of acceptance, probably as a result of the immigration
there of some Jews from Central Europe in the thirties, followed by many
other immigrants in the late forties. All this overshadowed the fact that
important pioneering work in psychiatry by some pupils of the Italian
Lombroso had taken place there early in the century. The Argentine
Psychoanalytic Association, founded in 1942, publishes the important Revista
de Psicoanalisis of eclectic orientation (that is, influenced by Kleinian,
Adlerian, and Jungian trends). Recently some have followed Pavlovian

concepts. Among the professionals recognition has been won by A. Garma for
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his studies on peptic ulcer and by E. Krapf for his influence in the academic
field. A National Institute of Mental Health, aimed at providing better facilities

for the mentally ill throughout the whole country, was founded in 1957.

Russia and the communist countries offer a rather complex and varied
picture from the historical perspective. Russia and Yugoslavia present a
manifold background in terms of ethnic, linguistic, and religious dimensions;
in most communist countries, with the exception of Czechoslovakia and, to a
less extent, of Russia, an agricultural economy prevails. Also their allegiance
to the Marxist doctrine is not homogeneous. In terms of psychiatry proper,
Western influences have always been prominent, first the German
organicistic school in the mid-nineteenth century, then the French clinical
school of hypnosis at the end of the century, followed by a short-term
Freudian orientation in the twenties, and, from then on, by the Pavlovian

doctrine.”

Russian psychiatry remained virtually unknown to the United States
because of the reciprocal attitude of diffidence and lack of contact. Since
foreign travelers have been admitted to communist countries in the last
decade, a number of reports (including an official one by a special mission of
the American Psychiatric Association in 1967) have become available. It has
been found that Russia has developed a network of services for mental

patients, first at the level of the polyclinic (one for every 5,000 people), then
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the neuropsychiatric dispensary (one for every 500,000 people), and finally
the district mental hospital, in all of which extensive work on prophylaxis,
diagnosis, and rehabilitation takes place. Such work is possible because of the
large number of physicians (more than 600,000 mostly women), nurses, and
medical technicians (that is, paraprofessionals, called “feldshers”) available in
community facilities as well as in mental hospitals (where the ratio of
physicians to patients is 1:16). Therapy centers around social readaptation,
by keeping patients as “vertical” as possible and by the eclectic use of short-
term supportive relationship, chemotherapy, suggestion (up to hypnosis), and
an extensive program of day care (initiated in 1930) and sheltered
workshops, often in conjunction with industries. In contrast to the United
States, the conception of psychiatry from the narrow “medical” perspective
(reinforced by the view of psychodynamics as linked to the bourgeois
system), " with the consequent complete absence of the collateral fields of
clinical psychology and social work, the limited research facilities (mainly at
two centers in Moscow and Leningrad), and the recently established
complacency of some psychiatric hospitals in certifying as mentally ill

enemies of the regime have naturally been seen in a very negative light.

Despite this, Soviet psychiatry, in the past considered backward from
the psychoanalytic viewpoint, has recently elicited a favorable or at least an
interested attitude in this country for two reasons: from the perspective of

therapy, because of the spread of behavior therapy, whose philosophy has
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been heavily influenced by Pavlovian notions; from the perspective of
community psychiatry, because of the apparent success achieved in providing
services for the mentally disturbed at the community and district level. Aside
from the 20-year-old monograph on Soviet psychiatry by ]. Wortis, the recent
historical study by ]. Brozek and D. Slobin, and some reports by Russian
authors translated into English, much more direct knowledge of psychiatry,
especially in relation both to the scientific attitude and the political
dimension, is needed. It looks as if both the United States and Russia may gain

from the reciprocal observation of their psychiatric systems.

The other communist countries present considerable differences from
Russia because of the reasons mentioned above, in spite of the efforts made
by them to introduce a national system of psychiatric services early in the
fifties. East Germany, Hungary, Czechoslovakia, and the Croatian part of
Yugoslavia tend to be heavily influenced by Western psychiatric concepts,
which had a long tradition in each one of them. In Poland much of the care for
the institutionalized mentally ill is still in the hands of Catholic orders, while
in Bulgaria and Runumia, as in the rest of the communist countries, systems
based on Pavlovian principles are reinforced under the pressure of political
forces. Even more than for Russia, firsthand reports (with the exception of the

books edited by A. Kiev and by ]J. Masserman, respectively) are lacking.

Psychiatry in the Countries of the Far Eastern Tradition
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From an overall historical perspective—and taking into consideration
the need to simplify matters in a short historical presentation—the countries
of the Far Eastern tradition can roughly be divided into three types: (1) those
that developed as part of the British Commonwealth (India, Ceylon, etc); (2)
those in which psychiatry consisted of the amalgamation of autochthonous
practices and Western concepts (Japan, Philippines, Taiwan); (3) and those in
which indigenous practices were only very limitedly influenced by foreign

notions.

In India official psychiatry was once represented by the Indian Division
of Royal Medico-Psychological Association, which in 1947 became the Indian
Psychiatric Society. Today there are about 200 psychiatrists for a population
of more than 500 million. Psychiatric facilities tend to be undeveloped, and
many mentally ill receive minimal care in their communities. Worth
mentioning is the rapprochement between traditional Hindu concepts of the

mind (yoga and others) and some contemporary Western systems.

In Japan academic psychiatry was in the past heavily influenced by the
German school, while, in general, the attitude toward the mentally ill was
rather punitive or neglectful (with some exceptions, such as the system of
community care practiced at Iwakura, near Kyoto). In the late twenties the
psychoanalytic movement had a number of followers there, especially in the

large cities, although in retrospect it appears that Freudian notions were
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basically modified by local customs— childrearing, role of the woman, servile
attitude toward the elders and, in particular, the Emperor, and, in general,
ambivalence toward Western progress, admired but also hated (J. Moloney’s
Understanding the Japanese Mind, 1954). Around the same time the so-called
Morita therapy (named after the Tokyo psychiatrist S. Morita) was
introduced, with a moderate degree of success that has persisted to the
present. Essentially intended for patients suffering from neuroses and
compulsions (common in Japan because of the tendency of people to
internalize conflicts), this method consists of a period of complete isolation in
bed, followed by progressive activity up to reinsertion in the community,
carried on in a rigidly established situation of complete dependency by the
patient on the doctor and the nurse (which has prompted the psychoanalytic
view of Morita therapy as regression followed by “corrective ego
experience”). As a result of the American involvement with Japan during
World War II, firsthand anthropological studies were made on the whole
Japanese culture by R. Benedict (The Chrysanthemum and the Sword, 1946),
followed more recently by social psychological studies on attitudes and
practices toward the mentally ill (mainly by W. Caudill, T. Doi, C. Schooler, and
others). Since then Japanese psychiatry has been greatly influenced by
American trends, also through joint meetings (such as the one between the
American and Japanese Psychiatric Associations in 1963). Today many of the

4,000 psychiatrists tend to follow eclectically the organicistie and
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psychodynamic schools. Regardless of differences in orientation, the
importance of cultural factors stands out: close, almost symbiotic,
relationship between mother and child; intense repression of feelings;
conflicts between individuality and collaterality of family members; and
especially conflicts between allegiance to traditional values and identification

with Western mores.

In China, a gigantic country relatively little influenced by Western
civilization, attitudes toward the mentally ill depend heavily on
autochthonous cultural beliefs. Proper behavior is related to Tao, mainly
based on reverence to the ancestors and on the public image of each
individual; disregard for Tao may cause an imbalance between the two basic
forces Yin and Yang, to which are subjected the various organs and channels
connecting the inside to the periphery and the five constituents of the body,
that is, earth, fire, water, wood, and metal. Since early times (such as in The
Yellow Emperor’s Classic of Internal Medicine, about 1,000 b.c.) the treatment
of mental illness consisted of acupuncture and moxibustion (application of
needles and of ignited substances at the surface of the body) to facilitate the
flow of Yin and Yang along the proper channels. In the coastal cities of Canton,
Shanghai, and a few others, Western practices were introduced a century ago
mainly by American missionaries, so that the few psychiatrists came to be
influenced by Meyer’s psychobiology. Dr. K. Bowman, sent there in 1947 by

the United Nations to help organize the National Neuropsychiatric Institute,
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reported that there were about 50 psychiatrists and 6,000 psychiatric beds.
Since the communists took over in 1949, psychiatry has come to be seen from
the Pavlovian perspective, although Mao Tse-Tung’s writings are important in
terms of prevention, as they stress priority of services to the masses,
combination of mental hygiene and public health, and amalgamation of local
and Western systems. Eventually the Chinese Society of Neurology and
Psychiatry and the Chinese Neurological and Psychiatric Journal came into
existence, psychiatric training was introduced in all 50 medical schools, and
to the regularly trained physicians were added many paraprofessionals
(“barefoot doctors” or “peasant-scientists”), especially in the rural areas.
Regardless of the theoretical emphasis (strictly Pavlovian in the fifties when
politically China was very close to Russia, more a combination of indigenous
and Western practices from the mid-sixties on), milieu therapy focused on
group sessions directed toward ideological discussions has received the
primary emphasis, in addition to physical treatment and chemotherapy. This
may be justified from a perspective that considers mental disorders
essentially as social problems, but it leaves unanswered some basic questions
related to the individual’s inability to express feelings openly, even in his own
family, and to the emotional transferal of areas of personal life to a society
that is based on austerity and purposefulness of common ideals. These
various points have many implications for mental health from the Western

psychodynamic perspective and need further assessment.
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Psychiatry at the International Level

As mentioned above, cross-cultural and transcultural psychiatry will be
presented in detail in other parts of this work. Here it is enough to mention
the change in the methodological approach to the study of non-Westem
culture that has taken place during the period considered in this chapter,
from the traditional psychoanalytic model of “culture and personality” (for
example, E. Sapir, R. Benedict, M. Mead, C. DuBois, M. Opler, A. Kardiner, A.
Kluckhohn and, among the opponents of psychoanalysis, B. Malinowski and A.
Krober) to a broader multidimensional perspective by interdisciplinary
teams. As an example of this switch, the volume by Carothers on the African
mind (1953), which he considered incapable of reaching the level of Western
sophistication, is today already obsolete. Impetus toward research on mental
disorders in other countries has come from the rapidly increasing contacts
among people of different nations since the end of World War II and, even

more, from the rise of many independent nations in the Afro-Asian areas.

In connection with this latter event governments all over the world are
involved in making plans for prevention, treatment, and rehabilitation of the
mentally ill, often relying on a combination of Western and local practices.
The role of the United States has been so prominent in helping these various
governments in this endeavor as to justify the separate presentation of this

matter in the present section.
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However, some essential preliminary points have to be mentioned on
the basis of recent studies (such as the comprehensive survey by A. Kiev): the
scientific approach attempts to explain how, folk attitudes why (e.g., influence
of evil spirits) mental disorders occur; the incidence of severe
psychopathology is constant everywhere, but the content (e.g., hallucinations
or delusions) and the form (e.g., unusual syndromes due to altered states of
consciousness) are different in each culture, according to its meaning
(compensatory or pathoplastic) and methods of healing (e.g, cathartic);
depending on the social expectation of the role played by the mentally ill (G.
Devereux), in each culture certain diagnoses are emphasized or not (e.g,
alcoholism, homosexuality) and occur more often than others (e.g., frequent
acute schizophrenic breakdown versus rare depressive conditions in Africa);
in each culture are to be found healers of mental disorders, whose methods
are based on a mixture of exorcism, drugs, and particular rituals, such as the
interpretation of dreams; rapid social changes occurring mainly in Afro-Asian
countries tend to result in stress that facilitates the rise of messianic and

superstitious cults.

Taking these various points into consideration, it becomes
understandable why it is difficult to establish common criteria to obtain
epidemiological data on mental disorders in underdeveloped countries,
where hospital facilities are rare, life expectancy is shorter, and migrations as

well as political and social conflicts (urbanization, industrialization, etc.) are
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frequent. It also becomes understandable why in many countries the
tendency has prevailed to combine local and Western practices in the
handling of psychiatric disorders with the help of nurses and
paraprofessionals and the support of indigenous leaders and groups,
resulting in efficient types of care, for instance, at the Aro Mental Hospital in
Abeokuta, Nigeria (opened in 1954 and described by T. Lambo and others ),
where a high percentage of patients live in villages under the supervision of

trained personnel.

Three institutions have been particularly active in the organizational
field of mental health: the World Federation for Mental Health, the World

Health Organization, and the World Psychiatric Association.

Founded in 1948 in London (in connection with the Third International
Congress in Mental Health), the World Federation for Mental Health, under
the dedicated leadership of few professionals (first the British ]. Rees, then
the Swiss A. Repond, the Americans F. Freemont-Smith, O. Klineberg, G.
Stevenson, ]. Millet, and others), has been instrumental in providing
publications, seminars, workshops, lectures, and research on various aspects

of mental hygiene.

Likewise, meetings on many topics related to psychiatry have been

sponsored by the World Health Organization (established as an agency of the
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United Nations in Geneva in 1949 and composed of five regional offices, one
for each continent) with the support of an expert advisory panel and various
study groups. In addition, the WHO has published important monographs on
juvenile delinquency (by L. Bovet, 1951) on maternal care and mental health

(by J. Bowlby, 1952), and on other subjects.

The World Psychiatric Association was founded in 1961, at the time of
the Third World Congress of Psychiatry held in Montreal; the late E. Cameron
was elected the first president. Through the dedication of many psychiatrists
(mainly the French ]. Delay, H. Ey, and P. Sivadon, the Spanish ]. Lopez-Ibor,
the Swiss M. Bleuler, the British D. Leigh and ]. Wing, and the American H.
Tompkins, D. Blain, and F. Braceland), it has fostered the dissemination of
professional information among 72 national psychiatric organizations,
representing more than 63,000 practitioners throughout the world (as
evidenced by the new Directory of World Psychiatry, edited by ]J. Gunn), and
has organized technical sections, symposia, and regional meetings on various

subjects.

Among the other worldwide organizations are the European Association
of Child Psychiatrists, the International Society for Social Psychiatry, the
International Association of Child Psychiatry, and the recently established
Association of Psychiatrists in Africa (actually Pan-African Psychiatric

Conferences have been held there since 1961). The International Journal of
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Psychiatry has been edited by J. Aronson in New York City since 1963, while,
among the developing nations, the periodical Pstjchopathologie Africaine has

appeared in Dakar since 1965.
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Epilogue

In 1959, at the conclusion of the first edition of this chapter, the
question of the responsibility of American psychiatry toward the mental
health goals of the future was raised. That same year Karl Menninger, a senior
psychiatrist, in his Academic Lecture entitled “Hope,” reminded his audience
of the words pronounced by Ernest Southard , a pioneer in broadening the
scope of psychiatry, in 1919:

“May we not rejoice that we [psychiatrists] . . . are to be equipped by
training and experience better, perhaps, than any other men to see
through the apparent terrors of anarchism, of violence, of destructiveness,
or paranoia— whether these tendencies are showing in capitalists or in
labor leaders, in universities or in tenements, in Congress or under
deserted culverts. . .. Psychiatrists must carry their analytic powers, their
ingrained optimism and their strength of purpose not merely into the
narrow circle of frank disease, but, like Seguin of old, into education; like
William James, into the sphere of morals; like Isaac Ray, into
jurisprudence; and, above all, into economics and industry. I salute the
coming years as high years for psychiatrists!”

It took half a century before American psychiatry woke up to its
responsibility toward all the citizens of the nations. For the historian it is
important to determine the main currents that have created this situation,

beginning with the discussion on transcultural, cross-cultural, and

international psychiatry in the previous section.

There it was established that American psychiatry had played an
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increasingly important role at the international level, first through research
on transcultural and cross-cultural dimensions, followed by forms of
assistance to European countries affected by World War II and, later on, to
newly emerging Afro-Asian countries. Actually interest in international
matters on the part of this country can be traced back to the establishment of
the International Committee on Mental Hygiene in 1918 (preceded by the
National Association for Mental Health, 1909), which organized the First
International Congress for Mental Health in Washington, D.C., in 1930, and to
involvement on the part of the American Psychiatric Association (through
joint meetings with other national associations and the work of various

committees), aside from the substantial support given to the United Nations.

Direct psychiatric influence at the international level can also be related
to the pre-World War II practice of obtaining training in European facilities
(mainly England) by a few American psychiatrists, and vice versa. Following
the end of the war, with the help of various organizations, a good number of
European physicians received training in this country in the fifties; in fact,
some of them eventually settled permanently in this country. In the sixties the
majority of the foreign physicians in training came from developing Far
Eastern nations (India, Korea, Philippines); in fact, during the academic year
1967-1968 more than 30 percent of the psychiatric trainees were graduates
of foreign medical schools. This puts this country in a position of ambiguous

responsibility: on the one hand, it allows foreign graduates to provide
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necessary manpower to poorly staffed public facilities; on the other hand,
America has a commitment to developing countries to help train staff for their

own programs.

The issue of the responsibility of American psychiatry at the
international level increasingly has become related to the developments that
have taken place in this country. Through a convergence of important studies
(mainly ]. Galbraith’s The Affluent Society, 1958, and M. Harrington’s The
Other America, 1963), widely publicized campaigns (bus boycotts, ghetto
riots, and the Poor People’s March), and some important judicial and political
actions (the 1954 Supreme Court decisions to outlaw segregation in public
education, President Johnson’s War on Poverty, etc.), this country has become
aware, as never before, of large areas of poverty and deep racial and social
conflicts. As a result of this new awareness, the community mental health
movement, discussed in detail in another section of this chapter, has been

taking place.

Such a movement, however, cannot be properly implemented only
through legislation or allocation of funds, but requires the active participation
of many people at various levels eager to modify the traditionally middle-
class oriented psychiatric philosophy to be of more relevance to large
segments of low-income population. Some modest attempts have already

been made, such as introducing proper therapeutic modalities (E. Auerswald,

www.freepsychotherapybooks.org 270



S. Minuchin, F. Riessman, and others), assessing community-based facilities in
some areas (for example, in a section of New York City by L. Kolb and
associates in Urban Challenge to Psychiatry, 1969), and encouraging well-
motivated people to become paraprofessionals (or “indigenous workers or

mental health expediters” ).

In view of all this, the situation of psychiatry in many other parts of the
world, where poverty and social conflicts are endemic, has become quite
relevant to this country. While, from the psychoanalytic perspective of the
fifties, psychiatry in practically all the rest of the world was seen as inferior to
American standards, from the perspective of the community mental health
movement of the sixties, systems of care and treatment of the mentally ill
used in underdeveloped countries as well as countries of the communist bloc
may very well acquire a great deal of importance for American psychiatry.
This ranges from a more tolerant attitude toward the mentally disturbed by
the general population, to the development of community-based facilities, to
the extensive use of paraprofessionals of all types. Therefore, the mission
grandiosely held by American psychiatry on the wave of the military victory
of World War I, of disseminating everywhere psychodynamic principles
leading to intensive therapeutic relationships, has been replaced by a more
modest philosophy of individual treatment and, by a thorough commitment
toward prevention and help to many more people throughout the country.

Moreover, Western psychodynamic principles, seen from the broad cross-
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cultural perspective, have been found to share many similarities with
indigenous forms of treatment based on public expression of feelings
practiced in many countries by recognized healers; and, likewise, research in
the context of other cultures (for example, on the phenomenology of the
person in the Yoruba society by I. Laleye and on the African Oedipus by M.
Ortigues and E. Ortigues) has pointed to the relativity of some dynamic
notions traditionally held to be universal. Finally from the historical
perspective the tendency toward internationalization of many issues (from
youth revolt to drug abuse ) and toward worldwide cooperation (e.g., in space
exploration and in ecological projects) cannot but affect also the field of

psychiatry.

In reference to history, the thesis recently presented in the volume A
Social History of Helping Services (1970) by M. Levine and A. Levine that
periods of prevailing “intrapsychic models of help” (that is, psychodynamic)
in eras of political conservatism alternate to periods of prevailing “situational
modes of help” (that is, community mental health) in eras of social reforms,
may be debatable. The fact remains, however, that historically a definite
change is taking place in the role of psychiatry from the viewpoint of the

psychiatric profession itself, of the patient, and of the public at large.

In regard to the psychiatric profession, the aristocratic image presented

by psychiatrists in the past (R. Holt's Personality Patterns of Psychiatrists,
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1958) is being challenged by the notion that there are few differences
between psychoanalysts, psychiatrists, psychologists, and social workers (W.
Henry, et al, The Fifth Profession, 1971), especially if psychotherapy is seen as
“the purchase of a friendship” (W. Schofield). Most psychiatrists tend to be
influenced by the organicistic, the individual, or the community model (E.
Strauss, 1964), quite often in a rather narrow way (W. Freeman, 1968). In
reality the first two models are the most pervasive, while thus far community
action has not attracted many, as shown in the thorough study by A. Rogow.
Claims of psychoanalytic contributions to community action (in D. Milman
and G. Goldman'’s The Psychoanalytic Contributions to Community Psychiatry,
1971) or of substantial progress achieved through preventive programs (in
Crisis in Child Mental Health Challenge for the 1970s, 1970, which is the report
of the Joint Commission of Mental Health of Children) are far from being

substantiated.

Very little has been said by patients in regard to their treatment. F.
Redlich has been among the few who has attempted to answer the question of
how a person finds a psychiatrist (Harper’s, 1960). The results of his own
research (with Hollingshead, 1959), that low-income people tend to receive
organic treatment in institutions and middle-class people psychotherapy in
outpatient clinics, have not been substantially modified by the follow-up
study by J. Myers and L. Beam (1968). There is a need for studies along the
lines of H. Strupp’s Patients View Their Psychotherapy (1969).
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From the broad perspective of the public several studies are available,
all pointing to the fact that the majority of people tend to turn for help to
other kinds of healers (mainly clergymen) before going to psychiatrists (M.
Krout’s Psychology, Psychiatry and the Public Interest, 1956; ]. Nunnally’s
Popular Conceptions of Mental Health, 1961; Elison’s Public Image of Mental
Health Services, 1967; C. Kadushin’s Why People Go to Psychiatrists, 1969).

It is questionable whether the above trend depends on the shortage of
psychiatrists or rather on the widespread ambiguity toward psychiatry. The
shortage of psychiatric manpower is still grave, although psychiatry has
become the third most frequent choice of specialty by young physicians after
medicine and surgery, and there has been massive federal support of training
programs and ingenious attempts to encourage students to enter this field
(for example, with the booklet Careers in Psychiatry, published by the
National Commission on Mental Health Manpower, 1968). Efforts to train
paraprofessionals are certainly very laudable, although in reality their
effectiveness is handicapped by the conflict between their identification with

the values of the professionals and their allegiance to their own values.

The issue of values needs to be mentioned at this point. In the past
psychiatry, as a field of medicine, has been seen from the traditional
perspective of medical ethics. The early psychoanalytic movement, stemming

from a highly homogeneous patriarchal society, beginning with Freud
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assumed that values were not relevant to psychiatry. This notion was later
challenged by many who became aware of the unconscious identification of
the patient with the therapist’s own values. In the fifties, during the short
period of the rise of existentialism, values in psychiatry constituted the
subject of considerable discussion (for example, C. Buhler's Values in

Psychotherapy, 1962).

In the last decade the main issue in regard to values has shifted from
medical ethics to a much broader perspective involving the responsibility of
the psychiatrist as a professional and as a citizen. This shift has been
influenced by several events: in the mental health field, the controversies
generated by the many publications of T. Szasz indicating that psychiatrists
perpetuate the “myth of mental illness” by supporting attitudes that place
certain individuals in the role of the mentally ill; in the academic field, the
bipolarity between Skinner’s behavioristic model of personality and Allport’s
and Maslow’s humanistic psychology; on a larger scale, the ambiguous image
offered by psychiatry in relation to matters such as professional assessment
of political figures (especially at the time of the 1964 Presidential election),
the Vietnam War, the youth unrest, the spread of drug addiction, the fight

against poverty, the ethnic conflicts, and the epidemics of violence.

The fact that many of these latter problems transcend the boundaries of

our nation should not deter American psychiatrists from meaningful
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involvement, taking into consideration, of course, the possibility of conflict
between confidentiality to the patient and service to the community. This is
the position officially taken by the Group for the Advancement of Psychiatry

in Psychiatry and Public Affairs, 1966.

