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PREFACE TO THE THIRD EDITION

e ———

IN the present edition the general plan of the last
has been retained, but many fresh data and illustrative
cases have been added and the conclusions previously
arrived at have been elaborated and amplified.

Certain redundant portions of Lectures I (on the
Pathology of Functional Diseases of the Nervous System)
and VII (on the Mental Symptoms of Neurasthenia)
have been omitted. The lectures dealing with Diagnosis,
Pathology, and Treatment have been considerably ampli-
fied, and a new lecture (Lecture VIII) on Etiology and
Prognosis, based upon a detailed analysis of 103 private
cases, has been added. The bibliography has been re-
vised and brought up to date by Dr. Agnes F. Savill.
During the last seven years the mass of literature on
neurasthenia has been enormous, and it has only been
possible to mention some of the more important con-
tributions. It is a source of satisfaction to find that
neurasthenia is now receiving more attention and occu-
pying a worthier place in current works on Systematic
Medicine.

The views on the autotoxic origin (chronic poisoning
or alteration of the blood by some product arising within
the body) of many cases of neurasthenia which I first
put forward in 1897 and 1898, and which were published
in the first edition of these lectures in 1899, have now
received the support of many contemporary authors ;
but there are still many observers who hold “that
neurasthenia is essentially an affection of the mind,” and
that it can only be treated satisfactorily by psychological
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intestinal disorder acted on the nervous system as a
toxamia. [ also found that other better recognised auto-
intoxications—chronic suppurative conditions, for in-
stance—were capable of acting precisely in the same
way in the production of neurasthenia. Here we see
the influence of the body upon the mind.

In the fresh series of facts submitted in the following
pages these questions are investigated anew, and an
analysis of 103 private cases of neurasthenia shows that
about 8o per cent. were due to some kind of auto-
intoxication (toxzmia). Among such auto-intoxications
may be mentioned intestinal derangement, gastric dis-
order, chronic appendicitis, pyorrheea alveolaris, oral
sepsis, blenorrhagia, antral disease, chronic alcoholism,
excessive tobacco smoking, and incipient phthisis (Lec-
ture VIII). In 38 per cent. of these cases the neur-
asthenia was due to various, often very obscure, kinds
of intestinal derangement, and a critical examination of
these leads me to hope that the bacteriology of the
alimentary tract, which awaits further investigation, may
some day throw further light on the pathology of
neurasthenia.

Undoubtedly many morbid conditions may cause
neurasthenia, and, unfortunately, they often act in con-
junction. Their recognition, therefore, is frequently a
matter of the greatest difficulty, but it is, nevertheless,
a matter of the highest importance for successful
treatment. I submit this work to the indulgent criticism
of my medical brethren in the hope that it may be of
some assistance in the elucidation of these and some of
the other difficult problems connected with this trouble-
some and distressing malady.

UPPER BERKELEY STREET, W,
August, 1906,
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experience. The omission—if the absence of such references
can be counted an omission in clinical lectures—is remedied to
some extent by an Addendum and Bibliography, which has been
prepared under my supervision, by Miss Agnes F. Blackadder,
M.D., to whom I am also indebted for valuable assistance in the
work of revision, Without her aid these lectures would probably
not have seen the light for many years to come.

PREFACE TO SECOND EDITION
(March, 1902)

As mentioned in the preface to the first edition, this work has
no pretension to being a systematic treatise on Neurasthenia.
Its main objects are to assist the student and practitioner in the
diagnosis and treatment of the malady, and to attract more
professional attention to the subject. The prominence given to
the disease in recent systematic works on medicine is now more
in accordance with its importance.

The favour accorded by the profession to the first edition of
these clinical lectures, both in this country and in America, has
for some considerable time necessitated their re-issue. 1 was,
therefore, placed in a dilemma-—either the lectures must be
reprinted as they were, or I must wait until the time at my
disposal and the necessary health should enable me to revise and
bring them up to date.

In these circumstances I have been extremely fortunate in
obtaining the assistance of Mr. J. H. Tomlinson, whose long
experience as my Clinical Assistant at the Hospital for Diseases
of the Nervous System renders him peculiarly fitted for the task.
Upon his shoulders has fallen a very considerable amount of
labour, for he has supervised the passage of this edition through
the press. To him are due my most grateful acknowledgments,

Some alterations have been made in the text. Fresh illus-
trative cases have been added ; the treatment previously given in
Lecture II has been omitted, while that in Lecture IV has been
thoroughly revised and amplified by wider experience.
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"LECTURE 1

INTRODUCTORY

THE PATHOLOGY OF FUNCTIONAL DISEASES OF THE
NERVOUS SYSTEM

(An inaugural address delivered in 1891 at the installation of the
Post-graduation Clinique at the Paddington Infirmary in 1891.)

SUMMARY (—Clinical teaching and rescarch in a Poor-Law Infirmary
initiated —Descriplion of the Infirmary.—Extent of field and
other advanitages—Special opportunities for studying nervous and

“mental disorders.—Methods of investigating the pathology of
diseases of the nervous system.—Clinical investigation.—FPathology
of © functional” diseases of the mervous system.— Undiscovered
structural alterations.— Helero-toxic and auto-toxic changes.—
Mainutrition.— Vascular changes and waso-molor neuroses,—
Increased reflex irvitability.—Compound causes.— Resemblances of
functional to structural diseases ; pathology of hysteria.

GENTLEMEN,—In addressing you at the commence-
ment of the Post-graduation Clinique now organised for
the first time within the walls of a Poor-Law Infirmary,
it is desirable I should say a few words explanatory of this
new departure.!

First let me pay a tribute to the enlightenment of the
Board of Guardians of this parish, who recognised the value

' A visiting surgeon, the late Sir Henry Thomson, was appointed to the
Marylebone Workhouse about the middle of the century, but the date of this
lecture (May, 18g1) was the first occasion on which Workhouse Infirmaries
had ever been rendered available for organised clinical and pathological
instruction. It was always thought that the Amending Act (1869) of the

I







DESCRIPTION OF THE INFIRMARY 3

necessarily gain indirectly by improved medical education.
I have never ceased to enunciate these views, and you can
well imagine with what satisfaction I see the realisation
of my desires through the liberality and foresight of the
Board of Guardians under whom I have the honour to serve.

