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PREFACE TO SECOND EDITION

THE alterations in this edition consist mainly in the addition
of two new lectures and the substitution of more appropriate
examples for some of those used in the first edition. Case 3,
Lecture V., proved not to be paralysis, but luetic feeble-minded-
ness. Case 1, Lecture VIII., suffered later on with a tumour
in the brain, which had possibly somewhat influenced the
clinical picture. Case 1, Lecture XXIII., is more accurately
to be interpreted as arterio-sclerotic, and not as senile dementia.
Their places have been filled by other cases less open to criticism,
Syphilitic and arterio-sclerotic feeble-mindedness are further
illustrated by some new examples. But the most important
point is the addition of seven new cases to supplement the
teaching regarding the insanity of degeneration. Some slight
alterations have also heen made in the arrangement of material,
The advance of knowledge, so far as the needs of the student
seem to require, has not been overlooked.

E. KRAEPELIN,

MuxicH,
1905,



PREEFAGCE

ALL those who have at any time given clinical demonstrations on
disease must have felt the desire to impress more firmly on their
hearers the remembrance of what they have seen than is possible
in an ordinary lecture. After many attempts to arrive at this in
some other way, I have now tried to preserve, in a measure, the
impressions of a term’s clinical work in the form of the lectures
contained in the following pages. In my descriptions I have
endeavoured, as far as possible, to follow the actual course of the
lectures. Naturally, not only must this work give up all claim
to the actual presentation of the patients, for which the student
can only be compensated by personal experience in the hospital,
but we must also forego the great help to teaching afforded by
the assistant’s little awkwardnesses and blunders, which so often
serve to point out to the teacher the right method of instruction.
On the other hand, the material can in this way be worked up
more concisely, more systematically, and more completely than is
generally possible in the hospital.

In these lectures I have always kept the diagnostic point of
view in the foreground, being convinced of its fundamental im-
portance, not only to our scientific ideas, but also as affecting
the advice we shall have to give in our medical practice, and the
methods of treatment to be adopted by us. Inmy opinion, what
the student ought to learn in the hospital, besides the examination
of patients, is not text-book knowledge, which he can acquire
just as well, or better, at home, but how to turn his observations
to account, and the careful judgment of any given case. These
lectures, then, must not in any way be looked upon as a text-
book of alienism. Their aim will be far better attained if they
prove of some value as a guide to the clinical investigation of the

Insane.
Vi






EDITOR'S PREFACE

No apology is needed for the reproduction in English of any of
Dr. Kraepelin's works. In the Author’s Preface the precise aim
and object of these clinical lectures is definitely stated, and for
excellence they may be compared to those of Sir W. R. Gowers
on a different branch of nervous study.

In order that the subjects dealt with might be studied in
regular sequence, I have constructed a table, placing together
the subdivisions of each disease and the lectures in which they
occur, so as to facilitate their continuous study.

The importance of observing the periodicity of nervous diseases
through long periods of time—a fact insisted on many years ago
by the late Professor Laycock, of Edinburgh, and published in
his book on the * Nervous Diseases of Women "—is emphasized
in these lectures.

Dipsomania is typically a “ periodic disease,” and when its
cycle is annual the attack usually takes place in May or October ;
but years often elapse ere the victim becomes what is known as
a quarterly toper. As this condition is only fully established
in adult life, the ** equivalents "’ in the previous history of such
patients might prove interesting speculatively. This ‘ periodi-
city ”’ can also often be noticed in ordinary bodily ailments, and
the usual day of many ‘ neurotics " is a regular cycle, begin-
ning with morning depression or morning activity, according as
they are evening or morning workers.

The various forms of puerperal mania might advantageously
be termed reproductive insanity, because gestation is a trying
physiological experiment on any nervous system, and there is no
period from its onset until the end of lactation at which the
mental balance may not be disturbed.