Deep-seated attitudes are difficult to modify, even in psychiatrists, as
recently shown, for instance, in ]. Kovel's White Racism: A Psychohistory
(1970) and in T. Thomas and ]. Sillen’s Racism and Psychiatry (1972). There is
evidence, however, that a new breed of young psychiatrists is emerging,
committed to alleviating people’s miseries at every level quite at variance
with the traditional cliche of the psychoanalyst exclusively involved with a
sophisticated clientele. The publications by R. Coles on underprivileged
children, by M. Dumont (The Absurd Healer, 1969), by R. Leifer (In the Name
of Mental Health, 1969), and by others on the uncertain role of the
psychiatrist at present are expressions of this trend. Also notable are the
liberal attitude of some psychiatrists toward the use of drugs and toward
sexual behavior (especially homosexuality), as evidenced by the research of
R. Masters and V. Johnson at the Reproductive Biology Research Foundation
in St. Louis. The American Psychiatric Association has sponsored studies on
violence and current president, A. Freedman, has been elected with the
support of the Committee for Concerned Psychiatrists, a newly formed group

directed toward social action.
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All this points to the fact that in a matter of a few years a generation gap
appears to have developed between the traditionally oriented psychiatrists,
who still control many academic positions, and many socially committed
psychiatrists. Certainly, on the one hand, the latter should realize that
psychiatry (called “the uncertain science” in a thorough survey in a popular
magazine, 1968 ) cannot be the answer to all problems, especially after ].
Seeley has convincingly showed that increasingly psychiatry is expected to
take over the roles left by the decline of traditional social and religious
institutions. On the other hand, inactivity vis-a-vis urgent issues is in itself a
decision, as cogently pointed out by S. Halleck in The Politics of Therapy
(1971).

As stressed in an exceedingly stimulating paper by the distinguished
historian, Stuart Hugues, at the 1969 convention of the American Psychiatric
Association, society, rather than the patient, appears to be sick today. Yet the
irrational expressions of many, up to despair, should not deter us from
reason: “Sooner or later,” he concluded, “the soft voice of reason will be heard

once again.”

These words appear to echo the prophetic statement made in 1944 by
Alan Gregg, a great mentor of our profession, on the occasion of the centenary

of the American Psychiatric Association:

“Psychiatry, along with the other natural sciences, leads to a life of reason. .
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. . Psychiatry gives us a sort of oneness-with- others, a kind of exquisite
communion with all humanity, past, present and future. . . . Psychiatry
makes possible a kind of sincere humanity and naturalness. . . . Psychiatry
makes it possible to bring to others these things I have mentioned. . .. Also
it makes one able to receive these same gifts.”
Perhaps looking back at history may represent for American psychiatry
a source of confidence in meeting the great challenge of the future. This

interest in history may be essential for the rise of a new humanism to which

psychiatry, imbued with science and humanity, can validly contribute.
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Chapter 4

A General Assessment of Psychiatry

Alfred H. Rifkin
To assess is to determine the amount or worth of, to appraise, to evaluate, to
take the measure of. We do not ordinarily consider assessing fields like
cardiology, ophthalmology, or pediatrics in the sense of determining their
worth, although we may inquire into the efficacy of a particular procedure or
a medication. Yet it seems appropriate to seek a general assessment of
psychiatry. Why? The question reflects a certain uneasiness, a need to clarify
the scope of psychiatry, to fix the proper limits of its concern, to determine
the nature of the problems to which it should address itself, and to study the
conceptual and technical tools fashioned for the solution of problems. What is

to be measured and evaluated? Shall it be the diagnostic scheme and the

www.freepsychotherapybooks.org 326



criteria for health or illness, the “cure” rate achieved by different treatments,

the incidence and prevalence of specified disorders, or the various theories

and schools of thought? These questions do not have merely academic or

theoretical interest; they are of direct and immediate concern in determining

many matters of public policy; in assigning investigative priorities; in

allocating resources, funds, and personnel; and in establishing programs of

education and training for the mental health professions.

A proper assessment of psychiatry requires that the subject be viewed

in historical perspective. The physical sciences, dealing with relatively

discrete phenomena amenable to direct observation or experimentation, and

aided by the powerful tools of mathematics, were the first to emerge from

speculative philosophy. Medicine as a whole was slower to emerge, but its

scientific foundations were laid in the sixteenth and seventeenth centuries by

anatomical investigations, the discovery of basic physiological functions, and
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the gradual delineation of clinical pictures. Psychiatry lagged behind as the

understanding of human behavior long remained the province of metaphysics

and theology. In general, “schools” of medicine faded as cellular pathology

and bacteriology established a firm basis for understanding disease processes

and their treatment. Today there are hardly any remnants of the great

controversies that raged around bloodletting and purgation, or homeopathy

versus allopathy. But it was not until 1824- 1825 that ]. F. Herbart, a

philosopher and educator, published his Psychology as Science, Newly Based

on Experience, Metaphysics, and Mathematics."'The steps forward as well as

the burdens of the past are evident in this title. It was several decades later

before Gustav Fechner demonstrated that psychological functions are

amenable to experimental measurement, and only in 1879 did Wilhelm

Wundt establish the first psychological laboratory. Mechanism and vitalism

are no longer urgent issues, but psychogenesis, the modern descendant of the

ancient body-mind dilemma, remains a subject of lively contention in
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psychiatry. Deeply rooted schisms abound that are not differences in

emphasis or variations in technique but fundamental divergences in

conceptualization.

Practical limitations require that an assessment of psychiatry must be

selective rather than exhaustive. Ideally it should deal with trends and lines of

development insofar as these can be discerned, rather than with specific

syndromes or procedures. The most significant and most difficult task is to

identify central themes and problems, and the strategies devised to explore

them.

Schools of Thought

The first matter that calls for attention and appraisal is the prominence

of schools of thought. There are many lines of cleavage that take on the

qualities of slogans: organic versus psychogenic, heredity and constitution

versus life experiences, instinct versus culture, psychotherapy versus
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chemotherapy or psychosurgery, depth analysis versus “behavioristic”

symptom elimination, the medical model versus game theory and social

learning. Such profound differences in approach have few, if any, parallels in

other branches of medicine. It is often said that theories flourish where

ascertainable facts are few. In principle a theory is not provable in any

absolute sense; it merely becomes more plausible and perhaps more useful as

observations consistent with it accumulate. Furthermore, a theory must be of

such form and content that it may be refuted by some crucial observation.

The problem for psychiatry is that these conditions are difficult to fulfill. On

the contrary, observations may often be marshaled in support of several

competing theories, while none is conclusively refuted. These strictures apply

to most psychiatric theorizing, but are most often raised against

psychodynamic, especially psychoanalytic, theories. Shall we then accept

Jaspers’ view that “. . . in psychopathology there are no proper theories as in

the natural sciences”?
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Concerned as it is with disorders of human behavior, psychiatry must

take into account a truly overwhelming diversity of factors and variables. To

deal with the vast array, to apply the available modes of reasoning and

investigation, this complexity must be simplified and ordered. This is the

basic function of schools of thought. Each school of thought offers a body of

theory that provides a framework upon which to arrange the data of

experience, observation, and experiment. Theory directs attention to certain

phenomena in preference to others, determines what will be considered

important or relevant and what will be disregarded or dismissed. Theory is

also limiting. Applying Sapir’s viewpoint we may posit that each school of

thought establishes its own language, which classifies, organizes, and to a

significant degree predetermines experience for its users. Theory projects

meaning into experience and imposes certain modes of observation and

interpretation.

American Handbook of Psychiatry: Volume 1 331



It is hardly possible to make a full inventory of the various theories of

human behavior, but some useful categories may be delineated. Every

individual is part of many interlocking and interacting systems or levels of

integration. Within himself he is a delicately balanced set of chemical,

physiological, and psychological subsystems. Each individual is also part of

several systems of social interaction, extending from those with whom he is in

closest contact to the widening circles comprised of groups of differing size,

composition, and complexity to which he has some relationship. Psychiatry

encompasses at one and the same time the scientific study of man on the

biological level, the psychological study of the individual, and the sociological

and anthropological study of human groups on a small and large scale. Not

only is psychiatry concerned with these various levels of integration, but also

it is a composite of all the levels. Collectively designated the behavioral

sciences, these traditional disciplinary subdivisions reflect the course of

historical development in the study of human behavior. They bring portions
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of the subject matter within manageable bounds, but at the same time

fragment our understanding.

Recognition of this fragmentation has had several significant

consequences in psychiatry. In recent years there have been increasing

efforts to make critical comparisons among different viewpoints as well as to

develop “unified” theories. The rapid accumulation of information that

characterizes the current era makes it less and less possible for any one

individual to attain competence in several diverse fields, or even the

subdivisions of any one discipline. As a result research efforts, journal

articles, and books are more often group undertakings. On the other hand,

professional training, institutional affiliation, and the scientific literature are

still largely disciplinary.

The educational and organizational issues posed by this state of affairs

will be discussed below in connection with some speculations about the
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future of psychiatry. The more immediate need is to find ways to amalgamate

information from the parochial fields of knowledge in usable fashion, given

the present structure of the behavioral sciences. Several steps may be

envisaged. The first and most obvious is exemplified by the multidisciplinary

conferences and projects already mentioned. What can be expected of these?

At the very least the results should include mutual enrichment of information,

clarification of definitions and problems, and a deeper understanding of other

viewpoints. The disciplines may be using different terminology for the same

phenomena, but they may also be applying the same terminology to

fundamentally different phenomena.

Beyond this it may be possible to identify related events at several

levels of integration. Simple examples would take the form of parallelism or

concomitance of chemical events and psychological states, or correlation

between social class status and symptom patterns. Such studies usually fall
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within the newly delineated fields of psychosomatic medicine and social

psychiatry.

Psychosomatic medicine is confronted with “the mysterious leap from

mind to body” and the reverse. Two major theoretical formulations have

emerged: (1) certain bodily disorders are the consequence of physiological

concomitants of psychological (mainly emotional) states; (2) certain bodily

disorders are the symbolic expression of psychological states (mainly conflict

or the need to communicate). Placing the “psycho” first seems to have meant

for most users of the term that the psychological state is primary or causal.

Recent findings and more detailed analysis indicate that the interrelationship

is more complex. Thus Knapp formulates the issue as a series of feedback

interactions that include social as well as psychological and physiological

factors. Weiner, relying on other experimental data, sees concomitance that

does not necessarily imply causality in either direction.
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For social psychiatry the problem of interrelationships is likewise

complex. Human survival requires that societal forms be consistent with basic

biological needs. The well-documented variation encountered in different

societies makes it clear that there is no simple translation of biological needs

into cultural institutions. There are evidently many ways in which these

needs can be met. The most direct formulations focus on ways in which

society facilitates or hinders the expression or satisfaction of needs, with

emphasis usually on the repressive aspects of the social system. These

formulations are oversimplifications. Societies also create needs apparently

as imperative as those ordinarily considered basic and biological

Furthermore, the impact of society on individual needs is not merely to

hinder or facilitate. Bell, surveying the literature, lists some of the

interrelationships postulated between individual and social variables: one

step direct, one step indirect, two step direct, and two step indirect. Even this

description is too schematic. Examination of various studies suggests there
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are many interweaving processes and variables that operate to a greater or

lesser degree simultaneously, such as frustration, disorganization, social

change versus stability, definition versus ambiguity of role, and others. The

problem in each instance is to specify the variables and the mode of

interactions.

Many comprehensive formulations have been made. Knapp presents

evidence for a “transactional model” in the etiology of bronchial asthma.

Another sophisticated example is the investigation of genetic factors in

schizophrenia originating in the National Institute of Mental Health. From a

very carefully designed and executed series of studies summarized by Pollin,

it appears that genetic factors are significant in this disorder and may consist

of predispositions to abnormal metabolism of catecholamines and

indolamines due to peculiarities in the inducibility of certain enzymes.

Affected individuals therefore suffer a hypothesized hyperarousal state of the
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nervous system that renders them specially vulnerable to stress. What is

stressful, however, depends largely on the life history and experiences of the

individual within his familial and sociocultural milieu.

Thus, we have pictured a sequence which involves an external event, the
potential stressor— its resultant psychological meaning and signal, which
is based on previous experience, role within the family and within the
social structure—the resultant biochemical and physiologic response on
the organ and cellular level, its extent determined in part by genetically
controlled enzyme activity, and in part by changes in enzyme levels

induced by previous experience.

In summary, experiential factors are seen as operating in four
distinct ways. (1) They form the dictionary with which an individual
translates the meaning and significance of any given current experience;
and the yardstick by which he automatically measures the amount of
threat, ie, stress, it constitutes for him. (2) Their residue determines the
quantity and style of defenses and coping abilities with which the
individual will attempt to deal with a stressful current life-situation. The
determinants include such varied processes as the clarity of intrafamilial

communication, the nature and extent of intrafamilial alliances and
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identifications, and the pattern of perceptions and coping mechanisms
associated with one’s location in the social class matrix. (3) Prior
experience determines, in part, the extent of biochemical response to
stress by influencing the level of enzymes available, through enzyme
induction. (4) It seems likely that certain events, possibly concentrated in
the intrauterine period, are relevant because of a direct slight effect on
CNS structure, ie, neonatal anoxia causing minimal brain changes that later
appear as subtle decrease in the capacity to maintain focal attention.
(Pollin, pp. 35-36)

This formulation is comprehensive and flexible enough to accommodate
new findings at any level, including, for example, detailed investigations of
formal thought disturbances, family constellations, or social class position.
For the purposes of this general assessment it is not necessary to review the
evidence for or against the various aspects of Pollin’s thesis. Admittedly some
portions are speculative. The significant advance is that investigations at

different levels are not posed against one another as competing etiologies but

are woven into a coherent whole. The concept of stress provides the
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framework for relating the diverse disciplinary approaches. It also permits

relatively simple organization and statistical analysis of data, mainly by

treating stress as an intervening variable and relying on twins to equate

genetic factors. Such simplifications are essential.

The underlying logic of most investigations depends on one or more of .

S. Mill’s classical canons for discovery of causal relationships in which

possibly relevant factors are made to vary one at a time. Twin studies are an

elegant application of Mill’s canons; the genetic factor is taken as constant so

that the effects of other variables can be studied.

Even in the case of identical twins it is difficult fully to satisfy Mill's

canons and keep factors truly constant. Differences of personality in identical

twin pairs have been noted repeatedly along with many similarities. Pollin

cites a twin pair only one of whom was schizophrenic. From an early age

there were marked differences in personality. In a further investigation of
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differences between identical twins, Pollin and his co-workers point out that

intrauterine and birth experiences may differ, leading to constitutional but

not necessarily genetic differences. Such differences may be reflected in

marked differences in personality and behavior at all ages, which, in turn,

may evoke different treatment from the parents. Throughout life there is a

complex interplay among heredity, constitution, the interpersonal twin

relationship, subsequent life events, and extrafamilial relationships.

In general, human behavior must be taken as the resultant of complex

systems of factors that vary and interact in many different ways. Any

assertion of cause and effect depends on a condition that is usually unstated:

“other things being equal.” Since other things cannot ordinarily be taken as

equal, demonstration of cause and effect requires procedures like matching

and randomization, supplemented by statistical tests to cancel out factors

other than those under investigation within some limit of allowable error. In
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real life situations there are rarely single causes, but rather a multiplicity of

factors better conceived of as causal chains or networks. Changes in any

portion of the network are associated with changes in other portions, and

these, in turn, may affect other variables by feedback. Under such

circumstances the classical definitions and demonstrations of cause and effect

no longer suffice. Mathematical techniques for dealing with chains and

networks are less advanced and more time-consuming. Mathematics aside, it

is difficult to think in terms of networks without using simplifications that

possibly vitiate the line of reasoning. An interesting example of ways in which

such problems may be approached comes from the field of economics. In this

area, because numerical measures are available for many variables, complex

interactions can be represented by systems of simultaneous equations. It then

is possible to identify a hierarchical ordering of variables, which is the basis

for defining cause and effect. The procedures are formidable, but in principle

it is possible by these methods to derive important conclusions about the
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behavior of the real economic system even though the available information

may be incomplete or approximate. Furthermore, subsystems of variables

exhibit predictable degrees of stability and change within stated limits of

probability.

These theoretical considerations have a bearing on the matter of

schools of thought. In a multifactorial process, modification of any subsystem

will produce measurable change in the system. In practice this will mean that

a variety of approaches will find some support in terms of demonstrable

effects. Competing theories may each find an acceptable degree of

confirmation simultaneously because each affects some portion of the causal

network. By directing attention to different subsystems, several

investigations may be able to demonstrate what appear to be different valid

cause-and-effect relationships. In the schizophrenia studies cited above the

conceptual framework makes clear that there is no contradiction between
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biochemical or genetic etiologies and the competing family structure and

social class etiologies. Knapp proposes a similar framework for the etiology of

bronchial asthma. Leighton developed a comprehensive “Outline for a Frame

of Reference” of similar scope to serve as the basis for testable hypotheses in

the well-known Stirling County Study. Competing schools of thought will no

doubt persist until sufficient investigation establishes unified conceptual

frameworks. As matters now stand, multidisciplinary studies appear to offer

the best prospect toward this goal.

Models—Medical and Otherwise

Psychiatry is said by some to be in the throes of an identity crisis

epitomized as a challenge to “the medical model.” The challenge comes from

many quarters and ranges from mild criticism to outright rejection. The

sharpest attack comes from Szasz, who denies there is any mental illness,

suggesting, instead, that there are only “problems of living,” which are moral
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and ethical, not medical. Similar criticisms of the medical model are voiced by

Adams, Albee, Becker, Laing, Leifer, Sarbin, Scheflen. Somewhat less stringent

criticism is offered by Cowen, Ellis, Mowrer, Reiff. Virtues and drawbacks are

attributed to the medical model by Ausubel, Cohen, Crowley, Halleck, Sarason

and Ganzer. Related criticisms from a sociological viewpoint are made by

Goffman, Scheff, Spitzer and Denzin. Rejoinders to Szasz and the criticisms of

the medical model are offered in a sequence of papers and discussions by

Davidson, Slovenko, Rome, Donnelly, Weihofen, and by Begelman, Brown and

Long, Brown and Ochberg, Glaser, Grinker, Kaufman, Reiss, Thorne.

Models are devices to make thinking about complex subjects easier. In a

formal sense a model is an abstract logical system whose elements

correspond to a set of events or things in the real world. If this model is well

chosen it may be possible to perform “thought experiments” with the model

and draw conclusions that might not be feasible with the real system in the
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external world. There are also dangers. The usefulness of a model depends on

the degree of correspondence between its elements and the “real” system in

the external world. Valid conclusions can be drawn only to the extent of such

correspondence. In other respects the model may not behave like the “real”

system at all. In the discussion of schools of thought in the preceding section

of this chapter the economic system was “modeled” by systems of

simultaneous equations. It must be determined empirically how well the

model corresponds to the real economic system, and transpositions from

model to reality must remain within these limits. Several steps may be

involved in using models. Light may first be compared with (modeled by)

waves in a real medium (water or air), or the atom is modeled by electrons

revolving around a nucleus after the fashion of the solar system. Then a

mathematical model is devised to represent the properties of waves or

rotating bodies.
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It is clear that the medical model being criticized is not of this formal

variety. The term is used to describe the explanation, mechanism, or process

involved. The challenge is to the medical model. Is there such a model, one

model that can properly be labeled the medical model?

Concern with illness is evidently as old as mankind. Explanations and

theories about causes and what the process consists of have reflected the

state of knowledge in each historical period. Primitive peoples could conceive

only of processes that they themselves experienced directly. A man could

inflict pain, so pain of unknown origin was attributed to spirits or demons.

The medical model consisted of anthropomorphized creatures of the

primitive imagination. The Greeks attributed illness to excesses or

deficiencies of the four humors, or to excess blood. Galen left a theory of

natural spirits, vital spirits, and animal spirits that survived through the

Renaissance, gradually giving way before the advancing knowledge of

American Handbook of Psychiatry: Volume 1 347



anatomy, physiology, and chemistry following the Renaissance. During the

seventeenth and eighteenth centuries there were several medical models: (1)

iatrophysics—the body conceived as a machine operating in accordance with

the principles of physics and mechanics then being elucidated; (2)

iatrochemistry— based on investigations of acids, alkalis, and fermentation;

(3) vitalism—the living body is governed by special laws of its own, not those

of the chemistry and physics of inanimate objects. Bloodletting was widely

employed by all, along with numerous herbal folk remedies. Cellular

pathology and the role of microorganisms became the medical model of the

latter half of the nineteenth century. Subsequently other facets were added:

toxins and antitoxins, immune and hypersensitivity reactions, allergies,

autoimmune reactions, nutritional deficiencies, and more recently, enzyme

defects. Many general principles have been formulated: patterned reflex

reaction, host resistance and defense, homeostasis, generalized stressors

(Selye) to name a few. As infectious diseases have receded in frequency, the
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emphasis has been shifting to neoplasia, to “wear and tear”—the processes of
aging and degeneration, and to the external circumstances of life and
psychological stress. If from this overview a medical model can be discerned,
it would seem to be merely that the processes and mechanisms of illness are
to be investigated, using previous information as fully as possible but

advancing to whatever new views are justified by the facts discovered.

The major criticisms of the medical model are directed against specific

features attributed to that model and may be summarized as follows:

1. The medical model assumes the existence of a disorder of the mind
that is like disorders of the body. Brain pathology produces
specific neurological disorders, but psychiatry deals with
functional disorders in which no structural or chemical
alteration has been demonstrated. It is usually asserted that
mind is not an organ and in principle cannot be reduced to

chemical, electrical, or other physiological processes.

2. The locus of the disorder is within the affected person, and the
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disorder is to be corrected or removed by the physician as is
the case with known diseases of the body. This is misleading
because the real locus of the disorder may be, and usually is,
outside of the individual, in the social system or his

interaction with the social system.

3. The medical model fosters a superior, authoritarian attitude in the
physician and a dependent, subservient attitude in the
patient. Both are antithetical to successful treatment, which
requires that the patient achieve a greater degree of

independence or autonomy.

4. Not only are there no demonstrable structural or physiological
changes, but also there are no objective criteria for disturbed
behavior. Mental illness can only be inferred from behavior
that the illness is then supposed to explain, an obvious
circularity in reasoning. Furthermore, judgment of behavior
is subjective, tied to the value systems of the culture and

open to various kinds of bias.

5. Because it depends on deviation from some norm, the medical
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model fosters conformity and stifles originality and

creativity.

Some corollary criticisms may be added. The medical model focuses on

pathology that is to be removed rather than on growth, development, and

maturation. Many aspects of disordered behavior are not deviations from a

norm, but rather normal responses to external conditions. Pathology should

be ascribed to these external conditions, not to the individual reaction. The

medical model requires vast numbers of highly trained personnel to deal with

existing problems. Adequate care for all who need it cannot be attained

within any foreseeable time; the model must therefore be replaced.

Leifer and Szasz carry the argument further. In their view a psychiatric

diagnosis is intended to derogate and destroy anyone who deviates from

accepted societal norms. Once labeled, the patient is stigmatized and

victimized while the power and prestige of the psychiatrist are enhanced.
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Szasz’s objections to the medical model begin with the definition of

mental illness. His experience is that at best mental illness is a metaphor that

likens personal unhappiness and socially deviant behavior to symptoms and

signs of bodily ailments. Signs and symptoms are caused by specifiable

disorders of bodily organs, which can be stated with some precision in

anatomical or physiological terms. Disorders of the brain cause neurological

defects. But the term “disorders of the mind” refers to a false substantive,

mind, which cannot be a cause. Personal unhappiness is subjective and

cannot be stated in precise terms. These definitional and philosophical issues

are significant but not crucial. Psychiatry may be quite adequately defined

without reference to mind, and many textbooks do not use the term, or if they

do, specify that it is a collective designation for certain functional activities of

the organism rather than a metaphysical entity. Although Szasz states that he

rejects the ancient body-mind dualism in favor of a hierarchical scheme of

levels of integration, his argument treats mental illness as a metaphysical
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entity and thus appears to resurrect the philosophical dilemma.