This large group ot buildings comprises three depart-
ments, under the government of one Board of Guardians.
(1) In the new infirmary, where we are now situated, there
are 284 beds, 32 of which are for the reception of sick
children, 16 for cases needing isolation, and the rest for
acute and severe cases of disease of different kinds, both
medical and surgical. (2) The old infirmary (Z.e., the sick-
wards of the workhouse) next door, comprises 310 beds,
10 for lying-in cases, 20 for mental cases, which are con-
stantly passing through the workhouse, and the rest for
various kinds of chronic ailments. (3) Finally, there is
what is erroneously called the “able-bodied” department
of the workhouse, which really contains infirm persons of
both sexes, too old or too infirm to do much beyond a
little needlework or wood-chopping. These old people are
very frequently affected by the minor ailments incidental
to advanced life, and daily seek the doctor’s aid in con-
siderable numbers. (The labour-yard, where idle able-
bodied persons are set to accomplish a daily task of
stone-breaking or oakum-picking, is situated elsewhere
under a separate administration.) Thus, in this insti-
tution there is a population of over a thousand persons,
subject to every conceivable kind of disease, presenting
to the student a veritable page from the book of nature,
where he can study the commoner and more chronic
ailments which will make up such a large portion of his
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circumstances whatever. The accommodation of the
lunacy wards proper is, as we have seen, limited to twenty
beds, but through these wards pass all the lunatics and
alleged lunatics! of the parish, of no matter what kind,
on their way to other parts of the building, to an asylum
(lunatic asylum) or to an imbecile asylum. It is true that
in the County asylums one can study from day to day
the various forms of chronic insanity, but there one misses
the beginnings of mental alienation, and its slighter forms,
such as that frequent condition, transient alcoholic mania,
and that large and nondescript class of mental ailments
which I have designated “neurasthenic insanity.” These
cases are eminently curable if recognised and taken in
hand at an early stage; and they are far more numerous
than is generally supposed, and than the graver cases which
necessitate removal to the asylum, for out of five or six
brought into the workhouse, not more than one, on the
average, passes on to the County asylum. Moreover, in
a lunatic asylum one cannot see the imbecile and idiot
class and the slighter mental ailments incidental to old
age. All of these various classes can be seen and studied
at one time, either separately or ## groups, in this insti-
tution, either in the lunacy wards or in one or other
department of the building. Where, I would ask, is there
such an opportunity for studying disease of every kind,
in every stage, and in every degree?

But there is yet another advantage in the conditions
around us. In a hospital, on account of the alleged
paucity of beds, the patient’s stay is always limited by

' This term is applied to a person during the fourteen days he can be
legally detained for purposes of observation so that the doctor may then decide
how he should be disposed of.
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Methods of Investigating Diseases of the Nervous System.

Let us turn for one moment to the various methods
of research which may be adopted in the investigation
of the pathology of the nervous system. It is usual to
mention four methods by which neuro-pathology has at
different times become advanced. Firsz, a study of
embryology and development teaches us a good deal
concerning the course of the fibres and the anatomical
relations of the different parts of the central nervous
system.

Secondly, experiments om animals and observation of
their symptoms during life, followed by their subsequent
dissection after death, have been the means of affording
valuable information, especially on the Continent, where
such research is not hampered by the restrictions which
are placed on vivisection in England.

Tihirdly, the functions of the different portions of the
brain, and the relation of the several columns in the
spinal cord to one another, have often been revealed by
means of the secondary degeneration which takes place
whenever the peripheral part of a nerve fibre is cut off
from its central cell of origin.

Fourthly, there is what may be called the anafomio-
clinical method, which consists of the careful and minute
observation of cases of injury or disease of the nervous
system during life, and their detailed examination, both
macro- and microscopical, after death. This method is
the only one available in this institution, but I venture
to think that, although it is necessarily a slow and
laborious process, it is the one which gives the best
and truest results. All the other methods must be































FUNCTIONAL NERVOUS DISORDERS 17

VI1.—There is, I believe, yet another group of functional
disorders of the nervous system which does not fall within
any of the preceding, due to an #ucreased reflex irvitability,
or an increased response to impressions from without,
arising either from an inherent irritability of the various
reflex centres, or a deficiency of the control normally
exercised over the lower by the higher centres. The
clinical features we should expect to find here would be :—
(1) the occurrence of some of the symptoms in the forms
of “ attacks,” determined by some external cause ; (2) the
disease would tend most often to arise in that sex in
which, and at the time of life when, the reflex centres are
normally most irritable ; viz., in the female sex, and at the
evolution and involution of the sexual life, ze, at puberty
and the menopause; (3) the symptoms would vary from
time to time in degree corresponding with the variations
in the irritability of the reflex centres and the normal
variations in the control exercised by the higher powers.
The best illustrations of this group are, I believe, to be
found in some of the manifestations of hysteria.

These, gentlemen, are six different ways in which, I
believe, functional disorders of the nervous system—those,
namely, unattended with any structural changes discover-
able by the present means at our disposal—may possibly
be explained. At any rate these are the lines along which
our researches should, in my belief, be conducted.,

Compound causes—It must not be thought that these
several functional causes are capable always of acting
alone. Far from it. There is almost always some pre-
disposing factor which determines or directs the action of
the poison upon the nervous system—or some particular
part of it—in one patient, whereas in another patient the

2
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simulation, which is a fraudulent practice with an adequate
motive, namely, the avoidance of work. What I mean is
the remarkable way in which, for instance, a case of
hysterical hemiplegia may resemble a case of hemiplegia
due to an embolism in the internal capsule. Indeed, in
general terms, some hysterical disorders of the nervous
system mimic certain organic disorders so closely that
the term neuromimesis, or “nervous mimicry,” has been
suggested for the former by several very eminent au-
thorities, who regard these disorders as of purely psychical
origin,' and thus lead one to infer that these patients can
cure themselves as readily as they have presumably pro-
duced the disease. They would have us believe that it is
all a question of self-control, and that such patients are to
blame for not curing themselves. Now, it is true that the
sudden way in which such symptoms appear and dis-
appear lends considerable support to these statements ;
but I believe this view to be entirely erroneous.

You will perhaps ask, how otherwise are we to account
for this remarkable similarity? In the first place, I would
ask you to observe that this mimicry, if it be real imitation
of a definite pathological condition, would endow such
patients with a very remarkable intelligence, far above
anything they ever really possess. Now, I am able to
affirm, from an extensive infirmary and workhouse ex-
perience, that hysteria is quite as frequent amongst the
poor and ignorant as amongst the wealthy and intelligent,
if not more so. How is it possible for such patients to
manufacture hemianopsia and total hemianzasthesia, sensi-
tive and sensorial >—and even more elaborate groups of
symptoms? Secondly, I have seen over and over again

' ¢.g:, Sir James Paget : ** Lectures and Essays.”
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paresis of the corresponding limbs should result; that the
paresis should come on suddenly, as in all circulatory
cerebral lesions: that it should vary from day to day,
and disappear as suddenly without leaving a trace behind
it? This, in brief, is my view of the ‘pathology of many
hysterical disorders; the pathology of other hysterical
disorders and the complexities of this difficult subject
are dealt with elsewhere.'

