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Our modern syndrome of major depression developed over the 19th century and assumed its largely current form in Europe during the last
decades of that century. A defining monograph in that historical development in German-speaking Europe was published by Krafft-Ebing in
1874. In this article, we provide a detailed commentary (and an English translation) of key sections of a monograph—*"La Mélancolie” (The
Melancholy) published by Roubinovitch and Toulouse in 1897—that plays a parallel role in the Francophone world. We emphasize six features of
this important document. First, is it thoroughness, covering, with often vivid descriptions, the symptoms, signs, subtypes, course of illness, and
outcome of melancholia. Second, this work describes the key features of the evolution of the concept of melancholia over the prior century.
Third, we also see in this monograph important references to the leading explanatory psychophysiological model for melancholia developed in
the middle third of the 19th century—melancholia as psychalgia or “mental pain.” Fourth, the authors are committed to attempting to
understand, in psychological terms, key features of the melancholic syndrome and in particular the development of delusions. Fifth, they give
great emphasis to a symptom/sign pair in their diagnosis and description of melancholia: psychological suffering accompanied with resignation

and “psychophysical decrease.” Sixth, these authors attend to the lived experienced of their melancholic patients, considering some key
themes, such as derealization, now emphasized in phenomenological studies of depression. Seventh, they have an insightful view of the
evolution of psychiatric diagnoses that applies to the modern day—that disease identification in psychiatry lags behind that most parts of
medicine as our diagnostic categories are still “only provisional symptomatic groupings which will one day be replaced by more exact

conceptions of the nature of the relationships which unite the facts.”
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The modern syndrome of major depression/melancholia developed over
the course of the 19th century and assumed its largely modern form in
Europe during the last quarter of the 19th century (1-4). A key 69-page
monograph that helped contribute to the solidification of this syndrome
in German-speaking Europe was published by Richard von Krafft-Ebing
(1840-1902) (5, 6) in 1874.

Here, we examine a lengthier French monograph published 13 years
later by Jacques Roubinovitch (1862-1950) and Edouard Toulouse (1865-
1947) (hereafter R&T) entitled simply “La Mélancolie” (The Melancholy)
(7) (Figure 1). The book, 420 pages long with 8 chapters and 22 detailed
case histories, has received little attention in the Anglophonic literature
and, in our view, played a role in the Francophone world broadly com-
parable to that of Krafft-Ebing’s work in the German literature. That is,
both present detailed summaries of the depressive syndrome that doc-
ument its evolution into its broadly current form, although from rel-
atively distinct national psychiatric traditions. Given space limitations,
our commentary focuses on the descriptive psychopathology sections of
this monograph largely contained in chapters 2 through 4 (pp. 24-234).
We present, as online Supplementary Material, an English translation of
chapters 1 through 4 and the first part of chapter 5 (pp. 1-271). (Chapters
1 and parts of 5 are included in the translation so readers can review, re-
spectively, the authors’ history of melancholia and their views of the etiol-
ogy of melancholia). We sometimes add italics to our quotations from R&T
for emphasis. Quotes that are of interest, but less essential to our narra-
tive, are placed in Table 1. We turn now to brief biographies of the authors.

Biographies of Roubinovitch and Toulouse and Their Collaboration
Jacques Roubinovitch (1862-1950) born in Odessa, Ukraine to a French
mother and a Ukrainian-Jewish father, was a gifted psychiatrist and

researcher who spent his time working on the improvements of the con-
ditions in psychiatric assistance; however, he was also concerned with the
relationship between organic syndromes and psychiatric illnesses (8). He
received his doctorate in Paris in 1890, one year after becoming a French
citizen. In 1891, he completed his thesis: Hystérie male dégénérescence.
Roubinovitch, prior to receiving his doctorate, interned at the Asiles de la
Seine. In 1894, he was named as Head of the clinic of mentalillness at the
Faculté de Médicine de Paris. Following this position, he became the head
doctor at Bicétre in 1899.

Throughout his career, he published many works with his contempo-
raries, such as Edouard Toulouse and their work on melancholia, Gilbert
Ballet and their work on urine toxicity in the mentally ill, and E. Phulpin
and their work on dementia praecox, among many others. Roubinovitch
is also responsible for the French adaptation of Atlas und Grundriss der
Psychiatrie by Wilhelm Weygandt in 1904.

Also in 1904, Roubinovitch contributed to the overhauling of the 1893
law on the insane in his role in the Legislative Studies Commission. Later
in his career, he focused on the issue of childhood delinquency and worked
with the Child Rescue Organization and provided childhood psychiatry
consultation at the Henri-Rousselle Hospital.

In 1921, Roubinovitch and his colleague, Toulouse, founded the French
League of Mental Hygiene to increase awareness about causes surround-
ing mental health. Today, this organization still exists under the name
Ligue Francaise pour la Santé Mentale (French League for Mental Health).

During the occupation of France in World War II, Roubinvitch was ar-
rested by the Germans and interned at the Rothschild Hospital, where it
is said that he provided comfort to the patients. He died in 1950 in Paris.

Edouard Toulouse (1865-1947) born in Marseille, France was a French
psychiatrist, journalist, and eugenicist. In his early life, Toulouse worked
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Table 1. Additional quotations

# Quotation

1 What sometimes adds to this suffering is that patients remember with remarkable clarity their entire previous emotional life, they
then remember that previously, even when they were grieving, they were sensitive to what was happening around them. They could
have joyful feelings, sympathize with the pain of others, console others, love; in a word, their affectivity was normal. Whereas, once
ill, they became deaf to all the calls [41] coming from the outside world; nothing touches them anymore, nothing moves them. And
from this comparison between their previous psychological state and their current state, they conclude that they have become
unworthy beings, monsters having lost all human feeling (7). p. 40-41.

2 Memory, that is to say the faculty of recalling mental images, is generally weakened in melancholic people ... Patients seem to be
searching for words, probably because the verbal motor images are too faded to allow easy speech... Motor images are also weak...
the melancholic ... cannot clearly conceive and consequently execute his desires.... It is impossible for him to engage in the slightest
work ... As a result of the reduction in his psychomotor functions, the patient loses all confidence in his strength. He no longer
formulates desires because it is impossible for him to imagine their realization. Often the patient expresses this reduction in his
voluntary power by saying: “I would like to, but | cannot. » This weakening of motor images ultimately affects the processes of
volition.... No idea is accompanied by energy great enough to determine the individual in one direction rather than the other....
Indecision is therefore a characteristic feature of the mental state of melancholic people... The slowing down of psychological
functions can, in certain cases, go as far as complete cessation. It is then a question of melancholia with stupor (7) p. 61-67

3 ... delusional ideas of melancholia can sometimes become systematized ... Sometimes it is the ideas of ruin that predominate. The
patient is convinced that he has lost everything, his money, his position, his situation in the world, and that he will never be able to
get them back; he sometimes refuses food on the pretext that he cannot pay for it. Sometimes we observe ideas of humility. The
subject declares that he is nothing, that he is miserable, that he does not deserve the care given to him and he does not understand
how anyone is interested in him. From there to ideas of guilt, there is only one step; and this step is very often taken. The subject is
then a serious criminal. He is the cause of all the evil that happens on earth. If people around him suffer, it is his fault. A patientin a
hospital ward ... accused herself of contributing to the end of her roommates; it was her breath that carried death around her.
Sometimes this delusion of self-accusation takes on a particular intensity. And we hear patients declaring themselves guilty of
misdeeds they never committed....Hypochondriac ideas are often associated with melancholic delusions... The patients believe they
have an obstructed digestive tract, they complain of not being able to urinate, of having their anus turned upside down, they are
very concerned functions of this or that organ, and find in these fears about the physical state of their viscera, a new element of
delusion (7). pp. 110, 113

4 The means that melancholic people use to commit suicide are numerous. They have varied according to the historical period, and still
today they vary depending on whether the subjects are free to move or closely monitored... Each sex has its means. Women hang
themselves more willingly, while men prefer sharp weapons and, for example, cut their throats—a delicate maneuver that
frequently fails. For hanging, which is often just a simple strangulation, everything is good. Outside a tree, and on a window latch, a
nail, the rungs of a ladder, an exposed lead pipe, everything that projects and can hold a tie is used by melancholic people. The link
is often a simple rope, a handkerchief, a garter, a scarf...Submersion is mainly used ... by women. Poisoning ... with laudanum,
chemical matches, are common ...morphine, arsenic. Some people have tried to die by becoming deeply intoxicated with rum,
absinthe or any other alcoholic beverage. More often alcohol is absorbed as providing the stimulation necessary for suicide to
occur.... Others throw themselves from a high place, from a window for example (7) p. 138, p. 140-142

5 A lady Do... remembers that she once had a miscarriage. This memory haunts her. Her dreams are filled with painful visions of children
having their throats slit. Her anxiety increases, and one fine day she tells herself that she must have had an abortion, that this
miscarriage is a very bad thing. She is therefore a criminal; it must be cut into pieces, etc. (7) p. 177.

6 The melancholic hypochondriac, having reached the period of state, becomes an unbearable tyrant for those around him. He demands
the presence of his relatives or guardians day and night. ... His doctor is naturally one of his first victims. Every day he tires him out
for hours by describing to him in detail everything he has experienced since the day before, the new symptoms he has discovered,
the medications he has taken; he speaks to him in great detail about his sputum, his urine, his excrement (7). pp. 191-2

as ajournalist and a drama critic. He then moved into the sphere of psychi-
atry, where he focused on melancholia (9). His interest in medicine came
about in the late 19th century when he began to study it in Marseille.
Toulouse was of the belief that art played a large role in psychology, and
used literature to study the mind.

In 1891, he wrote his doctoral thesis: Etude clinique de la mélancolie
sénile chez la femme. Toulouse interned at many psychiatric hospitals
around Paris at this time, gaining helpful experience and insight.

It is during this time of his life that he encountered Jacques Roubi-
novitch, and many other colleagues with whom he collaborated to pro-
duce a wide array of research into the mind. During his lifetime, Toulouse
published over 20 works. Research and journalism remained important to
Toulouse, evidenced by his prolific writing.

In 1898, he became director of l'Asile Villejuif in a Parisian suburb.
While there, he collaborated with other psychiatrists like Henri Piéron and
the psychologist Théodule Ribot.

In 1901, Toulouse opened an experimental laboratory to study the
convergence of social relations and encounters and psychiatric research.
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Toulouse was at this point interested in the study of genius, and worked
with Emile Zola to understand the link between genius and madness.

Toulouse was also a eugenicist, with a firm belief that motherhood
should be reserved only for women in perfect health. He wanted to use
his scientific knowledge to make society more reasonable and just (10).

In 1912, Toulouse revisited his love of the arts and established a lit-
erary journal, Demain. From 1922 to 1936, Toulouse directed le Cen-
tre de prophylaxie mentale du département de Seine. Currently, there
is a psychiatric hospital named after him, Le Centre Hospitalier Edouard
Toulouse, located in Marseille, France.

Both Toulouse and Roubinovitch worked at Sainte-Anne asylum under
the service of Alix Joffroy, whose observations were used in La Mélan-
colie (7). They chose to write together to share observations to be use-
ful to other practitioners as well as to explore different theories. After
the publication of La Mélancolie, Toulouse and Roubinovitch continued
to interact. As mentioned above, the two were integral in the forming of
the French League for Mental Hygiene in 1920. Roubinovitch's psychiatry
consultation career at Henri-Rousselle was also an important location for
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Figure 1. Roubinovitch and Toulouse's 1897 monograph “La Mélancolie”.