A related aspect of the metaphysical problem is the contention that one

cannot “have” a mental disease in the sense that one can “have” diabetes. (The

quotation marks indicating special meaning are terms of the critics.) The

argument is that diabetes refers to an entity that is “real,” while mental

disease does not. What is at issue is the meaning of terms like “have, entity,”

and “real.” “Entity” is a metaphysical abstraction usually used to designate a

hypothetical property separate and apart from the tangible and experiential

aspects of an object. It is an abstraction that has meaning only as a part of a

philosophical system that postulates the existence of such properties.

Diabetes is not an entity in this sense. Diabetes designates a class defined by

certain characteristics. A class name is neither real nor unreal; it may be more

or less useful. Whether a class corresponds to anything in the “real” external

world is an epistemological problem. A person does not “have” diabetes in the
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sense of possessing a material object. Saying a person has diabetes merely

places him in the class of individuals who show certain defining biochemical

characteristics. The class falls within the larger class of diseases, which are

defined as states of discomfort and/or impairment of function. There is no

logical necessity to restrict the range of discomforts or impairments to be

included, although the nature and basis of the discomfort or impairment are

legitimate subjects for investigation. In common usage the class of discomfort

or impairment is extended beyond the individual. Thus the dictionary

definition of disease includes “a derangement or disorder of the mind, moral

character and habits, institutions, the state, etc.” Physiological alterations or

the mechanisms of the signs and symptoms are characteristics added to the

definition of specific diseases as knowledge about them expands. Diabetes

was recognized as a disease and named 011 the basis of one of its

conspicuous and easily observable features long before there was any

information about its pathological physiology. In other instances older
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descriptions had to be revised and new classifications added to accommodate

newly acquired knowledge. Some behavioral aberrations that are today called

mental diseases were recognized and described as far back as the period of

classical Greek antiquity. Szasz proposes that these aberrations be renamed

“problems in living” because of restrictions that he believes should be

imposed on the category “disease.”

The crucial criticism of the medical model focuses on deviancy. The

outline of the argument is deceptively simple. Deviancy is a departure from a

norm. Norms are either evaluative or statistical. If evaluative, they are

arbitrary, culture-bound, and probably biased to reflect a predominant

ideology. If statistical, then the distribution of any trait will have extremes,

and it is illogical to label the extremes as abnormal. Careful review of the

extensive writings of Szasz and the other critics of the medical model reveals

several additional elements implicit in the argument. The most important one
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is that nothing other than a departure from a norm is involved. Mere

deviancy, without further qualification or limitation as to its nature, is said to

call forth a social reaction of rejection that is institutionalized under the

pseudoscientific label of mental illness. It is difficult to accept this very

general thesis. Only certain aberrations are labeled in any particular culture.

In Szasz’s view the problem of mental illness is the right to be different in the

face of societal demands for conformity. This view involves at least two

further assumptions: (1) social roles and behavior are imposed against an

inherent resistance; (2) conformity or nonconformity is the only relevant

dimension and nonconformity is more desirable. Similar views are expressed

by Leifer, Parsons, and Scheff, Laing regards psychoses as a superior and

creative nonconformity in response to pressures of living in a world he

considers irrational.

This line of argument has great appeal. It is addressed to the established
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tradition of individuality and freedom of expression. It takes advantage of the

difficulty of arriving at a satisfactory definition of mental illness, which has

vexed even those who accept the concept. It invokes images of arbitrary and

capricious restrictions by malevolent control agents, the institutional

psychiatrists.

This line of argument is open to question on many grounds. It

represents a very incomplete statement of the problem of normality and

abnormality in the medical model. Mere deviation from norms does not

constitute disease; rather it calls for attention and further investigation into

the significance of the deviation. The precision associated with bodily disease

has to do only with measurements of certain indicators of physical processes.

Norms for judgment are not different in principle from those applied in many

psychological processes. To take the example of diabetes again, the

measurement of blood sugar is precise and objective. The dividing line
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between normal and diabetic is arbitrary. It is based on the relative

probabilities that particular levels of blood sugar will be associated with the

other alterations characteristic of diabetes. If the blood sugar is near the

arbitrary borderline, judgment may be difficult and additional information

may be required. In behavioral deviation the case is not different. Certain

gross aberrations have been regarded as abnormal, while lesser aberrations

may fall into the area of uncertainty. The final judgment is made on the basis

of additional information—for example, whether behavioral deviation is

associated with changes in mood or thinking processes or whether it is

functionally disabling. Deviations are judged in the context of such other

indicators and with due regard for background factors such as culture.

The medical model does not take all hallucinations as indicators of

schizophrenia any more than it would take all elevations of blood sugar as

indicators of diabetes. In a culture where hallucinations are accepted and
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even approved, the occurrence of hallucinations will not necessarily indicate

psychosis. Yet it is possible in such a culture to make a judgment about

pathology even though in specific instances the case may be borderline. The

most stringent critics of the medical model seem on the whole to be

describing individuals who exhibit minor deviations and give little evidence

of subjective distress. An adequate model, however, must include those who

are severely depressed, markedly agitated, or paralyzed by irrational fears.

Another major objection to the medical model is that it is based on

conditions in which there are demonstrable anatomical or physiological

alterations. On the other hand, psychiatry is for the most part concerned with

the so-called functional disorders in which no consistent physiological

changes have as yet been found despite many investigations. Invoking the

concept of levels of integration, the critics contend that psychological

processes by their very nature can never be “reduced” to a physiological level.
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Yet, unless one accepts the possibility of a nonmaterial spirit, psyche, or mind,

psychological processes must in some way be connected with, and not

separate from, the physiological level. The nonreductionist position can only

be accepted as an assertion of belief subject to revision in the light of further

investigation. Consider an individual who arrives at the incorrect conclusion

that two plus two equals five. The error may be due to ignorance or mental

defect. Suppose these causes are excluded and the error persists for reasons

that are not known but are presumed to be “psychological.” The

nonreductionist position would hold that these psychological reasons

comprise the full description of the error within the appropriate level of

integration. Recent investigations by John indicate that there are

demonstrable differences in the electrical activity of the brain when correct

and incorrect choices are made. It is possible also to demonstrate electrical

patterns associated with “psychological” processes like stimulus

generalization and abstraction. If such studies can be extended, it may be
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possible to resolve the reductionist objection and arrive at physiological

measures for normality and abnormality in psychological functions.

Many critics of the medical model assert that it fosters superior,

authoritarian attitudes in physicians and dependent, subservient attitudes in

patients. No doubt there are physicians and patients about whom these

assertions are correct. As a generalization, however, more tangible evidence

would be required than is now offered by the critics. As the matter stands, the

argument is an appeal to prejudice. Patients arc given “orders” by their

physicians, and they “depend” on his technical knowledge and skills. But

“orders” and “depend” in this context do not have the pejorative meaning

ascribed by the critics. Authoritarianism or dependency are individual

qualities in no way inherent in the medical model and not necessarily

characteristic of patients or physicians. Szasz holds that the medical model

obscures moral and ethical problems that must be confronted. There is no
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reason to believe that his position is any less likely than the medical model to

foster attitudes of superiority.

A major objection to the medical model is that it requires facilities and

personnel far beyond what could conceivably be made available in the

foreseeable future. A new model must therefore be developed. What

alternatives are offered?

Mowrer suggests that the concept of sin has been too hastily excluded.

Better sin than sickness in his view. If the responsibility for sin is

acknowledged there is at least the prospect of redemption. Szasz does not

propose any specific alternatives. He insists that all involuntary treatment

and hospitalization be abolished, but is silent about what is to be done with

those now under care. Presumably he anticipates that they can all be returned

to the community; therefore, he does not attempt to devise any other

program. For a select few he offers an austere and forbidding version of
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psychoanalysis he names autonomous psychotherapy. Most of the other

critics refer in general terms to nonmedical psychotherapy, group therapy,

day and night hospitals, behavioral and conditioning therapies, and a variety

of environmental services. Albee, among the staunchest critics of the medical

model, acknowledges the magnitude of the problem of providing such

personnel in sufficient numbers. His proposal is a social learning theory of

mental disorder.

Once it is finally recognized and accepted that most functional disorders
are learned patterns of deviant behavior, then the institutional
arrangement which society evolves to deal with these problems probably
will be educational in nature. ... It is quite possible that they will be
combinations of present day-care centers recast as small tax-supported
state schools with a heavy emphasis on occupational therapy, reeducation
and rehabilitation. ... It will take several generations, perhaps a century, to

replace the illness model. .. (pp. 71-72.)

Albee’s new institutions are strongly reminiscent of ideal hospitals
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envisaged by psychiatrists save only that he omits all mention of medication

or other treatments. Elsewhere in his writings he has already dismissed all

biochemical, neurophysiological, and genetic factors as irrelevant. Surely this

is too one-sided and premature a view to serve as the basis for professional or

public policy in the mental health field. In any event the personnel and

financing required would hardly be less than under the medical model.

The most general alternative to the medical model is the social model,

which attributes the major portion of mental illness to the impact of social

and economic factors. This viewpoint is more concerned with prevention

than with caring for those now afflicted, although there is reasonable ground

to expect that improvements in social and economic circumstances might

assist current patients by reducing the rate of recurrences and

rehospitalizations.

What conclusions can be drawn from this overview of the challenge to
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the medical model? What is the medical model? On the whole it appears that

the medical model is whatever critics attribute to it. The model used by most

psychiatrists accepts the notion that the disability of the mental patient is real

and represents a dysfunction, but is not specific about the nature of the

dysfunction. The concept of cause in the mental realm requires redefinition

and will probably turn out to be a complex network of factors. The medical

model does not require that treatment be directed internally even if the

dysfunction is within the individual. Treatment can be directed at alteration

of external circumstances or can consist of combinations of modalities. These

are matters for investigation. Given the present state of knowledge, most of

the alternative models offered represent hypotheses subject to investigation

in experimental or pilot programs. The most urgent need is for a truly

comprehensive model. The closest approach at this time is the kind of

formulation for schizophrenia offered by the researchers at the National

Institute of Mental Health.
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The Future of Psychiatry

If assessment of the present status of psychiatry is subjective, time-

bound, and difficult, what can be said of the future? Probably the surest

prophecy is that today’s speculations will soon prove to be an acute

embarrassment, for history seldom moves as predicted. On the other hand,

plans for the future are necessary, and some risk must therefore be

undertaken. Prediction is so much a matter of personal evaluation that I will

in this section depart from the customary style of handbooks and use the

pronoun “L.” T will attempt to anticipate the future in three time spans—near,

intermediate, and long range—and three aspects —theory, education, and

delivery.

For the immediate future I believe psychiatry will have to be primarily

oriented to the sudden expansion of demand engendered by the extension of

health care to all segments of the population under some form of insurance.
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At this time there is some official hesitation about providing psychiatric

services because of the anticipated high costs. Ways will have to be devised to

supply the needs, and individual psychiatrists and professional organizations

will have to take on roles of active advocacy. It has already been

demonstrated that short-term (not brief) ambulatory treatment is insurable.

Further explorations are under way. An essential feature of any system of

care will be provision of a full range of services and employment of all forms

and modalities of treatment. Psychiatrists must resist efforts to limit services

to the least expensive treatments. The aim must be to provide a basis for

evaluating the relative efficacy as well as the range of applicability and

limitations of different treatments. Heretofore the distribution of treatment

has followed economic lines. Only when the various modalities are available

to all regardless of economic status will it be possible to determine the

indications for each modality. Evaluation of formal treatments will also have

to be correlated with the effects of environmental measures, such as
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improved housing, education, recreation, and social services generally, to

help determine their relative influence.

Theory must play a dual role. On the one hand, theory must supply clues

for new approaches. These, in turn, will modify and enrich theory. The

outcome should be in the form of “unified” theories, drawing upon all levels of

integration, as illustrated by the work of the NIMH group previously cited.

The most active development should be on the biochemical-

neurophysiological level and on the social psychiatry level.

Psychiatric education will have to undergo the most drastic change. I

foresee several interrelated pressures. The first is the already discussed

challenge to the medical model. The overall impact of this trend has been to

move psychiatry away from the rest of medicine. The outcome will depend on

the competition between psychotherapies, behavioral therapies, and

environmental modification, on the one hand, and chemotherapies, on the
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other. The results of this competition will not emerge early, carrying the issue

into the intermediate time span. In the meantime there will be mounting

pressure from the various subprofessions to achieve independent status. An

example of this trend is the move toward autonomous schools of

psychotherapy, which will no doubt be accompanied by corresponding

professional organizations. The new categories of mental health workers, the

indigenous paraprofessionals, will undergo increasing professionalization

with gradually increasing educational requirements. At the same time some

psychiatrists and associated workers in the basic sciences will be pursuing

their investigations.

I see in these various anticipated lines of development a trend to

fragment rather than to unify the mental health field. Specialization, I believe,

is inevitable, yet the need is for integration. A possible solution is to move in

the direction of institutes of behavioral science rather than toward
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autonomous schools of psychotherapy, social work, or psychiatry. These

institutes would be the base for both clinical and research activities and

should be located within a university that has a medical school. The core of

such institutes would be departments of psychiatry, psychology, and social

work, that is, the disciplines most closely involved in treatment. Each institute

should also be a major center for research and should include departments of

biochemistry, neurophysiology, and experimental psychology, as well as

psychoanalysis and the behavioral and conditioning therapies. In addition to

the foregoing, the behavioral science institute should have strong

representation from anthropology, sociology, political science, economics,

and social psychology.

In an institute organized along these lines the major subdivisions would

probably be around treatment and research, but the unified framework

would help minimize the current coolness between clinicians and researchers
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so often encountered. The department of psychiatry would still be concerned

with the overall integration of activity and information aimed at treatment,

and would centralize and coordinate the delivery of services and evaluation

of efficacy.

The relationship of the department of psychiatry to the medical school

requires separate attention. If both the medical school and the behavioral

sciences institute are based in a university, the pressure to separate

psychiatry from the rest of medicine will be minimized. But I also foresee

changes in medical education, which is also beset by the trend to

specialization and the need for integration. Several medical schools have

already introduced a system of “tracks.” This arrangement groups the

preclinical sciences and basic general clinical training in the first two to two-

and one-half years. The student can then choose a track leading toward

specialization or continue his general medical training. Psychiatry is one such
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track. If this track could be located in the institute of the behavioral sciences,
interested medical students would have early access to all the disciplines
relevant to psychiatry, such as psychology, anthropology, and sociology, and
could at the same time maintain their connection with the rest of medicine.
Other students in the behavioral sciences institute might find their primary
base in one of the related disciplines and take clinical work in the psychiatry
track. The content of the M.D. degree may also change. Ph.D.’s arc now
granted in a specific discipline. The trend toward earlier and more intensive
specialization may lead to an M.D. in a specialty—M.D. in surgery or
gynecology and obstetrics—or perhaps the M.D. will be the basic medical
degree, to be followed by a Ph.D. or Doctor of Medical Science in a specialty if
desired. A major advantage of a behavioral institute is that it would promote
adequate comparative studies and facilitate mutual enrichment of

information.
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These changes in medical education will certainly not be completed in

the immediate future, but will extend into the intermediate time span.

The intermediate term should see the resolution of many current

uncertainties. The delivery systems should be functioning with relative

efficiency and the roles of the various professionals should have been

clarified. Indications for different treatments should be well established and

etiological factors should be more accurately defined.

Predictions for the long term are, | am afraid, mainly affirmations of

faith. I therefore affirm my belief in the ultimate perfectibility of mankind, at

least to the point that men will be able to live harmoniously with other men. I

see no basic antithesis between instinct and civilization, so I do not believe

that either analyses or psychiatry are interminable. We do not yet know

whether some individuals may be so predisposed, say to schizophrenia or

manic-depressive disease, that no amelioration of societal pressures will
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spare them from their disease. If in the intermediate term this should prove

to be the ease, I do not doubt that ways will be found to improve the genetic

stock of the race. When all this has been done, then perhaps psychiatrists will

no longer be concerned with mental diseases but only with problems of living.
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Chapter 5

The Genetics of Man in Health and Mental lliness

John D. Rainer

In no branch of medical science have there been more rapid, more significant,
and more fascinating advances in recent years than in the understanding and
application of genetics. Once the research tools and conceptual frameworks
became available, psychiatry, too, finally accepted genetics as one of its
foundation stones. Gene-borne and gene- external influences can now be
more readily conceived as continuously interacting in human development
rather than as mutually exclusive, and the study of the machinery, the
processes, and the consequences of this interaction can now be seen as
essential to the understanding, the control, and even the treatment of

psychiatric disorder.

In the interdisciplinary setting of modern psychiatry, genetics may be
thought of as an area on a map surrounded by the research fields of
biochemistry, pharmacology, physiology, experimental psychology, and

ethology, and the clinical pursuits of diagnosis, treatment, community and
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social psychiatry, and developmental and psychodynamic understanding. In
the past decade and a half, major advances in cytological and molecular
genetics have captured the imagination of psychiatrists and suggested a basis
for the possible mechanisms of genetic influence. New approaches to the
study of the genetics of behavior have provided data on strain differences in
species from drosophila to dogs, and problems of population growth and
ecology have drawn attention to crucial aspects of population genetics,
evolution, and the human gene pool. Meanwhile, clinicians have become more
aware of individual differences in patients of all ages, in the genetic aspects of
family patterns, and in hereditary differences in metabolism and response to
drugs. All of these developments have opened the borders on the map
described above and have made for productive communication and
cooperation between genetics and the other basic and clinical sciences in

psychiatry.

This, of course, was not always the case; the nature-nurture
controversy, which still smoulders and breaks out occasionally, divided
behavioral scientists into biologically and psychologically minded groups, and
heredity and environment were thought of as separate and distinct forces. In
the United States oversimplified views of one side or the other prevailed, with
psychogenic or environmental forces usually given the dominant role. The
behaviorism of ]. B. Watson and the psychobiology of Adolf Meyer

emphasized the role of external forces in molding behavior and life style; and
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in the transfer of psychoanalysis from Europe before and after World War II,
the attention of Freud and Ernest Jones to inborn differences was largely
ignored. A few psychoanalysts of that generation preserved the unitary
approach; Hartmann studied inborn characteristics of the ego, and Rado
considered psychodynamics to be established on the bases of genetics and
physiology. In clinical psychiatry a few American family and twin studies of
the major psychoses were reported by Rosanoff, and Pollock and Malzberg in
the attempt to assess the genetic contribution, but it was the publication in
1938 of Franz Kallmann'’s The Genetics of Schizophrenia, based on his Berlin
family study, and in 1946 of his paper “The Genetic Theory of Schizophrenia,”
based on his New York State twin investigation, that for a while divided and
then aroused American psychiatry to the importance of genetic factors.
During his influential career Kallmann devoted his attention to many areas,
including schizophrenia, manic-depressive psychosis, homosexuality, mental
deficiency, aging and longevity, tuberculosis, early total deafness,

cytogenetics, and genetic counseling.

Throughout the description of the various applications of genetics to
psychiatry, it is well to think of the influences and interactions as taking place
developmentally in time at various levels of biological organization; the
atomic and molecular, the cellular and systemic, the metabolic and
neurophysiological, the psychodynamic, the familial, the demographic, and

the social. The psychiatric status of the organism at any given time is defined
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by its interaction with its surroundings, with an interplay of effective forces
whose various loci are genes, chromosomes, cytoplasm; enzymes, hormones,
metabolites; brain and nervous system; infectious and toxic agents and diet;
parents, families, groups, and society. In the largest sense the aim of
psychiatric genetics as a scientific approach is to understand and control the
etiological mechanisms both in psychiatric illness and in normal, adaptive

behavior.

Interaction of Genetic and Experiential Determinants

Before any details of basic genetics or clinical application are presented,
it is of prime importance to consider the problem of illustrating,
conceptualizing, and describing the interaction of all types of molding forces,
and in particular that between the information carried by genes and
chromosomes and that provided by the natural and man-created
environments. The activation or repression of genes or entire chromosomes,
so obviously important in providing for cell differentiation and smooth
physiological function in response to the needs of tissue and organism, is
being seen more and more in terms of feedback-interaction; one model is
provided by the mechanism of regulator genes outlined for bacteria by Jacob
and Monod, another by hormonal control. Another example of orderly
interaction at the molecular level is the production by the cells of a specific

antibody in response to antigenic stimulation; less adaptive, at least to the
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individual, are environmentally induced gene mutations or chromosome

breaks, or disruption of genetic function by viral intrusion.

At the other extreme on the scale of time and number, the mechanisms
of population change and evolution are being carefully reevaluated; positive
and negative selective forces in the environment, the workings of chance, and
the complexity of the genetic structures of the individual and the population,

all contribute to the dynamic patterns of adaptation and change.

These various basic mechanisms, by no means completely understood,
but essential to the very substance of modern genetics, can make it easier to
conceive of the way genetics may function in individual development and
psychopathology by serving as prototypes in some kind of general systems
approach. If interaction is more than co-action, the need for two forces to
combine, but rather a unique process with mutual feedback, spiral
development, and critical stages, proper language must be found to describe
the interworking of genetic and nongenetic factors as they come to light.
Meanwhile, a few examples of clinical efforts in this direction may be

presented.

Psychodynamics and Genetics

The science of psychodynamics has been considered by many

psychoanalysts to be part of a total biological conception of man. In Rado’s
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scheme, for example, by the psychodynamic approach to an understanding of
motivation and emotional control, it was considered possible to describe
behavior problems and character disorders that would require for their
complete explanation investigating the role of genetic transmission. Such an
approach was certainly implicitly and explicitly formulated in the writings of
Freud, who considered both the constitutional and accidental causes of
neurotic disease, and who spoke of primary congenital variations in the ego
and in the defense mechanisms an individual selects. Hartmann also, as part
of his interest in twins, wrote of personality structure as the result of
interaction between heredity and environment. He considered character
anlagen that differentiate into character traits in the course of development,
and he felt that twin studies might throw light on the possible substitution of
one trait for another. Genetics may thus act as a unifying principle in future
psychodynamic work, providing an opportunity to recognize fundamental
genetic differences among individuals and to correlate these differences with

various forms of developmental interaction.

Studies of Infants and Children: Reaction Patterns

As science progresses by the interplay of theory and observation, new
formulations in ego psychology go hand in hand with fresh approaches to
investigation. Verifying the observations of almost any mother, child

psychiatrists have turned their attention to individual differences among
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children, found them to be as important as maternal attitudes in shaping
subsequent behavior patterns, and begun to study the details of the
interaction in a longitudinal framework. As Anna Freud wrote, “inherent
potentialities of the infant are accelerated in development, or slowed up,
according to the mother’s involvement with them, or the absence of it.” The
individual differences have been measured in various areas, among them
sleep, feeding, and sensory responses, activity and passivity, motor behavior,
and specific reaction patterns. Thomas, Chess, and Birch have identified nine
temperamental qualities in early infancy that tend to persist at least during
the first two years. These are activity level, rhythmicity, approach-
withdrawal, adaptability, intensity of reaction, threshold of response to
stimulation, quality of mood, distractibility, and attention span and
persistence. Various psychophysiological studies of neonates have also

provided pertinent data.

The role of heredity in determining these constitutional variations
requires further clarification, since the interaction process begins from the
moment of conception and prenatal and perinatal influences come into play
as well. Refined observational techniques coupled with methods of genetic

analysis discussed below can be expected to clarify this intricate matter.

Interaction Models in Psychosomatic Disorders
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The principle of the interlocking effects of genetic, nurtural, and social
contributions in psychopathology is well illustrated in Mirsky’s studies in the
etiology of peptic ulcer and Spitz’s formulations regarding infantile eczema. In
the ulcer studies both neonates and healthy older persons were noted to vary
in the degree of secretion of pepsinogen, as measured in urine and blood; this
variation appears to be genetically determined. Under conditions of
environmental stress, army training, for example, a large number of those
who were rated as hypersecretors developed signs and symptoms of a
duodenal ulcer, but none of those in the hyposecretor group did. In Mirsky’s
formulation infants who are genetically hypersecretors have intense oral
needs that are insatiable by the average good mother; the mother is therefore
perceived as rejecting, the dependent wishes persist, and they can be revived
in later life when fears of the loss of security are mobilized by environmental
stress. The resultant anxiety, by pathways as yet not certain (hypothalamic,
autonomic; hyperexcretion of pepsinogen, hyperchlorhydria, hypermotility,

hyperadrenalism), may precipitate the ulcer in the predisposed individual.