#* - w W *® *®

In conclusion, gentlemen, it will be necessary for us
to bring to these enquiries a wide range of knowledge.
It is, in the first place, no narrow speciality that I am
inviting you to study. The diseases which we shall meet
with are very numerous, and of almost endless variety.
The symptoms are often so obscure that even the sufferers
themselves find it hard to describe them, although they
may constitute some of the gravest and most troublesome
conditions that can tax our patience. On the other hand,
the problems which will come before us constitute some
of the most fascinating of those which have puzzled
philosophers in all ages, concerning as they do the
phenomena of the human mind. For the investigation
of these various questions, all medical knowledge, no
matter of what kind, all scientific information, no matter
to what department it may belong, and all branches of
human knowledge will be laid under contribution. But
I maintain that the preponderating réle belongs to clinical
observation and research. It is only by these means
that other methods, laboratory and experimental methods,

' See also pp. 16 and 17, anse; The Lancet, June 1 and July 23, 1901 ; The

Clinical fournal, May 25 and June (pp. 88 and 103), 1904 ; and Zhe Zances,
January 30, 1904, p. 273.
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man, but he presents no physical signs, and his viscera,
other than the stomach, are healthy.
The third case is that of an engine-fitter, named
A. H—, who is 32 years of age; his illness commenced
with a malady which very frequently precedes
casE . and determines functional disorders of the
nervous system—influenza. He has lived a
very healthy life, and was never nervous until two years
ago, when he had influenza, complicated, it was believed,
with “congestion of the brain”; and since then he has
suffered from general weakness and giddiness, always on
going into the open air, and singing in the ears almost
constantly. He has also had attacks (two or three a
week) which he will describe to you. He says an attack
begins like “a wave of prickling,” commencing in the
head and running down the trunk and legs, chiefly on
the right side. This is followed by a feeling of fulness
at the top of the head, which “seems as if the blood will
burst through the nose”; and finally there is a cold
feeling down the right arm and the right leg. The
hemiplegic limitation of these subjective symptoms is a
circumstance of the greatest interest. They are obviously
of vascular origin, for he assures us (and he is a very
intelligent man) they are accompanied by a fushing of
the right side of the body and limbs, followed by pallor
when the cold stage is reached. Between the attacks he
feels too weak to work, and is subject to dyspncea on
the least exertion. He has also several other symptoms
referable to the vaso-motor system—such as localised
flushings followed by shiverings, and cold hands and feet.
During the attacks, of which I spoke just now, he feels
as though he must “talk to some one, or else he would
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disease are present. She complains, moreover, of a very
common symptom in neurasthenia—she dreads to be alone.
When so left she says the feelings of terror and dread
of impending evil which come over her are indescribable.
She cannot even come to the hospital without a com-
panion. She has had ammoniated tincture of wvalerian
and bromide of ammonium, but so far the medicine has
only partially relieved her ; for her cure it will, I believe,
be necessary to remove her completely from the conditions
under which the neurasthenia arose,
There is one other case which I should like briefly
to relate, which occurred in my private clientéle. It is
that of a post-office clerk, aged 37, who had
cASE V. worked very hard and closely at figures since
he was fifteen years of age. He came to me
to decide whether he should give up his post, as he had
been advised to do by two other medical gentlemen, be-
cause of his incapacity for work, and his complete failure
to obtain relief from the distressing symptoms. Great
depression, inability to grasp mental facts, incapacity to
remember names, and a dread lest he should make a
mistake in his work, were the symptoms of most note
in this case. I have noticed that this fear of making a
mistake in their work is a very common symptom among
neurasthenics. He had had for a long while severe head-
ache resembling the headache due to asthenopia, ze., a
headache which is bad on first rising in the morning,
getting better during the day, and then worse again in
the evening. In this case, as in the first I showed you,
there were never any gastric symptoms.
I found he had a very serious error in his refraction,
and accordingly I sent him to my colleague, Mr. H. Work
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Hysteria is the disease which undoubtedly gives rise
to most difficulty in the diagnosis of neurasthenia, and it
is evident that many cases of the latter were in former
times included in the category of hysterical affections.
So much do they resemble each other that it is quite a
common error even among well-informed medical men to
regard neurasthenia as a new name for hysteria, a term
which they are glad to discard, as it conveys an opprobrium
in the minds of the laity. But I hope to show you that
there are essential clinical and pathological distinctions
between these two maladies which can be revealed by
attentive observation. The difficulty occurs in this way :
the symptoms of both complaints may arise in the same
kind of “ nervous” individuals, and sometimes under the
same causal circumstances, and therefore they may be
concurrent in the same person as in the case of hystero-
neurasthenia, which I will shortly bring before you.

There are six principal features in which hysteria and
neurasthenia differ from each other. ZFirsf, neurasthenia
is about equally common in both sexes, whereas hysteria
is very rare in the male. Secondly, hysteria is essentially a
paroxysmal, neurasthenia a continuous, disorder. T Aéirdly,
in many cases hysteria takes the form of a localised
paralysis or tremor closely resembling a localised lesion
of the nervous system, whereas neurasthenia is essentially
a generalised exhaustion ; for instance, hemianasthesia, so
common in hysteria, is never met with in neurasthenia,
though generalised hyperaesthesia is fairly common.
Fourthly, in hysteria the emotional disturbances predomi-
nate, whereas in neurasthenia intellectual weakness takes
the lead, and attracts our notice first. In hysteria it does
not at all follow that the intellectual functions are weak
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for in April of that year he committed a most savage
attack upon her and stabbed her in the forechead and
elsewhere, as a consequence of which she was laid up in
a hospital for some weeks, though the actual injuries were
not, as it turned out, very serious.

It was the shock from this injury which determined
an outbreak of the neurosis hitherto dormant in her. It
did not come on at once, but it is now well known that
the manifestations, both of hysteria and neurasthenia, may
be determined by traumatism and shock, although there
may be an interval of some weeks between the cause and
the effect. Shortly after the injury she became troubled
with horrible nightmares, and after leaving the hospital
was so “nervous,” and the slightest noise startled her so
much, and produced such trembling of the legs, that she
could scarcely stand. She suffered from great depression
of spirits, and from attacks of palpitation of the heart,
chiefly at night. She complained from time to time of
pain at the top of the head, and found that her memory
was failing her.