Toulouse—it is where he set up the first free outpatient psychiatry ser-
vice. Starting in 1932, the two also collaborated, as part of the 27 psy-
chologists, psychiatrists, and anthropologists, in the Society of biotypol-
ogy (10) for the goal of gathering research across many disciplines to have
a more complete idea of the “individual." The same year, Toulouse intro-
duced the Society of criminal prophylaxis, and he asked Roubinovitch to
contribute his knowledge on delinquent youths.

Background

In their introductory chapter on the history of Melancholia, R&T make a
few points that put their further discussion into context. With respect
to their approach compared with the very broad definition of melan-
choly, sometimes noted in earlier in the 19th century French writings, they
wrote:

By such a definition of melancholia its circle is noticeably narrowed; because
to justify such a diagnosis it is no longer enough to simply be dejected and
in a state of sadness; In addition, a whole set of symptoms with a special
evolution is required (7). p. 15

In modern terms, they argue that melancholia is a biomedical syn-
drome quite distinct from isolated mood states of sadness. How similar
is their approach to melancholia to contemporary writings in the German
and Anglophonic literatures? Their views are quite close to "how melan-
cholia seems to be understood today by the majority of French and foreign
alienists (7). p. 15." They continue

One of us did a particular study on this question (11). We will limit ourselves
to citing the German alienists who have carried out extensive research on
this subject. From a clinical point of view, they understand melancholia al-
most as we do (7), pp. 16-17
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R&T then discuss whether melancholy really qualifies as a “morbid
entity”

...must we not admit that what the authors call melancholia is a heteroge-
neous compound of physical and psychological disorders, which no natural
link unites, something comparable to the chest inflammation or the cerebral
fever of the ancients? (7) p. 24

They review the long debate about the homogeneity versus hetero-
geneity of melancholy, noting that psychiatry differs from medicine which
in their era was making great progress with the identification of many
specific diseases related to specific microbial agents:

We cannot, in mental pathology, be as rigorous in the categorization of mor-
bid disorders as, thanks to progress in microscopic and bacteriological anal-
ysis, it is permitted to be in general medicine (7) pp. 25-26.

R&T continue

But, in psychiatry, what can we use to delineate a morbid state? It is not
about the microbe, nor about experimental transmission—as in infections;
nor is it about the visceral lesion, which is still unknown. So is it necessary
to forbid ourselves from any study of phenomena, because they are more
complex than elsewhere? No, certainly; and we are obliged to create morbid
categories, as naturally or rather as less artificially as possible. This, without
hiding the fact that these are probably only provisional symptomatic group-
ings which will one day be replaced by more exact conceptions of the nature
of the relationships which unite the facts (7). p. 25

Their approachis rather Kraepelinian in tone, echoing his position that
psychiatry in this era needed to initially use clinical research methods—
studying symptoms, signs, and course—to define syndromes and then
hope validation will occur from other sources—like physiological, post-
mortem, or genetic studies (12).

R&T then discuss the core symptom of depression “what characterizes
melancholiais sadness (7) p. 27." They reject the earlier 19th century def-
inition of melancholia which required psychotic symptoms:

What, then, characterizes it [melancholia] more specifically? It is not delu-
sion, since it can be absent, the subject nonetheless remaining a lypemaniac
[a synonym for melancholic introduced by Esquirol]: we then say that it is
a question of melancholia without delusion. On the other hand, delusional
conceptions of a sad nature are encountered in a host of illnesses without
dominating the scene and making one think of lypemania. But if melancholic
delusion is not necessary for the diagnosis, even more so are morbid con-
ceptions of negation, of immortality, of hallucinations, all of which may or
may not exist in the mental disorders that we are trying to characterize (7)
pp. 27-28.

They then present a clear definition of their understanding of the core
of the melancholic syndrome:

There are other characteristics, these constant ones, and which are pathog-
nomonic, especially in their association, of what we call melancholia. It is
the mental pain and the slowing down of mental functions.... Mental pain,
even more than the cessation of the mental faculties, is the attribute of the
melancholic. It is the pain which creates this constant sadness even under
... the paroxysms of anxiety. And we can say that melancholia is above all a
pathologically sad emotion (7). p. 28

They elaborate to help differentiate melancholia from the generic sad-
ness that often accompanies other forms of psychiatric illness, especially
in their history:

This psychological suffering must still present itself with particular charac-
teristics, and—to put it straight away—with a certain resignation.... The in-
dividual no longer receives from all his organs, from all his tissues, the usual
sensations which accompany the state of health... This change in perceptions
determines a distressing emotional tone (7) pp. 28-29

R&T here give a clinical pointer to help in the differential diagnosis of
melancholia from the nonspecific sadness common in early stages of psy-
chotic disorders: “For far from accusing others, he [the true melancholic]
accuses himself to the point of usually seeking an end to his ills in suicide
(7) p. 31"
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In addition to the sad mood, they reemphasize what they above called
“slowing down of mental functions” in melancholia:

Mental arrest, which starts from simple dulling and ends in complete stupor
with or without delusion, is an almost equally constant phenomenon.... We
are therefore armed with two criterial signs sufficient to limit the clinical
field of melancholia: psychological suffering and psycho-physical decrease.
The first especially, psychological suffering with resignation, is absolutely
characteristic of the illness (7) pp. 31-32

Chapter Il - Symptomatology
In this chapter, R&T examine the melancholic syndrome in greater
detail:

After examining the constant psychological and physical symptoms, we will
study the inconstant ones, those which, like hallucinations, various delu-
sional ideas, acts, are contingent, and may or may not be present without
altering the diagnosis of melancholia (7) pp. 31-8

Symptomatology - Consistent Symptoms
They provide, at the start of this chapter, a formal definition of
melancholia:

it is a state of sadness without sufficient reason with a tendency to resig-
nation, a state of which psychological suffering is the fundamental symp-
tom. To this sign is added another no less important one: the slowing down
of psychological processes, which in certain cases can go as far as complete
cessation. (7) p. 39

It is worth taking this pithy definition apart. Is melancholia fundamen-
tally what we would now call a mood disorder? This was not obvious for
much of the 19th century. R&T are, however, here, making their position
clear. However, to preserve the idea that melancholia is a mental disorder,
they add an important caveat which has been present in many but not all
definitions of melancholia in the 19th century (13). That is, they exclude
from their definition cases where the depressed mood arises with "“suffi-
cientreason.” To anticipate by several decades the position of Karl Jaspers
(14, 15), depressive episodes that were psychologically understandable
reactions to overt stressors would not meet R&T's definition of melan-
cholia.

R&T provide the reader with further information to distinguish a nor-
mative depressive reaction from melancholia:

The psychological suffering of the melancholic is a chronic painful emotion,
which, in serious cases, gradually invades the entire field of consciousness.
Is there a difference between this psychological suffering and that which
occurs in a normal individual under the influence of a reasonable motive?
... in the normal individual with excessive grief, the possibility of receiving
pleasant perceptions still remains, and there remains some hope of emerg-
ing from the painful phase he is going through. The true melancholic has
completely lost the faculty of experiencing sensations which can distract
from his sorrow; and he is convinced that he will never be able to get rid of
his psychological suffering. He no longer sees any favorable solution; there
is a real wall between him and the outside world against which all hope is
shattered (7). pp. 29-40

So, they find that complete anhedonia and the state of hopeless-
ness are important distinguishing features of reactive depressive states
and melancholia. Furthermore, the qualitative feeling of the depression
differs:

The intensity of this suffering makes it unlike any other. The recovered
melancholic people we interviewed always told us that the pain they expe-
rienced could not be compared to any physical pain (7) p. 40

For a poignant description of the reactivity in “normative grieving"”
versus the pervasive anhedonia of melancholia, see Table 1 quote 1. R&T
did not consider severity of mood disturbance a necessary requirement
for a diagnosis of melancholia. Milder cases of illness could also be con-
sidered as disordered:

Certainly, there are melancholic states in which everything is limited to mild
pain. What then allows it to be considered pathological is the absence of suf-
ficient reasons and also the patient’s belief that he no longer has the same
emotional sensitivity as before. Moreover, the intensity of this psychological

Thought Leaders Invited Review
Kendler and Justis

GENOMIC PSYCHIATRY
Genomic Press

gp.genomicpress.com

suffering is not always equal in the same individual. There are oscillations;
and, on the same day, the melancholic can feel more distressed in the morn-
ing than in the evening ..., this mental suffering always has the character-
istics of being accompanied by a feeling of resignation, of helplessness (7)
pp. 41-3.

Note the description of classical diurnal mood variation frequent in
20th and 21st century descriptions of melancholia.

R&T then turn to providing a psychophysiological explanation of the
origins of the mental pain characteristic of melancholia. Here they use the
unusual term coenesthesia which is defined as “the blend of numerous
bodily sensations that produces an implicit awareness of being alive and
of being in a particular physical condition:”

Let us now try to show how the psychological suffering of the lypemaniac
arises and develops and on what it is based. We have already said that it was
necessary to suppose at the origin of a melancholic state ... The thousand
sensations, which continually come from all the organs, are no longer the
same. The coenesthetic sense ... is ... altered. The patient no longer recog-
nizes his usual sensations; he no longer feels like he is living as before.....
We can in this way explain how simple alterations of coenesthesia can cause
somewhat serious discomfort. In addition, sensory sensitivities (vision, hear-
ing, etc.) undergo similar alterations in their functioning. It is then that pa-
tients say that they feel transformed and that they no longer see the outside
world in the same way.... The patient isolates himself, since all external im-
pressions arouse and maintain his suffering. These modifications in internal
and external perceptions do not occur with impunity; and the patient is sur-
prised and suffers from this alteration of his sensations. The melancholic al-
ways has his thoughts concentrated on unpleasant mental representations
(7) pp. 43-44

We need to unpack this important paragraph. R&T focus on a proposed
psychophysiological theory for melancholia. Fundamental to this theoryis
the proposed changes that occur in the bodily physical sensations and in-
ternal and external perceptions and subsequent representations that are
typically associated with a sense of well-being. These are all dramatically
changed in melancholia, causing a cascading set of changes that produce
physical discomfort, psychological distress, and depression. These devel-
opments are also responsible for the sense of derealization that often
accompanies the disorder—the ill individual feeling a substantial change
in their lived experienced. Their physical and social world has shifted as
have the mental representations that populate their inner life. We outline
below how these descriptions echo a key earlier theory in 19th century
psychiatry of melancholia and a form of psychalgia. (16)

From symptoms, R&T then move to describe the main “physical” fea-
tures of melancholia:

What then are the signs of sadness, to which we usually compare melancho-
lia?... What is characteristic is first of all an action paralyzing the muscles.
The movements are difficult and painful, hence a feeling of discouragement.
The voice is weak, the gestures are slow, the gait is unsteady; the features of
the face sag.... The pulse and breathing slow down .... (7) pp. 52, 54

They then explore the psychological origins of depressive
delusions—assuming the individual unconsciously seeks explanations
for their psychological and associated somatic mood state in their prior
actions.