These lectures are eminently practical, very little space being
devoted to the shifting sands of metaphysics and pathology.
Since their appearance, however, a somewhat more hopeful field
in nervous or mental pathology has been opened up by the work
of Drs. Ford Robertson and McRae, in associating general

paralysis of the insane with a bacillus as a possible cause. Should
viii
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Editor’s Preface X

these observations and experiments and others in the same direc-
tion ultimately establish an etiological connection between such
toxines and mental disease, then, judging from our clinical know-
ledge of the varying effects produced by different chemical
toxines on the nervous system, and occasionally by the different
effects caused by the same poison on different constitutions, we
must be prepared to explain the phenomena produced by other
toxines in a very liberal spirit. The translators have endeavoured
to do their work faithfully, avoiding as far as possible the intro-
duction of new technical terms, and where any have crept in, it
is hoped they will be readily understood from the context. The
nomenclature of the diseases adopted in the text differs widely
from that met with in English books on the subjeet ; but any
little difficulty here will be easily understood by a study of the
table where the contents are classified—for example, the phases
of the disease termed ‘‘ maniacal-depressive insanity ' only
groups together phenomena which have long been recognised.
Sir J. Batty Tuke, in his work on the ** Insanity of Over-
exertion of the Brain,” speaking of these states, says : ** Further,
it must be remembered that, although in many cases the character
of depression or exaltation is maintained throughout, a large class
exists in which it is impossible to say whether they are melan-
cholic maniacs or maniacal melancholics.”

No such practical lectures on this subject have appeared in
recent years, and it is hoped that they may prove of interest and
service to the general practitioner ; for it is he, in many instances,
who has the first trouble and anxiety with acute mental ailments,
and the teaching in these clinical lectures should enable him to be
more ready for such emergencies.

Though, as specified by Dr. Kraepelin in his preface to these
lectures, the question of diagnosis always occupies the first
place, that of treatment is never ignored. I should like to
point out in particular the use of saline solutions and trans- .
fusions, which are recommended in acute asthenic states. It
is of interest that this plan of treatment has occurred to Dr.
Rutherford Gilmour, and has been practised by him with most
gratifying results, so far.

THOMAS JOHNSTONE.

32, Park Sguare, LEEDS,
April, 1g904.
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INITRODUCTORY LECTURES ON
CLINICAL PSYCHIATRY

LECTURE I

INTRODUCTION : MELANCHOLIA

GENTLEMEN,—The subject of the following course of lectures
will be the Science of Psychiatry, which, as its name implies, is
that of the treatment of mental disease. It is true that, in the
strictest terms, we cannot speak of the mind as becoming dis-
eased, whether we regard it as a separate entity or as the sum
total of our subjective experience. And, indeed, from the
medical point of view, it is disturbances in the physical founda-
ttons of mental life which should occupy most of our attention.
But the incidents of such diseases are generally seen in the sphere
of psychical events, a department with which the art of medicine
has dealt very little as yet. Here we are not so much concerned
with physical changes in size, shape, firmness, and chemical com.
position, as with disturbances of comprehension, memory and
judgment, illusions, hallucinations, depression, and morbid
changes in the activity of the will. With the help of the ideas you
have derived from general pathology, you will usually be able to
find your way in a new department of medicine without any
serious difficulty. DBut here you will be utterly perplexed at first
by the essentially peculiar phenomena of disease with which you
will meet, until you have gradually learned to a certain extent to
master the special symptomatology of mental disturbances. Of
course, you will sometimes have met with isolated conditions
of mental disease in everyday life, or in other hospitals—intoxica-
tion, fever delirium, and delirtum tremens, or even imbecility
I



2 Lectures on Clinical Psychiatry

and idiocy—but they may have impressed you more as strange
and incomprehensible curiosities than as adding to your stock of
medical ideas.

Insanity works a change in the mental personality, that sum
of characteristics which, to our minds, represents a man'’s real
being in a far higher degree than his physical peculiarities.
Hence, our patient’s whole relation to the outside world is affected
in the most comprehensive way. The knowledge of all these dis-
turbances is a fruitful field for the investigation of mental life,
not only revealing many of its universal laws, but also giving a
deep insight into the history of the development of the human
mmd, both in the individual and in the race. It also provides us
with the proper scale for comprehending the numerous intellec-
tual, moral, religious, and artistic currents and phenomena of
our social life.

But it is not these variously branching scientific relations to so
many of the most important questions of human existence which
make a knowledge of psychical disturbances indispensable to the
physician ; it is rather their extraordinary practical imporiance.
Insanity, even in its mildest forms, involves the greatest suffering
that physicians have to meet. Only a comparatively small per-
centage of mental cases are permanently and completely cured
in the strictest sense of the word. And the number of the insane,
which will hardly be exaggerated if we estimate it as amounting
at the present moment to 200,000 in Germany alone, is appar-
ently increasing with the most unfortunate rapidity. This
increase may depend, to a great extent, on our fuller knowledge of
insanity, on the more highly-developed care of the insane, and on
the increasing difficulty of treating them at home, and so may be
only apparent. But, considering that from one-quarter to one-
third of the cases admitted to our asylums are due to the abuse
of alcohol or to syphilitic infection, and that these are causes of
which the extension is certainly not diminishing, we cannot but
suppose that the number of the insane is increasing, not only in
itself, but also in its proportion to the population. The growing
degeneration of our race in the future may therefore still be left
an open question, but certainly it might be very greatly promoted
by both these causes.