She stayed a short time at a convalescent home, and
had a variety of treatment; but all her symptoms have
persisted on and off for two and a half years, though they
have varied considerably both in kind and degree, and the
nightmares have given place to sleeplessness. Doubtless
her symptoms, once started, have been accentuated by her
unhealthy existence, and my colleague, Mr. Dodd, has
ascertained that she has congenital amblyopia in the left
eye, and hypermetropia in both. In view of her occu-
pation, that of a sempstress, this was quite sufficient to
account for the headache, which in fact has disappeared
since the error has been corrected by glasses.
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phenomena of hysteria is their occurrence in paroxysmis
at intervals throughout life. The table on pp. 48, 49 will
give you a summary of the differential features.
Hypochondriasis when pronounced is a malady not
generally very difficult to distinguish from neurasthenia.
But when prolonged neurasthenia passes on to hypo-
chondriasis, as it is so apt to do, it may be very hard
to say where one leaves off and the other begins.
The following case, which is now one of hypochon-
driasis, is worthy of some attention, if only from the fact
that he has been under my observation on
casE vi.. and off for eleven years. There was a long
history of neurasthenic symptoms, and as he
has always been of a morbidly sensitive and introspective
disposition, he was very considerably alarmed when, at
the age of 51 (in 1885) he had a convulsive seizure, for
the first time in his life. He went to bed as usual, and
was told that he screamed out and struggled; and he
states that he bit his tongue during the night. He says
that he was unconscious for six hours next day, and was
“strange in his head” for the next two or three days,
noti recognising any one. [ did not see him until July,
1887, but he was said to have had seven or eight severe
fits and seven or eight slighter ones during the ensuing
two and a half years, always at night. The convulsions
were mainly, if not entirely, confined to the right side.
Fits of this kind, coming on for the first time in a healthy
man aged 51, are almost certainly indicative of intracranial
syphilis. However, no history of the primary infection
nor of secondary manifestations was obtainable, and there
were no symptoms referable to the cranial nerves. Never-
theless, that such was the cause in operation was supported







CASE 53

after and hoping for cure, and there is not the slightest
likelihood of his committing suicide, such as exists in the
subjects of melancholia.

Not the least interesting feature of the case is the
so-called “fits” from which he suffers. Ever since the first
fit in 1885 he states that he has had smaller “attacks”
from time to time. But they always occur at night;
nobody has ever seen them, and he has never voided urine
or feces. My own belief is that these later attacks
exist only in his mind, and I am supported in this con-
tention by the fact that doing things which he does not
like seems to determine the fits; whereas when his sur-
roundings are congenial to him they occur much less
frequently. For instance, in 1891 he went into the West
London Hospital, and states that he had]numerous fits
the whole time he was there, for ten months, but that
immediately on resuming cohabitation with| his wife he
did not have one for the next ten months. He comes to
me each week with large packets of notes which he vainly
hopes I am going to read, recounting all his various
sensations, down to the minutest detail, during the inter-
vening days. The treatment has been directed mainly to
correcting the constipation, combined with an occasional
dose of bromide, and valerian.

Here, then, is a typical case of hypochondriasis, about
the diagnosis of which there is not much difficulty. But
some of the slighter cases present considerable doubt about
their diagnosis from neurasthenia. Nevertheless, if you
bear in mind the points which are given in the table
(p. 48), there will not generally be much difficulty in
arriving at a conclusion.

Hypochondriasis formerly, and neurasthenia latterly,
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The diagnosis of neurasthenia from actual Zzsanity and
the relationship of the mental symptoms of neurasthenia
to insanity are matters of so much importance that they
will form the subject of a separate lecture (Lecture VII).
Many cases of cerebral neurasthenia pass on to true
insanity ; and often the first stage of a case of insanity
is indistinguishable from neurasthenia. It is a practical
point of the highest importance for you to remember that
if there is a hereditary taint of insanity in a case of
neurasthenia the patient will almost surely become insane
unless very prompt measures are taken,

The nervous phenomena of Graves' disease (exoph-
thalmic goitre) bear a very precise resemblance to
neurasthenia, and it should be remembered that the
enlargement of the thyroid gland and exophthalmos may
not become obvious until many months or even years after
the nervous and cardio-vascular symptoms have appeared.
However, if tachycardia, palpitation, and other cardiac
symptoms constitute the leading features in a given case,
Graves’ disease should be suspected. There is no doubt
in my own mind that many cases which are described
as pseudo-Graves' disease or the pre-goitrous stage of
exophthalmic goitre are in reality cases of neurasthenia
in which the cardio-vascular symptoms are very prominent.
The significance of the marked resemblance between these
two diseases will be more fully appreciated when we have
discussed the pathology (Lecture IV). Graves’ disease is
always, and, if my observations are correct, neurasthenia is
in many instances, a toxamia.

In certain cases of neurasthenia, particularly those in
my experience which have some ocular defect, the
symptoms have a paroxysmal quality which gives to them
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but slip imperceptibly into the grave—death being pro-
duced, not by asthenia, but by neurasthenia.

(5) Severe, long-continued pain, which in itself is a
most exhausting agency to the nervous system, is another
cause. I have met with several instances in which in-
tractable neuralgia has been followed by neurasthenia.

(6) Asthenopia, or eye-strain from error of refraction,
may alone, though more often in combination with over-
work or worry, result in neurasthenia, as in the case I
narrated to you.

(7) Some mention nasal obstruction and middle-ear
catarrh as exciting causes, but this does not correspond
with my experience, unless there be any source of septic
absorption, such, for instance, as that which occurs in
suppurative antral disease, or suppurative otitis media.
Prolonged uterine disorders may produce neurasthenia,
but only when these are sources of septic absorption.
Other causes of pyogenic blood infection, often very
difficult to discover, may act similarly (compare also (10)
below).