Similar observations were made by Spitz on a group of infants
institutionalized along with their unwed mothers. The infants who developed
eczema differed from those who did not in a congenital predisposition and in
a psychological factor originating in the mother-child relation. In particular,
the infants who would develop eczema in the second six months of life

showed a heightened set of responses at birth in the area of cutaneous
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reflexes. Psychologically their absence of eight- month anxiety meant to Spitz
a retardation in affective development and led to the discovery of manifest
anxiety and repressed hostility on the part of their mothers. The mothers did
not like to touch their child or care for them, deprived them of cutaneous
contact, and therefore refused to gratify the very need that already at birth
had been shown to be increased in this group of infants. The pathways to the
actual somatic lesion are again not clear, but the model for interaction

provides the new kind of dynamic role for genetics in psychiatric thought.

Molecular Chemistry of Genetics

Classical Transmission Genetics

The rediscovery of Gregor Mendel’s garden pea experiments at the turn
of the century established the fact that single hereditary traits are determined
by paired particles (later called genes) that are unchanged throughout life,
independently separate during gamete formation, and are transmitted via the
ovum and sperm respectively to combine again in the zygote. The sum total of
the genetic constitution of an individual, as thus established in the zygote and
duplicated in every somatic cell, is referred to as the genotype, and his
appearance and physiological state at any given time as his phenotype. It is
possible for an individual to receive the same (or an essentially

indistinguishable) gene from each parent at a given locus, and under proper
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environmental conditions such a homozygote will exhibit the characteristics
associated with the action of that gene. On the other hand, each parent may
contribute a different gene (allele) at the given locus; such a heterozygote
may exhibit traits intermediate to those associated with the homozygote for
either gene, or he may display the same trait as a homozygote, in which case
the trait is known as dominant. A trait that is not expressed in an easily
discernible fashion in a heterozygote is known as recessive. A mutated gene
arising with predictable frequency in the population, if not immediately
lethal, will usually have a pathological effect expressed against the genetic
background of many other factors. If dominant it will be transmitted in
pedigrees in the direct line of descent through the affected parent in each
generation, appearing in approximately 50 percent of that parent’s offspring.
Recessive traits require inheritance from both parents, who, since they are
usually heterozygotes, are rarely affected themselves. A child of two
heterozygotes has a 25 percent risk of being a homozygote and of being
affected under usual environmental conditions. While heterozygotes, or
“carriers,” for a given gene are relatively frequent in the population, the
chance of two such individuals mating under conditions of random choice is
much less common; when the gene is rare, many of such matings will be
represented by consanguineous marriages. Transmission of the gene is

chiefly along collateral lines, from heterozygote to heterozygote.

Since a gene produces a given trait only via a long series of steps that
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may be modified at every level by both prenatal and postnatal environmental
forces and requirements, as well as by the action of other genes, the effects
described above may vary from complete expression to total lack of
penetrance. In many traits, particularly in variations within the range of
normalcy in such characteristics as height or intelligence but also in graded
pathological syndromes, the genetic contribution is made by the resultant
effect of many genes, either all having minor intermediate effect (multifactor

inheritance), or modifying the effect of single major genes.

Replication, Transcription, and Translation

For a half century this empirical body of knowledge was related to what
was known of chromosome structure and processes of cell division, to inborn
errors of metabolism, to the study of mutations, usually radiation-produced,
and to the experimental, mathematical, and statistical investigation of
populations and evolutionary processes. In the 1950s a new level of
understanding was achieved through major advances in molecular genetics
and cytology. For some time it had been known that the genetic material
transmitting  information from generation to generation was
deoxyribonucleic acid (DNA). In 1953 the structure of this molecule was
determined by Watson and Crick. Two sugar (deoxyribose)-phosphate-sugar
chains are twisted about each other, forming a double helix. To each sugar is

attached a nucleotide base—a purine (adenine or guanine) or pyrimidine
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(cytosine or thymine). From a sugar on one chain to the corresponding sugar
on the other, there is a hydrogen bond linkage that may only take place
between either adenine on one chain and thymine on the other, or guanine on
one and cytosine on the other. A DNA molecule may consist of thousands of
such nucleotide linkages. Replication of the DNA molecule during cell division
preserves the sequence of nucleotide bases, since separation of the strands,
breaking the linkages between the nucleotides, is followed by the
construction by each half of a new sister chain, with the sequence
complementary to the original half chain. There result two double helical
chains, each identical to the original. This model made possible an

unparalleled explosion of investigation and knowledge.

The importance of the base sequence in the DNA molecule was soon
realized, as the process of protein manufacture by the cell was elucidated. In
very schematic form the code represented by the sequence in the double helix
is transcribed to a single stranded molecule, messenger ribonucleic acid
(mRNA), which is then found in the cytoplasm attached to structures known
as ribosomes that move along its length. Here the code is translated, directing
the sequence of amino acid assembly into a polypeptide chain. In this process
specialized molecules of soluble or transfer RNA (sRNA) carry one by one in
turn specific amino acids to specific codons, sequences of three nucleotide
bases that code for one amino acid alone. Once formed, the chain assumes the

spatial configuration of a specific protein molecule.
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Mutation

Gene mutations represent a change in the genetic instruction. In the
light of the above scheme, they arise from a change in the nucleotide
sequence in the DNA, an error during replication possibly resulting from the
action of certain chemicals or from radiation. This change will affect the
transcription-translation process so that a modified polypeptide or protein
will be produced. Since this product is either an enzyme or a structural
protein such as hemoglobin, the result may be disordered function or
structure—for example, the loss of enzyme activity responsible for
phenylketonuria, or the altered hemoglobin structure found in sickle-cell

anemia.

Control of Gene Action

In the normal functioning of the above process, it is obvious that there
must exist some method of control or regulation. With every cell containing
the same genes, some of these must be inactive, their message never
transcribed, to account for the differentiation of cell functions. In all cells
there must be some feedback mechanism whereby the production of enzymes
and other products is regulated at any given time according to the needs of
the entire organism. There are various theories to account for such control.

Jacob and Monod have studied the action in bacteria of regulator genes whose
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products may switch on or off the action of structural (enzyme-producing)
genes depending on the presence or quantity of the substrate on which the
given enzyme acts, or the end product of such action. In this operon theory
genes are responsive to their surroundings; this is the most basic example of
the process of interaction so central to the modern conception of genetics. In
higher organisms more complex mechanisms, including the action of

hormones, may play a role in the regulatory process.

Human Cytogenetics

While these advances in the molecular chemistry of genetics were being
made, techniques were being developed that led to a corresponding explosion
in cytogenetics, the visualization and study of human chromosomes in health
and disease. As in many fields of knowledge, dramatic discoveries concerning
human chromosomes followed quickly upon the perfection of new
techniques. Some long-held hypotheses had to be discarded while a few

careful observations came to be explained in a definitive manner.

For many decades the study of human chromosomes had been
neglected. Even the number of chromosomes and the mechanism of sex
determination had been matters of controversy. For a long time most
textbooks perpetuated the erroneous statement that the diploid number of

chromosomes in man was 48. It was known that females had two X
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chromosomes and males one X and one Y, but by analogy with drosophila
maleness was thought to be due to the presence of only one X chromosome,
insufficient to balance masculinizing genes on the autosomes. There were no
satisfactory methods of correlating chromosomal or nuclear patterns with

clinical abnormalities.

Sex Chromatin and “Nuclear Sex” Determination

In retrospect the first breakthrough in modern human cytogenetics
occurred in 1949, when Barr and Bertram4 accidentally discovered an
important morphological difference between female and male -cells.
Examining neurons of the cat, they found, in some animals only, a densely
staining chromatin mass applied to the inner surface of the nuclear
membrane. It was soon realized that it was female cats that demonstrated
this nuclear chromatin. This phenomenon was then demonstrated in other
mammals and in man, where from 30 to 60 percent of the cells of a normal
female show the dark-staining mass, referred to as sex chromatin or a Barr
body. In 1954 a corresponding sex difference was discovered in
polymorphonuclear leucocytes, where an additional small lobe is found in
about one in 40 cells in females and in less than one in 500 cells in males.

Because of its shape, this small lobe was called a “drumstick.”

Since the sex chromatin body was found in females, who have two X
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chromosomes, and not in males, who have one, it was originally believed to
be made up of the dark-staining regions of two such chromosomes. Later it
was established that a Barr body consists of all or part of one X chromosome,
one that was modified, suppressed, or partially or totally “inactivated.”
According to Lyon’s hypothesis, this “inactivation” of one X chromosome in

each cell takes place early in the development of the female embryo.

Sex chromatin determination in humans may be accomplished by
examining any cellular tissue; in practice it is most convenient to study
smears made of oral mucosal cells. After swabbing the inside of the cheek
gently with a gauze pad, the roughened surface is scraped with the edge of a
narrow metal spatula. The buccal material is spread onto a glass slide, which
is fixed in 95 percent ethyl alcohol for 30 minutes. It is then washed and
stained by a nuclear stain such as thionin or cresyl violet, cleared, and

mounted; between 100 and 200 cells are then examined.

It was not long before the process of “nuclear sexing,” as it was then
called, was applied to certain cases of human infertility and abnormal sexual
development. In 1954 female patients with gonadal aplasia (Turner’s
syndrome) were reported to be chromatin-negative, that is, to lack the
nuclear chromatin body. Such females tend to be of short stature and sexually
infantile, and their ovaries are reduced to streaks of connective tissue.

Associated defects such as webbed neck and increased carrying angle of the
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arms are often present. Occurring with an estimated frequency of 0.2 to 0.3
per 1,000 females, Turner’s syndrome may include slight intellectual
impairment but not severe mental deficiency. Because of the absence of
nuclear chromatin, early investigators considered such patients as
“chromosomal males” with some form of sex reversal. Although this
interpretation was not generally accepted, it was finally corrected only by

later findings, which are described below.

A second classical example of nuclear sex anomaly was Klinefelter’s
syndrome, characterizing males with small atrophic testes, sterility,
gynecomastia, and increased excretion of gonadotropin. Occurring in about
one in 500 male births, it accounts for about 1 percent of male mentally
retarded patients in institutions. In 1956 a high proportion of patients with
this clinical syndrome were found to be chromatin-positive; they were for a
time incorrectly termed “chromosomal females,” presumably with two X
chromosomes. Further elucidation of the etiology of this disorder also
awaited study of the chromosomes themselves and direct observation of the

patients’ sex chromosome constitution.

Technical Advances In Human Cytogenetics

The next set of studies in human cytogenetics followed the perfection of

methods for observing human chromosomes microscopically. Earlier
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investigations were done mostly on testicular biopsies, but degenerative
changes as well as clumping and overlapping of chromosomes led to
inaccurate counts. The introduction of tissue culture methods made available
a better source of cells in the process of mitotic division, the stage in which
the chromosomes are distinguishable. Treatment with colchicine arrested
dividing cells in this stage, and the use of hypotonic solutions swelled the
nuclei, spreading the chromosomes and separating them for examination
before final staining of the cells in slide preparations. Photography under the
oil immersion lens revealed the chromosomes as X-shaped bodies, each
representing a single chromosome in the process of dividing. First applied to
skin biopsy material and bone marrow, these techniques have been variously
modified and at present are applied most practically to lymphocytes of

peripheral blood.

Suspended in their plasma and stimulated to divide by the addition of
phytohemagglutinin, such cells are protected against bacterial contamination
by antibiotics. After three days of incubation at 37°C, they are ready for
harvesting after being arrested at the cell division stage by adding colchicine
or a derivative of it. The addition of hypotonic sodium citrate solution is

followed by fixation, slide preparation, staining, clearing, and mounting.

Normal Human Karyotype
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In 1956 these new techniques resulted in the demonstration of 46
chromosomes as the correct number in man. It became possible to study clear
and easily examined preparations of human chromosomes, to photograph
them, and to enlarge, cut out, pair, and mount them in order of decreasing
length. Such an arrangement is called a Kkaryotype; a diagrammatic

representation thereof is called an idiogram.

Chromosomes may be distinguished from one another by their length
and by the position of the constriction called the centromere, the point at
which the two parts of the dividing chromosome still remain joined. The
centromere may be median (metacentric), submedian (submetacentric), or
subterminal (acrocentric) in location; in many chromosomes of the latter type

satellite bodies may be seen projecting from their short arm.

When arranged in order of decreasing size, the human chromosomes
fall into seven groups, which were standardized at a historic meeting in
Denver in 1960. The groups may be clearly distinguished, and chromosomes
within a group can often be recognized with a high degree of probability. In
line with the system proposed at the Denver meeting, the description of the

chromosomes is as follows:

Group 1-3. (A) Large chromosomes with approximately median

centromeres. The three chromosomes are readily

American Handbook of Psychiatry: Volume 1 399



distinguished from each other by size and centromere

position.

Group 4—5. (B) Large chromosomes with submedian centromeres.
The two chromosomes are difficult to distinguish, but

chromosome 4 is slightly longer.

Group 6-12. (C) Medium-sized chromosomes with submedian
centromeres. The X chromosome resembles the longer
chromosomes in this group, especially chromosome 6, from
which it is difficult to distinguish. This large group presents
the major difficulty in identification of individual

chromosomes.

Group 13-15.(D) Medium-sized chromosomes with nearly terminal
centromeres (acrocentric chromosomes). Chromosome 13
has a prominent satellite on the short arm. Chromosome 14
has a small satellite on the short arm. No satellite has been

detected on chromosome 154

Group 16-18. (E) Rather short chromosomes with approximately

median (in chromosome 16) or submedian centromeres.
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Group 19-20. (F) Short chromosomes with approximately median

centromeres.

Group 21-22. (G) Very short, acrocentric chromosomes. Chromosome
21 has a satellite on its short arm. The Y-chromosome is

similar to these chromosomes.

Further conferences were held in London in 1963, in Chicago in 1966,
and in Paris in 1971, with the aim of increasing the accuracy of chromosome
identification. The presence of secondary constrictions and the determination
by radiographic means (incorporation of radioactive thymidine into
replicating chromosomes) of the time sequence of chromosome replication
were among the methods suggested at the London conference; in Chicago a
standard nomenclature was adopted for describing the human chromosome
complement. More recently new staining techniques were reported that
promise to make each chromosome individually recognizable by disclosing
banded regions; among the distinguishing characteristics are fluorescent
patterns seen after exposure to quinacrine derivatives and deeply colored

bands using various modifications of Giemsa staining methods.

Chromosomal Abnormalities

Within three years after the correct determination of the human
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karyotype, and even before the numbering system was standardized,
important discoveries were made correlating abnormalities in the karyotype
and clinical syndromes. The first group of these abnormalities arose from the
presence of an abnormal number of chromosomes and resulted from a
process known as nondisjunction in the formation of the gamete (sperm or
ovum). Instead of the two members of a given pair of chromosomes
separating, each one going into a separate sperm cell (in the male), or into the
ovum and polar body, respectively (in the female), they both go into the same
gamete, producing two kinds of abnormal gametes, those with two
chromosomes of a given pair and hence with one chromosome too many, or
with none of that pair and hence one too few. When united with a normal
sperm or ovum, such a gamete yields a fertilized ovum (zygote) with either 47
or 45 chromosomes in all. Similar processes of nondisjunction at an early
cleavage stage of the zygote, resulting in cells with even more than 47
chromosomes, have been found in conjunction with the X and Y
chromosomes. It is also possible in such cases that cells of more than one kind
are formed, each one of which perpetuates its line, giving rise to individuals

with cells of two or more types. This phenomenon is known as mosaicism.

The first condition found to be associated with a chromosomal anomaly
was mongolism, preferentially referred to as Down’s syndrome. The
association of this syndrome in the preponderance of cases with children

born to older mothers, and the one-egg twin concordance rate of close to 100
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per cent, foreshadowed an early germinal, possibly a chromosomal, defect as
the responsible agent. Early in 1959 tissue culture methods showed that
patients with Down'’s syndrome had 47 instead of 46 chromosomes and that
the additional chromosome was one of the smallest chromosomes, no. 21 in
the conventional numbering system. Arising by nondisjunction (especially in
the female, as is suggested by the association of the condition with advancing
maternal age), the extra chromosome, small as it is, causes widespread

morphological and biochemical abnormalities.

Some cases of Down’s syndrome, especially those born to younger
mothers or those with a familial concentration, were assumed for a while to
have a normal chromosome complement. However, upon closer examination
of the karyotype, one of the chromosomes of the 13 to 15 group was found to
have attached to it the long arm of an extra chromosome 21. Thus there was a
translocation of chromosomal material, a situation that may be transmitted
from generation to generation. If two normal chromosomes 21 are present, in
addition to the 15/21 translocation chromosome, the individual is affected; if
only one is present, the individual is normal. In the latter case, however, he or
she may be a “carrier,” that is, may bear affected children, by producing a
gamete with both the translocation chromosome and a normal chromosome
21. Translocations have been found also between chromosomes 21 and 22.
From a practical point of view the translocation mechanism for producing this

syndrome is very important. For most mothers of a child with Down’s

American Handbook of Psychiatry: Volume 1 403



syndrome, the chance of having a second such child is very small, hardly
greater than for any other woman of the same age (1 in 600 altogether, up to
1 in 50 in mothers over 45). A mother with a 15/21 translocation has a much
higher risk (about 10 percent) of having a second affected child, apart from
that of having children who are carriers. If the father has the translocation,
the empirical risk of having an affected child is lower (2 to 3 per cent).
Microscopic chromosome examination is therefore strongly indicated in

counseling such families.

Other conditions with trisomies of autosomes have been described that
are rare in live-born infants and usually result in early death. One of the
conditions, involving a chromosome of the D group, is characterized by
symptoms that include microphthalmus, harelip, cleft palate, and polydactyly,
frequently accompanied by congenital heart defects, in another, in which an E
group chromosome is involved, is characterized by micrognathia, low-set

ears, overlapping of fingers, and other skeletal and cardiac defects.

Abnormalities Involving Sex Chromosomes

After interest had been aroused in sexual abnormalities with anomalous
chromatin patterns, it was not long before the techniques of studying human
karyotypes were applied to these conditions. Chromatin-negative Turner’s

syndrome was found to be associated with only 45 chromosomes, one of the
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sex chromosomes being missing. The resulting sex chromosome constitution
was first called the XO condition, “O” indicating simply the absence of a
chromosome normally present; in the Chicago nomenclature it is called 45, X.
Apparently this condition may originate by nondisjunction in the formation of
either the sperm or the egg. Thus, while normal sperm cells have either an X
or Y chromosome (in addition to 22 autosomes), the nondisjunction
phenomenon may yield sperm cells having both X and Y (XY) with 24
chromosomes in all, or neither (O) with 22 chromosomes in all. Similarly,
while normal ova all have one X chromosome, the abnormal ones may have
two (XX) or none (0O). Fertilization of an O gamete by a normal X gamete

results in the karyotype of Turner’s syndrome.

In similar fashion patients with Klinefelter’s syndrome are known to
have 47 chromosomes with an extra X chromosome (XXY), brought about by
the union of an abnormal XY sperm with a normal ovum, or an abnormal X
ovum with a normal Y-bearing sperm. A third classic example of
chromosomal abnormality in the human is represented by females, sexually

infantile and amenorrheic, with an XXX chromosome pattern.

The sex chromatin pattern in these anomalies can now be shown to be
related in a simple way to the chromosome structure. The number of nuclear
chromatin patches is always one less than the number of X chromosomes

found—hence Turner’s syndrome has none, Klinefelter’'s has one, and the
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triple X female has two. In terms of the Lyon hypothesis, this finding can be
explained by the inactivation of all X chromosomes in excess of one. At the
same time it has been established that the presence of a Y chromosome is
necessary and sufficient for maleness, since the XO individual is female with
only one X chromosome but no Y, while the XXY, possessing two X

chromosomes but also possessing a Y, is male.

These sex chromosomal anomalies are the prototypes of more complex
pictures that have been reported. Nondisjunction during later cell divisions
after the zygote is formed may produce such abnormalities as XXXY or XXXXY
individuals (males similar to Klinefelter’s syndrome but with severe mental
deficiency) and many varieties of mosaicism. It has been estimated that one in
every 150 newborn infants has a chromosome aberration identifiable by

present techniques.

Chromosomal Abnormalities and Psychiatric Syndromes

Aside from the importance of human chromosome analysis for
diagnosis and counseling, its value in unraveling the processes of gene action
is only beginning to be exploited. For one example, the correlation of specific
disorders with syndromes associated with chromosome abnormalities may
serve to localize the genes involved on particular chromosomes or the

metabolic (enzymatic) pathways of gene action and may also help to
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distinguish nosological subgroups in major diagnostic categories.

In the major syndromes of psychiatric importance chromosomal
findings have been equivocal. Only a small proportion of schizophrenic
patients seem to display a sex chromosome abnormality; conversely a few of
the mentally defective patients with abnormal karyotype show psychotic or

schizophreniclike behavior.

Klinefelter’s syndrome, with 47,XXY karyotype and its variants, leads to
degrees of eunuchoid habitus and weak libido, low marriage rate, often
mental deficiency, and personality disorders ranging from inadequate
personality and delinquency to symptoms of schizophrenia. This trisomic
condition has been found three times as frequently in mental hospitals as
among newborns. If this figure is upheld it will still have to be clarified
whether the patients have psychotic-like syndromes resulting from the
chromosome imbalance or whether the chromosomal syndrome precipitates
an otherwise determined psychosis by adding an additional biological or
social burden. Similar considerations apply to the extra X chromosome in the
female, the 47,XXX syndrome. Once misnamed “superfemales,” those who
have been found in clinics and hospitals are often mildly retarded and socially
withdrawn; they seem to be found more often than expected in mental
hospitals, but their incidence at birth (1 in 1,000) is only a rough estimate.

Schizophrenia in women with the XXX karyotype has recently been studied by
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Vartanyan and Gindilis.

Turner’s syndrome, typically a short and sexually undeveloped female,
is associated with the absence of the second sex chromosome, leaving 45
chromosomes with a single X. If emotional reaction, sexual immaturity, and
body defects play any role in the extra X syndromes described above, they do
not seem to result in any disturbance here, for these girls and women have
been described as resilient to adversity, stable in personality, and maternal in
temperament. They are not mentally retarded except in some nonverbal skills
centering about space-form appreciation and constructional skills. This
finding is significant as one of the few examples of a specific intellectual

correlate of a karyotypic defect.

A great deal of interest has been generated in the 47,XYY anomaly.
Although noted in the general population, males with this chromosome
constitution were found in seeming excess in correctional institutions where
they were noted to be tall, mentally deficient, and prone to aggressive
behavior patterns. The specificity of this syndrome has been questioned,
especially since the frequency of XYY males in the total population is not yet

accurately known."" Fluorescent staining techniques in buccal epithelial cells
should be able to provide better data both on the incidence of the karyotypic
abnormality and its possible consequences in the course of development.

Cases studied so far, including a pair of adolescent twins, suggest that at least
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some of these men are usually passive, withdrawn, inadequate, and docile,
but under stress they may exhibit impulsive behavior. There is also
suggestive evidence that these periodic episodes have a seizurelike course

and that the electroencephalogram may be abnormal.

Further information on the relationship between chromosome
imbalance and mental symptoms may one day elucidate some of the genetic
mechanisms in behavior disorders. An analogy has been provided in studies
of the fruit fly by the correlation of behavioral response with contributions

from specific chromosomes.

Methods of Investigation in Psychiatric Genetics

Pedigree Method

The study of individual families or pedigrees has often been used to
suggest forms of genetic transmission for larger-scale investigation or to
provide tentative material on rare, well-defined pathological conditions. They
have to be supplemented by the study of more representative samples with

proper attention to statistical methods of correcting for ascertainment.

Census Method

In geographically confined populations, small enough to be visited
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individually, and with good medical and demographic records, it has been
possible to study the population and family distribution of diagnosable
psychiatric disorders; this method has provided some excellent reports in

certain Scandinavian areas.