Among the consequences of this mental suffering, we must note the feel-
ing of helplessness which invades the patient. When psychological pain is at
its maximum, sensory perceptions and ideas lose all pleasant or unpleasant
meaning for the melancholic, and the individual falls into a true emotional
anesthesia.... But before arriving there, the melancholic questions himself,
and, in this perpetual need for explanations which is specific to the human
mind, even when sick, he finds, in the path of passive resignation indicated
above, reasons to his sufferings; this is the origin of the delusional ideas ...
In this the patient reasons logically. As he is in a somatic state analogous to
that which accompanies remorse, these come naturally to his mind. To jus-
tify them, he accuses himself of imaginary misdeeds; he says he is a great
culprit, having committed serious mistakes. (7) p. 58

To recapitulate their point here, R&T argue that the melancholia in-
dividual, from a somatic and psychological perspective, feel they are in a
state of remorse. How could this be, they wonder. Surely, it then follows,
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Figure 2. A melancholic patient p. 71 of volume.

I must have done things for which I should be remorseful—I must have
been a bad person ...

They then turn to examine what they call the “mental decline” associ-
ated with melancholia:

In the melancholic, we observe a general slowing down of psychological pro-
cesses, which is probably related to the somatic conditions of sadness. We
have seen that sad emotions could be psychologically characterized by dif-
ficult associations of ideas; the two phenomena, sadness and mental slow-
ness, would therefore be linked. Clinically we know that in all painful emo-
tions there is a certain cerebral torpor: the head seems empty, according
to the expression of patients.... What is certain is that all mental processes
are slowed down and weakened in the melancholic: perceptions, memory,
ideation, attention, judgment, even imagination, [and] especially will. (7)
p. 60

To see a description of these features in more detail, see quote 2 in
Table 1.

R&T then review the signs of melancholia, illustrating the facial ex-
pression and posture by a poignant photograph (Figure 2). They write:

The physiognomy of melancholic people expresses their psychological suf-
fering and their lack of energy. The eyebrows are contracted, vertical folds
are formed immediately above the root of the nose; the forehead presents
horizontal wrinkles as a result of prolonged contraction of the frontalis mus-
cle; the angles of the mouth are lowered, the mouth itself is tight; the face,
aged, seems longer than normal (7) pp. 72-3

They continue:

This reduction in motor skills is seen on the patient’s sagging features; it also
manifests itself in his immobility. The muscles are often trembling, which
indicates that the contraction is hesitant .. the voice is furthermore dull,
monotonous, indistinct (7) p. 73
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Sleep problems are prominent features of the disorder:

Among the physical symptoms that appear at the very beginning of melan-
cholia, sleep disorders should be noted. These are persistent insomnia ... of-
ten accompanied by sudden awakenings. In other cases, the individual no-
tices that, even after sleeping, he wakes up in the morning as tired as the
night before; sleep then ceases to be restorative. (7) p. 75

They follow with a 17-page description, complete with figures, of
physiological measures of the changes in respiratory and cardiac function
as well as body temperature and urine volume and composition in melan-
cholic pts (pp. 78-95). They conclude this section by noting the frequency
of amenorrhea and weight loss:

Menstrual functions are often stopped, especially in the stuporous.... more
or less rapid malnutrition is the consequence of all these functional disor-
ders... [and] consequences of this reduction in nutrition is a lesser resistance
to infectious diseases and in particular to tuberculosis. (7) p. 96

Symptomatology - Variable Symptoms

R&T turn to examining “...the symptoms of melancholia which do not
have the constancy of those we have just reviewed (7) p. 98," beginning
with auditory hallucinations. When present, the content is almost always
derogatory:

Almost always the voices say unpleasant things. These are crude insults,
where the same filthy words are constantly found. These are threats, sin-
ister warnings, which only increase the depression or anxiety of patients. (7)
p. 101.

Interestingly, the hallucinations can blend into thought withdrawal
and thought echo—among the classic so-called Schneiderian symptoms
which were actually commonly described in the 19th century psychiatric
literature (17).

... the patient says that his thoughts are being stolen from him, that he can-
not think of anything without a voice immediately repeating in his ear what
he is thinking. In other cases, they overhear dialogues between the subject
and imaginary people (7) p. 102.

They then describe the typical melancholic delusions, noting the re-
signed acceptance of these beliefs rather than the active defiance typi-
cally seen in cases with primary psychotic disorders:

Delusion is a frequent element of melancholia, but not constant. There are
clinical forms where patients do not manifest any delusional conception. But
there are others—very numerous and varied—where melancholic ideas are
clearly delusional... The melancholic delusion is of a distressing nature; and
whatever form, whatever color it takes on, it is always a sort of nightmare.
Such a patient says he is abandoned by everyone; another believes that all
his relatives are dead; he hears utterances of terrible threats against him;
this one is convinced that the scaffold will be erected to guillotine him... Far
from recriminating, as the persecuted constantly do, and trying to take re-
venge on the people to whom they attribute the evils with which they are
overwhelmed, they submit, resigned. (7) pp. 108-9

For a poignant description of the common delusional themes of
melancholic patients, see Table 1, quote 3.

In addition to these more typical delusional themes, R&T note ... other
delusionalideas which are rarer and which are elements simply associated
with distinctly melancholic conceptions. p. 116" These included delusions
of damnation, persecution and more rarely grandeur. That later most
typically occurin

...patients who are rather persecuted. When true melancholic people are am-
bitious, it is always in their own way. They are great culprits, accusing them-
selves of all the crimes and all the evils of creation; and if they are a power,
it is only an evil, infernal power (7). p. 119

They then turn to consider suicidal ideation:

...the idea of suicide, which, by the acts it pushes one to commit, is of capital
importance. The pathogenesis of these suicidal ideas is very varied. Despair,
remorse, and above all the desire to be rid of psychological suffering are the
most common apparent psychological causes of suicide. Sometimes it is hal-
lucinations which maintain or suddenly provoke these morbid ideas. Other
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times it is anxiety, this paroxysmal mental pain, which suddenly gives rise
to the idea of suicide, just as it provokes rapture. But in general, thoughts of
suicide have a slow progress and onset.... It should be noted that thoughts of
suicide generally have the monotony and steadiness of all the conceptions
of [Melancholics]. Patients constantly ruminate on them and design more or
less complicated execution plans (7). pp. 114-5.

R&T then turn to “...acts which are observed more or less frequently
during melancholia. p. 127," the first of which is muteness. They write:

Mutism is encountered in all forms of melancholia; but it is much more fre-
quent in the form which is accompanied by stupor. This is where it is most
durable; and it is not rare to observe stuporous people who go months with-
out speaking. ... The causes of melancholic muteness are quite numerous.
Sometimes it is excess suffering which seems to produce it; the subject is
then prostrate, in one of those great silent pains, such as one experiences
after terrible emotions. Other times, it is the hallucinations that bind the
subject’s language. (7) pp. 127-8, 132

Other notable acts in these patients include the refusal of food,
self-mutilation, and suicide attempts and deaths. About the latter, they
write:

Suicides are very common during melancholia. They are found in all clini-
cal forms; delusional melancholics and anxious people should especially be
monitored ... Obviously acts of suicide are the expression of thoughts of sui-
cide; and when these manifest themselves, attempts at execution are to be
feared. But it happens that patients, who do not seem at all to be prey to
thoughts of suicide, kill themselves in an unexpected way. The causes of sui-
cide are quite varied. Sometimes—most often—it is mental suffering, which,
having become unbearable, panics the patient and pushes him to murder
himself... In other cases, itis a particular delusion that causes the impulsions
to suicide. A melancholic person wants, by killing himself, to escape the dis-
honor into which his faults and crimes have plunged him; his death will also
be an expiation. He cannot survive the loss of his fortune or his parents. An-
other rushes into death following a hallucination that commands him to do
so. (7) pp.137-8

R&T review common methods of suicide, which for historicinterest, we
include in Table 1, quote 4.

Chapter IV - Clinical Varieties of Melancholia

R&T begin this chapter by articulating a distinction between what they
call melancholia-psychosis and symptomatic melancholia. To avoid con-
fusion, we will use the more familiar term of primary melancholia for their
first subtype, which they define as follows:

Those where we find no visceral lesions, of the brain or another organ, no nu-
tritional disorder capable of explaining more or less well the appearance of
psychological disorders. These melancholies occupy, in mental pathology, a
place symmetrical to that held, in neurology, by neuroses. Both appear rather
functional or-what is more precise—cannot be linked to any specific lesion
(7) p. 145.

Symptomatic melancholia, by contrast, includes cases "where an im-
mediate etiology is very apparent. These include, for example, melan-
cholic states occurring during alcoholism, infections, circumscribed brain
lesions (7). p. 146." R&T comment only briefly and this subform of melan-
cholia and we will not consider it further here.

But before describing their four key subtypes of primary
melancholia—stuporous, anxious, delusional, and hypochondriacal—
R&T briefly review what they call simple melancholia, which they note
is the form of illness “most often observed outside asylums (7) p. 151."
Here is there summary of this syndrome, mirroring descriptions given
earlier in the book.

it is characterized by the reduction of biological energy. Sadness is a most
striking objective aspect... This triple difficulty of feeling, thinking, and act-
ing, which asserts itself as the affection evolves, passivity, the absence of any
spontaneity, of any psychological activity manifests itself more and more.
There may, at times, be a total shutdown of all ideation processes. Not
only the patient's actions, but his words, all his movements become slower
and slower, more and more difficult... self-consciousness is not deeply af-
fected; it is only invaded by conceptions and images of a sad nature (7)
pp. 149-50.
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They add that “the patient retains the ability to control and associate
hisideas. He generally combines themin the direction that his mental pain
gives them (7) p. 150 ..." but delusions do not typically emerge. Further-
more, they note that this form simple melancholia can remit or evolve into
more severe forms of illness.

Stuporous Melancholia
R&T begin by describing the typical presentation and course of this
subtype:

For three, four months, the individual is moderately depressed; then the
slowing down of psychological processes reaches its maximum intensity, and
the patient falls into a sort of torpor which forces him to complete immobility
for days and even weeks. In this period, he looks like a real statue. The face
loses all expression, the look is vague; sometimes with a half-open mouth
lets the saliva flow, mucus comes out of the nose without the patient trying
to blow their nose. The extremities are cold, cyanotic, the arms hang along
the body like the sleeves of a jacket, clothes are messy; often the patient
urinates and lets out his excrement without moving (7) p. 152-3

It is in such cases, they note, that one of key features of melancholia,
the slowing of mental and physiological processes, is most pronounced.
They also note important changes in cognitive content:

From a psychological point of view, the feeling of helplessness is pushed to
its extreme limit in the stuporous. And as, on the other hand, the emotional
and affective disorder is also at its maximum, it is around these two pivots,
complete helplessness and infinite sadness, that the psychological state of
the melancholic evolves with stupor (7). p. 154

Interestingly, they report the recollections of formally stuporous
melancholic subjects:

They livedin a world apart, like in a dream. External impressions had virtually
no influence on them. They only had a very limited number of ideas, and it
was especially difficult for them to produce new ones. These ideas absorbed
them, held them like true obsessions (7). p. 158.

R&T question the clinical coherence of Kahlbaum's formulation of
catatonia published in 1874 (18, 19) and note some similarities but im-
portant differences between that syndrome and their view of stuporous
melancholia. Cataleptic states, a key phase of Kahlbaum's syndrome, can
occur, albeit rarely, in melancholia, but are also seen, according to R&T, in
a wide-range of other psychiatric syndromes.

Anxious Melancholia
Often,

... the onset of this variety is manifested by a change in the character of the
individual who becomes sad, irritable, and quite abnormally sensitive. At-
tributing the cause of his bad mood to his own faults ...he examines the de-
tails of his previous life, the more he finds evidence of his guilt or unworthi-
ness. As the affection develops, the patient becomes agitated in the circle of
a small number of painful ideas, usually self-accusing (7). p. 176

Self-derogatory delusions often emerge and become the focus on the
mental life.