(8) Different views are held as to how far the habit
of masturbation, either past or present, can cause neur-
asthenia and other nervous disorders. My own view is
that it may be a causal agent in some cases, though not
nearly so often as the patients themselves and some medical
men are apt to believe. Excessive venery is certainly a
cause, but masturbators do not always indulge their vice
to excess. I take this opportunity of emphasising my
belief that masturbation is more common in females than
is usually thought. Within the last year I have met
with several instances of the vice in women. There are
three signs which I have learnt to regard as indicative of
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constantly recurring attacks of giddiness, worse when
walking or standing, which made her reel like a drunken
man. She had also a number of other peculiar
CASE VIIL nervous symptoms. She told me that she
had suffered from indigestion all her life,
though it had been worse lately, and that she had worn
artificial teeth, which fitted her well, for seven years.
Her dyspepsia, to which I attributed the nervous symp-
toms, rapidly improved under proper treatment, but the
neurasthenic symptoms remained unaltered. Indeed, her
nervous derangement became steadily worse until, one day
in September, she happened to remove her tooth-plate,
and I then discovered seven stumps in the upper jaw,
each being a centre of suppurative gingivitis, and the roof
of her mouth showed superficial ulceration. I at once
ordered an antiseptic mouth-wash, and after considerable
persuasion she had her stumps removed. Within a week
her various nervous symptoms began to disappear (though
no alteration was made in her treatment or mode of life),
and she made a rapid and uninterrupted recovery. 1
have seen many cases of neurasthenia followed by a speedy
recovery when these conditions have been removed. [Dr.
William Hunter has recently associated a similar condition
of pyorrheea alveolaris with pernicious anamia (Roy. Med.
Chir. Soc., March, 1g9o1).]

(12) Alcoholism, especially when combined with venery,
may produce the disease, partly by the deranged alimenta-
tion which it induces, but chiefly by its own toxic effects.

(13) Excessive use of certain drugs is a potent cause
of neurasthenia, and of these perhaps morphia and cocaine
arc among the commonest. Under these circumstances
the neurasthenic symptoms are not felt while the drug is
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symptoms referable to that organ. Observers of this school
are in the habit of speaking of “gastric neurasthenia,”
“ cardiac neurasthenia,” and so forth, when the neurasthenic
symptoms are mainly referable to the stomach, the heart,
etc. Many authors go so far as to say that gastric
symptoms are always met with in neurasthenia, being due
to the gastric myasthenia (want of muscular tone in the
stomach) which is only part of the generalised neurasthenic
condition. These authors tacitly deny, or at least do not
adequately consider, the possibility that neurasthenia may
result from previous gastric disorder. Some of them
proceed to point out that “observers have often made
the mistake of attributing these gastric symptoms in
neurasthenia to dyspepsia or to definite gastric derange-
ment.” Prof. J. M. Charcot, for instance, reiterates this
statement again and again ;' but, contrary to his usual
practice, he gives no proofs in support, so far as I have
been able to find. Undoubtedly, in a certain proportion of
cases of neurasthenia, some of the neurasthenic symptoms
are referable to the stomach and alimentary canal, and
you will notice in the table I show you (#n2fra) that
out of 102 cases of neurasthenia associated with gastric
symptoms there were 13 in which the symptoms of neuras-
thenia appeared about the same time, and 15 where the
gastric started af’er the neurasthenic symptoms. But there
are, I believe, two arguments against the view that
the gastric symptoms are a/ways part and parcel of the
neurasthenia.

£irst, the stomach symptoms in such cases have special

' Policlinique de la Salpétriire, Legons dn Mardi. 1887-8; Pp. 32, 63,
fmd 513.1 The views of other authors on this difficult problem are summarised
m the bibliography at the end of this work.
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and this, in spite of the high authorities just mentioned,
is the one to which I firmly adhere. I do not deny that
in some cases the gastric symptoms are simply part of
the neurasthenia (this is the “gastric neurasthenia ook
authors); but I hold that there is a large and important
group of cases of neurasthenia entirely caused by ante-
cedent digestive disorder. There are five reasons on
which this statement is based, and these will now be
considered.

(1) In out-patient practice I find that above half the
cases of neurasthenia have suffered from antecedent gastric
disorder. The subject is beset with difficulties, In both
neurasthenia and digestive derangement we are largely
dependent upon subjective symptoms for the diagnosis,
and the symptoms of both complaints are very vague.
However, I will ask your attention to this table (p. 74),
in which I have analysed an unselected series of 157 cases
of neurasthenia, and you will observe that 10z of these
were associated in some way with gastric symptoms, and
that in 74 of these 157 cases (471 per cent.) the gastric
symiptoms preceded the symptoms of neurasthenia by varying
periods of time from a few months to several years. I
have been through the cases referred to in this table again
and again ; I have followed up some of the cases to their
homes to obtain further particulars and exclude the fallacies
which surround out-patient practice. You will not fail,
gentlemen, to appreciate the difficulties, the tediousness,
and the liabilities to fallacy, in such an enquiry as this;
but, so far as the facts can be made certain, the intervals
given in the table are correct. These facts speak for
themselves, and repay us for the labour involved in such
an enquiry.
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without some contributory cause. In point of fact, in
some of the cases in groups a, &, ¢, and &, with long
histories of dyspepsia, the evidences of malnutrition were
also present. Some of them had also suffered bereavement,
others from traumatism, some from over-work and mental
strain, all of which conditions acted as contributory causes
along with the gastric disorder. But, in most of the
recent cases (groups ¢ and f), and in the majority of
the groups, the gastric disturbance was undoubtedly
the principal and sometimes the sole cause in operation.
Moreover, in case after case, as the digestion was gradually
relieved, the neurasthenia began to disappear, even without
any remedy directed to the nervous system. It is quite
possible, also, that to produce their evil effects upon the
nerve structures, the toxic products of gastric disorder
require a considerable time to act; just as a man may
go on burning the “midnight oil” year after year for a
very long time with impunity, although the day of reckon-
ing comes at length,

Another fact of some importance is this, that the
symploms of gastric disorder in most of these 74 cases were
definite, constant and consistent, and differed, when careful
enquiry was made, from those of a vague neurosis of the
stomach previously alluded to (p. 72). Among the symp-
toms of gastric derangement presented by these cases were
the following :—(i.) Constant and continuous pain or serious
discomfort, either in the “chest,” epigastrium, or in the
back, having a definite and constant relation to meals ;
not directly after food one day and before food the next.
(ii.) Other symptoms, such as anorexia, nausea, flatulence,
having also a definite relation to meals. (iii.) Evidences
of general dystrophy, which the experienced observer can
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it appeared to be present in 17 cases. In these also the
neurasthenia was in an aggravated form.

Finally, in regard to the remaining 28 cases in Table IL,
in which the gastric started about the same time as, or
later than, the neurasthenic symptoms, these I think must
be regarded as cases of gastric neurosis, ze., gastric neuras-
thenia of some authors. Here the gastric symptoms were
for the most part those previously described (p. 72).