Family Risk Studies

An extension of the pedigree method, studies of family risk (sometimes
referred to as contingency methods) have as their goal comparing the
expectancy risk for a given condition in the relatives of affected individuals
with that in the general population. A number of pitfalls must be avoided. The
affected individuals must be diagnosed according to uniform criteria, and
they must represent a consecutive series of patients (or a random sample
thereof). They are designated then as index cases, or probands. All relatives in
the desired categories must then be located and diagnosis made. Since one is
interested not in the incidence (new cases) or even the prevalence (total
cases) but rather in the expectancy rate (cases that may arise during the
lifetime of the relatives), it is necessary either to wait for many years or more
practically to apply a correction method. A simplified method often used is
the Weinberg abridged method. A manifestation age interval is derived
clinically; in schizophrenia, for example, it is usually taken at 15 to 45 years.
The number of cases found among a given category of relatives (the

numerator) is related to a denominator that is not the total number of
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relatives in this category, but rather that number diminished by all of those
who have not reached the earliest manifestation age and half of those still
within the manifestation period. This method yields a risk figure,
representing the expectancy of developing the given condition for those who
will live through the manifestation period. This figure can then be compared
with risk figures for other groups of relatives and for the general population.
The latter have been determined in many cases by total or sample population

studies, or by studies of the relatives of control patients.

Twin Family Method

An extension of the family risk method to families containing twins
makes possible a series of further approaches to understanding the
complementary roles of nature and nurture, heredity and environment.97'98
First used by Galton, the method depends upon the occurrence of two types of
twins, those derived from a single fertilized ovum that has split and
developed as two separate individuals (“identical,” monozygotic, or one-egg
twins) and those derived from two ova, fertilized by two different
spermatozoa during the same pregnancy (“fraternal,” dizygotic, or two-egg
twins). In the first case the twins are always of the same sex (barring a rare
sex chromosome loss early in embryonic division, which may result in a pair
of one-egg twins made up of a normal male and a female with Turner’s

syndrome). On the average dizygotic twins are one-quarter of the time both
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male, one quarter of the time both female, and half the time of opposite sex.
Zygosity determination can be made with a high degree of accuracy by
similarity of somatic characteristics. The accuracy is further increased by
comparison of fingerprints and blood groups, while immunological methods
such as reciprocal skin grafting may provide certainty in individual pairs
where intensive study requires and warrants such procedures. Monozygotic
twins are born with the same genotype; dizygotic twins are as similar

genetically as any pair of sibs.

In the twin family method the index cases are twins. Expectancy rates
can be compared between monozygotic twin partners, dizygotic twin
partners of the same sex, dizygotic twin partners of opposite sexes, full sibs,
half sibs, and step sibs. This method provides a graded series of genetic
relationships and a differently graded series of environmental ones; the
extent to which the risk in the various categories of relatives corresponds to
the genetic similarity bears a relation to, or is a measure of, the genetic
contribution to the etiology of the condition. For example, if the expectancy in
monozygotic twins is higher than that in dizygotic twins of the same sex
(despite the environmental similarities) and that in dizygotic twins is close to
that in full sibs (to which they are genetically equivalent), there is a
measurable genetic contribution. Another way of separating genetic and
environmental influences would be to study identical twins reared apart from

birth, preferably in homes with disparate social and psychological settings,
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but such pairs who also present a particular syndrome are rare.

There are a number of cautions and misunderstandings about twin
studies to be noted. Before using the twin concordance method, it is
necessary’, for example, to determine that a condition to be investigated is no
more prevalent in twins than in single-born individuals. In doing a study the
sample of twins should be complete, with the expected proportion of
monozygotic and dizygotic pairs, and the diagnosis of zygosity and that of
illness should be made by separate persons without knowledge of the other’s
findings. In interpreting the results of twin studies, the assumption of
comparable environmental patterns for monozygotic twins and dizygotic
twins, at least those of the same sex, has been questioned; yet observation of
twins and their families has often shown similar family dynamics and role
assignment—twin dependency, parental need to distinguish, and so forth—
with both types of twins. Indeed, monozygotic twins are often more disparate
in size and vigor at birth than dizygotic ones. Finally it should be realized that
it is not necessary to have 100 percent concordance in monozygotic twins to
postulate a genetic contribution; provided they are sufficiently higher than
the dizygotic rates, monozygotic concordance rates of under 50 per cent, for
example, can be shown by analysis of variance techniques to indicate a high

heritability value.

Co-Twin Control Studies
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The use of longitudinal data from selected pairs of monozygotic twins,
particularly those discordant or dissimilar with respect to the overt
expression of a behavioral trait or syndrome, may serve to point out
important developmental factors. Among the reported case histories of twins
and other sets of persons of multiple birth, the study of Rosenthal's group on
the aptly named Genain quadruplets is particularly notable because of its
thoroughness and its adherence to the concept of heredity-environment
interaction. Although all members of the set were found to be schizophrenic,

their psychoses varied in symptomatology as well as in intensity.

Other investigations of this type include the series of homosexually
dissimilar twins studied by Rainer, Mesnikoff, Kolb, and Carr. Obtaining data
through psychiatric anamnesis, family interviews, and free association, these
studies paid particular attention to: (1) the prenatal fantasies and wishes of
each parent about the sex of the expected child; (2) the attitude of the parents
toward the twins’ birth; (3) the family significance of the naming, both as
established before birth and as modified by the birth of the twins; (4) the
parental efforts at differentiating the twins; (5) the occurrence of physically
distinguishing features in the twins; (6) the emotional connotations of such
features to the parents and the extended family; (7) the effect of such bodily
distinctions on the differential mode of mothering for each twin; (8) the
differing object relations of the twins from birth onward; (9) the attitude of

each twin to his body and to his self, as perceived and as seen ideally; (10) the
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fantasy life of the twins, particularly in the sexual area; and (11) the superego
growth of the twins, particularly in relation to sexually allowed and
prohibited forms of activity. Benjamin studied a pair of male twins
concordant for asthma but dissimilar with respect to a number of important
psychological features, in the context of seeking to “conceptualize most
complex behaviors in terms of different sorts of interactions between innate

and experiential constants and variables.”

In a pair of twins concordant for the XYY chromosome anomaly, but
dissimilar in the degree of control over episodic impulsive behavior, Rainer,
Abdullah, and Jarvik noted the mother’s search for personality differences at
birth, and the occurrence of petit mal seizures in one twin at the age of three.
It was suggested that these early events may have set a double pattern—
focusing of the mother’s concern on one twin as being psychiatrically and
neurologically abnormal, and a protective and caring response on the other
child’s part, which helped him to strengthen his control and responsibility
over himself. As in all of these studies, similarities in underlying personalities
were noted, particularly in projective testing, with differences in overt
behavior then attributable suggestively to patterns of family dynamics as well

as to physiological differences.

In the study of identical twin pairs discordant for schizophrenia by

Pollin and his co-workers, again there were physiological differences, namely,
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lower birth weight for the subsequently schizophrenic twin, that directly or in
interaction with family dynamic patterns may have influenced their

development.

These studies help one to understand that genes actually determine a
norm of reaction, the exact expression of which depends on many prenatal,
perinatal, and postnatal interactions. The pathways are labyrinthine that lead
in twins from the identical molecular structures that constitute the genic
patterns to the manifestations in later life of behavior traits; minor shifts in
the dynamic process at nodal points may lead to wide phenotypic divergence.
Preconceived ideas on the locus of such nodal points should be regarded with
caution. A spiral-like development toward marked behavioral dissimilarity
may arise not only from postnatal influences on the twins but also in the
prenatal stages of development. Infant, childhood, adolescent, and adult
experiences may thereafter precipitate a single gene effect or shape the

expression of a polygenic trait in a unique way.

Adoption Studies

The physical separation from their biological parents of children reared
in adoptive homes offers a valuable method of weighting genetic and
environmental influences. Some studies involving adopted children have

compared those with affected biological parents to those with unaffected
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biological parents, while others have compared biological and adoptive
parents and other relatives of affected adopted children. Some of the findings
in these kinds of studies are discussed in Volume Three, Chapter 25, of this

handbook in connection with genetic studies in schizophrenia (Rosenthal).

Longitudinal Studies

Longitudinal studies of high-risk infants and children are of the greatest
potential value in learning about the role and vicissitudes of genetic
predisposition in mental illness. Since there is evidence for increased risk
with greater genetic loading in a given syndrome, children of one or of two
affected parents may be followed, comparing them with their sibs and with
control children, searching for early behavioral, biochemical, neurological,
psychophysiological, and clinical signs, for patterns of development, and for

protective factors.

Other Methods of Genetic Investigation

Of course, the most direct way of establishing genetic etiology would be
to identify errors in the genetic code itself; the closest available approach is
through identification of a specific enzyme deficiency or modification,
particularly in the brain or nervous system. This may be done by

electrophoretic methods or by studying products of intermediate metabolism.
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Loading techniques—tolerance tests—may make such deficiencies more
obvious in the case of heterozygotes. Correlation of psychiatric symptoms
with chromosome anomalies has been discussed; more subtle chromosomal
changes will be detected with the perfection of new staining techniques, as

well as with techniques of cell hybridization.

A method for establishing homogeneous genetic categories is the study
of genetic linkage; a syndrome may be associated with the effect of a single
gene if it appears to stem from a locus on the same chromosome with, and at
a given distance from, the locus of another known gene. In principle linkage is
suggested by the detection of pedigrees in which there is a reduced frequency
of recombination between genes at two particular loci; for example,
depression and color blindness, occurring in the same family, may be found

usually together or usually separately.

The correlation of psychiatric syndromes with certain physical
characteristics—blood types, dermatoglyphics, constitutional habitus—may
be a lead to the presence of a genetic basis. Finally, in cross-cultural studies, if
variations in the frequency of a syndrome across different populations are
determined only by population-genetic variables, such as consanguinity,
genetic drift, or selection factors, the syndrome is more likely to have a
genetic basis; if, however, there are strong differences in prevalence that are

determined by cultural and environmental factors and that are not due to
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differences in diagnostic procedures, the genetic contribution, although it

may still be present, will be more difficult to detect.

Genetics and Psychopathology

Schizophrenia

For over 40 years family and twin studies, studies of adopted children,
and longitudinal studies, both retrospective and prospective, have yielded
data consistent with the presumption of a necessary, although not sufficient,
hereditary basis for schizophrenia. From the point of view of the present
discussion, four themes may be noted in appraising this area of research
today. The first is the need to define more precisely the significant genetic and
environmental influences; the second is to find better ways to describe their
interaction; the third is the increasing evidence that genetic determination
seems to vary with the severity of the illness and to bear a relation to newly
delineated clinical types; and the fourth is the emergence of longitudinal
studies that promise to throw light on developmental mechanisms and the

natural history of the condition.

Because of modern treatment and community care methods, the marital
rates of schizophrenic patients have increased, resulting in a higher number

of fertile marriages and higher overall reproductive rates; therefore, the need
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for better understanding of genetic data for use in counseling and child-care

programs is evident.

Affective Disorder

Studies of families and twins have played an important role in both the
nosology and etiology of affective disorder. Earlier reports have focused on
manic-depressive illness. In his classic investigation of this syndrome,
Kraepelin observed large numbers of relatives who had the same illness, but
he did not find an increase in dementia praecox among these relatives. In
most European and American populations the general rate for manic-
depressive psychosis varies between 0.4 percent and 1.6 per cent, though in a
few special situations, such as isolated populations, rates of as low as 0.07
percent and as high as 5 or 7 percent have been found. An excess of females
has been consistently observed. In the case of parents, sibs, and children of
manic-depressive index cases, the expectancy rates are much higher, with a
morbidity risk in first-degree relatives of about 20 percent reported in earlier
studies. With both parents affected, the morbidity risk in children has been

found to be as high as 40 per cent.

In the largest twin family study that has been reported, Kallmann
located 27 one-egg and 58 two-egg pairs. In this series the expectancy of

manic-depressive psychosis varied from 16.7 percent for half sibs to 22.7 and
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25.5 percent for sibs and two egg co-twins, respectively, and 100 percent for
one egg cotwins. Parents of index cases showed a rate of 23.4 percent. Since
only patients admitted to a mental hospital, and hence the most severe cases,
were included as index cases, the apparently perfect concordance rate of 100
percent for one-egg twins was considered an artificial maximum value. Other

twin studies corroborated these data.

Recent investigations have tended to subdivide affective disorders into
two subgroups, bipolar illness with periods of mania, and unipolar illness
with symptoms limited to recurrent depression. Family studies conducted in
these two groups have shown different morbidity risk in relatives, with the
bipolar cases showing more genetic loading than the unipolar cases or than
the earlier combined groups. A 34 percent risk was found, for example, in the
first-degree relatives of bipolar patients studied by Winokur. Moreover, both
bipolar and unipolar illness have been found in the first-degree relatives of
bipolar cases, while families of unipolar probands have shown only unipolar

illness.

These data seem to indicate that bipolar and unipolar illness are
different with regard to their genetic component, although the nature of the
genotype of the unipolar relatives found in bipolar families remains in
question. Much current research is directed toward exploring further genetic

heterogeneity in the bipolar group of affective disorders. Asano attempted to
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delineate subgroups of manic- depressive illness on the basis of clinical
symptoms, with a “typical” group showing manic-depressive symptoms in a
relatively pure form, and an “atypical” group showing clouding of
consciousness, or schizophrenic or severe autonomic symptoms. The typical
forms were found to have a greater and more specific genetic loading than the
atypical forms. Some studies have divided the group according to time of
onset, with earlier onset associated with more severe genetic loading, later
onset with a negative family history; while others have classified patients on
the basis of their response to pharmacological treatment. In the latter
category is the proposal by Pare and Mack to differentiate genetically
between patients and affected family members who respond only to MAO
inhibitors and those who respond only to tricyclic antidepressants. Similar

studies are in progress with relation to lithium response.

Kallmann and Stenstedt favored an autosomal dominant form of
inheritance in manic-depressive illness, with incomplete penetrance and
variable expressivity. Rosanoff in 1934 and currently Winokur and Tanna
support the presence of at least two dominant factors in the transmission of
bipolar affective disorder, one X-linked, the other autosomal. Perris has
supported X-linked transmission only in unipolar cases. Other investigators
have reported data on ancestral secondary cases that are consistent with a
polygenic hypothesis. None of these results are really contradictory, as one of

the genes involved in polygenic inheritance may well be X-linked.
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The X-linked hypothesis is based on the observation of an excess of
females in the sex ratio of manic-depressive illness and the rarity of father-to-
son transmission. Recently Reich, et alreported on linkage studies between
manic-depressive illness and two X-linked genetic markers—Xga blood group

and color blindness.

From a psychodynamic point of view Rado described the psychological
characteristics of the individual predisposed to manic-depressive psychosis
as a tendency to emotional overreaction from infancy, a persistent alimentary
dependent state, a strong craving for gratification from without, and an
intolerance to pain. He considered the depressive spell to be the final stage of
an etiological progression beginning with the genotype. Further data
regarding modification of symptoms by developmental factors were provided
by the New York study of persons totally deaf since birth or early childhood.
Although the prevalence of affective illness did not differ from that among the
normal hearing population, there was a decrease in symptoms of guilt and
retarded depression, with paranoid symptoms or agitation taking their place.
It was hypothesized that the tenuous nature of early object relationships

played a role in this modification.

Involutional depression was considered by Kraepelin to belong to the
large group of manic-depressive psychosis. Kallmann found an elevated risk

of schizophrenia in the relatives of probands with involutional melancholia,
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with no increased risk for manic-depresssive psychosis. He considered the
syndrome to be pathogenetically complex and genetically associated more
closely with the group of schizoid personality traits than with manic-
depressive psychosis. Other investigators found an increased morbidity risk
for affective illness in the relatives of involutional probands. These

discrepancies are probably due to differences in diagnostic criteria.

Criminality

Early studies of twins involving criminal behavior suffered from sample
selectivity and heterogeneity; they tended to show high concordance rates for
both monozygotic and same-sex dizygotic twins. This distribution of
concordance rates led genetic investigators to suspect a large environmental
role in the pathogenesis of criminal behavior. Individual pairs of twins have
been described with divergent overt histories, and it would seem to be more
appropriate to study specific personality traits leading to a life of crime rather
than criminal behavior itself. The current status of the role of chromosomal
abnormalities in criminal behavior has been considered earlier in this

chapter.

Intelligence and Mental Defect

There is perhaps more controversy today about the role of heredity in
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intelligence than any other aspect of behavior genetics; the value of early
childhood education, the nature of learning, the problem of underprivileged
groups, and innumerable school policies have become involved with this
issue. The question often narrows down to one of priorities in making very
practical decisions. Underlying much of the divergence of conclusion is the
basic difficulty of measuring intelligence apart from environmental influence.
Intelligence scores, largely consisting of 1Qs, show remarkable correlation
with genetic closeness; these similarities persist in longitudinal studies of
twins, for example, and in twins reared apart since early life. It is not so clear
yet what factors are measured by the various tests, or how their results are
affected by such environmental factors as maternal health and nutrition, or

communication and educational patterns at home and in school.

A valuable contribution to the role of communication in intelligence was
made by the study of a group of 33 pairs of twins discordant for early total
deafness. In these pairs the verbal 1Qs showed significant difference that
disappeared in the performance scales. The role of emotional factors in
learning, both those associated with interpersonal channels of acceptance and
identification and those related to security and motivation, preclude simple

formulations.

In the field of mental defect some of the data are more clear-cut. Mental

deficiency syndromes based on specific gene mutations and chromosomal
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aberrations are well known, although there are intelligence differences
among persons with such syndromes that must be explained on other genetic
or environmental grounds. According to Reed and Reed,s8 however, these
specific genetic factors, together with obvious infectious or birth-traumatic
incidents, account for barely half of persons with IQs below 70. These authors
consider that polygenic inheritance is responsible for most of the rest, with
social deprivation usually playing a secondary or modifying role. In any event
they conclude that five-sixths of persons in the given lower IQ range have had

at least one parent or an aunt or an uncle similarly retarded.

Aging and Life Span

In human populations there have been a number of studies relating the
life span of offspring to that of their parents. In Pearl’s work longevity
(“regarded as a single numerical expression of the graded effects of all the
forces that operate upon the individual, innate and environmental”) was
investigated by comparing the ancestors of two groups of persons, one a
group of persons still living at 90 years and above and the other a random
group of individuals. The sum of the ages at death of the six immediate
ancestors of the index cases was significantly greater in the longevous group

than in the comparison group.

The most extensive and carefully followed investigation of aging has
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been that conducted in the Department of Medical Genetics of the New York
State Psychiatric Institute since 1945 by Kallmann and various colleagues and
continued at the present time by Jarvik and associates. These investigations
started with 1,603 twin index cases over the age of 60 and followed the
mortality patterns of 584 pairs where both twins qualified as index cases. The
length of time between the death of the first twin and the death of the second
twin has been consistently greater in the dizygotic pairs than in the
monozygotic pairs. These studies also confirmed the relationship between the
mean life span of the twins and their sibs and the age of death of their
parents. The investigators felt that life span potential was demonstrated to
have a genetic basis that could be assumed to follow the multifactor type of
inheritance. Also studied were intrapair differences in psychometric test
scores, which were larger for dizygotic than for monozygotic twins. There
was some indication that stability of intellectual performance was associated

with survival.

In searching for possible biological concomitants of aging, Jarvik and her
colleagues undertook chromosome examinations of peripheral blood
lymphocytes to determine whether there were increasing deviations from the
normal chromosome number with increasing life span. Such losses in
peripheral blood lymphocytes might reflect similar aneuploidy in glial cells.
As compared with a group of young individuals, an excess of chromosome

loss was found in the aged women but not in the aged men. The chromosome
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loss among aged women was random and not limited specifically to C group
chromosomes; in the aged males, although they showed no greater frequency
of overall chromosome loss than young males, the chromosomes that were

lost were largely in the G group.

Finally a higher frequency of chromosome loss was found by Nielsen, et
al, and by Jarvik and her associates in the peripheral leukocytes of women
with organic brain syndrome compared with other women of comparable
age. In the New York study a significant increase in the frequency of
chromosome loss was found in the women who had organic brain syndrome
without evidence of cerebral arteriosclerosis, compared with women without
organic brain syndrome. The relationship between chromosome loss and
organic brain syndrome in males, however, appeared to be purely random. In
women a positive association between chromosome loss and memory loss

was also demonstrated by psychological testing.

Genetics of Psychosexual Development

Intersexual Conditions

Concerning the genetic aspects of intersexual conditions, recent findings
related to chromosomal abnormalities have already been discussed. Not all

sexual anomalies, however, are by any means associated with karyotypic
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changes. Most hermaphrodites with both testicular and ovarian tissues are
found to have normal Kkaryotypes, although some are mosaics. A few
pseudohermaphroditic states, although distinguished by normal karyotypes,
are apparently caused by gene-borne influences. Among them are the
testicular feminization syndrome (male karyotype with testicular tissue, but
female habitus and genitalia) and some instances of the adrenogenital

syndrome (virilization in the female).

What one can say is that the chromosomal pattern determines the
differentiation of the gonad, while the subsequent course of development—
duct systems and genitalia—is hormonally controlled. More precisely the
phenotypic sex (type of gonad) is the result of sex-determining genes on all
the chromosomes. Male-determining genes are present strongly on the Y
chromosome and probably on other chromosomes as well. Female-
determining genes are probably on the X chromosome and may also exist on
the autosomes. Normally the strong male determiners on the Y chromosome
shift the balance in the direction of maleness. Without this chromosome
female determiners tend to exert such a strong influence that the individual

develops as a female.

Regarding the management of patients with doubtful sex, it is generally
thought to be desirable to determine the most suitable sex as early as possible

in life, considering the chromosome pattern as well as the anatomy, and, after
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surgical and hormonal treatment, if necessary, to rear the child in the chosen

Sex.

Male Homosexuality

In the case of homosexuality earlier hypotheses implied that some male
homosexuals might have a female chromosome structure. They were based
on the finding of a greater proportion of males among their sibs than would
be expected normally. These inferences were criticized on statistical grounds
and could not be confirmed in chromatin studies on various series of male
homosexuals, which showed negative sex chromatin patterns. Nevertheless,
in a group of 401 consecutive admissions of males diagnosed as homosexual
at the Bethlem Royal and Maudsley hospitals, these patients showed a later
birth order and a high maternal age, with a variance in the latter as great as
that in Down’s syndrome. These data were interpreted by Slater, as
supporting a hypothesis of heterogeneity in the etiology of male
homosexuality, with some of them possibly connected with a chromosomal
anomaly, others associated with social and psychological causes. Moreover, a
number of case reports linked homosexuality, transvestitism, and pedophilia
in patients with Klinefelter’s syndrome. Recent reports of abnormal patterns
of hormone excretion in homosexuals, if confirmed, raise questions regarding

the role of endocrine imbalance as cause or effect.
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Kallmann’s investigation of a series of male twins with homosexuality
was interpreted as suggesting a gene-controlled disarrangement between
male and female psychosexual maturation patterns. Almost perfect
concordance was found in a series of 40 monozygotic twin pairs, whereas in
45 dizygotic pairs the degree of concordance was no higher than that
expected on the basis of Kinsey’s statistics for the general population. In the
explanation of these concordance data, sexual behavior was considered to be
part of the personality structure rather than the gonadal or hormonal
apparatus. Not ruling out the possibility that some male homosexuals,
particularly the infertile ones, might have been intersexes, Kallmann
generally put aside this special explanation, along with other theories of
single-factor causation, in favor of a range of genetic mechanisms capable of
disturbing the adaptational equilibrium between organic sex potentialities

and psychosexual behavior.

It is of historical interest to quote in this connection the opinion
expressed in 1931 by Goldschmidt, a pioneer in the study of intersexuality in

insects:

As far as human homosexuality is concerned, the biologist must be
extremely cautious in commenting on this much disputed field. I concede
that during an earlier period (1916) I was less cautious and believed, on

the basis of extensive studies of the literature, that it was justifiable to
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classify the clearly congenital form of homosexuality as an incipient form
of intersexuality. At present I can no longer hold to this theory. What was
discussed in the previous sections makes it very difficult to assign
homosexuals of either sex a place in the series of intersexuals. Without
pretending to be an expert in this field [ should like to point out that what
has been previously said about gynecomastia (an inherited change in the
reactivity of the breast tissue to hormones) would also seem to be the
most likely explanation for homosexuality, except that instead of the

mammary gland the brain would be the end organ (italics added).