All the insane are dangerous, in some degree, to their neigh-
bours, and even more so to themselves. Mental derangement is
the cause of at least a third of the total number of suicides,



Introduction : Melancholia 3

while sexual crimes and arson, and, to a less extent, dangerous
assaults, thefts, and impostures are often committed by those
whose minds are diseased. Numberless families are ruined by
their afflicted members, either by the senseless squandering of
their means, or because long illness and inability to work have
gradually sapped the power of caring for a household. Only a
certain number of those who do not recover succumb at once.
The greater part live on for dozens of years, imbecile and helpless,
imposing a heavy and yearly increasing burden on their families
and communities, of which the effects strike deeply into our
national life.

For all these reasons, it is one of the physician's most important
duties to make himself, as far as possible, acquainted with the
nature and phenomena of insanity. Even though the limits of
his power against this mighty adversary are very narrow, oppor-
tunity enough is afforded to every practical physician to contri-
bute his share to the prevention and alleviation of the endless
misery annually engendered by mental disease. Alcoholism and
syphilis undoubtedly offer the most profitable points of attack,
together with the abuse of morphia and cocaine, which so clearly
owes its fatal significance to the action of medical men. Family
physicians, again, can often help to prevent the marriage of the
insane, or of those who are seriously threatened with insanity,
and to secure a proper education and choice of occupation for
children predisposed to disease. But it will be their special
province to recognise dangerous symptoms in time, and, by their
prompt action, to prevent suicides and accidents, and obviate the
short-sighted procrastination which only too often keeps patients
from coming under the care of an expert alienist until the time
for practically useful treatment has long been past. Ewven in
those numerous cases which never become insane in the narrower
sense, the physician who has been trained in alienism will have
such an understanding of the recognition and treatment of
psychical disturbances as will amply repay him for the trouble
of his years of study. Even in my own experience it has hap-
pened very often that older physicians have regretted their
defective knowledge of alienism, and complained that it was only
in practical life that they learned how great a part is played, in
the daily round of ordinary medical practice, by the correct
diagnosis of more or less morbid mental incidents. I need

hardly mention that, for various reasons, such a diagnosis is in
=2



4 Lectures on Clinical Psychiatry

constant demand by public authorities, courts of law, and trade
societies.

Of course, an intimate knowledge of Psychiatry, as of every
other separate branch of medicine, can only be acquired by long
and thorough occupation with the subject. Yet, even in a short
time, it is possible to cast at least a general and superficial glance
over the commonest forms of mental disturbance. Personal in-
vestigation and continuous observation of the greatest possible
number of different cases are indispensable to this, and it is only
too true that, even after one or two terms of zealous clinical
study, there will still be many cases which the beginner is unable
to interpret correctly by means of the knowledge with which he
has been furnished or which he has acquired for himself. But
one important advantage to be gained comparatively quickly is
a recognition of the great difficulties of the subject and the correc-
tion of that simple-minded ignorance, still so widely spread,
which assumes that even a non-expert may give an opinion on
mental cases without any more ado.

After these introductory remarks, let us turn to the considera-
tion of our patients. I will first place before you a farmer, aged
fifty-nine, who was admitted to the hospital a year ago. The
patient looks much older than he really is, principally owing to
the loss of the teeth from his upper jaw. He not only understands
our questions without any difficulty, but answers them relevantly
end correctly ; can {ell where he 1s, and how long he has been here ;
knows the doctors, end can give the date and the day of the week.
His expression is dejected. The corners of his mouth are rather
drawn down, and his eyebrows drawn together. He usually
stares in front of him, but he glances up when he is spoken to.
On being questioned about his illness, he breaks into lamenta-
tions, saying that he did not tell the whole truth on his admission,
but concealed the fact that he had fallen into sin in his youth
and practised uncleanness with himself ; everything he did was
wrong. ‘‘I am so apprehensive, so wretched ; I cannot lie still
for anxiety. O God, if I had only not transgressed so griev-
ously I’ He has been ill for over a year, has had giddiness and
headaches. It began with stomach-aches and head trouble, and
he could not work any longer. ‘' There was no impulse left.”
He can get no rest now, and fancies silly things, as if someone were
in the room. Once it seemed to him that he had seen the Evil
One : perhaps he would be carried off. So things seemed to him.
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As a boy, he had taken apples and nuts. ' Conscience has said
that that is not right ; conscience has only awakened just now in
my illness.” He had also played with a cow, and by himself.
" I reproach myself for that now.” It seemed to him that he had
fallen away from God, and was now as free as a bird. His appe-
tite is bad, and he has no stools. He cannot sleep. ** If the mind
does not sleep, all sorts of thoughts come.” He has done silly
things too. He fastened his neckerchief to strangle himself, but
he was not really in earnest. Three sisters and a brother were
ill too. The sisters were not so bad ; they soon recovered. ‘A
brother has made away with himself through apprehension.”