(2) There are four other reasons of a more general
kind, not relating to the statistics just brought before
you, in support of my view of the relationship between
neurasthenia and gastric disorder. You are well aware
that gastric derangements, and indeed all abdominal dis-
orders, are very prone to be attended by depression of
spirits, general discomfort, listlessness, sometimes restless-
ness, and many other vague nervous symptoms; symptoms,
in short, which pretty closely resemble those of a mild
degree of neurasthenia. You are also aware that many
circulatory symptoms, such as palpitation and irregularity
of pulse, arise in the course of chronic dyspepsia.! These
facts are a matter of daily observation. It is not sur-
prising, therefore, that gastric disorders generally should
be capable, as I maintain, of producing these same nervous
and vascular symptoms in a more pronounced degree—
in which circumstances they would collectively amount to
neurasthenia.

(3) It may be said that proof of the kind which was
submitted in reason No. 1, which formed the basis of the
table of cases, and which rests on the patient's word,

' The late Dr. Charles Murchison used to hold that you may find a// the
symptoms of cardiac valvular disease in cases of dyspepsia without any organic
lesion of the heart.
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twice or thrice a week. According to Dr. Scanes Spicer,
who saw the case with me, the cause of these symptoms
was a slight otitis media, of so trivial a kind as not to
affect the hearing to any noticeable degree. As the nares
were very narrow and the tonsils enlarged, Dr. Spicer
removed the right inferior turbinate bone, and excised the
tonsils, with immediate relief of the symptoms. Here the
subjective symptoms (tinnitus and vertigo) were pro-
nounced, but the structural changes underlying them so
slight that they could be detected only by a specialist.
This same disproportion is observable in the nervous
symptoms I am about to describe and the gastric de-
rangement to which they were referable.

For some six or eight years she had been subject at
times to attacks of great nervousness, restlessness, sleep-
lessness, and lassitude, lasting for a few days or weeks,
accompanied by a feeling of “ depression and stupidity.”
Sometimes during these periods she dreaded society and
would keep her room for days together; at other times
she feared to be alone. While abroad in June, 1897, she
was laid up for several weeks with a “severe illness,” the
account of which somewhat resembled a series of attacks
of pseudo-angina pectoris consisting of painful “con-
strictions of the chest,” attended by alternating pallor and
flushing. These seizures were accompanied by painful
“red blotches” on the skin, “like big nettlerash,” which
left “bruise-like stains” (? erythema nodosum). These
symptoms are interesting as indicating the toxic character
of the blood and the vaso-motor instability which are
features in many of these cases.

I was unable for a long while to account for the
neurotic seizures that had troubled her, but in the autumn
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(4) It is a clinical fact of considerable importance
that the neurasthenic symptoms in many of these cases
are definitely related to, and considerably worse after,
meals. In quite a number of cases they appear only at
such times.

Patients not infrequently speak of these outbursts of
symptoms—the nervousness, prostration, and the various
other indescribable sensations—as “attacks” or “fits.”
The physician is apt in such cases to be misled into
supposing that he has to do with hysteria, or some other
paroxysmal disorder. But careful enquiry shows that
they are not really “attacks,” they are merely an ex-
acerbation of the symptoms, and there can be little doubt
that they are due to an overdose of the toxic materials
entering the blood during the absorption that takes place
after a meal.

In this connection, I should like to mention a some-
what remarkable case, which I saw several times in

consultation with Dr. Jekyll, of Leytonstone,

CASE X. in 1897 and 1898. The patient was a gentle-
man aged 32, married, but with no children.

He was a merchant who had travelled a good deal for
his firm, and had been in the habit of taking hurried
and irregular meals all his life. He denied alcohol, but
it seemed probable that a certain amount of drinking
had been incidental to his business. For many years he
had been subject to severe indigestion from time to time,
and for about eighteen months he had suffered from
alarming “panics,” coming on about once or twice a

week, always after meals. He was a most intelligent

man, and I asked him to describe these attacks to me.
They always began from five to fifteen minutes after a

6
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[ have met with many other cases presenting this
same feature—exacerbations or “attacks” after meals—
in a milder degree; and this point is of so
cASE XL much importance that I should like, at the
risk of appearing tedious, to mention a similar
case under my care at the present time (1898). The
patient is a lady, aged 35, who used to have what she
termed “attacks” after meals consisting of dizziness, a
feeling of numbness in the extremities, stiffness and
heaviness of the limbs, a dread of being alone, and other
symptoms of neurasthenia. Sometimes in these attacks
she used to complain of a “horrible feeling as though she
were sinking through the floor,” or “through the bed”
if they came on at night. She had consulted several
eminent neurologists without procuring relief, probably
because the evidences of dyspepsia were not, in her case,
very pronounced, and thus the true origin of the mischief
was not recognised. She was thought to be suffering
from some form of “hysterical seizures.” Nevertheless,
when the digestive organs were put in order, all the
neurasthenic symptoms disappeared. They still, however,
return when she commits any grave indiscretion in diet.
We see, then, that not only are a large number of
cases of neurasthenia associated with gastric disorder, but
the symptoms of neurasthenia may be defnitely aggra-
vated by meals, the patient, and perhaps even his medical
adviser, thinking that he is suffering from some paroxysmal
nervous disorder.

(5) I have laid before you several very cogent reasons
in support of my contention that digestive derangement
may, under certain circumstances, be a potent cause of
neurasthenia; but the fact which has carried as much
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elaboration of the products of digestion, and the pouring
into the blood of a large quantity of imperfectly elaborated
and toxic products. Constipation is capable of acting
detrimentally in the same way, owing to the reabsorption
of many materials which are intended for excretion, and
a large number of my 157 patients were very constipated.
That a considerable amount of absorption takes place
through the large intestine is sufficiently evidenced by
the maintenance of nutrition and weight in cases that
are fed by rectum only—cases, for instance, of gastric
ulcer. Bad food or a dietary containing a deficiency or
excess of certain articles, even without indigestion, are
some of the other errors which, in persons otherwise pre-
disposed, may, I believe, give rise to neurasthenia ; but
my cases do not afford statistical proof of this latter point.

It may be that, in some cases, a contributory cause
is necessary to render the nervous system inherently
weak ; but such a cause does not seem to be always
necessary ; certainly in many cases it cannot be re-
vealed, and one is almost led to infer that the toxic
products of digestion have a specifically poisonous effect
on nerve structures. This suggestion is rendered more
probable by the frequent occurrence of prostration and
other nervous symptoms with all derangements of the
alimentary canal. I am not prepared to say that mal-
nutrition, also a result of the derangement of digestion,
does not play a contributory part; but this does not
appear to me sufficient to explain all the clinical pheno-
mena, and especially the exacerbations after meals. In
further support of the toxic theory there are two important
series of facts.