If the site of the divergent development in homosexuality is in the
personality and ultimately, therefore, in the “mind” or in the brain or the
nervous system, it becomes possible to study this deviation within the
framework of the function of genetics in psychiatry, tracing the processes of
interaction in the organism from its earliest origin and with its genetic

potentialities.

Some observations made by Kinsey and his associates regarding the
biological basis for the usual heterosexual choice, for example, may provoke
speculation regarding the areas of defect in homosexuality. The factors
facilitating heterosexual choice were listed as follows : (1) greater
aggressiveness in the male with a tendency to avoid sexual behavior with

another individual of the same level of aggressiveness; (2) greater ease of
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intromission in heterosexual contact, with more of the “satisfactions which
intromission may bring”; (3) olfactory and other anatomical and physiological
characteristics differentiating the sexes; and (4) the conditioning effect of the

“more frequently successful” heterosexual contacts.

In the heterosexual individual these factors would seem to require a
normal rate of maturation of personality development, marked by the ability
(1) to perceive and respond to biological sexual stimuli of a pleasurable
nature; (2) to feel and recognize satisfaction and success; and (3) to utilize
these experiences as integrating forces and guides to future action. A primary
defect in perception or self-perception or response to pleasure may render an
individual vulnerable to accidental or to family- or society-encouraged
deviant behavior. Any vulnerability factors in homosexuality may well be of
this nature, rather than what Rado calls “counter-fragments” of the opposite

sex.

Other theories based on evolutionary considerations have been
advanced by Hutchison and Comfort. The former suggested that the genotype
responsible for homosexuality may operate on the rates and extent of the
development of the neurophysiological mechanisms underlying the
identification processes and other aspects of object relationship in infancy.
Comfort considered the evolutionary significance of the time in which

castration anxiety begins, a phenomenon that may protect immature male
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animals from competitive harm between the onset of sexual maturity and the
attainment of adequate size and strength. It was assumed that if this anxiety
develops too strongly or too early, one reaction may be an avoidance of

heterosexual behavior and a turning to homosexual behavior.

The plan used in observing those few one-egg twin pairs found with one
clearly homosexual and one predominantly heterosexual partner has been
referred to above. Psychoanalytic and other data on a pair of 30-year-old
male twins classified as clinically discordant revealed important similarities,
principally in psychological test findings. Both twins were reported as having
shown marked sexual confusion and body-image distortion. Taking these
results as a first approximation to the similar underlying personality
characteristics expected in identical twins, the interpretation of the
developmental material was focused on divergent patterns of experience. In
this case, as well as in some others studied subsequently, an important factor
seemed to be a difference in the twins’ relationship with their mother. The
preferred and ovcrprotected twin may have become frustrated in his
heterosexual contacts and formed a poor masculine identification. It was
assumed that the gene-influenced personality potentials were relatively
vulnerable in both twins but led to homosexual symptom formation in only
one. With this type of investigation aiming to pinpoint the crucial components
of the developing character structure and the most sensitive periods at which

they can be affected, it is obvious that many more cases must be studied
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before any detailed interactional synthesis can be achieved.

Genetic Counseling

From the clinical point of view the final common pathway for the
application of genetic knowledge to patients and their families is the
responsible practice of genetic counseling— the provision of scientifically
accurate guidance in connection with problems of marriage and parenthood.
Changing attitudes and policies regarding fertility regulation, parenthood
planning and population growth, and concerns with birth control, voluntary
sterilization, genetic diagnosis by amniocentesis, abortion, and adoption
procedures, have created an interest in and a demand for genetic information

and for help in understanding that information.

The psychiatrist is involved in genetic counseling in two ways. First, he
is best qualified to diagnose behavioral syndromes, as well as to interview
family members and interpret records and laboratory tests. Second, he will
have special skill in assessing the emotional aspects of the search for genetic
information, the motivations, rationalizations, and defenses of the persons
coming for help, and the impact of the information provided. Many persons
accept misinformation and superstition if it is in accordance with their wishes
or fears. Some couples look for reasons to avoid marriage and parenthood,

while others who have had an affected child seek to alleviate their shame or
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guilt. Marital problems may arise, such as hostility and sexual inhibition.
Considered as a psychotherapeutic procedure, genetic counseling presents,
therefore, a growing need for community mental health resources staffed by
professional persons trained in modern genetic research methods, able to
empathize with persons in need of guidance, and equipped with a sense of
public responsibility. With proper concern the growing body of scientific and
conceptual advances in genetics may be turned to human benefit, and
psychiatrists may participate in the social planning that lies ahead as well as
discharge their duty to foster responsible parenthood and genuinely healthy

development in the families under their care.
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[1] Subsequent investigations revealed that satellites are carried by all the acrocentric chromosomes,
except the Y, although they cannot always be seen; therefore, the use of satellites to

distinguish between acrocentric chromosomes is probably not reliable.
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Chapter 6

The Personality

Joseph F. Rychlak

This chapter will be limited to the strictly psychological views of personality,
as opposed to the more properly psychiatric theories. All theories must deal
with certain basic philosophical questions, however, and we would like to
review five such points of relevance before moving on to see how they have

been answered by theorists interested in the question, “What is man?”

The Classical Philosophical Questions
What Is a Cause?

It is frequently overlooked that today’s conception of a cause is only one
of several used earlier in history. In particular, based upon Aristotle’s theory
of knowledge, one could once speak of at least four causes. The first he called
the material cause. In describing a chair we can say that we know it is a chair
because like most chairs it is made of wood, or metal, or the like. Another
cause of the chair is the fact that it was assembled by someone or something

(a machine). This Aristotle termed the efficient cause. Chairs also meet our
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blueprint conceptions of what chairs “look like.” This usage Aristotle termed

the formal cause.

Finally Aristotle noted that there is often a purpose in events, a “that for
the sake of which” something like a chair is made to come about. The “sake”
for which a chair is constructed might be termed “utility” in eating, writing,
and so forth. Of course, the chair docs not itself decide to “come about.” It is
the human being who obtained the wood (material cause) and made it
(efficient cause) into a chair matching his physical requirements (formal
cause) so that he might live more comfortably (final cause) who may be said

to have a purpose or an intention.

Are Theoretical Meanings Bipolar or Unipolar?

When we theorize we essentially deal in meanings. The early Greeks
viewed the world as consisting of “many” meanings, tying into one another by
way of opposition. Just as to know “left” is to know “right,” so, too, did men
like Socrates and Plato assume that all meanings were at some point united
through bipolar opposites. That which is “error” is tied oppositionally to that
which is “truth.” To split up this totality of knowledge a method termed the
dialectic was employed (see Rychlak, p. 256). Aristotle eventually countered
this reliance on oppositional discourse and dialectical reasoning as organon

by arguing that when one begins in error he ends in error. One cannot extract
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truthful conclusions from premises that are false to begin with, dialectically
or otherwise. Only through premises of a “primary and true” or factual nature
could science advance. This demonstrative strategy in reasoning laid
emphasis on the unipolarity of meaning, in which the “law of contradiction”

(A is not not-A) separated sense from nonsense.

What Is a Scientific Explanation?

Although Aristotle wanted to move the scientist out of his armchair into
the world of facts, he was not above employing final causes in his description
of nature. For example, in hisPhysics Aristotle theorized that leaves exist for
the “purpose” of providing shade for the fruit on trees (pp. 276-277). In
helping to forge modem scientific methods, Bacon later waged a spirited
attack on this Aristotelian use of teleological explanation in nature. Since his
time the natural scientist has made conscious effort to explain events in only
material and/or efficient cause terms, with modest use of formal causality,

but no use of the final cause.

John Locke then followed in this British empiricist tradition to say that
man’s basic reasoning capacities are entirely demonstrative as well,
consisting of small units of unipolar meanings (simple ideas), which added up
to more involved combinations of meaning (complex ideas) in quasi-

mathematical fashion. Meanings thus “issued from below,” and man’s “tabula
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rasa” intellect was passively molded via input influences from the external

environment.

In Continental philosophy, on the other hand, we have the more Kantian
model of intellect taking root. Kant stressed man’s “categories of the
understanding,” which were like intellectual spectacles (formal causes)
framing in meaning “from above.” Whereas Locke felt that we could not—as
human beings— subdivide, frame, or invent one “new” simple idea in mind,
Kant recognized that through exercise of a “transcendental dialectic” in free
thought man could and often did see the opposite implication of these
Lockean inputs. This led to alternative implications for meanings were again
taken as bipolar, and hence man could be said to influence his relationship to

“reality” in a way impossible to conceive of on the Lockean model.

Are All Theories Written from the Same Meaningful Perspective?

Natural science explanation was thus to be written in material and
especially efficient cause terms, utilizing a Lockean model of summative
structures or, in the case of mentality, “inputs.” This placed the theoretical
account at a “third person” or extraspective perspective. The extraspectionist
writes his theory about “that, over there,” the object or organism under
empirical observation. On the other hand, with the rise of psychiatry as a

science of man, we see a more introspective or “first person” theory being

www.freepsychotherapybooks.org 454



written. The introspectionist writes about “this, over here,” the individual or
subject under study in a “personal” way. In this case a more Kantian
formulation is possible as we consider the intellectual spectacles as a “point
of view” for the sake of which (final cause) an organism may be said to
behave. This shift in theoretical perspective is probably the main alteration in

scientific procedure brought about by the rise of psychiatry.

What Is Proper Evidence for Belief in a Theory?

The final aspect of knowledge that science was to affect has to do with
the nature of proof. What should we require as evidence before we believe
the truth value of a proposition? If one believes a theoretical account because
of its intelligibility, consistency with common-sense knowledge, or its implicit
self-evidence, he uses as grounds for his conviction procedural evidence. On
the other hand, science was to raise the status of validating evidence. In the
latter case we believe a theoretical proposition only after having submitted it
to “control and prediction,” which involves an observable succession of
events that have been designed to test a prediction about the effect of one
(predictor) variable on another (criterion) variable. Here again psychiatry has
been the focal point for these interplaying vehicles for the exercise of

evidence.

The Major Schools of Personality Theory in Historical Overview
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One could trace personality study back to early philosophy, but
“modern” personality theory is usually dated from Freud’s brilliant work
beginning in the closing decades of the nineteenth century. We shall
formulate the major intellectual traditions in terms of Lockean versus Kantian

models as reflected in man’s image.

Mixed Lockean-Kantian Models and the Psychoanalytic Tradition

It is not difficult to show that Freud is a twentieth-century dialectician,
who tried to find his way within the strictures of a demonstrative science that
did not quite meet his theoretical needs. Freud is the father of modern
personality theory because he did—seemingly unknowingly—depart from
the material and efficient causes of the “medical model” to assign formal and
especially final causes to man’s description. His concept of a rational
unconscious, directing man from out of a region of wishes and desires, was
entirely Kantian in formulation. Thanks to the use of dialectic the psyche is
divided into subidentities, each with its own “that for the sake of which” it
operated. This is what makes Freud’s account so true to life, so humanand
familiar to us who are enacting a series of daily events that we know too well
are crazy quilt patterns of contradiction and inconsistency. Freud made man
intelligent and introspectively directing by seeing that his physical
(hysterical) symptoms were—like our chair, above—themselves in existence

“for the sake of” causes that lay behind them (intentionality). A symptom
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carried meaning, and even more complexly, such meanings werealways
compromises between two (bipolar) wishes: the repressing and the

repressed!

Freud was instructed in science by Briicke and encouraged to write
more scientifically by Fliess. Both of these men were uncompromising
Lockeans in scientific commitment. It was under pressure from Fliess that
Freud began writing his ill-fated Project for a Scientific Psychology. This is the
clearest Lockean formulation in all of Freud, but one that he could not
complete and in later years tried to have destroyed unpublished. Whereas in
his very first theoretical account Freud had actually referred to antithetic
ideas and counter wills (pp. 117-128), in the ill-fated Project he was to speak
of “quantitatively determinate states of specifiable material particles” (p.
295). The former constructs are clearly on the side of formal and final causes,
whereas the latter are on the side of efficient and material causes. Fliess had
pushed Freud over the line to scientific respectability, but within three
months’ time Freud could honestly say to his friend: “I no longer understand

the state of mind in which I concocted the psychology [the Project]” (p. 134).

What Freud did do in time was to introduce his libido theory, as a kind
of efficient cause (thrust) and possibly material cause (does libido “exist?”)
translation of introspective mental mechanisms into a pseudo-Lockean frame

of reference. It is for this reason that we classify the psychoanalytical
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tradition as a mixed Lockean-Kantian model. Freud most surely wanted to be
“scientific” in his approach, and he did not wish to be called a dialectician, an
appellation he identified with “sophist.” But anyone with the proper grasp of
history can see that he made his energies behave dialectically. Drive power
always issues from a dialectical ploy of some sort, oriented teleologically for
goals in conflict (lust versus propriety, and so on), and then rephrased in

energy terms (efficient causes) after the implications are clear.

Although he retained the essentially “reductive” tactic of Freud’s
Lockean substrate energies, Jung moved his concept of libido even more
teleologically over to a direct parallel with Bergson’s elan vital and
Schopenhauer’s concept of Will, both of which are teleological constructs (p.
147). Jung also clearly recognized that his therapeutic approach was
dialectical in nature (p. 554). Adler was to prove the most teleological of the
original founders of analytical thought, rejecting quasi-physical energies
altogether in favor of an emphasis on the “natural” tendency for movement to
occur in human behavior without having to be propelled (p. 41). Moreover,
this movement was always fixed by some goal (telos) as embodied in a life
plan, prototype, or life style (formal causes that, when exercised, permitted a
“that for the sake of which” purposiveness in Adlerian thought). Let Adler
retained a healthy respect for the tough-minded approach to theoretical
description. His Lockeanism is reflected in a basic distrust of the idealism that

our Kantian “spectacles” suggest, and Adler was adamant in his rejection of
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the dialectical ploy (p. 145).

It was Sullivan more than any other person who shifted the locus of
psychoanalysis to an interpersonal rather than an intrapersonal frame of
reference. This was a decidedly Lockean shift, bringing about a more
extraspective formulation in behavioral description. His concept of energy
was far less teleological in connotation, and, indeed, Sullivanian conceptions
of behavior are the most compatible of all analytical formulations with the
more “mechanistic” theories of what are called in academic circles the
“behavioral sciences.” Sullivan relied heavily on the formal cause in his
concept of the dynamism, or patterned energic distribution. Dynamisms were
viewed as akin to the Lockean building blocks, as unipolar identities that
might then combine into more complex assemblages constituting a person or

a society (p. 103).

In more recent years Arieti has attempted to offset the heavy reliance of
the Sullivanians on the interpsychic as opposed to the intrapsychic aspects of
behavior. Whereas Sullivan had adapted Cooley and Mead’s “looking-glass
self” conceptions to say that man is what his environment makes him, Arieti
stated flatly that “the self is not merely a passive reflection” (p. 370). Psychic
identities are not tabula rasa, but rather the individual has a certain cognitive
contribution to make to his ultimate personality. Thus we find in Arieti a

return to the more balanced, mixed models of the main psychoanalytical
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stream. The Kantian spectacles are now “levels” of cognitive development,
moving across the age span to bring the individual to higher and higher stages

of symbolic organization.

There are many other theorists who might be cited in this tradition,
such as Horney, Fromm, Rank, and so forth, but we must refer the reader to
the other chapters of this volume for a more thorough coverage of such views.
We wish now to move into another major tradition having implications for

theories of personality.

Lockean Models: The Behavioristic Tradition

Important as psychoanalysis was in the framing of man’s image in the
twentieth century, this theory was never popular as a formal position in the
psychology departments of American academia. The difficulty lay in Freud’s
having to rely upon the procedural evidence of his patients. If he made an
interpretation that “struck home” and aided his client’s subsequent
psychological adjustment, Freud naturally assumed that his theory had
validity—for this client, and quite likely for all humans as well. Unfortunately,
as events were to demonstrate both within and without the analytical camp,
there are many such therapeutic insights to proffer, therapists to proffer
them, and clients to be healed by the knowledge so garnered. If they all work

equally well to heal, which “insight” is the “true” one, reflecting what is
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actually taking place in the personality—a Freudian’s, Jungian’s, Adlerian’s, or

Sullivanian’s?

From its very beginnings in the academic centers of Germany,
psychology has sought to be a scientific discipline. Two of its important
founding fathers, Helmholtz and Wundt, were dedicated Lockeans who
argued that not until a behavioral phenomena had been traced back to
“simple forces” (Helmholtz) and “motion” (Wundt) could it be said that a
complete account of its nature was rendered (Cassirer, pp. 86, 88). We can
see here the substrate efficient cause “reduction” that had been the hallmark
of sound science since the days of Bacon. It remained for John B. Watson to
pull together the demonstrative, extraspective, Lockean tenets of this style of
“natural science” description and press them upon the study of man in his
school of behaviorism. Here was a “truly scientific” rendering of human
activity, one that academic psychology could embrace and further through

experimentation.

As Watson said of the behaviorist: “The rule, or measuring rod, which
the behaviorist puts in front of him always is: Can I describe this bit of
behavior I see in terms of ‘stimulus and response?” (p. 6). We recognize in
this stimulus-response conception the sine qua non of efficient causality. As
behaviorists we stand “over here” and describe the behavior of others “over

there” in efficient cause terms. There is no attempt to speculate about the
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“inside” of “that” person “over there.” Such introspective efforts were
effectively discredited by Watson. Hence teleological positions resting upon
final causation are literally impossible in the behaviorist’s world view. All that
can transpire is an “input” (stimulus) and/or an “output” (response), each of
which is extraspectively observable, hence subject to scientific manipulation.
Indeed, the behaviorist typically equates his research terms (independent
variable and dependent variable) with his theoretical terms (stimulus and
response.) The world of reality is “out there,” and the behaviorist makes no

bones about his job being that of mapping it “as discovered.”

What then leads to regularities in behavior? Here the behaviorists have
differed over the years. Watson relied upon Pavlov’s conditioned reflex and
the Pavlovian-Thorndikian conception of a reinforcement that supposedly
cemented this connection of stimulus and response by way of some kind of
physical process. This theory has been termed a “drive reduction” view, based
essentially on a belief in the efficacy of inborn needs such as hunger, thirst,
sex, and so forth to establish regularities in behavior entirely outside of
awareness, much less intentionality. Indeed, when he voiced his initial call for
behaviorism in 1913, Watson made it clear that this approach “recognizes no
dividing line between man and brute” (p. 158). This resulted in an entirely
mechanical conception of human behavior, with reflexes being combined a la
Lockean building blocks into habits, and congeries of habits leading to higher

level behaviors at the social level (not unlike the Sullivanian conception
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referred to above). But nowhere was there the dialectical clash, the internal
jockeying, or the self-deceiving aspects of behavior so characteristic of

psychoanalysis.

Not all behaviorists were to foster such an exclusive reliance upon
extraspective theory. Tolman, for example, drew inspiration from the Gestalt
theorists and proposed that animals (including man) approached life in terms
of a Kantianlike sign-gestalt (p. 135), which acted as a sort of road may along
which behavior could be directed by the individual— even in terms of his
expectancies. We see here more of a mixed model and the hint of final
causality, although Tolman formally rejected teleology in the best tough-
minded tradition. Hull doubtless raised behaviorism and so-called learning
theory to its highest level of expression, continuing in the Watsonian style of a
drive reduction to account for habitual behavior. Mowrer added the
significant idea that a “reduction in anxiety” could act as a potent
reinforcement, leading to the stamping in of abnormal responses. Although
the response is self-destructive in the long run, leading to neurotic symptoms,
the fact that it reduces anxiety over the short run tends to maintain it (see

Dollard and Miller section, below).

Skinner was to alter drive reduction thinking by proposing what has
often been termed an “empirical law of effect” position. In his concept of

operant conditioning Skinner argued that “whatever” leads to a recurrence of
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the response following that response’s “operation” on the environment may
be termed a reinforcement. Thus, if a bear lumbering through the forest turns
over a log (operant response) and is rewarded thereby with a rich lode of
insects, it follows that he will be seen turning over logs on subsequent
occasions. But it is not the “hunger” drive which is being reduced that leads to
the later logrolling. At least, argues Skinner, it adds nothing to speculate on
such “unobservable” obscurities as needs or drives “within the organism.” As
he once said to Evans: “I don’t see any reason to postulate a need anywhere
along the line. ... As far as I'm concerned, if a baby is reinforced by the sound
made by a rattle, the sound is just as useful as a reinforcer in accounting for
behavior as food in the baby’s mouth” (p. 10). As operant conditioning
behaviorists, we look extraspectively outward and keep our theories

empirically pure.

Skinner does retain the language of stimuli and responses, of course.
And it is this fundamental attempt to account for all of behavior in efficient
cause terms that stamps a man as a behaviorist, neobehaviorist, or whatever.
In fact, the cybernetic account of behavior is comparably built on an efficient
cause conceptualization. Whether we call them stimuli and responses, or
inputs and outputs, whether mediations between stimuli and responses, or
feedback circuits, the tie binding all such “mechanistic” accounts of man is
their fundamental Lockeanism. Although Wiener has drawn parallels

between man and machine, it has never properly occurred to the
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cyberneticist that man has any other than a demonstrative power of reason.
Yet, as Freud properly grasped, whereas the Ten Commandments fed into a
machine would “teach it” or “communicate information” to it in a
unidirectional (unipolar) sense, so that these proscriptions would never be
violated (their premises would never be challenged), the same commands fed
into a man would of necessity teach him “ten possible sins!” But in Skinner’s
world not only are all such one-sided “controls” possible, but also they are
desirable and of the essence of existence. For that is the nature of behavior; it
is seen as obeying determinate laws, functioning with complete efficient-
cause predictability. The trick is to find how best to direct this flow of impetus

factors across time.

Kantian Models: Phenomenology, Gestalt Psychology, and Existential Psychology

It was precisely the “wooden” conception of man the Helmholtzian-
Wundtian and the behavioristic formulations led to that moved men like
Kohler, Koffka, and Wertheimer to found a reactionary form of scientific
approach they termed Gestalt psychology. This school took root about the
time Watsonian behaviorism was emerging in the second decade of this
century. But the Gestaltists were not the only voices rising in opposition to
natural science descriptions of man. Throughout the 1920’s, 1930’s, and
1940’s, and particularly following World War II, a rising tide of criticism was

voiced by the existentialists, men whose philosophical antecedents went back
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to Kierkegaard and Nietzsche. What both Gestalt psychology and existentialist
psychology have in common is their conviction that traditional natural
science theory applied to man somehow robs him of that spontaneous sense
of subjective experience that he knows as reality. This is termed the

“phenomenal” realm of experience.

It was Kant who carefully showed how reality was constituted of
phenomena (sensory knowledge, as via seeing, hearing, and so on) and
noumena (the presumed underlying “stuff” of “things in themselves”). Put in
terms of our causes, Kant was saying that material causation was always
dependent upon an assumption that “things are really there, even though all I
can know about palpable events is what my senses tell me.” And when we
now consider the objectivities of natural science, it is obvious that they all
rely on a kind of “inter- subjective agreement” between individuals who are
themselves functioning within their own, private, subjective phenomenal field
of awareness. Both Gestaltists and existentialists seek to say something about
this phenomenal field, which, in turn, pitches their theories to the
introspective perspective—making it difficult for a sensitive communication

to take place with the exclusively extraspective theories of behaviorism.

There is also a kind of “hope” in the line of theoretical descent now
under consideration that is yet to be realized. It concerns a new method of

arriving at scientific proofs to rival the “control and prediction” tactic of
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extraspective validation. Building on the theme of alienation first introduced
by Hegel, and then popularized in the writings of Kierkegaard, the
existentialists argue that man has been alienated from his true (phenomenal)
nature by science’s penchant for objective measurement, control, and stilted,
nonteleological description. It was Husserl who first pointed to the need for
such a variant form of scientific method. Although he worked to lay down the
principle of just how this method might be conceived, the actual process was

never crystallized.