It manifests itself through the incessant repetition of the same complaints,
the same accusations. Every day, for months, the patient approaches you,
explaining with great volubility the two or three misdeeds he blames himself
for, the punishment he deserves, the punishment he fears (7). p. 177

For a brief case history, see Table 1, quote 5. R&T then describe the
clinical picture of these cases:

... he is constantly in motion. He roams his room in all directions and, when
he is free, he wanders off aimlessly, simply to satisfy this imperative need
to change places, to move continually.... In moments of great anxiety, the
patient pulls his fingers, tears his hair, scratches his forehead, cheeks, neck,
chest, tears his clothes... During these melancholic paroxysms, he is capable
of committing the most dangerous acts: ransacking the furniture, setting
fires, tearing out his eyes, ears, genitals (7) ... p. 178

R&T note that young, inexperienced alienists who will sometimes con-
sider these cases to be suffering from mania.
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Delusional Melancholia

"Here the disorder,” write R&T, "is deeper and the very content of the ideas
is more or less altered. Inaword, ... a new elementisintroduced: the delu-
sional conception (7) p. 187." Returning to their interest in the causes of
depressive delusions, they write

Howisit born? Most often, itis the consequence of a greater intensity of psy-
chological disorders ... It represents the patient’s attempt to explain every-
thing painful he experiences ... Clinically, when this state reaches the highest
stage of its development, ... the melancholic tells himself he is ruined and
reduced to begging. He believes he is unworthy of living and incapable. He
accuses himself, declaring guilt towards God and men. He feels damned, be-
lieving everyone despises him and subjects him to countless insults. Added
to this is the fear of punishment, hell, torture, and also ideas of negation,
immortality, etc. (7). pp. 187-8

They emphasize the role of psychalgia or mental pain:

.... all impressions from the outside world arrive in the patient's conscious-
ness profoundly altered; this psychological dysesthesia .... gives all impres-
sions a dark, painful color. This is the source of all the ideas relating to the
imaginary dangers which threaten the melancholic and to the equally imag-
inary persecutions of which he is [often] the victim (7). p. 188

Profound anhedonia also plays a role in the delusional formation, as
the patient:

... becomes incapable of manifesting a feeling of friendship, an aestheticim-
pression, a religious idea. As he is perfectly aware of this change occurring in
him, he comes to the conclusion that he is no longer a human being, that he
is a beast, that God has abandoned him, that he is damned, etc. (7) p. 189.

At one extreme end of this clinical continuum, Cotard’s syndrome
emerges: "When psychological anesthesia is at its maximum intensity, the
patient imagines that everything around him has disappeared and that
he himself is dead (7). pp. 189-190." R&T give an extended discussion of
Cotard’'s syndrome on pp. 196-208. They present a striking image of a
delusionally depressed patient in Figure 3.

Hypochondriacal Melancholia
R&T write that

Certain melancholics, in seeking the cause of their mental pain, find it not in
the impressions they receive from the outside world, but in those which re-
sult from disorders of their general or visceral sensitivity. The gastrointesti-
nal tract and the genitals in particular give them all sorts of painful sensa-
tions, which become the starting point for real conceptions of delusional and
hypochondriac melancholics. pp. 190-1

The syndrome typically develops in the following sequence:

The sick are sad, depressed. At first, they cannot give any explanation for
their discomfort. But soon, they said they were worried about their health.
They feel fatigue, weariness ... Sometime later, these still vague sensations
become clearer: it's the stomach, it's the gut, it's the chest or even the head
that hurts. The most careful medical examination does not allow the discov-
ery of any objective sign in the incriminated organs, and yet the complaints
are more and more serious, more and more pressing... under their influence
the patient soon abandons his most important affairs, sometimes goes to
bed and urgently demands care (7). p. 191

As they outline in Table 1 quote 6, these cases can be very clinically
demanding. The course and outcome of such cases is often more severe
than most other melancholic subtypes:

The development of hypochondriac melancholia is often an alternation of
bouts of anxiety and periods of depression. The duration is usually long (sev-
eral months and even several years). The ending is very variable ... healing
would be observed in a third of cases; another third would pass into a state
of chronic hypochondriac melancholia; finally, the last third would slide into
dementia (7). p. 193

R&T comment on two particular courses of melancholia, which they
term intermittent and circular. They define the former as follows:

As a phase of intermittentinsanity, this variety is essentially a bout of mental
illness which can occur several times in the same patient. In the intervals
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Figure 3. A case of delusional melancholia—p. 189 of the volume.

between bouts the disease seems to have completely disappeared. The bouts
appear at regular intervals and present an almost complete resemblance to
each other. The patient manifests exactly the same delusional conceptions,
the same degree of resignation and abulia (7). p. 212

Circular melancholia, which they said should be viewed in the con-
text of the prior literature on disorders termed “periodic, circular, [and
of] double form (7) p. 212"—all of which we would now see as precursors
of our current concept of bipolar disorder ~they state that they will not
address in this monograph.

Finally, we review what R&T write in this chapter on the course and
outcome of melancholia. In general:

the prognosis for depressive melancholia, considered as a whole, is rather
favorable. But the prognosis becomes worse when the condition persists be-
yond a year or eighteen months (7) p. 174.

In mild cases, “the mental disorders can disappear quite quickly, after
3 or 4 months, especially if the subject is subject to a healthy and abun-
dant diet and if you manage to improve your general nutrition. In other
cases, and especially in melancholia with stupor, the affection can last
a year and beyond (7) p. 172" However, “in other cases, and especially
in melancholia with stupor, the affection can last a year and beyond (7).
p.172"

Interestingly, the taking a careful history of their melancholic patients,

...itisnot uncommon to learn that they have had, at different periods of their
life, small attacks of melancholia. These attacks lasted a few days, a week or
two, then disappeared without apparently leaving a trace (7). p. 172.

These earlier episodes apparently occurred without asylum treatment.
In the hospital,

The progress of depressive melancholia is, in short, uneven. It proceeds in
ups and downs, the patient sometimes showing signs of a beginning im-
provement, sometimes, on the contrary, those of a worsening. It is espe-
cially at the beginning and at the end of the illness that we observe these
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oscillations and in particular these aggravations which are very often accom-
panied by corresponding modifications in the physical state (constipation,
insomnia, etc.) (7). p. 173

While generally positive,

The ending of... melancholia is also very variable. The most common is heal-
ing. Sometimes also the affection transforms into agitated melancholy or
even dementiain people with weak nervous systems, and particularly in ado-
lescents ... Death can finally occur either due to the deep exhaustion into
which the melancholic often falls, or also by suicide (7). pp. 173-4.

Discussion

In our view, the monograph on Melancholia by Roubinovitch and Toulouse
is an important document in our history of the development of the diag-
nosis of depression/melancholia that has been surprisingly neglected in
the Anglophonic literature. Berrios, typically the most thorough of psy-
chiatric historians, ends his history of mood disorders in the 19th century
in France in his major monograph (20) with Falret and Baillarger's key ar-
ticles in the early 1850s on, respectively, circular insanity and insanity of
double form. He is entirely silent on French writings on melancholia in
the second half of that critical century. Neither Jackson's classical history
of melancholia (21) nor the much more recent and thoughtful volume of
Jansson (3) are any better, neither making any reference to the work of
R&T. That this neglect might not have always been true is hinted at by a
story we uncovered in our extensive search for references to this volume
by English-speaking authors. R&Ts volume found its way into the library
of William James, the great American psychologist and philosopher. When
he was writing lecture V on the “sick soul” in his famous "“Varieties of Re-
ligious Experience,” he consulted R&T noting “I quote now literally from
the first case of melancholy on which I lay my hand (22) p. 148."

Of the many major themes touched on by R&T in their monograph,
we will here focus on six. The first and most obvious point is the thor-
oughness demonstrated by the authors in their descriptions. They cov-
ered all the major subdivisions within psychopathology often with con-
siderable details: symptoms, signs, subtypes, course of illness, and out-
come. Their descriptions of the signs are often vivid (“The eyebrows are
contracted, vertical folds are formed immediately above the root of the
nose ...in moments of great anxiety, the patient pulls his fingers, tears his
hair, scratches his forehead, cheeks, neck, chest, tears his clothes.”) The
depth of the authors experience and knowledge of the manifestations of
melancholia is impressive—more so in reading their full text with case
histories than could be conveyed in this summary. The quality of the de-
scriptive psychopathology of this volume is at least as strong as those of
other classic descriptions of melancholia/depression in the English (e.g.,
Lewis (23)) and German traditions (e.g., Kraft-Ebbing (5) and Kraepelin
(24)).

Second, we can see in their description, the key developmental fea-
tures in the evolution of the concept of melancholia from the late 18th
century—when it was conceived as a disorder of intellect or judgment,
a "partial insanity" often but not always associated with sadness—to its
modern form (1, 3, 4). These include, particularly, i) viewing melancholia
as primarily a disorder of disturbed mood, ii) the recognition that non-
psychotic forms of melancholia exist and are of clinical importance, and
iii) the understanding that in the psychotic forms of the illness, the delu-
sions and hallucinations can be understood as resulting from a primary
disturbance of mood. We have two additional measures of the degree to
which R&T's text aligns with modern concepts of depression. First, clear
descriptions of all nine DSM-5 (25) “A criteria” for major depression can
easily be found in its pages. Second, in a prior review of 20t century de-
scriptions of depression, one of us (KSK) identified 18 characteristic de-
pressive symptoms and signs from twentieth century psychiatric textbook
authors (26). R&T's monograph describes all 18 of them.

Third, we also see in this monograph, important references to the most
important explanatory psychophysiological model for melancholia devel-
oped in the middle third of the 19th century—melancholia as psychalgia
or “mental pain” (16). Briefly, as clinical pathological correlation became
adominant medical paradigmin early 19th century, nervous diseases pre-
sented clear exceptions sometimes demonstrating "pain without lesions"
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or neuralgia, of which Tic Douloureux was the paradigmatic example. This
disorder was assumed to result from neuronal hypersensitivity in spinal
ganglia so that a normal stimulus (e.g., touch) were misinterpreted as
excruciating pain. A parallel framework was conceptualized in the brain
to produce psychalgia, thereby explaining how normal social and intro-
spective experiences would, in melancholic patients, be interpreted in a
distorted manner which caused mental rather than physical pain and re-
inforce themes of inadequacy, failure, and worthlessness, and produce a
sustained melancholic mood state. We see a number of echoes of this the-
ory in T&R's multiple use of the phrases “mental pain” and “mental suf-
fering."” They note that it is the psychalgia “which creates this constant
sadness.” The patients view of the world is “..no longer the same. all im-
pressions from the outside world arrive in the patient's consciousness
profoundly altered; this psychological dysesthesia.”

Fourth, R&T attempted at several placesin their text, to articulate psy-
chological theories for delusion formation in melancholia: “the melan-
cholic questions himself, and, in this perpetual need for explanations ...
he finds, in the path of passive resignation... reasons to his sufferings; this
is the origin of the delusional ideas ..." and "it is the consequence of a
greater intensity of psychological disorders ... [as] part of the patient an
attempt to explain everything painful he experiences. ...The melancholic
then tells himself that he is ruined, that he is reduced to begging, that he
is unworthy of living..."

Fifth, R&T are somewhat unusualin focusing on a pair of signs as foun-
dational to the melancholic syndrome: psychological suffering accompa-
nied with resignation and “psychophysical decrease.”