In the first place, the leading and most constant
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It would hardly be necessary to go further in search
of proof were it not for a very interesting point which
arises from a comparison between neurasthenia and Graves’
disease. The symptoms of this malady consist, as you
know, of thyroid enlargement, proptosis, with wvascular,
and numerous nervous, symptoms. These nervous symp-
toms are of considerable importance, and usually appear
early in the disease. It is for this very reason that a
large number of cases of Graves' disease come to this
hospital for relief. Now, there is a very striking resem-
blance between the symptoms of neurasthenia and the
nervous and many of the vascular symptoms of Graves’
disease, if indeed they be not identical. Recent researches
into the subject of Internal Secretion have shown that
Graves' disease is due to a faulty action of the thyroid
(one of the internal secretory organs), and therefore this
disease is essentially an altered condition of the blood.
The comparison is a most instructive one, for it is more
than probable that the blood defect is of a widely dif-
ferent kind in the two diseases. Nevertheless, the nervous
symptoms are identical.

In conclusion, I would once more remind you that
neurasthenia is -dependent on many other conditions
besides gastric disorder. In the class of patients met
with in the out-patient practice of this hospital, this latter
forms, as we have seen, the largest group—47°1 per cent.
of the 157 cases analysed. But overwork, insomnia,
anxiety, grief, pain, Graves’ disease, pyorrheea alveolaris,
influenza, and many other toxic and exhausting morbid
conditions may also produce neurasthenia without any

gastric disorder. These will be discussed at our next
meeting,







LECTURE V

THE PATHOLOGY AND VARIETIES OF
NEURASTHENIA
SUMMARY :—FHow cach of the four pathological conditions operate
in the production of newrasthenia.—Sowrces of aulo-loxemia
numerous and often obscure—How malnutrition and faligue
operate.—Emotional, (raumatic, and surgical neurasthenia are
pathologically similar ; cases.—Relative proportion of cases in each
group—Clinical diffeventiation of the four pathological groups
difficult—Part of the nervous system chiefly affected in each.—
Explanation of neurasthenic symptoms.—Increase of neurasthenia
in modern times; explanation suggesied.

GENTLEMEN,—Last time we met I devoted so large
an amount of time to the pathology of toxic neurasthenia,
partly because we have in this hospital special oppor-
tunities for the study of that large group of cases which
I regard as due to gastric disorder, and partly because
the conclusions at which I have arrived are at variance
with those of several eminent observers. It now remains
for us to review the pathology of neurasthenia as a whole,
and to consider four questions.

First, How each of the four pathological conditions
(ToxZEMIA, MALNUTRITION, FATIGUE, and EMOTION or
TRAUMATISM) operate in the production of neurasthenia.

Secondly, The relative proportion of the cases in
each group.

Thirdly, Can we by the symptoms differentiate these
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an hour at a time, or to read or write without producing

immediate headache, with palpitation, tachycardia, and

other Graves’ phenomena. She had no symp-

CASE XII. toms referable to the stomach or intestinal canal.

She improved somewhat under electricity and

various other treatments, but it was not until after she had

been under my care nearly two months that I discovered

she had severe pyorrheea of the gums and bad caries of

the molars. Now that these have been remedied she is
rapidly progressing towards health.

Several other toxic conditions of the blood appear to
be capable of producing neurasthenia, and I have met
with instances where nasal, aural, or septic uterine con-
ditions, chronic appendicitis, and other pyogenic foci,
chronic alcoholism, Graves' disease, influenza, syphilis,
and other acute specific fevers, have each of them played
a leading part in producing irritable weakness of the
nervous system. Pyogenic foci are, in my belief, more
often sources of auto-toxamia than might be supposed.
They are often extremely difficult to discover even when
they are suspected, and when unsuspected are very seldom
found. They seem to have two results, to make the blood
poorer in some way and to weaken the nervous system.
Consequently, when marked anamia is associated with
neurasthenia, a pyogenic focus may reasonably be sus-
pected, and in many cases the suspicion may be
strengthened by the presence of leucocytosis. Dyspeptic
cases very often get an earthy pallor of the face which is
quite distinct from true anzmia.

Group I11.—Malnutrition neurasthenia. The neuras-
thenia which arises in association with a deficiency of
the general nutrition of the body is seen most typically
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Finally, let me remind you once more of the great
frequency with which mixed causes are in operation.
These pathological groups overlap at every turn. In some
cases it is quite impossible to allocate a case in one patho-
logical group, and hardly a case occurs of which it can
be said that a single cause is in operation. But one can,
after thorough investigation, generally arrive at a fairly
accurate conclusion as to which of the four pathological
groups we have before us by a study (1) of the history ;
(2) of the particular set of symptoms which predominate
(which depends on the relative incidence of the disease
on different parts of the nervous system); and (3) of the
effects of treatment.

There is still one question in connection with neuras-
thenia which I desire to touch upon before passing to the
consideration of treatment, namely, is neurasthenia a new
disease? or, if not actually new, why has it increased so
much in modern times?

Now, it cannot be regarded as a new disease, for we
have records of cases belonging to this category dating
from, at any rate, the early part of the nineteenth century,
and, as already stated, there are good reasons for believing
that it was formerly confused with hysterical conditions.
Neurasthenia, therefore, is a disorder which has been sorted
out from another large functional nervous disorder in the
process of the evolution of medical science.

But, even allowing for improved methods of diagnosis,
there can be little doubt that the number of cases of
neurasthenia has considerably increased in modern times,
At this hospital more cases of the disease apply among
the out-patients than formerly—say than 10 years ago.
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form of mental disorder. One eminent alienist who saw
the case declared he was quite unable to give it a
name, but when pressed to do so, suggested that it
somewhat resembled “stuporose melancholia”; another
had similar difficulty, and then suggested *subacute
dementia.” The last of the resistive attacks above re-
ferred to occurred at the end of September, and from
this time he made gradual improvement, both in body
and mind.