Binswanger’s existential analysis, or daseinsanalyse, is conceived in
terms roughly equivalent to the phenomenological method of Husserl—as the
full description of an individual’s experience without “scientific” prejudice or
bias, even in the sense of presuming that certain experience is normal, other
abnormal, and so forth (p. 110). Hallucinations are thus phenomenally as true
as are perceptions of a more “objective” cast. Throughdaseinsanalyse
Binswanger essentially hopes to trace back the individual’s present
conceptual schemes (attitudes, beliefs, personality predilections) to what
might be termed the “existentiala priori” that conditions them, or determines
their nature, much as a major premise directs the ultimate conclusions drawn
in the syllogism. The Kantian emphasis here is obvious. We find the
spectacles, or the “world designs” to use Binswanger’s language, that frame in
experience for the individual and in this way come to see his reality (dasein)

from his subjective perspective.
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What this phenomenological method has come down to again and again
is 100 percent reliance upon procedural evidence. Although it may indeed be
based upon intersubjectivity, and doubtless the resultant account leaves out
much that is rich in a subjective sense, validating evidence does at least point
to objective generalizations. With nothing else to go on, the scientist can state
this objective “probability” as a body of knowledge without having to haggle
over the details of “what do we know about phenomenon X?” And this has
been the great indictment of phenomenological efforts. Not that they are
wrong as to theoretical statement, but that they have lacked the
methodological or evidential support to be taken as authoritative rather than
simply as literary accounts. It must not be overlooked that all so-called
clinical accounts suffer from the same problem. Freud, as we know, took
psychoanalysis to be a valid scientific method, as do many analysts today. Yet
not the least of the reasons that he found it so difficult settling disputes with
students and colleagues can be traced to the exclusive reliance that clinical

analyses must make upon procedural evidence.

Even though Gestalt psychology was to meet the strictures of validating
evidence by proposing a series of remarkably creative experiments, the lock
that behaviorism has on academia never really permitted this more Kantian
approach to flourish. One annually hears of the complete demise of Gestalt
psychology, but the truth is that it makes rather frequent rebounds under the

guise of so-called cognitive psychology. The Gestaltists, too, were advocates of
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phenomenology, which Koffka once essentially defined as the attempt “to look
naively, without bias, at the facts of direct experience” (p. 73). Gestalt
psychology is best known for its supposed attempt to prove that “the whole is
greater than the sum of its parts.” What has not often been made clear is that
this conception of the relations between the “one” and the “many” has
philosophical precedents dating back to the pre-Grecian philosophers (see
Rychlak, pp. 257-267). And invariably over the course of the centuries it was
the more idealistic, dialectically oriented philosopher who argued this point.
Plato, for example, viewed knowledge as “one,” as having “many” facets, but
each of these latter aspects were configurated into a single, overriding
totality. By beginning at any point with a given (thesis), reasoning
dialectically to its opposite (antithesis), and resolving the inner
contradictions thus implied, the student (and teacher) could arrive at a higher

state of totality (synopsis, later “synthesis” a la Hegel).

Although they did not press a dialectical formulation, basing their
studies on sensory mechanisms such as the eye, ear, and so forth, the
Gestaltists did show again and again that man contributes something to
reality by way of his innate equipment (analogical to Kantian “spectacles”).
Knowledge is not simply a question of information input. There are certain
“laws of organization” that result in perceptual constancy, rules of memory
and thought that make certain “total organizations” likely to result in one

phenomenal experience while the same factors slightly reorganized result in
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another. The Gestaltists were theorizing introspectively, describing what was
taking place “over here,” as an observer looking out onto the world studies his
own processes. Their behaviorist counterparts found this sort of talk almost
spiritual, harking back to the Middle Ages. There was a certain truth in this, of
course, because the major factor of a “totality” is that it has organization; that
is, it is a formal cause. And, assuming now that the individual may be said to
behave “for the sake of’ this total experience rather than simply responding to
inputs, it follows that we begin taking on the meaning of a final cause in our
theoretical accounts. Little wonder, therefore, that tensions were to arise.
What is probably most regrettable in this academic confrontation is that the
issues separating behaviorists from Gestaltists have never been made clear.
Often ad hominerm have been substituted for rational discourse, and nowhere
does one find analyses in terms of causation, theoretical perspective, or
philosophical presumptions. Actually the Gestaltists would welcome such
discourse, but the behaviorists find it just another example of the

tenderminded theorist’s mania for obfuscation and cheap verbal triumphs.

Some Examples of Classical Answers to the Classical Questions

Having now reviewed the three major intellectual traditions that have
made an impact on psychological theory, we might review a number of
theoretical constructs that have been proffered within these lines of descent.

Since, as we noted above, the psychoanalytical tradition has been slighted in
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the formal outlooks of academicians, it will be clear to the reader that
psychologists have placed greatest emphasis on the behavioral and the
phenomenological aspects of human behavior. It is often possible to show
that these constructs were directed at some clearly philosophical issue, such
as determinism versus teleology. A theorist’s name and his major construct

will be given in the title to each of the subsections.

Sheldon’s “Morphogenotype”

William H. Sheldon has continued and furthered the style of theorizing
about man that dates back through Kretschmer, Lomboroso, and others to the
very founder of such speculations, the father of medicine: Hippocrates. The
emphasis here is on material and efficient causation, which—-along with
formal causality in the syndrome picture—has been the mainstay of all
medical models of illness, including the psychiatric. Hereditary concepts are
of this nature, and the transmission of various characteristics that might be
seen in overt behavior is along a “chance” line, sketched entirely in terms of a
Lockean model. The point here is that “genes” are “primary and true” items of
physical structure that combine in various ways entirely due to
physicochemical laws (efficient causes). Natural selection (Darwin) has
determined the final result, for there has been no teleological advance in this
descent of man. At least there has been no deity teleology or natural teleology

at work. Whether there has been a human teleology— and how this is to be
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conceived—is a question that has not yet been settled.

Sheldon’s theory rests on the assumption that an hereditary factor
termed the morphogenotype (gene-induced bodily form) is in operation.
Analogizing to the in utero development of the human embryo, Sheldon
argued that the morphogenotype selectively works in physicochemical terms
to emphasize the development of the ectodermal (nervous system, sense
organs, etc.), endodermal (visceral and digestive organs, etc.), or mesodermal
(muscles, bones, blood vessels, etc.) layers of the developing organism. The
resulting bodily structure at birth is predominantly ectomorphic (thin, linear,
delicate), endomorphic (rotund, often corpulent), or mesomorphic (muscular,
large-boned, strong). Components of each of these dimensions are to be seen
in every human form, and Sheldon has devised a series of ratings to score

individuals along these “primary components of physique.”

Sheldon reviewed the literature on personality and devised what he
termed were the “primary components of temperament,” as follows:
viscerotonia (people who love physical comfort, are socially outgoing,
complacent, amiable, and love to eat and drink in the company of others);
somatotonia (assertive, physically active people, who love risk-taking,
competition, and the leader role); and cerebrotonia (people with restraint in
action and emotion, a love of privacy, and a hypersensitivity to pain).

Empirical study of the relationship between the physique and temperament
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established that endomorphy was related to viscerotonic personality
tendencies, ectomorphy to cerebrotonic traits, and mesomorphy to
somatotonic behaviors. Although there are obvious problems here of the
“chicken-egg” variety, not to mention the effects of diet on bodily
developments, we see here one fine example of a theory of personality relying
upon purely “natural science” explanation. It is not a very thorough
explication of the human pattern, but neither does it presume to explain all
things. Sheldon has extended his study to include individual differences

among delinquents, the sexes, and so forth.

Allport's “Functional Autonomy”

One of the more challenging issues put to men who considered
themselves students of personality was the question of just how behavior in
the present was sustained. Addressing himself directly to the behaviorist’s
conception of a stimulus-response sequence (efficient cause) that had been
stamped into habit by a reinforcement (material cause in physical satiation),
Gordon Allport proposed that some behaviors become functionally
autonomous of such “drive reductions.” Although a child might have initially
studied his school books because his parents showed him love and gave him
financial rewards for good grades, the mature adult can in fact acquire along
the way a love of knowledge per se. The “conditioning” process of earlier

years is not irrelevant to the now functionally autonomous motivation, that is,
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free from the tie to specific reinforcements—that the activity itself has taken
on. Behaviorists would term all such “function pleasures” to be extensions of
the basic drive reductions (the physical caressing from parents) as so-called
secondary reinforcements (pleasure in reading, acquiring knowledge, and so

forth).

But Allport was trying in his own way to break personality description
free of “yesterday’s” blind directedness. He rejected not only behaviorism in
this regard but also psychoanalysis—where he felt that man’s higher
behaviors were invariably reduced to yesterday’s “fixations” having no real
value for the behavior as witnessed. Allport was a transitional figure in
psychology, accepting the merits of stimulus-response psychology even as he
tried to conceptualize human behavior in less mechanistic and hence more
teleological ways. Rather than speak of behavioral habits, Allport took as his
basic unit of study the construct of a trait, which he defined as: “. .. a
generalized and focalized neuropsychic system (peculiar to the individual),
with the capacity to render many stimuli functionally equivalent, and to
initiate and guide consistent (equivalent) forms of adaptive and expressive
behavior” (p. 295). Note the tie given here to the physical structure of the

central nervous system (material cause). A trait is a formal cause notion, since

it implies a self-bearing “style” of behavior.

Allport was thus hoping to point out that man’s behavior is not blindly
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habitual, responsive to stimulus input only, but also to some degree self-
directing and stylized. Man could behave “for the sake of” an interest, a
fascination, a freely operating desire that he had learned over time was
worthy of perpetuating in its own right. Allport popularized Windleband’s
distinction between the nomothetic and idiographic sciences in psychology.
Psychology, he contended, must be like history—a study of the trend line of
development over the course of life. One can learn a good deal about the
nature of digestion by studying the alimentary canals of thousands of animals,
from lower to higher, within the confines of an isolated laboratory. But one
cannot learn why the French value one style of living while the Italians
another without considering the respective histories of these nations. In the
same way personality as a compendium of traits must be seen uniquely
evolving across time. And to immerse oneself in the first five years, as Freud
had done, or to believe that only through base reinforcement does man find
the motivation to approach life, as Watson had done, was for Allport a
common error in theoretical formulation. Man can be functionally
autonomous from such base reinforcements, as he can be functionally

autonomous from the fixations of toilet training.

Murphy’s “Canalization”

Another historically important attempt to counter the more

“mechanical” formulations of stimulus-response psychology was made by
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Gardner Murphy, when he distinguished between conditioning and
canalization—a term used earlier by Pierre Janet in a different sense. A
conditioned response, said Murphy, was indeed a mechanical sequence of
events (efficient causes). But these movements were simply preparatory; they
oriented the animal for eventual gratification that was itself more in the
nature of an anticipated achievement leading to goal realization (p. 193). As
the restaurant waitress approaches our table to take our order, there are
various mechanical, unthinking conditioned responses that we make in
ordering our meal; for example, we arrange our plate and table utensils, tap
nervously on the menu, and so forth. But the consummatory act, the goal of
eating what we choose to eat, is not itself a conditioned response or a class of
such responses. What a person comes to prefer, comes to work for and select
in life is not simply conditioned—it is canalized. Behavioral patterns thus
become fixed through active, purposive, self-directed attempts on the part of
the individual to channel (canalize ) his behavior in terms of something he
has personally discovered to be satisfying. Conditioned responses are passive

and routine. Canalizations are active and selective.

Thus man is passively shaped in the Watsonian sense, but he is also
actively self-created through a process of anticipation and achievement (p.
170). One can see here an effort to bring some modicum of “that for the sake
of which” into personality theory. As Allport would have it, man passes

through life with an intellect open to the possibility in things. He is being
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demonstratively “input” with experience, but he has this capacity to evaluate
such input, to take delight as well as to respond with simple animal
satisfaction. At some point the taking delight begins selectively to direct what
is satisfying. This directing or canalizing is entirely on the side of a final cause,
possibly also including the formal cause as a kind of plan, wishful design, and
so forth. Murphy thus did not deny the behavioral findings of the rat
laboratory. He simply wished to point out that there was more to human
behavior than this routine, blindly repetitive series of responses. Choice and

purpose were “in” the picture.

Murray’s “Regnancy of a Need”

H. A. Murray was to solve the problem of directed behavior in somewhat
more physical terms than either Allport or Murphy. The behaviorists had
referred to needs as specific tissue deprivations of some sort, as in the case of
hunger or thirst. Murray was to broaden the scope of this term, using it much
as Allport had used traits to include the purely psychological aspects of
behavior. He viewed the need as a hypothetical property of force, presumably
a force in the brain region that organizes behavior in a directional sense (p.
123). Needs generate action, which, in turn, eventuates in some counteracting
environmental force termed a press. The individual with a great need for
achievement might well find that there are forces in his experience that

counter an easy access to wealth, the attainment of accolades for athletic
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prowess, or the professional recognition from colleagues. There are all kinds
of environmental pressures against which the individual must struggle in

order to gain the satisfaction of his needs.

The typical fashion in which people go about meeting their needs in the
face of counteracting pressures from their life’s milieu Murray called the
thema. This entire theoretical account is essentially an analogy from Murray’s
projective test, the Thematic Apperception Test (TAT). In the same way that
the clinician analyzes a “hero” figure in a TAT story, so, too, does the

personality theorist assess the individual in his life circumstance.

Murray proposed a series of need terms to be used in the description of
behavior, including aggression, achievement, affiliation, exhibition, order, and
so forth. Precisely what an individual is like in personality could now be
assessed in terms of the particular combinations of his unique needs, their
level of satiation or deprivation, and the life circumstances (press) that faced
him. The highly affiliative person, for example, after a period of time in which
he might be forced to be alone, could well begin appearing highly frustrated
and even abnormal simply because of his rising need state and the
circumstances of his life milieu. Murray retained a physical tie-in to the
functioning of the body, making an effort to resolve the dualisms of Freudian
or Jungian formulations. Dualisms have never fared well in psychological

academic circles. The behaviorists had argued that habits took on a
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hierarchical arrangement—from lower-level, simple stimulus-response
connections, to higher-level complexities of a more global nature (we see here
a Lockean model being pressed). Murray now builds on this conception by
arguing that certain needs were prepotent (overriding force) to other needs.
Such needs demand answering in the “now”; they dominate our brain process
as regnancies(predominant physiological reactions), assuring that some form
of behavior will be undertaken to seek the goal that can satisfy the condition

of a rising motivation (p. 45).

Since the need concept is now a psychological one, we can say that
Murray has effectively resolved the dualism of classical analysis by claiming
“wishes” or “cathexes” are regnant brain processes. The man under regnant
brain processes heralding a prepotent need for achievement is to be seen
driving himself forward across life’'s way to success at all costs. This
theoretical usage puts a kind of directionality (final cause) in the account
without actually making it seem that way, because all needs are either given
at birth in physical constitution or they are “learned” (input influences a la
Lockean model) over the years of development. Hence the image of man here
is more introspective than classical behaviorism would have it, but we still do
not find that heavy aura of the “internal world” that Freud and Jung provide
us with. Murray has milked the dialectical side of man out of his theory. Man
no longer takes in an input meaning, reasons to its opposite meaning-

implication, and thence directs himself via a true choice to some alternative
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or compromise creation all his own. Man is directed by regnancies emanating
from physicochemical forces in the brain, forces that have been planted there
by nature or by the social milieu. What quasi- dialectical clash there is takes
place between these internal forces (needs) and the external counterforces in
the milieu (press). But man qua man is not “in the middle” as Freud believed
him to be, with an ego identity struggling internally to compromise the

wishes of the id and superego identities.

Dollard and Miller’s “Anxiety”’

An even more thorough job of taking the dialectical capacities of man
out of his theoretical conceptualization was accomplished by Dollard and
Miller. Their motives were laudable, in that they hoped to cement laboratory
theory of a Hullian cast with the insights of the consulting room and thereby
unite psychology in a way it had never been united previously. Since
stimulus-response theory is more abstract than clinical formulations, this
translation could have been performed on Adler, Jung, Sullivan, and so forth.
But Freud was selected, and the procedure adopted was to rewrite Freudian
terminology into the more abstract Hullian terminology of cue, drive,
response, reinforcement, habit, and so forth. This is a drive reduction theory.
A “drive” is a strong stimulus impelling action, which, when reduced (material
cause), acts as a reinforcement of the stimulus-response regularity (efficient

cause) that preceded it. Freud’s sexual concept is interpreted as such a drive.
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There are basic drives (such as pain) and drives of a secondary cast, which
can be easily attached (learned) to stimuli that do not ordinarily bring about a

basic drive arousal.

One such secondary drive is anxiety, which is interpreted as a learned
drive having the properties of fear, except that in the case of anxiety the
source of the threat is vague (p. 63). We fear a train bearing down on us, but
we are anxious knowing why. The point of importance for learning theory,
however, is that when such vaguely stimulated anxieties are reduced—when
we flee the elevator situation (claustrophobia)—this return to a normal
emotional level acts as a reinforcement. It samps in the flight response, in
relation to the elevator stimulus. Hence the next time we face an elevator
situation we will be sure to flee in order to reduce the anxiety that has once

again mounted due to inexplicable reasons.

Now this theoretical treatment of anxiety has become extremely
important in psychology. For example, it lies at the heart of the so-called
behavioral approaches to psychotherapy (see, for example, Wolpe). It has
proved very popular because, just like Murray’s regnancies, we have reduced
the Freudian dualisms of mental events versus bodily drives to a single, hence
monistic, formulation. This is all very much in the traditions of natural
science, and the essence of this tactic is to say that a physically based drive

(material cause) brings about and sustains behavior (efficient cause) entirely
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“on its own.” The neurotic’s symptom is sustained because he reduces anxiety
by performing it. His grasp of why he does this is vague, thanks in part to the
fact that he has not paid sufficient attention to his life circumstances in the
past. For example, when he was frightened as a child in an elevator, he
“stopped thinking” as a response (“repression”) and therefore never really
knew what it was about the elevator that actually set off his fear (a loud noise,
a frightening passenger, the fact that he was being taken to the dentist, and so
forth). So far as learning theory is concerned, the actual reason for the
symptom is unimportant, or at least quite secondary to the fact that a

symptom now is coming about and must be removed.

Although many psychoanalysts today would agree with the statement
“neurotics behave as they do to avoid anxiety,” the actual translation of an
introspective, Kantian-Lockean (Freudian) model into an extraspective,
entirely Lockean (behaviorism) model has lost something in the translation.
In the first place Freud’'s concept of repression was not one of a passive
“stopping thought,” or overlooking possible cues in the environment. The
unconscious mind, according to Freud, knew only too well what it feared or
lusted or hated. Second, Freud definitely did not want anxiety to take over the
motivation properties of the personality structure. That was the job of libido
—an entirely mental construction of force or drive. This is why he stressed
that only the ego could experience anxiety! As is well known, Freud relegated

anxiety to an instrumental role as a warning sign (pp. 57-59). The warning to
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consciousness in neurotic anxiety was something to the effect: “watch out,
your lustful desire for mother and your wish to kill father is going to pop up
here in a moment and then you will have consciously to admit that you are a
rapacious, incestuous pig and murderer.” The conscious aspect of the ego is
“inoculated” with a modicum of anxiety so that, rather than consciously
dealing with such incestuous and murderous intentions or “wishes” (final
causes), it deals with an unpleasant physical sensation (material and efficient
causes). But to say that symptoms are aimed at avoiding anxiety is completely
to misconstrue the meanings of Freudian theory. Neurotics behave as they do
not to avoid anxiety, but to avoid the awareness of their completely psychic,

unacceptable intentions!

Hence the wedding of Freudian and behavioral theory must and has
altered the image of man being described. Theorists are dualists (mind-body)
for reasons, and when one alters the necessary teleological implications of
this dualism to meet the strictures of monistic scientific thought, he violates
the reason impelling dualistic formulations from the outset. Freud had his
Fliess, his “natural science conscience,” and he gave the Lockean model a
sincere effort in theProject. But he could not forego the meanings he was
trying to convey by conforming exclusively to the style of description that
Dollard and Miller were later to employ. Hence we must count the latter’s
laudable efforts as only partially successful, through no real fault of their own.

Some meanings simply must stand as framed.
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Cattell’s “Source Traits”

Baymond B. Cattell must surely be the foremost theorist to take a
measurement approach to the assessment of personality. There is much of the
Allport and Murray tactic in Cattell, for he begins with the assumption that
behavior is constituted of traits, and that these Lockean building blocks
combine to form the personality superstructure. Bather than a hierarchy
Cattell speaks of a “dynamic lattice” in which some traits “subsidiate” (take
precedence over and hence enter into) others. The unique twist that Cattell
gives to the Lockean model is that he sees both surface and source traits in
behavioral operation. Surface personality traits are the apparent
manifestation of individual differences, superficial assessments that we make
as observers because we have no way of directly viewing the commonalities
lying beneath. Source traits, on the other hand, “promise to be the real
structural influences underlying personality” (p. 27). Thus by using the trait
designation Cattell captures a formal cause meaning, but his “source”
adaptation gives us a kind of analogy to the reductive explanations of natural
science. We get a quasi-material and quasi-efficient cause meaning here

through rough analogy, if nothing else.

What one must do to jump the gap between a surface and a source trait
manifestation is carefully to measure overt behavior and then submit these

crude empirical measures to the statistical refinement of factor analysis. One
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finds in this way a common “factor” accounting for various overt
manifestations. In time a series of reference factors having universal
relevance to behaviors will be empirically identified and carefully validated.
This collection of source traits (universal index) can then be applied by the
psychologist much as the chemist makes use of his periodic table of elements.
So much of source factor A, combined with so much of source factors B and C,
results in what we call superficially the (surface) trait of “leadership,” and so
on. Although an oversimplification this portrayal of Cattell’s approach is
basically accurate, and we can see in it the substrate notions of Lockean
“simple” structures combining to form the higher order, “complex” structures.
The specifics of just how personalities got to be the way they are “now”
constituted would depend upon the typical “input” notion (efficient cause) of

environmental influence, including conditioning and hereditary explanations.

Skinner s “Contingency”

We have already noted above that B. F. Skinner was an important figure
in the “empirical law of effect” interpretation of reinforcement. Rather than
attributing behavioral regularities to such “inside the organism” concepts as
needs, wishes, aspirations, intentions, and so on, Skinner argued that only
those responses that “operate” on the environment to bring about rewarding
events are retained by an organism. At least, most of an animal’s response

and virtually all of human responding is of this nature. Skinner termed this an
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operant response, and that “something” in the environment that serves as a
reinforcement of such operants he termed a contingency. What are the
contingencies of reinforcement available to an organism in the environment?
If we know this, then we can easily predict what behavior it will emit, for
behavior is always under the control of some class of empirically

demonstrable reinforcing contingencies.

Although Skinner is not precisely a “personality theorist,” surely his
image of man has been given enough serious consideration by specialists in
this area to rank him at the very top of contributors to the study of
personality. And what he constantly emphasizes in all of his characterizations
of man’s behavior is that the environment and not man is the selective agent
in behavioral control. He specifically rejects the concept of “autonomous man”
(p- 67). Skinner, more than any other modern psychologist, is an
uncompromising classicist in his image of man as exclusively an efficiently
caused succession of events. He has acknowledged a debt to British
empiricism (Lockean model) by noting to Evans that he “short- circuited”

Kantian formulations (p. 15).

An even more remarkable observation on his theoretical stance is
reflected in the following: “Operant behavior, as I see it, is simply a study of
what used to be dealt with by the concept of purpose. The purpose of an act is

the consequences it is going to have” (Evans, p. 19). We find here an almost
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startling preempting of the final by the efficient cause meaning. Through
viewing man exclusively on extraspective terms, and fixing on the
consequences of “that” behavior “over there,” Skinner can assess the
consequences (contingent reinforcements) of “that” behavior to see which
consequences perpetuate it and which do not. Once he determines
empirically what such contingencies entail, he can exert what he takes to be a
form of efficient cause control over it. But what if the organism “over there” is
considered introspectively and judged to behave “for the sake of” personally
held intentions, after all? What if, in the case of man, rather than his being
under the control of the extraspective manipulator, he is actually simply
conforming or cooperating with what he takes to be the manipulator’s

purposes?