Sixth, in their writings, these authors attend to the lived experienced
of their melancholic patients. They consider themes now commonly em-
phasized in the phenomenological study of depression—for example, by
Ratcliff (27)—including the symptom of derealization—feeling that the
world around them has profoundly changed—and the struggles to un-
derstand what is happening to them which can, in certain cases, lead to
explanatory delusions.

Finally, a series of smaller points are noteworthy. R&T noted that dis-
ease identification in psychiatry lagged considerably behind that in cer-
tain parts of medicine, especially in infectious disease and agreed that
psychiatric diagnostic categories at their time (and ours) were “only provi-
sional symptomatic groupings which will one day be replaced by more ex-
act conceptions of the nature of the relationships which unite the facts.”
R&T agree with some modern psychopathologists (e.g., refs. 28, 29) that
the so-called Schneiderian symptoms, often noted throughout the 19th
century (17), were not uncommonly seen in mood disorders and thus
are not diagnostically specific to schizophrenia. They noted, importantly,
that melancholia—a psychobiological syndrome—is qualitatively differ-
ent from episodes of sad mood, a diagnostic issue which persists in med-
ical care to this day. They were aware of mild melancholic syndromes—
which they termed “simple melancholia"—that did not typically require
asylum care. Finally, aware of the problems of the differential diagnosis
of reactive depression vs melancholia, they provide sound clinical advice
to focus on the assessment of the level of hopelessness and anhedonia.
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Fig.15 — Variations in circular melancholia.

The number of respiratory movements oscillates between 10 and 20. Breathing is ample in excitement

(fig. 19) and superficial in depression (fig. 20).

Fig.17 — Pulse in circular melancholia (depression).

Fig.18 — Capillary pulse in circular melancholia (excitation). 10”.

The urine volumes oscillate from 500 to 2000 c.c. The elements also vary. In the period of excitement,
the urinary elements are in ordinary quantity, except the chlorides, which are, as well as the density, ....
[221]

Fig.19 — Respiration in circular melancholia (excitation). Eighteen seconds.

Fig. 20 — Respiration in circular melancholia (depression) Eighteen seconds.

[222] slightly diminished. In the period of depression,
density becomes normal, urea decreases, uric acid
increases as well as phosphoric acid (undernutrition
of nervous elements). These results are recorded in
the following tablé?g

Variations of elements in the urine in circular

melancholia.

19 The urine analyzes were carried out by Mr. Tiffenau, intern at the Sainte-Anne asylum; the figures given are
averages.
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The mental state also changes considerably, as we have said. To study something measurable, we took
the reaction times in the two opposite states (excitation and depression) and in an intermediate state
that is rarely observable and can be considered as the normal state, however closer to excitation [223]
than depression. These experiments were carried out with the enlightened assistance of M. Vaschide,
from the physiological psychology laboratory at the School of Hautes Etudes directed by M. Binet, and
have already been the subject of a communication at the Société de Biologie.

The experiments took place between ten a.m. and noon. Reaction times were taken with d'Arsonval's
chronometer, using a new device designed by M. A. Binet and consisting of placing a screen between
the experimenter and the subject, in order to prevent the subconscious visual perceptions, which play
such a large role in these states of sustained attention. We had explained to the patient how she
should react, and we only began the experiment after a few attempts. First we took the simple
reactions, and, following a ten-minute rest, the choice reactions.

Simple reactions. The subject must react immediately after hearing the sound of a signal being struck
on the table. We performed 30 trials each time, averaging an interval of 10 seconds between each
auditory stimulus. It should be noted that the patient had only one anticipated reaction in all
three[224] sessions and only when she was in the normal state (between the 12th and 13th second).
Apart from this case, she always reacted well and seemed, especially when she was excited, to put a
lot of self-esteem into doing what was best. In this state, she had difficulty keeping her eyes closed,
and she burst out laughing wildly with joy when she thought she had reacted well. In the depressed
state this ambition was less visible although from time to time a slight smile of satisfaction appeared
on the melancholic mask of the face. We made no sign of approval or disapproval of the subject.
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Fig. 21. — Simple reaction time in circular melancholia (excitation).

202

The reaction times were, in excitation of 13.67, a figure which is lower than the corresponding
one[225] to the general average, estimated at around 15. These times are extended in the normal
state (17.77) and even more in the state of depression (25.55).

20 E, Toulouse et Vaschide, Temps de réaction dans les deux périodes d'une mélancolie circulaire, Soc. de Biologie,
1897.

201 For the details of this method we refer to a volume by M. Binet, in preparation, the Psychologie individuelle.

22 Hundredth of a second.
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Fig. 22. — Simple reaction time in circular melancholia (normal state).

Simple reactions.

MOYENXE ‘-’Anlda\;'ton
arithmétique. | 153 moyenne.

Excitaﬁonl ------ I RN R NN 13’93

Etat normal..........co.evnn.. 11,77

Dépression....... 25,55
'—————t— _——

The average variations were generally large and above average (2), while[226] retaining the same
relationship with the average reaction time, as shown in the previous table (p. 221). For the
construction of the averages we did not make any eliminations, no figure being very far from the
average.

[
=

Reactions of choice. It was understood that the subject

would react when she heard signal noise on[227] the table

ZlEL L

and would not react when the signal was struck on a box

whose delivered sound was completely different from the

other. We put an average interval of 10 seconds between

Bogpppd

each trial. We stopped the experiment when we had

obtained 30 correct reactions, that is to say 30 reactions

-——

responding to the agreed signals. The following table

shows the results of the experiments, in terms of averages

SHEESENERREdE
-
=

and variations.

B

Fig.23. — Simple reaction time in circular melancholia (depression).

80



Reactions of choice.

VARIATION
e ' e lle
arithmétique. | 14 moyenne.

MOYENNE

Déprcssion.I-nlnlti.ll-ll-ll-tl 21,13
Excitation......cccoviivinnnn, 24,23
Etat normal........cocvvunne.. 29,52

To obtain the arithmetic averages and variations, we had to eliminate, as being very far apart, a few
figures (60 for the normal state; 70 and two 50s for depression; 240 and two 50s for excitation). The
Os, that is to say the reactions in which the patient had not responded to the false signal, as had been
agreed, were not counted in the averages. There were 7 in the normal state, 10 in the excited state and
19 in the depressed state.

It will be noted that the average times are [228] slightly longer than the general average (around 20).
The figures obtained further show the decrease in attention in the three states and even more in the
periods of normal state and depression. The average variations presented by the patient are related to
the oscillations of attention; and the latter are very great in depression. In this state, the patient
seemed to get tired from time to time and then gave very slow reactions. If we set aside these periods
of distraction, we would realize that the arithmetic average is short and the variations not great.

On the other hand, incorrect reactions were more numerous in excitement (15) than in the normal state
(11), and very rare in depression (3). The incorrect reactions were relatively short. The three for
depression were 23, 26 and 70 (hence the median value (Scripturez)oswas 26); those in the normal state
had a median value of 24 and those in the excited state had a median value of 20.

The patient lent herself well to experiments and in doing so showed a lot of self-esteem, especially
excitement. As soon as she had a false reaction she seemed to wake up from a temporary numbness.
So after this enormous reaction of 240 she rubbed her eyes and said: “Oh! | had forgotten, | thought it
must not be held.”

[229] She seemed to react automatically, especially in her incorrect choice reactions, which were
faster than the good ones. As soon as she was accustomed to one of two sounds, after two or three for
example, we were sure to deceive her by changing the signal.

These experiments on reaction times show, if we only want to consider the two extreme periods, how,
in this patient, excitement and depression are different. Excitation is characterized by greater speed
of simple processes and by much less speed of complex processes; by more sustained attention and
by more errors (bad reactions). Excitation represents pure automatism with its acceleration and
absence of thought. In depression, intelligence is slower, attention tires easily (some very long
reactions), but errors are much rarer.

The patient's letters also testify to the change in mental state in the two opposing periods. Here first
is a letter written to her husband in excitement and which is remarkable for its abundance and its
ideas of satisfaction.

My Dear A...,

“l am very concerned that | have not heard from you since October 29, which is a long time of three and
a half months. What has happened to you since this time which really seemed so long to me? A serious
indisposition to our mother, to you or to our dear great Paul. | do not[230] know what to think anymore

23 Psychological year, 1896, p. 764.
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and haven't for many weeks. As for an illness, | always assumed that you would have written to me,
either at the beginning or during the period of improvement, or to one or other of the three of you. May
the Lord now remove from our family the great misfortunes, especially the illnesses and the death of
those whom we have always loved and whom we will love all our lives; because in almost fourteen
years we have lost people very dear to our hearts, and our beloved children who would already be so
grown up and so kind and would perhaps give us so much satisfaction. The will of the Almighty has
been otherwise for us; we must resign ourselves and always hope to see better days ahead.

“I have some very good news to tell you about myself. First | will tell you about my health; It has been
excellent for almost two months, except for aches, or rather, headaches that are quite violent and
therefore of short duration, fortunately for me, right? On this occasion lack of appetite often occurs,
only my mood is gloomy, | cannot engage in any serious work, nor in any distraction other than a good
reading of a newspaper which interests me, such as the Petit Journal and its supplement which is lent
to me by a companion quite often, which gives me great pleasure. Time passes much faster and more
pleasantly when working on sewing or other no less pleasant tasks. In a few days, | hope to have this
satisfaction.

“Please, dear friend, answer me immediately to reassure me or come see me next Thursday or Sunday;
| await you with legitimate impatience.

“l also dare to hope that all our parents are doing well, for such long months on both sides without any
news, | must put an end to this state of affairs, because my torment is very great on this side.

“I am happy to tell you that for the past two weeks, | have spent almost the entire day in the infirmary
where you have come to see me several times. | help our two nurses[231] from 5:15 a.m. each morning
until 5:00 p.m. Finally | help as much as | can and walk a lot, in bed at 8 o'clock in the evening. | tell you
the good rest I'm taking; tired of walking as | do and on the polished floor, it is precisely a lot of
exercise that the Chief Doctor recommended me to take to heal myself quickly. | almost forgot
something very essential for all of us. A great joy for me is that an 8-day leave of absence has been
granted to me by M...., this good Chief Doctor. All you have to do is come Monday or Friday morning
from 9 to 10 a.m. or write to him and to the Director. Dear Augustin, | leave you not without kissing you
from afar from the depths of my heart, as well as our dear son, our Paul who is kind, | hope, as well as
obedient; | also send my best and kindest affectionate kisses to mother Bet... as well as to our beloved
sister Hortense whom | will be so happy to see again soon.”

Now here is another letter, written in depression, and which is remarkable for its laconicism and also
its feeling of sadness.

“My Dear Husband,

“| have been a little ill for some time; If you had come to see me earlier the boredom would not have
returned to me.

“I hope your health is good as well as that of our Paul and even mother Bet...

“l end by wishing you good health.”

A few words about the periods and their succession. Excitement lasts less (12 days on average) than
depression (15 days on average). The two periods have an average duration of 27 days, that is to say
one lunar month. There does not appear to be any connection between the sequence of periods and....
[232]
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Fig.24. — Circular melancholia; succession of periods. (By a vicious graphic arrangement, the angles, which were to
represent the moment of greatest excitement or greatest depression, correspond to the changes of periods. The
ascending lines indicate the duration of depressions, and the descending lines that of excitations.)