During October, on milk diet, the tongue cleaned, and
the bowels became more regular. The muscular rigidity
was present each morning only, and then gradually dis-
appeared, though it was still apt to reappear whenever
there was any gastric disturbance. The heart also
gradually improved (less dilatation and irregularity), and
the arterial tension became less. He still passed his
evacuations involuntarily up to the end of October.
During October the temperature varied between 95° and
07° ; and when weighed in the last week of this month
he was found to be one stone below par, and correspond-
ingly thinner. As regards his mind, the delusions and
suspicions did not return. He became docile, but very
childish and simple, frequently asking childish questions.
He took no interest in things around him for a con-
siderable while, and sat for hours together with a book
in front of him. He understood nothing that he seemed
to be reading, and very little of what was said to him.
His mental condition, however, varied considerably from
day to day, and he was much brighter on some days—
when, be it noted, the arterial tension was low.

In November he first began to understand things, and
voluntarily to pay attention to the calls of nature. He
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first, and most essential, point was his complete isolation
from his friends, and from the conditions under which the
disorder arose. It was deemed advisable that he should
never be left alone, but certification and removal to an
asylum were never seriously entertained ; and though he
talked (rationally enough) of suicide he never made any
real attempt in that direction. Had it not been for the
extreme perverseness of his character, and the occasional
violence which in my opinion arose out of this, one person
could have managed him all the while, day and night.
As to the value of drugs in this case, there can be no
question, and no one who watched the case from day to
day could doubt, that the possibility of his developing
acute mania on the one hand, or drifting into chronic
dementia on the other, was averted by these means.
Bromides were most useful, and, combined with a mode-
rate amount of alcohol (4 or 5 ounces a day), procured
rest and sleep, after which he always seemed better. In
the stage of violent resistance, which was obviously de-
pendent upon the alimentary disturbance, and the con-
sequent high tension, gastro-intestinal remedies and a
regulated diet were employed, combined with bromides
to allay the neuro-muscular irritability. In the later
stages, to promote the nutrition both of mind and body,
careful but liberal feeding, phosphorus, strychnine, cere-
brin, damiana, didymin, and the hypophosphites, combined
with pepsin at meals, and careful regulation of the bowels
were employed. As he was recovering, gentle massage,
under medical supervision, expedited matters considerably.

IV.—True Insanity.—Having now presented to you ex-
amples of the various ways in which mental derangement
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It must suffice on the present occasion to state that
by true insanity I mean a definite aberration of the mind
coming under one of the great groups Mania, Melancholia,
Dementia, or General Paralysis of the Insane, in which
there are not necessarily any symptoms referable to the
body, excepting in the last-named, in which the bodily
symptoms are of a definite kind, though differing
considerably from those which characterise neurasthenia.

CLASSIFICATION OF MENTAL DISORDERS.

Taking mental disorders as a whole, cases may, I
believe, generally be included in one or other of three great
groups: A—Deficiency or excess of one or more (not all)
of the faculties of the mind ; B—Deficiency of the mental
faculties as a whole (imbecility) ; C—Active perversions
of the mind (insanity proper). Each of these groups
contains several subdivisions.

A. Deficiency or excess of one or more (not all) of the
mental faculties. —The relative preponderance of one or
other faculty constitutes the “type of mind,” or “character.”
An abnormal deficiency or excess of one or other of the
faculties is met with in neurasthenia and mental weak-
ness from any cause, in the beginnings of insanity, and
in “borderland” cases. The following are the principal
defects which cases coming in this group may present.

I. Deficient Memory (amnesia), which may be complete
or partial :—

(2) Complete amnesia may be met with, for example,
in five conditions :—

(1) Senile amnesia.
(2) Chronic alcoholism.
(3) Neurasthenia.

10
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B. Deficiency of the Mental Faculties as a Whole
(imbecility), including delayed mental processes.

I.—Idiocy (e, comgenital imbecility). This is met
with in seven different forms?!:—(1) Simple congenital
idiocy ; (2) microcephalic idiocy ; (3) hydrocephalic idiocy ;
(4) scaphocephalic idiocy ; (35) paralytic idiocy ; (6) sporadic
cretinism ; (7) endemic cretinism.

II.—Mental aberration arising in childiood. Seven
causes :—(1) After infantile convulsions ; (2) after epilepsy ;
(3) after cerebral lesions (accompanied by paralysis); (4)
of inflammatory origin (? meningeal); (5) hypertrophic
cerebritis ; (6) reflex insanity; (7) mania and melancholia
of childhood (rare).

II1.—Dementia (i.e., acquired imbecility) may be :—
(1) Primary (eg, senile) dementia ; (2) secondary to some
other form of mental disease, or to Neurasthenia ; (3) due
to gross intracranial lesions (eg:, arterial, meningeal
affections, etc.).

C. Active Perversions of the Mind (Insanity proper),
Three great groups :—

I.—General paralysis of the insane.

II.—Melancholia (depression and slowness of mental
action).

I11.—Mania (excitement and rapidity of mental action).

In addition to the foregoing, authors have at different
times employed various names, according to the leading
feature of the case, or its cause ; thus, Delusional In-
sanity ; Emotional or Hysterical Insanity ; Moral Insanity ;
Alcoholic, Puerperal, Phthisical, Syphilitic, Epileptic, Vis-
ceral, and Toxic Insanity,

' This is my colleague Dr. Fletcher Beach’ e :
Sorms of idiccy. er Beach’s classification of the different
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irritability of the central nervous system—and the mental
symptoms seem to depend chiefly upon the former.

Among the mental symptoms, loss of memory is perhaps
the commonest. So frequently is amnesia met with, that
I gave it, you will remember, among the definite symptoms
of the disease (Lecture II). [t may be one of the partial
forms (Ib), or it may be a complete form (Ia). On the
whole, I think partial forms are more common. For
example, a man whose malady dated from his rescue of
a burning child four years before, described his mental
defect thus: “ When I want to say something, it seems
as if I could not get the words out; I know the
words, but I cannot say them.” He was suffering, you
will observe, from aphemia. 1 have met with several
cases where the visual or auditory memory failed, the
other kinds of memory remaining perfect, and the patient
gradually learning to conceal the defect by the use of the
other forms.

Deficient power of concentrating the atfention is equally
common, and a large number of these patients come be-
cause they cannot on this account transact business. Not
infrequently they find themselves unable to write a letter.
In several instances inability to write letters has been
the first serious symptom which induced them to consult
a doctor, When deficient power of attention is carried
further still, it leads to confusion of thought. This is
always a symptom of some gravity, for it indicates con-
siderable mental exhaustion, and patients should come
under treatment without delay. Excess of attention is
not met with in neurasthenia, and thus there is no fear

of confusing this condition with cases of monoideism and
ecstasy.
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