Well this would make no essential difference to the Skinnerian
formulation. For example, psychologists have shown to general satisfaction
that “being aware” of the response- reinforcement contingency, or, in other
terms, knowing that verbal behavior X will lead to reinforcement Y, decidedly
facilitates the efficiency of learning verbal behavior X. Some psychologists
claim that there is very little, if any, verbal learning without such an
awareness on the part of the subject. This could easily be taken as evidence in
support of a final cause view of behavior, with the response- reinforcement
contingency interpreted as “that advantage, clue, goal, or plan for the sake of

which” behavior is acquired and perpetuated. Yet such questions are not
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thought worthy of serious theoretical consideration in the Skinnerian world
view because what is fixed upon is only the flow (impetus, efficient cause) of
events across time. This is taken as “behavior.” Just so long as it can be shown
that certain contingencies lead to behavioral pattern A and other
contingencies lead to behavior pattern B, this is all the Skinnerian feels
obliged to deal with as he perfects his ability to “control” such patterns—from

A to B and back again.

Rotter’s “Expectancy”

When Tolman was working out his variant brand of “purposive
behaviorism,” he emphasized that input stimuli are rarely translated directly
into output responses, because as Woodworth had observed, there is a
certain “mediation” of the organism in between. This Kantian notion of a
“cognitive map” was central to the Gestaltist theorists who inspired Tolman,
but in accounting for the continuing influence that an organism (rat, man) has
upon his experience, Tolman was to speak of what have ever since been called
“mediators” in learning theories. Dollard and Miller have made considerable
use of this mediation construct in their translations of Freud. Higher mental
processes (thoughts, words, language) all come down to an operation of some
such mediating “cue stimulus” or “anticipatory goal response.” Animals learn
to begin responding even before they see their reward (reinforcement), said

Hull. Anthropomorphizing, we might say that the dog “knows” his dinner is
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waiting ahead, for he salivates noticeably and breaks into a more rapid run as
he sees his master’s house ahead. But actually the dog anticipates nothing at
all. He has simply been trained to respond to certain “antedating” cues, so that
over time his salivation response began moving ahead in time, from his food
dish, to the door leading from outdoors, to the silhouette of the entire house

ahead, and so forth.

Hull was the behaviorist to develop this line of theory most creatively,
and he was obviously trying to account for what in other contexts might be
termed intentional or purposive behavior without resorting to a teleology. In
personality study Adler and Lewin had been developing conceptions of
human behavior based on what has since been called the level of aspiration.
Adler made no bones about this being a teleological conception, claiming that
people laid down a definite plan (prototype, fife plan) “for the sake of which”
they then aspired to further their advantages in living. Lewin’s conception
was also teleological, but he was not quite so outspoken because he was
trying to meet some of the natural science objections to final cause

description.

It remained for Julian B. Rotter, a theorist who was influenced by Hull,
Adler, and (to a lesser extent) Lewin, to raise this conception of aspiration
level to what is probably its most thorough and well-rounded expression.

Rotter changed the descriptive label to expectancy, but it has the same
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meaning of “that for the sake of which” an individual may be influencing his
behavior. The child who expects to earn (aspires to) school grades at the A
level is crushed with a grade of B, whereas the child expecting C’s is elated
with the same achievement. One’s life circumstance cannot be entirely
circumscribed by the “simple facts” of reality. Rotter also added the concept
of reinforcement value to say, for example, that even some things that are
easy to attain in life are not valued. If we wish to predict behavior we must
know not only what the person is expecting, but how much he values that
which is upcoming. The child who docs not value education will give little

effort to it even if achieving good grades is relatively easy for him.

Although he has moved his descriptions over to the introspective
perspective, and his account is far less mechanistic than the classical
behaviorist’s, Rotter’s psychology remains heavily Lockean in tone. He is
clearly in the line of descent we have been reviewing to this point.
Expectancies amount to past “inputs,” learned through conditioning in
experience on the basis of an empirical law of effect and functioning in the
present as special kinds of mediators. The value of reinforcement is also a
function of past reinforcement. Man is not viewed as capable of reasoning to
the opposite of what is given, drawing out an expectancy- aspiration of some
other possibility, and then aspiring to what was never known, much less
reinforced, in the past. Yet Rotter’s theory is probably best classified as a

mixed Kantian- Lockean model, and he forms a nice bridge to the more clearly
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Kantian approaches we now turn to.

Lewin s “Life Space”

Although he was not an orthodox Gestalt theorist, there can be little
doubt that Kurt Lewin received considerable stimulation from the work of
Wertheimer, Koffka, and particularly Kohler—all of whom were his
colleagues for a time at Berlin University before he came to America. Lewin
took the Gestalt concept of a perceptual phenomenal field and drew it out into
a view of the life space, or the total psychological environment that each of us
experiences subjectively. This (formal cause) construct embraced needs,
goals, unconscious influences, memories, and literally anything else that
might have an influence on one’s behavior. Rather than seeing behavior as an
incoming process of stimulus-to-response, Lewin constantly stressed that
behavior takes on field properties as an ongoing process of organization and

interpretation following Gestaltlike principles.

The course of behavior follows paths or pathways between one’s
present location in his life space and the goal or goal region (level of
aspiration) that attracted him. Other goal regions might repel the individual
(negative valence), and it is the sum total of all the field forces (efficient
causes) entering into an overall pattern (Gestalt, formal cause) that led to

behavior (locomotion) within the life space. Hence behavior was directed, and
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although Lewin might be said to have introduced a modicum of teleology in
this more introspective account, the directedness of this behavior was put
extraindividually in the sense that the “person” or “personality” is merely one
organized subportion of the entire life space. Motions within the field

(efficient causes) can be induced by any portion of this life space.

Lewin’s handling of teleology is therefore quite unique and rather
moderate in relation to the more extreme final cause formulations that can be
tied to man’s image. The life space is, of course, a derivative concept of the
Kantian categories or predicating “spectacles” that are the major contributor
to behavior in this theoretical style. But Lewinian psychology is not a
complete idealism. Lewin accepted what might be termed a noumenal world
on the “other side” of the phenomenal life space. Such influences on behavior
as the fact that a path under our foot is slippery, or a roof over our head leaks
water, were influences emanating from the foreign hull. As a permeable
membrane the life space (formal cause) interacted with such foreign hull
influences (material causes), making such alterations in its organization as
were called for and mutually altering the status of the foreign hull by

reciprocal influences.

Kelly’s “Personal Constructs”

One of the most clearly Kantian formulations in the literature is to be

www.freepsychotherapybooks.org 492



seen in George A. Kelly’s “Psychology of Personal Constructs.” Unlike Rotter,
who viewed expectancies as past input influences based upon a
reinforcement principle, Kelly ascribed an active intellect to man, one that
construed experience rather than passively took it in. For Kelly an expectancy
is to be thought of in terms of both a formal and a final cause meaning. It is a
stylized meaning through which or “for the sake of which” the individual
advances on life daily. Of course, Kelly’s actual term is that of the personal
construct rather than the expectancy. Just as Kant had argued that freely
created thought is dialectical in its essence, so, too, did Kelly view the process
of construing as bipolar in nature (p. 304). When one affirms the
commonality of events that he has observed recurring over time, he must also
negate some other aspect of that recurring experience. To say “Redheads tend

to be hotheads” is also to say “Nonredheads tend to be level-headed.”

Thought is only possible, said Kelly, because man can dichotomize
elements of experience into similarities and contrasts (p. 62). The products of
thought, or constructs, state in either clear or highly nebulous terms how
“two elements are similar and contrast with a third” (p. 61). Constructs are
working hypotheses, predictions, appraisals, and even pathways of
movement, for they frame in our meaningful experience like transparent
templets (Kantian spectacles), and hence predetermine just what is possible
for us to do. Man is determined mechanically only when he construes himself

in this fashion. Constructs are either permeable and capable of change, or
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they are impermeable, rigid, and frozen into a form of thought Kelly termed
pre-emptive. To change behavior we must change the constructs determining
that behavior. The philosophy that expresses a strong faith in man’s capacity
to do precisely this Kelly termed “constructive alternativism.” Although
constructs are ultimately highly subjective or “personal” in nature, they can
be understood introspectively if we make serious efforts to see things from

the slant of the personality under study.

Constructs can also be objective in that many men can understand the
meanings implied in the same set of constructs. To further a clinician’s ability
to identify the constructs of his clients Kelly formulated the “Role Construct
Repertory Test,” or, more simply, the “Rep Test.” A role construct is one that
defines the individual’s more important interpersonal behavior; for example,
when he perceives another individual as also a construer, and to that extent
enters into an interpersonal relationship with him. By contrasting and
comparing how various figures in his life (mother, father, best friend, admired
teacher, disliked associate, and so forth) were like and yet different from a
third figure, Kelly was able to fashion a list of core personal constructs that he
then used to see the world from his client’s eyes. “How are your mother and
ex-girlfriend alike, and yet different from your wife?” This would be a typical
example of the way in which role constructs are evoked. The individual is free
to select his own terms. Kelly devised a nonparametric procedure for factor

analyzing these many different constructs to find the very heart of the
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individual’s construct system. This idiographic manner of factor analyzing
data is quite different from that of Cattell’s, and the image of man that results
is, of course, diametrically opposed to the Lockean formulations of the more

nomothetic approach.

Maslow’s “Third Force Psychology”

Abraham Maslow coined the phrase “The Third Force” in psychological
theory by which he meant an approach in the traditions of people like Allport
and Rogers. He seems to have identified this approach as “humanistic
psychology,” a phrase that has achieved considerable prominence in the post-
World War Il era. After passing through a period of fascination with
Watsonian behaviorism, Maslow moved on to emphasize such concepts as
self-actualization, human potential, and peak experience. These terms attest
to man’s capacity for teleological advance, based upon a hierarchy of lower-
to-higher needs that rest upon one another, yet are fundamentally
independent of each other. Maslow thus picks up the conception of need
developed by Murray, as dealing with both physical and psychological
necessities. Physiological needs lie at the base of the hierarchy of needs, with
higher-level needs such as love, esteem, the need to grow and self-actualize
coming into the organization as kind of emergents. The important point is
that one cannot find the meaning of higher-level needs by reducing them to

the lower-level needs. Further, it is inevitable that as the lower-level, physical
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needs are being met, the more humanistic needs will begin to seek expression

and gain satisfaction.

Hence, just as neo-Darwinian theorists speak of emergents in the
evolutionary processes of nature, so, too, does Maslow rely upon this tactic to
modify the Lockean hierarchy that held that the lower levels constitute higher
levels and to know the latter we must deal with the formed. This is a clear
Gestalt or holistic infusion, a tempering of the more mechanistic features of
Lockean thought while striving to retain continuity with the physical aspects
of nature. As a theoretical device it is comparable to Freud’s uniting of body
(physical) and mind (psychological) through use of the instinct concept.
Maslow actually based much of his thought on biological conceptions, feeling
that there was a “growing tip” to the advance of organismic life (natural
teleology). If we want to get a sense of the higher life that evolution is making
possible, we should investigate our more self-actualized human life histories.
Maslow did just that, isolating the factors of important historical figures like

Lincoln and Einstein, whom he judged to be self-actualized individuals.

Maslow claimed that self-actualized individuals see life more clearly
than other people. They are more decisive and can take a stand with greater
confidence, for they are prepared to name what is right and what is wrong
about life. They have a childlike simplicity and usually admit their lack of

knowledge in an area of what is clearly their expertise. Though very confident
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they are humble and more open in their general approach to others. Without
exception they have some worthy task to which they commit themselves
completely—a career, duty, or vocation that presses on them, fascinates them,
and gives them a sense of fulfillment even though it is not always easy or
pleasurable to accomplish. They are, above all, spontaneous and creative in
their behavior, willing to “be themselves” for they lack pretense and
defensiveness. Mas- low coined the term Eupsychian to describe the society
that a group of such self-actualized individuals would form if left to their own
devices—say, on a secluded island. Presumably the society would reflect their
common tendencies: a biological utopia of our very best, the “growing tip”
dipped off and transplanted to flower as all utopias do—apart and

unmolested by the common foliage.

Piaget’s “Schemata”

Although he worked for years in relative obscurity, Jean Piaget has
assumed major importance in the outlook of many psychologists during the
post-World War Il years. Piaget has a concept of the schema that is
reminiscent of Kellyian constructs, but it takes on a developmental frame of
reference in that presumably we are dealing here with innately prompted
constructions. Thus Piaget argues that schemata are first brought into play on
the basis of reflexive activity, as when the infant first employs his sucking

reflex, bringing it to bear on the mother’s nipple. This process of aligning a
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patterned behavior (schema) to a proper stimulus Piaget termed
accommodation. Once fixed in this fashion the experience of sucking takes on
meaning to the child, although of course, the extent of meaningful grasp is
limited due to the lack of language. One sees here a decidedly introspective
formulation of what is a formal cause term (schema, pattern). The nature of
human maturation is now a question of extending and in time patterning
various schemata into more and more meaning. The child begins to notice
and suck other objects—his fingers, a blanket, and so forth—coming to
enlarge this already accommodated schema. This process of enlarging and

enriching schemata Piaget termed assimilation.

The essence of Piagetian motivation theory is that the child and then the
adult tries to keep his schema relevant and applicable to experience.
Schemata that are not assimilable are meaningless by definition, so it is
essential to human intelligence that a continuing growth takes place. Much of
Piaget’s empirical work has involved the study of maturing children, tracing
how this process of continuing, expanding, and changing schemata takes
place. For example, he early found that the natural experience of reality for
the child is anthropomorphic. The child perceives natural events of all sorts,
including rain, wind, and so on in terms of intentions and willful acts. The five
year old says that the sun’s rays push the wind into activity or organize the
clouds to look pretty. Only by about age eight or ten does the child completely

divest the physical world of human qualities and view it in purely physical,
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mechanical terms. Piaget called this early phase “precausal” thinking, but we
can see here the time-honored issue of final-formal versus material-efficient
causes manifesting itself. The basic question is: do children think
“primitively” or do they think entirely “naturally,” so that their teleological
formulations are actually the phenomenal truth? Piaget leans in the former

direction, and thus he departs from existentialism.

Rogers’ “Wisdom of Organic Evidence”

It is well and good for science to lay down its principles of explanation,
viewing animistic explanations such as children proffer to be “precausal” or
“primitive,” but does this change what is taking place? The child does, after
all, experience intentionality phenomenally. Who is to say that this experience
is not therefore just as vital to the meaning of existence as the so-called
scientific laws that presumably are the “real cause” of such experience?
Although anthropomorphic experience may be recast in the efficient cause
substrate of stimulus-response psychology, this does not mean that the
causes that propel the individual through his phenomenal field are being
identified. What if teleological considerations are at play? This line of
argument takes us deeply into the phenomenological-existentialistic or
“cognitive” theoretical sphere, and a foremost spokesman here has been Carl

R. Rogers.
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Rogers is widely known for his expounding of a phenomenal field
construct, which is similar to, although more subjective than, Lewin’s life
space concept (p. 97). Man’s physiological-biological and psychological
experience combines to funnel into his organismic experience by way of the
phenomenal world. Distinctions of body-mind are thus dropped for all
practical purposes since, in essence, man comes to know as much by way of
his sensory feelings as he does by way of his conscious symbols. Indeed, says
Rogers, there is “a discriminating evaluative physiological organismic
response to experience, which may precede the conscious perception of such
experience” (p. 507). This organic valuing process is important to the
individual. It has a sense of what is worthy and true phenomenally even
before rational justification might be given symbolically in words. Hence
there is in a sense wisdom within the organic evidence of feeling tones.
Extending this, Rogers literally comes to a “naturalistic ethic,” for he claims
that people all over the world have a common base of organismic valuing,
stemming essentially from man’s common base in organic evolution. As he
summarizes it: “The suggestion is that though modern man no longer trusts
religion or science or philosophy nor any system of beliefs to give him values,
he may find an organismic valuing base within himself which, if he can learn
again to be in touch with it, will prove to be an organized, adaptive, and social

approach to the perplexing value issues which face all of us” (p. 441).

Hence modern man must be unafraid to be “what he is.” He cannot allow
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science to define him or to control him. To be what Rogers calls the fully
functioning person (Maslow’s selfactualized individual), the human being
must trust to his feelings and to the feelings of others. Science may tell the
person that he is under the control of outwardly determined natural laws, but
what does he subjectively perceive (phenomenally) if not a sense of personal
decision and self-direction? Rogers moved from individual therapy to a
concern with group encounter based on this naturalistic ethic. The point of
sensitivity training is to make one aware of his personal contributions to the
phenomenal reality of others. By turning in on himself and discovering a
pattern of natural feelings very similar to others, the individual can drop the
facades of social niceties and the masks of social defenses. The person as
enacted in overt behavior can become “one” or congruent with the feeling
tones he has been ignoring or denying in the past. With everyone in the group
100 percent in tune with their sincere feelings, a higher level of phenomenal

living is achieved.

In one sense Rogers has avoided the dualism of mind-body in his uniting
phenomenal field construct; but in another he has brought on a second
dualism of the “feeling versus symbolizing” variety. Although clearly a
Kantian and having the typical existentialistic-phenomenologistic approach to
man, Rogers comes back to a firm basis for ethics in the physical reactions of
the body. Material causes (feelings) somehow clue us to what is “best” (final

cause) through a patterning of sensations (formal cause). They tell us when
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we feel this way or that, and no further “reason” —reduction to substrate
stimulus-responses, or Freudian fixations—is needed for a more healthy
pattern to emerge. If everyone listened to their feelings and behaved
genuinely, in time behaviors would seek their level. The bully would
acknowledge his hostility and the coward would express his fears in a way
never before possible. The result would be a more genuine, sincere, fully

functioning life for all.

Boss’s “Meaning Disclosing” Dasein

In developing our phenomenological tradition we have made it appear
that all theorists in this line are clearly Kantian, that they take on some such
“spectacles” notions as Binswanger’s world designs, Kelly’s constructs, or
Piaget's schemata. Actually there are positions that are not this easy to
classify within the phenomenological camp. Medard Boss is an excellent case
in point. Although both he and Binswanger were stimulated by the
philosophy of Heidegger, Boss’s interpretation of the latter’s philosophy
seems closer to accuracy. Heidegger—at least in his later writings—was
trying to avoid the separation of Dasein (existence, experience) into the a
priori (Kantian spectacles) and the a posteriori (the resultant existence as
phenomenally gleaned). The meanings of Dasein for Binswanger and other
classical Kantian views are “endowed” by the world designs that frame in

experience. For Boss, on the other hand, Dasein is always “disclosed.” Boss
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liked to speak of it as luminating or shining forth, disclosing itself to man’s

awareness rather than vice versa (p. 39).

This has the practical effect of making Boss’s existentialism appear
more Lockean in the sense that Dasein is issuing toward awareness in a
quasi-input sense. Actually, of course, this is not the intent of Boss’s
construction. What he is emphasizing here is the completely free and
unbiased nature of phenomenal experience. Even a Kantian “category of
understanding” is to that extent forming experience. It is pressing on
experience something that is not part and parcel of that experience, much in
the way that science presses its arbitrary efficient causes onto teleological
behavior or Freud presses his infant analogues onto mature behavior. We
must not reduce one level to another in a truly phenomenological-existential

approach.

This “purity criticism” can be taken back in the history of modern
existentialism to Kierkegaard’s ridicule of Hegelian logic (see Rychylak, p.
390). Hegel had concocted a logic that was a brilliant example of how the
mind can create “a position.” But when Hegel now took this to be “the”
position he made himself ridiculous on the fact of things, said Kierkegaard. In
like fashion the very heart of existentialistic positions has always been to
undermine the pat, the set, the rigid certainties of contrived experiences.

What it seeks is “pure” experience, as immediately luminated to the mind’s
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eye. The anthropomorphizing child is therefore not “primitive”; he is entirely
“human” (see Piaget, above). Man is teleological in his essence, and he must
therefore take responsibility for what he does. Existentialists catchwords like
commitment, engagement, and confrontation flow from this philosophical

premise.

The Final Question: What Is Personality?

It should be clear now that the reason it was impossible to write this
chapter around “the” personality is because of the interlacing classical issues
framed by our opening questions. It does seem that a personality term
borrows greatest meaning from the pattern or style of behavior witnessed
among people. This would make it predominantly a “formal cause” term. Such
styles are usually first identified in terms of the “total” person, so that the
personality scheme is likely to begin as a typology. We study individuals and
construe an oral or anal personality picture. Then, as surely as anything, the
type gradually develops into a trait theory as we begin seeing signs of orality
and anality in other and then all people “more or less.” This is not to say that
trait theories cannot begin as such; it is to suggest that the usual historical

pattern has been to move from typologies to trait theories.

It is when we begin to explicate why there are such “individual

differences” among people that our other causes come into play. A classical
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solution here is to fall back on genetic-hereditary explanations, as in the
morphogenotype of Sheldon. There is almost no rebuttal to this proclamation
that people differ because they are born that way. Enlarging upon this we can
say that people differ because they have different needs, or that their needs
(instincts, drives, etc.) have been differentially met. We can now extend this
to in- elude learned needs, and even Rotterian expectancies that serve to
influence behavior in one direction rather than another. The behavioral
approach of stimulus-response psychology has been fundamentally opposed
to the study of individual differences in behavior. Individual differences are
merely differential controls being exerted on the basic organism that itself
follows common (basic) laws. Needs are reinforcers when met, and insofar as
the term “personality” has any meaning at all, it refers to the habit hierarchy
that results when these reinforced behaviors have been fashioned or

“shaped” (formal cause) by experience.

The social milieu is extremely important to the behaviorist's
formulations, since it must be assumed that the inputs that fashion behavior
are prompted by one’s culture, social group, and so forth. In the final analysis
every behaviorist psychologist is a social psychologist. Cattell’s test-based
conceptions of personality are no different, for he would think of personality
as a set of source characteristics employed by a psychologist to predict how
person X behaves in situation Y. This is a fairly general attitude among

laboratory psychologists, who have moved away from the more classical
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personality grand theory formulations to rely increasingly on measurement
and methodological test to substantiate a more restricted area of study, which
is sometimes called a miniature theory. But the upshot is that individual
differences and uniqueness in the study of personality have given ground to
the more common formulations of behavior. This “common” behavior is well-
captured in efficient cause terms, such as the S-R construct. But what of the
style of such behaviors? And how much influence docs the individual himself

have on this styling of his personal behavior?

Those theorists who reject the more passive, Lockean conceptions of the
human condition argue that behavior is also shaped by the individual, who
formulates personal constructs (Kelly) or furthers schemata (Piaget) over his
lifetime. Man is a potentially higher animal for some (Maslow), and hence we
can not find his unique humanity in the reductive common substrate of a
lower form of behavior. The phenomenologists and existentialists take this a
good deal further, and staunchly defend the thesis that only man can be the

measure for man.

When we now focus on that most human of all animals we must of
necessity ponder the corollary to our present question: “What is human?”
And here it would seem that, by science’s own standards, if the world of
natural events is not to be anthropomorphized, then the anthrop is not to be

naturalized! Existentialism is most eloquent in this argument, but we must
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surely see in every attempt to account for human behavior a kind of teleology
being espoused; or at least a good deal of theoretical effort put into a
substitute for this kind of description. Continuing in this vein, it would seem

to us that to be human is to be responsive to final causation.

But how is this to be conceptualized? Is it not unquestionably certain
that man responds to his past antecedents? Does not learning fashion his
present behavioral predilections? Without denying the fact of antecedent
events we must point out that antecedents can be such things as the Adlerian
“life plans,” which are, when put into effect, done so “for the sake of” their
intended goals. But are these not simply mediators, plans themselves put into
the so-called human being just as mediating stimuli are programmed into a
rat? The final rejoinder here is: “No, not if meanings are bipolar and man as a
human animal can reason dialectically. If this is true then that state of 100 per
cent control from outside the organism that theorists like Skinner speak
about is flatly impossible.” Hence the heuristic device that a