The patient tells us this in broken sentences, interrupted by
wailing and groaning, Inall other respects, he behaves naturally,
does whatever he is told, and only begs us not to let him be
dragged away—"' There is dreadful apprehension in my heart."”
Except for a little trembling of the outspread fingers and slightly
arhythmic action of the heart, we find no striking disturbances at
the physical examination. As for the patient’s former history,
he is married, and has four healthy children, while three are dead.
The illness began gradually seven or eight months before his
admission, without any assignable cause. Loss of appetite and
dyspepsia appeared first, and then ideas of sin. His weight
diminished a little after his admission, but has now slowly risen
again 7 kilogrammes.

The most striking feature of this clinical picture is the appre-
henstve depression. At first sight, it resembles the anxieties of a
healthy person, and the patient says that he was always rather
apprehensive, and has only grown worse. But there is not the
least external cause for the apprehension, and vet it has lasted for
months, with increasing severity. This is the diagnostic sign
of its morbidity. It is true that the patient himself refers to
the sins of his youth as the cause of the apprehension, but it
is clear that, even if they were ever really committed, they did
not particularly disturb him before his illness ; his conscience
has only awakened now. His actions now appear to him in an
entirely different and fatal light, and those morbid symptoms
become prominent which are known as ‘‘ delusions of sin.”
The patient's ideas that the Evil One was in the room, that he
would be carried off, and that he had fallen away from God, must
be regarded as a result of his apprehension. There is no question
of real hallucinations in these statements; it only seemed so to
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the patient. He also has a strong feeling that some great change
has come over him, and that he is *“ not the same as before.” He
is certainly not in a condition to form a correct conception of
the morbidity of his ideas of sin and of his fears in detail.

We give the name of melancholia to this condition, in which
we see the gradual development of a state of apprehensive
depression, associated with more or less fully-developed delusions.
The most common of these are ideas of sin, which generally have
a religious colouring. Such are the ideas of having fallen away
from God and being forsaken, or of being possessed by the devil.
Hypochondriacal ideas—of never being well again, never having
a stool again, etc.—are also far from uncommon. Together with
these there is often apprehension of poverty, of having to starve,
of being thrown into prison, of being brought before a court, or
even of executicn.

As a consequence of this mental unrest and these tormenting
ideas, the wish to have done with life develops almost invariably,
and patients very often become suicidal. Our first patient only
made a rather feeble attempt at suicide, but I will now show you 2
widow, aged fifty-four, who has made very serious efforts to take
her own life. This patient has no insane history. She married
at the age of thirty, and has four healthy children. She says that
her husband died two years ago, and since then she has slept
badly. Being obliged to sell her home at that time, because the
inheritance was to be divided, she grew apprehensive, and thought
that she would come to want, although, on quiet consideration,
she saw that her fears were groundless. She complained of heat
in her head and uneasiness at her heart, felt weak and excited,
and was tired of life, especially in the morning. She says she
could get no sleep at night, even with sleeping-powders. Sud-
denly the thought came to her, *° What are you doing in the world
now ? Try to get out of it, so as to be at rest. It's no good any
Jonger.” Then she hung herself up behind the house with her
handkerchief, and became unconscious, but her son cut her down
and brought her to the hospital.

Here she was quite collected, and was orderly in thought and
behaviour. She understood the morbidity of her condition, but
feared that she would never be well again. She said she could not
bear it any longer, and could not stay here ; she was driven to
despair. She was very fond of talking about her condition, and
loudly lamented that she was so apprehensive, asking for a





























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