[233] ...the succession of phases of the moon. This is how each of the periods coincided, during the
year 1896, with different districts.
The transition from depression to excitement usually occurs abruptly, overnight, from one hour to the
next, and sometimes at noon. The same goes for the reverse passage. Rarely does one have time to
observe an intermediate period between excitement and depression, which would constitute a normal
state. Sometimes the period of excitation is interrupted by an excitation of short duration, which tends
to lengthen its total duration.

Periods don't always come at regular intervals. They are usually observed at the end of the period of
depression or at the beginning of the period of excitement, as can be seen, as well as the details listed
above, in the table opposite (fig. 24).. The moon does not seem to have any action on the periods.

c. Remitting melancholia. —It only differs from the previous one in that instead of intervals of perfect
health the patient presents simple remissions.
1.SYMPTOMATIC MELANCOLIAS

In the previous chapter we tried to describe the main clinical forms of melancholia.[234] Although the
varieties with stupor, anxiety or hypochondriac delusion can present themselves as more or less
pathogenetically linked with somatic states (intoxications, infectious diseases) and that, from this
point of view, they would be amenable to the epithet of symptomatic, we mainly considered them in
our description as pure psychoses. It therefore remains to study melancholia in its clinical modalities
in relation to their more or less apparent causes, that is to say the clearly symptomatic melancholic
states of which we will try to indicate - if necessary - the particularities of appearance and of
evolution linked to pathogenesis.

Symptomatic melancholias are, for example, those which develop on a degenerative basis, those of
alcoholic origin, those which develop in general paralytics. This means that, to analyze them, it is
necessary to review the entire etiology of pure or symptomatic melancholia: the insane predisposition,
hereditary, congenital or acquired, the outcome of which is degeneration, and the direct, social causes,
biological, physiological, pathological, etc. Regarding each cause we will indicate - when necessary -
the special morbid forms which they are likely to determine.

Mental illnesses can be accompanied by a melancholic state, which is associated with them. But[235]
in cases of this kind, how can we establish that a particular group of symptoms forms a coexisting
morbid species? Often - Guislain always said - mental illnesses begin with a stage of depression; like
persecutory delusions. But should we see there an illness - melancholia - which leads to another? It is
more logical to admit that the period of onset of the persecutory delusions is a period of a state of
melancholic depression. Sometimes, however, there seems to be a real association of melancholic
delusion and persecutory delusions, as emerges from an observation by Mr. Magnanz.m

204 Magnan, De la coexistence de plusieurs délires de nature différente chez le méme aliéné, Recherches sur les
centres nerveux, 1893, p. 413.
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[236] CHAPTER V

ETIOLOGY

In this chapter we will have in view the study of the causes of all melancholic states, both those which
we call pure psychoses and those which we call symptomatic delusions. If we acted otherwise, we
would have to do two chapters on etiology. And as very often the same causes can produce
psychopathic states which, for certain authors, have all the characteristics of essential mental
disorders and which, for others, represent vague mental disorders, incapable of constituting morbid
entities, we should repeat ourselves. However, we will gradually indicate those causes which are more
particularly productive of melancholia-psychoses and those which are more particularly productive of
symptomatic melancholia. Is it necessary to point out that the etiological factors are [237] much more
numerous for the latter? Indeed we represent —at least this is currently the current opinion — the so-
called true melancholias as essential illnesses whose causes are most often ignored or far removed as
well as hereditary tendencies, or even simply occasional as well as the exterior pathologic influences
and others. On the contrary, each time an etiological factor (alcohol, typhoid fever, general paralysis)
is very apparent and seems to have great force, we are inclined to see in the psychopathic product
only a symptomatic disorder. We will say in the course of this chapter what ideas the attentive study
of the facts has allowed us to form on this subject.

It is natural to divide this etiological study into two large paragraphs: the predisposition that we seek
to find at the origin of any mental illness and the causes that we can call

direct. For the presentation of this chapter we will follow the work plan of one of usf?swhere we will
draw, by summarizing them, the facts which interest us here.

1.PREDISPOSITION.

An individual is said to be predisposed to a disease when, placed apparently under the same
conditions [238] as other individuals, he is more apt than the latter to fallill.

This predisposition, which is a general fact in all pathology, can be bequeathed by the ancestors or be
acquired by the individual during his intrauterine development or later during his life outside the
maternal womb. This means that this predisposition has hereditary or congenital factors or that it can
be acquired.

Heredity. — In biology, we call heredity “the transmission of natural or acquired properties or qualities
from ascendants to descendants through sexual generationz.u’s’.

While most naturalistszmtoday are inclined to admit that acquired characteristics are not inherited or
only in an exceptional way, and although on the other hand the disease is a character acquired by the
individual, doctors firmly believe in the transmission of diseases of ascendants to descendants. We
distinguish similar heredity — that is to say the transmission of the same pathological accident - from
dissimilar heredity, which is on the contrary the transmission of a morbid element [239] transformed.
The father bequeathing his cancer to his son is the first case; the epileptic engendering an insane
person is the second. However, in pathology and especially in mental pathology, similar heredity is
uncommon.

25 Ed. Toulouse, Les causes de la folie, Prophylaxie et assistance, 1896.

(Bibliotheque évolutionniste).
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Melancholia, for example, is rarely transmitted in nature; and it is relatively uncommon to encounter it
in the ancestors and descendants of lypemaniacs. It does not appear that the descendants of
melancholic people who themselves become insane are more often affected by lyeamania than by
another variety of mental alienation.

However, the hereditary transmission of impulses to suicide, which is often linked to a variety of
melancholia, has struck observers from Gall to our contemporariesz?8 Some families have been
devastated, in the exact sense of the word, by suicide, which could cause up to six deaths in fifty years
in a family (Le Royz)of Maccabruni‘smobservation is also very instructive in this regard. It has been noted
that in family suicides, [240] means used were often the same. It is still at the same age that
individuals kill themselves or are seized with the desire to do so. The same placeis chosen. But to what
extent can we blame heredity for such similarities? Whether we accept the transmission of a certain
organization and a certain character with a sad tendency, the idea can be supported with some
plausibility. But if individuals use the same weapons, choose the same places, and this at the same age
as their ancestors, it is mainly because they are pushed to imitate in an identical way the actions of
their parents who greatly impressed upon them. Markmsaid it very well: “In almost unanimous cases
this hereditary disposition only degenerates into suicide by example.”

In any case, it is not exceptional to find, among the ancestors of suicides, people who voluntarily killed
themselves. But are these cases common? It should be noted that we have not looked for the facts -
perhaps more numerous - of suicides generating subjects who do not manifest the same impulses.
Ultimately we must accept that family suicides are exceptional events.

[241] As for melancholic states, we have said that nothing could lead us to admit that they are
ordinarily transmitted in their form from ascendants to descendants. What is more ordinary is to see
melancholic subjects, sons of other alienated people. “All forms of madness,” said Marcéz,]smania,
melancholia, partial delusion, engender each other reciprocally and in an indistinct manner.” Morelz,m
Griesingerz‘thought the same. Among the ancestors of melancholics we can therefore find all types of

psychopaths. The work of M. Doutrebente and M. Legrain are very interesting in this regard.

28 Esquirol, works cited, I, p. 580 and following. — P. Falret, De ’hypochondrie et du suicide, p. 5 and following. —
Moreau (de Tours), Psychologie morbide, 1859, p. 170 and following — Cazauvieilh, Du suicide, de l'aliénation
mentale et du crime contre les personnes, 1840. — Marc, De la folie considérée dans ses rapports avec les
questions médico-judiciaires, 1840, t. Il, p. 420 and following.

29 | e Roy, Etude sur le suicide et les maladies mentales dans le département de Seine-et-Oise, 1870, p. 199.

20 Déjerine, works cited, p. 66.

2" Hammond, in Feré, La famille névropathique, 1894, p. 29.

22 Esquirol, works cited, p. 580 et 581.

23 Mabilie, Trois cas de suicide survenant en trois ans chez trois sceurs, Ann. méd-psych., 1891, t. X1V, p. 228.

24 Marc, works cited, t. II, p. 420.

Marcé, works cited, p. 107.

Morel, Traité des maladies mentales, 1860, p. 115.

a7 Griesinger, Traité pratique.... works cited, p. 186.

2e Doutrebente, Etude généalogique..., p. 197 et 368.

20 | egrain, Du délire chez les dégénérés, th. Paris, 1886.
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But we don’t only find insane people; we also meet neuropaths, because both are first cousins — as
the first alienists had noticed (Guislair:TOGriesingerz,e‘ Moreau (of Toursz)zi. This is how we find, either
among the ascendants of melancholics, or among their descendants — because the descendants
prove heredity as much as the ascendants [242] — hystericsfsepileptics,z,z40f Basedowienéfschoreiczsf
subjects suffering from paralysis agitans [Parkinson’sz]zj especially tabesﬁsFinally we can say that it is
not a nervous diseasez,zg neurasthenia, tics, multiple sclerosis, labio-glosso-laryngeal paralysis,
progressive muscular atrophy, infantile paralysis, primary myopathy, diffuse myelitis, migraine, facial
paralysis, senile tremor and hereditary essential tremor, which is not associated in the same families
with melancholic states.

General paralysis is sometimes found in the ascendants of melancholic people or even in their
descendants; and in cases where paralytics [243] belong to a disordered strain, we wanted to see a
difference in the clinical appearance and the evolution of the patient.

Alcoholics are also very frequently encountered either as ascendants or descendants of melancholics.

In everyday clinic it is easy to find examples of this heredity. Here is one:

OBS XIlI. - Hereditary melancholia.

T... Jean, accountant, thirty years old, entered the Ste-Anne asylum. (Service of Mr. Joffroy.)

The father, aged sixty, used to drink a lot of absinthe. It was only recently, after nervous accidents,
such as sudden jolts and violent nightmares, that he began to drink less. The mother, aged fifty, had
hysteria attacks when she was young and even five or six years ago. A maternal uncle is an
excessively irritable and violent man, usually a drunkard.

The patient was born at full term. He was raised on a bottle, far from his mother. “Cradle cap” during
childhood. Infantile convulsions during teething, and also during conflict. Croup at five years old. At
school, not a very bright and undisciplined student; however he was able to pass his baccalaureate

around the age of twenty-five.

20 Guislain, works cited, t. |, p.437.

2t Griesinger, works cited, p. 182.

22 Moreau (de Tours), Psychologie morbide, works cited, p. 177.

223 Briguet, works cited, 1859. — Déjerine, works cited — Roubinovitch, Hystérie male et dégénérescence. Paris,
1890.

24 Bouchet et Cazauvieilh, De 'épilepsie considérée dans ses rapports avec l'aliénation mentale , Arch. génér. de
méd., déc. 1825. — Herpin, Du pronostic et du traitement curatif de l'épilepsie, 1852, p. 325 et suiv. — Moreau (de
Tours), De l'étiologie de l'épilepsie, Mém. Acad. de méd., t. XVIlI, 1854, p. 55.

225 Raymond et Sérieux, Goitre exophtalmique et dégénérescence. Revue de médecine, 1892, p. 961 et suiv. —
Joffroy, Nature et traitement du goitre exophtalmique, Progrés médical, 1894, p. 61.

26 Breton, Etat mental dans la chorée, th. Paris, 1893, p.101. — Huet, De la chorée chronique, th. Paris, 1889.

27 Déjerine, works cited, p. 142.

228 Ballet et Landouzy, Du role de ['hérédité nerveuse dans la genése de l'ataxie locomotrice progressive, Ann. méd.-
psych., 1884, t. XI, p. 29.

29 Féré, La famille névropathique, Arch. de neurol., 1884, t. YIl. — Id., La famille névropathique, 1894.
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At the age of twenty-eight, he managed to find a place as a tutor at the Pontoise middle school; but,
finding the service too difficult, he only remained there ten months. It was after leaving this middle
school that he fell into a real bout of melancholia (intense mental pain with a feeling of deep
discouragement and a desire to die). However, the weakening of will, so common among patients in
this category who "do not know how to want", was such that having bought a revolver to [244] kill
himself, he never had the courage to put his idea into action. It was a typical case of depressive
melancholia with the two basic symptoms: mental pain and the slowing down of all psychological
functions. This bout of depressive melancholia lasted a month. Recovered, he placed himself as a tutor
at the middle school of Vitry-le-Frangois, where he remained for only six months. At the end of this
period of time a new attack, this time in a more active form. In a fit of mental pain, he wanted to cut his
foreskin with scissors.

Today (1896) the patient presents with a depressed face. He speaks in a very low voice, and, from the
start of the interrogation, complains of a psychological weakness consisting in the impossibility of
associating ideas. He is perfectly aware of his state, which is characterized above all by a sort of
psychological impotence. “| am incapable of doing anything,” he repeats every moment... “| wish | were
dead.” No real delusional conceptions. No hallucinations.

The extremities are slightly bluish and cold, almost no appetite, constipation, saburral tongue, dry
mouth; dynamometer: right hand. 11; left hand, 8.

But there are not only insane and nervous people in the ascendants of melancholics; there are also
arthritic peoplezfoscrofulous and tuberculosis patients.

We must therefore arrive at this conception that the disordered predisposition and in particular the
predisposition to melancholia are given by any ascendant who, insane, nervous, intoxicated, arthritic
[245] or cachectic, is in a state of hypo-vitality. It is possible that the disordered defects of the
ascendants are more frequently observed than the others; but the fact is only probable, because up to
now we have barely been concerned with bringing the former to light.

In summary, we must provisionally accept that any individual, finding themselves in a poor state of
nutrition, has a chance — especially if it is the mother (Baillarger) — of giving birth to a being who is
poorly gifted biologically and a candidate for psychopathies, consequently for melancholic states.
Congenital factors. — We know that maternal illnesses are more easily transmitted to children than
paternal illnesses; and we understand in fact that, as a result of placental exchanges, intoxications,
infections, nutritional disorders and even the emotions which can produce the latter, are capable of
disturbing the normal development of the fetus and consequently determining in him a state of
degeneration. This is how we understand the physical and mental debility of the children of drunkards,
of women affected during childbirth by serious illnesses. Children born in troubled times are often
degenerates, because of the physical and psychological miseries which have exhausted their [246]
mothers. On the other hand we know that monstrosities are more frequent in the working classes
where pregnant women work hard; and the experiences of Dareste and M. Féré account for the
influence of physical and chemical agents on the abnormal development of embryos.

All observers (Esquirol, Lucas, Morel) noticed that children conceived during drunkenness were
candidates for madness; and some of them become melancholic. It should be admitted that alcohol
immediately alters the sperm or egg to the point of hindering their subsequent normal development.

20 Charpentier, De la valeur des hémorroides et de quelques autres signes en aliénation mentale, Ann. méd.-psych.,
1887, p. 283 and following.

1 Esquirol, works cited, t. 1, p. 67. — Féré, Les enfants du siege, Progrés médical, 1884, p. 243.

22 Dareste, Production artificielle des monstruosités, 2e édit., 1891.

23 Féré, C. R, Society of Biology, 1894.
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In the case of acquired predisposition, it is the individual who, upon leaving the maternal womb, found
poor external conditions, which prevented his perfect psycho-physical development. Alcoholism plays
a large part in these events. We understand that, in the long run, this intoxication can, through the
nutritional disorders it causes, reduce resistance to morbid causes and in some way degenerate the
individual. Sometimes alcoholism dates from childhood; it is all the more pernicious. Finally we could
see the alcoholism [247] of the wet nurse affecting the health of children.

But cerebral diseases, especially meningitis, nervous diseases which strike the marrow, serious
eruptive fevers, typhoid fever, these are commonplace and powerful causes of degeneration. Trauma,
poverty with its deprivations and poor hygiene, finally all illnesses, which we will review shortly as
direct causes of melancholia, can cause a more or less complete state of degeneration, i.e. that is to
say a state of disordered aptitude.

We understand that the most powerful causes of degeneration will be those which can most easily
hinder the normal development of the individual. This is why causes subsequent to birth are less active
as they act on the already formed individual. Deafness makes a child of three years deaf and mute and
greatly compromises his intellectual development, whereas, in a man of forty, educated and in full
intellectual strength, the consequences of this accident will be less serious. Likewise, congenital
causes are even more powerful, since they hinder the development of the embryo. [248] Finally, we
understand that a hereditary cause, whose action is exerted from fertilization, can have equally
harmful effects.

Here are briefly listed the three main factors of disordered predisposition, that is to say degeneration.
All the causes examined above have the effect of making the individual, whom they reach directly or
indirectly, more likely to become alienated under the influence of an illness or even a physical or
mental shock. It should first be noted that these causes are so numerous that they can be found in
almost every family.

It cannot be denied, however, that there are some who are more flawed than others. However, we do
not know to what extent the defects, large or small, mental, nervous, arthritic, tuberculous or other
that we find in most families, are dangerous. Even if we only consider clearly neuropathic defects, our
ignorance is no less great. It would be necessary to identify a few families scattered over a territory,
and calculate how many of these members there are cases of mental and nervous illnesses. We would
have the average index of neuropathic defects widespread in the family groups of a country; because
it must be admitted that the vast majority of families are more or less affected rather than completely
unscathed. When, in a given family, [249] we would find an index higher than this, we would be
authorized to say that it is more defective than the average. Otherwise - and this is what happens
today - the investigation is carried out on an unlimited number of members of a family group, on the
most distant ancestors and collaterals, and if, on a very high number of In individuals, we encounter
two or three cases of neuropathic defects, it is said that the family is very defective. However, it could
be that at this rate the defect is still — given the number of subjects targeted — equal to or even
below what we observe in the majority of cases. Research of this kind is very difficult to pursue; Ball
and Regiszaitried them and did not arrive at very precise results.

234 Charpentier, De l'influence de l'alcool, de la nourrice sur les convulsions du nourrisson, Bull, de la Soc. protectr.
de l'enf., 1873. — Ed. Toulouse, Gaz. des hopitaux, 1891, p. 914. — Vallin, Académie de médecine (20 oct. 1896).
25 Bail et Régis, Les familles des aliénés au point de vue biologique, Encéphale, 1883.
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What statistics did not do, the clinic attempted. But it must be admitted that preconceived ideas
greatly guide the observer's research. This is how negative cases, in the study of morbid
transmissions, are neglected. Now if two out of ten offspring of the insane are neuropaths or madmen,
we are authorized to say that morbid transmission occurred twice out of ten cases, but also — which is
not usually said — that it was not carried out eight times out of ten cases, a higher proportion than the
other. On the other hand, the defects of [250] ascendants are not all equivalent. Those which strike
the father are much less serious for the descendants than those which affect the mother, who feeds
the child for nine months and can during this time transmit to him an infectious disease or cause him
to adopt habits of vicious nutrition. On the other hand, is old syphilis, which is hardly in the blood of the
ascendant except in a vaccine state, comparable to recent syphilis or even to chronic alcoholism,
where all the tissues of the generating organism are soaked in poison permanently? Great
circumspection must therefore be exercised when examining hereditary defectsz,seand only admit as
truly dangerous those in activity. Deep intoxication, a serious dystrophic illness in progress, mental
alienation at the time of pregnancy or fertilization, these are defects which are likely to have an
unfortunate influence on the psycho-physical development of the embryo.

In other words, a defect in the ascendants is information that must be examined closely. Often it has
no chance of impacting the offspring. Also any individual who has a hereditary neuropathic history
should not, because of this, be considered a degenerate. Likewise we [251] will not say that a son of a
syphilitic has by the very fact hereditary syphilis. We must study the subject, examine him, question
him, and find out if, in his physical conformation or in his psychological organization, there are not
defects proving that he is really poorly gifted and incapable of adapting without clashing with the
necessities of the external environment where he lives.

This is, in short, how those who have been concerned with the study of degeneration have understood
the question. Moref37and later Mr. Magnanmwho continued his work by expanding and completing it,
sought the signs capable of detecting degeneration, that is to say the physical and psychological
stigmata. These are too well known for us to describe them here. Let us just say that we must, in the
crowd of stigmata described in recent times, make a judicious choice and retain only the most serious,
those which endanger the proper functioning of the organ in which we observe them.

Certainly, such a choice is not easy to make, and that is why the theory of degeneration oscillates a
little. Some tend to circumscribe the latter, others to broaden it. M. Joffr03;39[252] thinks that, to be
insane, one must be more or less unbalanced and that madness only develops among degenerates in
one capacity or another. But that does not prevent the fact that there are, among these, some more
degenerate than the others. From this point of view, M. Magnan's types represent the most poorly
gifted subjects, the most incapable of adapting to their environment, the most predisposed in short to
madness. With them the predisposition is at its maximum; also the action of direct causes can be at a
minimum and still cause serious psychopathic disorders, which will betray the character of the subject
much more than the etiological element which activated them. When the predisposition is so strong,
the slightest shock brings delusion; but it is clear that this delusion cannot reflect much on the cause
(alcohol, infection) which simply provoked it. It will detect the mental character of the individual. But
what is it? The basis is debility to any degree, mobility, inconsistency. As a result, the delusion will
rarely stay on the same track. He will go from one subject to another; ideas of persecution will mix
with ideas of grandeur, mystical ideas with hypochondriac ideas. It will be a polymorphous delusion. It

26 Ed. Toulouse, Les causes de la folie, 1896, p. 323.

7 Morel, Traité des dégénérescences physiques, intellectuelles et morales de 'espéce humaine, 1837.
238 Magnan et Legrain, Les dégénérés, collection Charcot Debove.

Joffroy, De la folie choréique, Semaine médicale, 1893, p. 91. — Id., Congrés des médecins aliénistes et
neurologistes (Session de Clermont-Ferrand, 1894).
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will be born suddenly, since the individual is still sub-delusional, and it may disappear in the same way.
Finally, agitation will quickly lead, through rapid exhaustion, to a correlative depression; also long
periods of mania [253] frank will rarely be observed in these degenerates. This is how we can
understand and justify M. Magnan's theories.

What is true of delusion in general is true of melancholia. The melancholic states of the seriously
degenerate are above all characterized by this abruptness of appearance and disappearance, this
delusional polymorphism and this irregularity in the evolution which are the result of the mental
character of the deficient, of unbalanced. We will find cases of this in several works and in particular
in the thesis of Mr. Legrairi?oHere is one:

OBS XIlI - Depressive melancholia in a feebleminded person.

Mme Hé...., twenty-eight years old, entered Ste-Anne (Service of Mr. Joffroy.)

Father died at sixty-two from chest inflammation; lively and quick-tempered, but a good husband and
father; didn't drink. Mother aged sixty-five; of sad character, but very gentle; not nervous. Three
brothers and three sisters who are all healthy and normal; Among the sisters, one has melancholic
tendencies.

She had scarlet fever around seven years old. She learned quite well; she knows German and French.
Very cheerful in her childhood, she was very fond of games. This cheerfulness persisted until the age
of twenty-three; and the patient even says that she did not know a young girl happier than her, norin a
more joyful mood until she was twenty-three. Menstruated around thirteen; well adjusted since that
time. She left school at thirteen and remained at home until fifteen, taking care of the household. At
that time she came to Paris with her mother and, almost [254] immediately, as her lack of attention
prevented her from learning a trade, she placed herself as a servant. She stayed in the same place for
nine years and was quite happy there, although she had to work a lot. However, she had some small
troubles because of her irritable character and her combative spirit.

At twenty-three, she completely changes her character; from exuberant cheerfulness up until then,
she becomes sad and concentrated. She explains this metamorphosis by family troubles, and in
particular that of seeing her brothers and sisters settle down, marry, have children, while she
remained single and a domestic. She left her place on impulse, but only stayed two weeks with her
mother, moved back and spent four years in the same house. Then she was seized with the desire to
learn the trade of seamstress so that she could work for her mother, as the trade of a servant
displeased her more and more each day. She became even more sad, discouraged, depressed. She lost
sleep, imagining that she was facing persecution. Soon she felt incapable of any work and had to
return to her mother. She was very unwell there for a long time, then recovered a little. However, she
was not completely cured; work at home was only possible intermittently. Very often, it happened to
her that she was unable to do anything, the very idea of work being very painful to her. On those days
she felt a need to go out and walk which she could not resist. So she would leave her mother and go
wandering at random, sometimes for a whole day, preferably looking for solitary places. These ideas
sometimes even took hold of her at night in her bed; she had to exert extreme violence on herself not
to give in, thinking of her mother's pain if she noticed her nocturnal escapes. Ordinarily her sleep was
very poor, which caused her annoyance. In addition, she said, she was subject to violent itching all over
her body without the slightest eruption. It was at this moment that she decided to commit suicide. One

240 | egrain, Du délire chez les dégénérés, th. Paris, 1886.
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morning, her [255] mother had not spoken to her as friendly as usual; she had also noticed that visits
from her brothers and sisters had become rarer for some time. So she left her house and wanted to go
and jump into the water. Her mother, having suspected something, followed her and brought her back.
A little later, the patient made another suicide attempt with laudanum, which caused her to be
interned.

When she entered the asylum, it was difficult to obtain information from her. The patient speaks in a
somewhat incoherent manner, says meaningless words in an important manner, appears to have a
pronounced mental weakening. She moves from one idea to another abruptly and without any
transition. Her thoughts of suicide have no substance: she invokes futile reasons to explain them.
Besides, she only decided with great hesitation to put them into action, spending a whole day on the
water's edge without throwing herself in, preferring poisons, because this method requires less
courage. But this second attempt also aborted, the laudanum having only produced repeated vomiting
in her. She also has some ideas of negation: often in fact it occurs to her that her blood is not
circulating.

Among the physical symptoms, it should be noted that the tickling reflex is abolished in the palms of
the hands; patellar reflexes are reduced especially on the left; hands and feet are cooled. Sensitivity is
normal.

On February 15, 1896, the patient was much improved; she speaks effortlessly and sensibly; she
became much more cheerful and laughed easily. She explains her suicide attempt in a more
reasonable way, saying that she wanted to end her life because she did not want to cause her mother
any more grief with her eccentricities and inexplicable outings. She admits that she no longer has the
slightest idea of suicide.

[256] But below these degenerate types of M. Magnan, there is a whole hierarchy of individuals who
are getting closer and closer to a normal psychological state. For these, the direct causes must be, in
order to act, more powerful; and, as they will have had time to practice for longer, they will make their
stamp on the psychopathic form.

So the predisposition has degrees. When it is at its maximum, it can be activated by the slightest
causes which above all reveal the original debility of the subject and are therefore called occasional;
when it is at a minimum, it requires a greater shaking of the organism, and then we can more easily
establish an etiological link between the morbid form and the effective cause. But let us not forget
that, hereditary or acquired, the predisposition by itself cannot create anything. It is a vague force,
which requires it to be activated by something. And this something is poisoning, brain damage,
diathetic disease. These are the direct causes, whose importance has been too diminished in recent
times in a current of opinion against which one of us has tried to reactz;‘”we will study them in their
relationship with melancholia.

[257] 2. DIRECT CAUSES.

Some of the causes that we will review in this chapter could just as easily be classified with the
predisposing causes. Age and sex, for example, can only act by disposing the being to resist more or
less well the attack of a morbid agent. This is true in a sense; but on the other hand, isn't senility,
which is one of the almost usual consequences of age, a clearly defined pathological state, with
precise lesions? In this case it is more than a disposition to delusion, it is an immediate, direct cause.

24 Ed. Toulouse, Les causes de la folie, 1896.
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On the other hand, the most efficient causes, alcoholism in particular, sometimes act by unbalancing
the individual, making him less able to withstand the action of other morbid agents which then lead to
delusional disorders. We will therefore keep our classification; because all this only proves one thing
that, like all the others, it can only serve for the convenience of description.

a. Social causes. — Civilization has been accused of increasing the number of cases of madness. This
increase, which is more apparent than real and which follows the increase in population as well as the
extension of public assistance, is mainly caused by alcoholism and general paralysis. [258] Psychoses,
and among them melancholia, do not appear to be much more numerous at present than at the
beginning of the century. It must also be said that the statistics are no longer comparable, because
the alienists who developed them do not have the same ideas and therefore did not use the same
labels as ouzecontemporaries.

Major political or social upheavals often cause a perhaps exaggerated increase in cases of madness.
The events of 1870-71, which caused many cerebral victims, caused melancholic states with stupor
and thoughts of suicide, but in fewer numbers than exuberant psychoses (Lunierzf These concussions
have been accused of disturbing especially the predisposed (BelhommeZTALunier). However Lunier had
noted, among the insane people of 1870-71, a proportion of hereditaries less than half that which is
usually observed in the antecedents of psychopaths.

Exaggerated religious ideas sometimes develop into melancholic states with mystical ideas. [259]
Demonopathy epidemicsmwere common in the Middle Ages; Along with mystical ideas, erotic ideas
often arise.

Marital status does not seem to have a very obvious influence on the production of melancholia. If we
consider suicide as a manifestation of the latter, we notice that it is single adults who kill themselves
the most, then come widowers without children and lastly married men with children. Men commit
suicide more than women, when single or widowed, and a little less than them when married (Socquet2)4.7
We can also assess professions in their relationship with suicide. According to M. Socquet, the
populations where there would be proportionally the most suicides would be those of people without
confession, liberal professions, and those where there would be the least would be agricultural
professions.

There has been much discussion about whether the prison regime can cause insanity. It must be noted
first of all that many delinquents are degenerates and therefore more apt than others to become
delusional; on the other hand it happens quite often that the insane are misunderstood and
condemned (Legrand du Saulle, Pactet, Joffroy, Garnier, [260] Magnan, H. Monod). They did not go
crazy in the prisons because they already were. For others the anti-hygienic, anti-moral and anti-
physical regime of imprisonment can cause madness. A depressive state with hallucinations and ideas
of persecution has even been described, which are said to be common among imprisoned criminals. On
his side, Nackeﬁound no melancholic out of 53 insane inmates.

242 For example the statistic of Esquirol, Traité des maladies mentales, works cited, t. Il, p. 687, and that of M. P.
Garnier, La folie a Paris, 1890, p. 24.

243 Lunier, De l'influence des grandes commotions politiques et sociales sur le développement des maladies
mentales, Ann. méd.-psych., 1872, 1873, 1874.

244 Belhomme, Influence des événements et des commotions politiques sur le développement de la folie, 1849.

25 Lunier, De linfluence, works cited, 1873, t. IX, p. 245.

246 Calmeil, De la folie, etc., 1845

27 Socquet, Etude statistique sur le suicide en France de 1827 2 1880, Ann. méd.-psych., 1889 and 1890.

248 Semal, Coup d'ceil sur les folies pénitentiaires, Congrés international de méd. ment., Session de Paris, 1889.

29 Nacke, Crime et folie chez la femme, All. zeits. f. psych., 1893, t. 94, p. 396.
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b. Biological causes. — The age of manifestation for madness seems to be adulthood. This period of
life produces the most insane people, compared to youth and old age. Childhood is in fact more spared
from madness; but it is not the same with old age. And if we look at how many become insane out of
the same number of individuals aged twenty, twenty-five, thirty and so on up to the extreme age of
life, we see that the more one advances towards old age, the proportionately more insane there are. In
old age the proportion of the insane relative to the number of existing individuals becomes enormous.
The same observation was made for suicide (Socquet).

Melancholia can appear at all ages, [261] in children, adults and the elderly. Puberty sometimes
causes psychopathic states of which we have wanted to make special morbid varietiesz,? among the
forms observed, melancholic states are not rare. We understand the pathogenesis if we consider that
these psychopathic causes, acting at this biological moment, are of a depressive nature. The body of
certain poorly gifted subjects cannot bear the cost of sexual evolution, of the transformation of the
child into an adult, and this deficit results in a melancholic state. Likewise early dementia and also
general paralysiszsgcmcur quite easily in certain degenerate adolescents.

Old people, especially those who have inherited madness can present melancholic states in all
respects analogous to those seen in adults. But we also observe melancholia among them which takes
on special characteristics from the background of psychological weakening, which goes hand in hand
with senility. The latter is more or less late and does not always follow age. When it occurs in [262] an
individual, it manifests itself by well-known phenomena of atrophy (Charcot) and atheroma.
Psychoses, and in particular melancholic states, which evolve in this area, present a certain dementing
tendency, and are sometimes only a mental aspect of senile dementia. Delusions are rare and
monotonous; the reaction phenomena are not very noisy.

Sex is not an indifferent element in the etiology of melancholia. We know that insane women are more
numerous than men, although female admissions to asylums are slightly fewer than male admissions.
This is because men are more often affected by alcoholism and general paralysis, curable or fatal
illnesses, which through discharges or deaths reduce the number of the population of insane people
present in hospital establishments. Fewer women, on the contrary, enter asylums, but they stay there
longer. They suffer from psychoses more frequently than men. M. Garnier's statistical researchmshow
that, out of 1000 female admissions, there are 150 attributable to [263] melancholia, and, out of 1000
male admissions, there are only 37. Why this difference? We must remember, to explain the frequency
of melancholic states among women, that they find themselves in an inferior social situation. Material
misery is more common and heavier among women; domestic sorrows too. Finally, pregnancy is a
source of fatigue exclusively for women. All these depressive causes put the body in a state somatic
very favorable to the development of melancholia.

250 Esquirol, works cited, t. Il, p. 674 and following, and pl. XXVI.

1 Mairet, Folie de la puberté, Ann. méd-psych., 1888, t. VIII, p. 337; 1889, t. IX, p. 34, 209 et 353.

22 Roubinovitch, Démence juvénile avec athétose double, C. R. du Congrés des aliénistes et neurologistes (Session
de Bordeaux, 1895).

253 Ed. Toulouse, La paralysie générale juvénile, Gaz. des hop., 1893, p. 909.

254 Pécharman, Essai sur les psychoses de la vieillesse, th. Paris, 1893.

25 Ed. Toulouse, Etude clinique sur la mélancolie sénile chez la femme, th. Paris, 1891.

26 Constans, Lunier and Dumesnil, Rapport a M. le Ministre de U'Intérieur sur le service des aliénés en 1874, Paris,
1875.

57 P, Garnier, La folie a Paris, 1890, p. 25.
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